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Background Telemedicine is increasingly being used to access

abortion services.
Objective To assess the success rate, safety, and acceptability for

women and providers of medical abortion using telemedicine.
Search strategy We searched PubMed, EMBASE, ClinicalTrials.gov,

and Web of Science up until 10 November 2017.
Study criteria We selected studies where telemedicine was used for

comprehensive medical abortion services, i.e. assessment/
counselling, treatment, and follow up, reporting on success rate
(continuing pregnancy, complete abortion, and surgical
evacuation), safety (rate of blood transfusion and hospitalisation)
or acceptability (satisfaction, dissatisfaction, and recommendation
of the service).
Data collection and analysis Quantitative outcomes were

summarised as a range of median rates. Qualitative data were
summarised in a narrative synthesis.
Main results Rates relevant to success rate, safety, and

acceptability outcomes for women ≤10 weeks’ gestation (GW)
ranged from 0 to 1.9% for continuing pregnancy, 93.8 to 96.4%
+0

for complete abortion, 0.9 to 19.3% for surgical evacuation, 0 to
0.7% for blood transfusion, 0.07 to 2.8% for hospitalisation, 64 to
100% for satisfaction, 0.2 to 2.3% for dissatisfaction, and 90 to
98% for recommendation of the service. Rates in studies also
including women >10+0 GW ranged from 1.3 to 2.3% for
continuing pregnancy, 8.5 to 20.9% for surgical evacuation, and
90 to 100% for satisfaction. Qualitative studies on acceptability
showed no negative impacts for women or providers.
Conclusion Based on a synthesis of mainly self-reported data,

medical abortion through telemedicine seems to be highly
acceptable to women and providers, success rate and safety
outcomes are similar to those reported in literature for in-person
abortion care, and surgical evacuation rates are higher.
Keywords Medical abortion, telemedicine.
Tweetable abstract A systematic review of medical abortion through
telemedicine shows outcome rates similar to in-person care.
Linked article This article is commented on by D Grossman,
p. 1103 in this issue. To view this mini commentary visit https://
doi.org/10.1111/1471-0528.15802.
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Introduction
The barriers to access safe abortion present a serious health
risk for women globally.1–4 Between 2010 and 2014, 25.1
million abortions, corresponding to 45.1%, were unsafe,
provided by unskilled practitioners or using outdated or
harmful methods.5 Whereas mortality after safe abortion is
negligible and serious adverse events rare,6,7 unsafe abortion
is estimated to cause 23 000 deaths globally each year.8
According to WHO recommendations, many components of abortion care in the first trimester can be provided
on an outpatient basis and by mid-level providers, and
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women can self-administer the abortion medication and
self-assess the abortion completeness at home.9 Investigating the accuracy of self-assessment of gestational age (GA)
and eligibility for medical abortion, as well as the feasibility
of task-shifting to health workers outside of healthcare
facilities are, however, areas requiring further research.9–13
Telemedicine (TM) is the remote assessment and treatment of patients by means of telecommunications technology, and is an expanding health sector that has the
potential to increase access to safe abortion. In the context
of abortion care, TM services may be used for counselling
and assessment, the acquisition of abortion medication,
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and clinical guidance through the abortion process.14 These
services sometimes form part of local healthcare facilities,
and are performed alongside care offered in-person, and
sometimes operate independently of these to overcome
geographical or legal barriers to abortion access.15,16
The purpose of this review is to assess the evidence for
the success rate, safety, and acceptability for women and
providers of comprehensive medical abortion through TM,
i.e. pre-abortion assessment, medication, and post-abortion
follow up.

Methods
Search strategy
The GRADE approach was used to define the intervention of interest and outcomes relevant to the study question. We performed a systematic review of published
records in PubMed, EMBASE, ClinicalTrials.gov, and
Web of Science up until 10 November 2017, using a
search-construct adapted for each database (Supporting
Information Appendix S1). No other limitations were
made in regard to language, setting, time period or study
design. Identified citations were uploaded into an EndNote database (EndNote X6) and duplicates removed. All
researchers developed the search criteria. One researcher
(M.E.) screened citations by title or abstract and performed a full-text analysis on abstracts seeming to fulfil
inclusion criteria. If there was uncertainty regarding
inclusion, the article was reviewed by four researchers
(A.L., A.C., B.G., K.G.D.) and a consensus decision
made. A PRISMA flowchart of study selection is shown
in Supporting Information Figure S1.

Study selection
We defined medical abortion through TM as the provision of
all of the following services: pre-abortion assessment and
counselling, abortion medication, instructions for medication
and follow up, through any form of verbal or written exchange
of information occurring between the woman and the person
who takes medical responsibility for the assessment or content
of the information given. We discuss TM abortion with
reference to medical abortion performed in-person, performed in or partly in-clinic without making use of TM.
We included articles or abstracts that reported on outcomes relating to success rate, safety or acceptability for
women and/or providers, of medical abortion through TM
at any GA, using any national or internationally recommended regimen for medical abortion.7 We excluded studies
that investigated the use of TM for a limited component of
abortion care such as pre-abortion counselling or post-abortion follow up, or the use of unidirectional information during the abortion process, as the effectiveness of these
interventions has been shown.17–23

Our primary outcomes were success rate and safety for
women, and acceptability for women or providers. We
thereby adhered to the core outcome sets for medical abortion that are being formulated.24 We defined success rate
as any measure of complete abortion, safety as any measure of abortion-related complications severely affecting
the physical health of the woman, and quantitative acceptability for women or providers as any categorical measure
of the emotional experience of performing or providing
medical abortion through TM. We defined qualitative
acceptability for women or providers as any description of
experiences or emotions related to the acceptability of the
abortion. Our secondary outcomes were clinical symptoms
or outcomes affecting the physical experience of the abortion but not affecting safety, such as unscheduled clinical
visits, outpatient medical treatment or symptoms of heavy
bleeding or pain.
There was no patient or public involvement (PPI) in the
study.

Statistical analysis and adjustments of data
We screened selected articles and extracted data on outcomes compatible to our pre-defined primary and secondary outcomes. We separately studied outcomes for
women ≤10+0 weeks’ gestation (GW), the current recommended limit for home abortion according to the FDA,
and outcomes for women up to and above 12 GW.25
We categorised GA at abortion according to the best
available estimate at intake of abortion medication. In
studies where only GA at consultation was recorded, and
the time required for delivery of the abortion medication
was estimated at 1 week, GA at abortion was assumed
to be GA at consultation plus 7 days. We defined
women who were reported as having received abortion
medication but not confirmed intake, or not responded
to follow up, as lost to follow up (LTFU). We used the
GRADE approach to assess the quality of evidence for
each quantitative outcome and assessed the methodology,
relevance, coherence, and data adequacy in qualitative
studies in relation to TM for medical abortion.26,27
Synthesised quantitative data were summarised as a range
of median rates. Statistical analysis was done using IBM SPSS
Statistics, Version 25.0 (IBM Corp., Armonk, New York, NY).
Qualitative data were summarised in a narrative summary.

Results
Selected studies and outcomes
We identified 1426 studies in the search. Two studies
which were at the time unpublished were accessed through
direct communication with the authors and included. We
excluded 1413 studies because they did not meet inclusion
criteria. Thirteen studies in total were selected for
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inclusion. Two of these presented outcomes from two separate study groups, resulting in a total of 15 study groups.
Among 13 studies, there were three retrospective
cohort-, one prospective cohort-, seven descriptive, and
two qualitative studies. Data came from self-reported
online emails or questionnaires, patient records or direct
communication with hospitals. The sample size ranged
from 19 to 17 956 in studies reporting quantitative data
and from 8 to 40 in studies presenting qualitative data.
Ten studies reported on outcomes after abortion through
TM up to 10+0 GW, and three also included women at
higher gestational ages.
In selected studies, we extracted data for three outcomes
measuring success rate: rate of continuing pregnancy, selfassessed complete abortion, and surgical evacuation postabortion; two outcomes measuring safety: rate of hospitalisation and blood transfusion; and three measures of acceptability: rate of satisfaction, dissatisfaction, and willingness
to recommend the TM service.
An overview of study setting, design, and outcomes is
presented in Supporting Information Table S1.

Study characteristics
Selected studies represented data from four TM abortion
services. For all services, misoprostol is self-administered at
home.
Seven studies with a total of 11 024 study participants
were based on data from Women on Web (WoW), Amsterdam, which has offered abortion through TM since 2004,
mostly to women in settings where access to abortion is legally restricted.28–34 Pre-abortion assessment and post-abortion follow up take place via on-line questionnaires or per
email, and a 24-hour help-desk is available. Abortion medication is sent by post. WoW operates outside of the formal
healthcare system and provides no auxiliary clinical exams.
Four studies with a total of 19 170 participants and eight
providers were based on data from Planned Parenthood
clinics in Iowa and Alaska, which have had a TM abortion
option integrated into clinical facilities since 2008. Pre- and
post-abortion ultrasound are done in-clinic by a medical
technician, but ultrasound assessment, informed consent,
and witnessed intake of mifepristone 200 mg (in accordance with Iowa State legal requirements)35 is performed
off-site by a physician through an encrypted digital videoconference system.36,39–41 One study with 19 participants
was based on data from Willow’s Women’s Clinic in Vancouver, which has had a TM abortion care option for
women in British Columbia since 2012.38 Pre-abortion
assessment is performed by Skype Videoconference. Ultrasound GA dating is done by a physician if s-HCG, taken at
a local lab, is >5000. Abortion medication is picked up at a
local pharmacy. Follow-up videoconference and s-HCG
take place 1 week post-abortion.
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One study with 1010 participants was based on data
from the Tabbot Foundation in Sydney, which has provided medical abortion through TM to women in Australia since 2015.37 Women are screened by telephone for
eligibility and referred for ultrasound, haemoglobin,
blood-typing and s-HCG at a local facility. Pre-abortion
assessment after these exams takes place on the telephone
with a physician. Abortion medication is sent by post
through a central pharmacy. Telephone contact with a
nurse occurs on the day of intake of the medication. The
s-HCG is taken 7 days after abortion at a local laboratory.
Follow-up assessment is done over the telephone by a
staff member. A summary of TM interventions for medical abortion for each service is presented in Supporting
Information Table S2.

Synthesis of results
Nine studies reported on one or more aspects of success rate
of medical abortion using TM ≤10+0 GW.29–34,36–38 Rates of
continuing pregnancy ranged from 0 to 1.9%.29,31–33,36,37
Rates of self-assessed complete abortion ranged from 93.8 to
96.4%.29,33,37 Rates of surgical evacuation post-abortion ranged from 0.9 to 19.3%.29–34,36–38 In one study investigating
rates of and reasons for surgical evacuation, 15.6% of
patients had an evacuation because of excessive bleeding or
signs of infection, which represented 3.3% of the total study
group.31 Three studies which included women also >10+0
GW, reported on measures of success rate.31,33,34 Rates of
continuing pregnancy ranged from 1.4 to 2.3%.31,33 In one
of these studies, the rate of continuing pregnancy specifically
among women ≥13+0 GW was 6.9%.31 The rate of complete
abortion in one study was 93.2% overall and 87.2% for
women ≥12+0 GW.33 Rates of surgical evacuation ranged
from 8.5 to 20.9%.31,33,34 One study reported a 23.1% rate of
surgical evacuation among women ≥12+0 GW33, and another
study found rates of 44.8% among women ≥13 GW.31
Four studies reported on one more outcome related to
safety of medical abortion through TM ≤10+0 GW.29,30,37,39
Rates of blood transfusion ranged from 0 to 0.7%.29,30,37,39
Rates of hospital admission ranged from 0.07 to 2.8%.37,39
One of these studies compared safety-related outcomes
between women choosing abortion through TM and inperson abortion care.39 The incidence of hospitalisation in
this study was 0.07% in the TM group and 0.12% in the in-person care group (P = 0.22). The rate of blood transfusion
was 0.07% in both groups. (P = 0.98). There were no reports
of maternal death in any study. A summary of outcomes
relating to safety and success rate is shown in Table 1.
Eight studies reported on one or more quantitative measures of acceptability for patients using TM abortion services at ≤10+0 GW.28,30–34,36,37 Acceptability in these studies
referred to an assessment of the abortion service as a
whole. Satisfaction rates ranged from 64 to 100%.36,37
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Dissatisfaction rates ranged from 0.2 to 2.3%.28,30,32 The
percentage of women willing to recommend the TM abortion service ranged from 90 to 98%.28,36 One of these studies compared acceptability-related outcomes between
women choosing abortion through TM and in-person
abortion care.36 There was no statistical difference between
groups either in the rate of high satisfaction or in the rate
of low satisfaction. Three studies which included women
>0+0 GW reported on quantitative measures of acceptability. The satisfaction rate ranged from 90 to 100%.31,33,34 A
summary of these results is found in Table 2.
One study qualitatively compared acceptability between
women who chose abortion through TM (n = 20) and
those who received care in-person (n = 5) at Planned Parenthood clinics in Iowa.40 For both TM and in-person participants, limiting travel time to the abortion clinic and

waiting time for the abortion treatment was the most
important factor in their choice of method. Most TM
patients felt indifferent to the remote aspect of abortion
counselling, some preferred it, one would have preferred
face-to-face. All said they would recommend medical abortion through TM to a friend.
Two studies qualitatively investigated acceptability
among providers of medical abortion through TM at
Planned Parenthood clinics in Iowa (n = 15) and Alaska
(n = 8).40,41 Positive consequences of TM abortion services
that emerged in interviews with providers were: greater
flexibility, greater access to physicians, increased efficiency
of resources, fewer cancellations and delays, being able to
ensure access to medical abortion due to earlier access to
services and shorter GA at abortion, and reduced travel
times for patients. Minimal impact on clinic flow and

Table 1. Rates of safety and effectiveness outcomes among studies and study groups selected for a systematic review of abortion through
telemedicine
Study

Gomperts
et al.32
Gomperts
et al.30
Gomperts
et al.31

Larrea &
Palencia33

Aiken et al.28
Les et al.34
Grossman
et al.36

GA

Sample size

Weeks

n

Blood
transfusion
n (%)

Effectiveness

Hospital
admission
n (%)

Continuing
pregnancy
n (%)

Surgical
intervention
n (%)
34 (13.6)
8 (6.8)
289 (12.4)

≤10
≤10
≤10

249
118
2323

–
–
0 (0)

–
–
–

4 (1.6)
0 (0)
–

All
≤9
10–12
≥13
All
≤9
10–11
≥12
≤10
All
≤9

307
207
71
29
872
650
132
39
1000
59
TM (n
Ref (n
TM (n
Ref (n
TM (n
Ref (n
18
754

–

–

–

–

7 (2.3)
4 (1.9)
1 (1.4)
2 (6.9)
1.4

7 (0.7)
–
–

–
–
–

–

–

≤9
Grossman
et al.39
Wiebe et al.38
Hyland et al.37
Incidence
Range

Safety

≤9
≤10
≤10
<10 GW*
All GW**

=
=
=
=
=
=

223)
226)
1172)
2384)
8765)
10405)

6 (0.07)
7 (0.07)
–
1 (0.1)
0–0.7

6 (0.07)
13 (0.12)
–
21 (2.8)
0.07–2.8

8 (0.8)
2 (0.9)
2 (1.0)
nns (0.9)
nns (1.0)
–
–
1 (0.1)
0–1.9
1.4–2.3

64
40
11
13
95
68
23
9
45
5
2
7
–

(20.9)
(19.3)
(15.5)
(44.8)
(10.9)
(7.8)
(10.6)
(23.1)
(4.5)
(8.5)
(0.9)
(3.1)

–
1 (5.6)
26 (3.4)
0.9–19.3
8.5–20.9

Secondary outcomes
Complete
abortion
n (%)

Antibiotic
use n (%)

–
–
–

2 (0.8)
3 (2.5)
–

–

–

813
40
10
5
947
–
–

(93.2)
(95.4)
(92.4)
(87.2)
(94.7)

(9.3)

26 (2.6)
–
–

–

–

–

–

–
727 (96.4)
93.8–96.4
93.2

–
–
0.8–2.6
9.3

, no data on this variable; CI, confidence interval; GA, gestational age; GW, weeks’ gestation; nns, number not specified; Ref, reference, i.e. inperson abortion care; TM, telemedicine.
Unless specified numbers represent data on outcomes after abortion through telemedicine.
*Based on studies including women up to an estimated 10 GW at abortion treatment.
**Based on studies including women up to any gestational age.
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Table 2. Rate of measures of acceptability of the experience of abortion through telemedicine among eight studies reporting on these outcomes
included in the systematic review
GW

Gomperts et al.32
Gomperts et al.30
Gomperts et al. 31
Larrea and Palencia33
Aiken et al.28
Grossman et al.36
Les et al.34
Hyland et al.37
Incidence
Range (%)
TM patients

194
1894
307
872
1023
TM:214
Ref: 217
49
754

Categorical measures of the acceptability of medical abortion through
telemedicine
Satisfieda n (%)

Dissatisfiedb n (%)

Would recommendc n (%)

All
≤10
≤10e

–
1214 (64)d
307 (100)
nns (98)
–
TM: 201 (94)
Ref: 191 (88)
49 (100)
781 (97.4)
64.0–100%

2 (1.0%)
43 (2.3).
–
–
nns (0.2);
TM: 1 (0.5)
Ref: 1 (0.5)
–
–
0.2–2.3

–
–
–
–
nns (98.2%)
TM: 192 (90%)
Ref: (180 (83%)
48 (98%)
–
90.0–98.0

Allf

98.0–100%

–

–

≤10
≤10
All
All
≤10
≤9

–, no data on this variable; CI, confidence interval; GW, weeks’ gestation; GW, gestational weeks; nns, number not specified; n, number; PP,
Planned Parenthood; Ref, Reference, i.e. in-person abortion care, TM, telemedicine.
a
Choosing the terms ‘acceptable’, ‘satisfied’, ‘highly satisfied’ or ‘very satisfied’ to rate the abortion experience.
b
Choosing the terms ‘dissatisfied’, ‘very dissatisfied’, ‘not acceptable’, ’extremely stressful’ or ‘unacceptably stressful’ to rate the abortion
experience.
c
Answer yes to question of whether she would recommend the abortion service to a friend.
d
Other response options: ‘acceptable stress’ (22.5%), ‘no specific feelings’ (3.1%), ‘do not want to share my feelings’ (8.0%).
e
Based on studies including women up to an estimated 10 GW at abortion treatment.
f
Based on studies including women up to any gestational age (GA). Maximum GA categories: Gomperts et al.31 ≥13 GW (n = 29); Larrea &
Palencia33 ≥12 GW (n = 39); Les et al.34 confirmation from author that some women will have been ≥12 GW (number unknown).

minimal impact on the provider–patient interaction was
reported. No negative aspects emerged. A summary of these
findings is found in Table 3.
Antibiotic use after medical abortion through TM was
the most common secondary outcome reported. Two studies, which included women ≤10+0 GW, reported use
between 0.8 and 2.6%; one study which also included
women >10+0 GW, reported antibiotic use at 9.3%
(Table 1).29,32,33 Other reported secondary outcomes were
rate of clinical visits for complications after abortion
(range 14.6–24.9%),32,33 rate of heavy bleeding (range 3.4–
5.2%),29,34 and emergency visits with treatment (0.15%
among TM patients and 0.21% for in-person patients,
P = 0.31).39

Quality of the evidence
We rated the quality of evidence for all selected outcomes
as low, on the premise that all studies were observational
and most lacked a comparison group for the effect measured. Based on the high LTFU among quantitative studies
(5–57%), overall, the risk of selection bias was assessed as
high. Three studies presented a sensitivity analysis of the
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women who were LTFU. Two found no significant differences between the study sample and the LTFU group28,29
and one found that women ≤7 GW and >12+0 GW were
overrepresented in the LTFU group.33 One study lowered
LTFU to 23% in a study group by adding telephone follow
up, compared with 45% in a demographically similar study
group without such follow up, and found that rates of continuing pregnancy and surgical evacuation in the telephone
group were lower.32 Sample sizes ranged from 19 to
19 170.

Discussion
Main findings
Based on a synthesis of limited and mainly self-reported
data, this review found that rates of complete abortion,
continuing pregnancy, hospitalization, and blood transfusion after abortion through TM ≤10+0 GW were at similar
levels to those reported after in-person abortion care in the
published literature.6,42,43 Surgical evacuation rates were
higher than expected. Acceptability for women and providers was high.
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Table 3. Summary of two qualitative studies investigating the experience of providing or receiving counselling for medical abortion by
telemedicine
Qualitative studies based on inductive coding using grounded-theory
Study

Sample size

GA and source

Summary of women and provider perspectives on telemedicine
and standard care abortion counselling

Grindlay et al.40

TM: 20
Ref: 5
Provi-der:15

PP Iowa ≤9 GW*

Grindlay et al.41

8

PP Alaska ≤9 GW

Women: For both TM and reference patients proximity/lower waiting
time took precedence in choice of counselling. TM patients:
indifferent to TM aspect of counselling, some preferred it, one would have preferred
in-person counselling. All would recommend their chosen method to a friend.
Providers: Greater access to physicians, efficiency of resources, fewer
cancellations/delays. Ability to ensure access to MA because of greater flexibility
and earlier access
Providers: Increased availability, flexibility, fewer clinicians needed, ability to see patients
in multiple clinics each day, physicians scheduled as needed. Shorter gestational age
at abortion resulting in higher proportion of MA. Reduction in travel times. Minimal
impact clinic flow. Minimal impact provider–patient interaction

GA, gestational age; GW, weeks’ gestation; PP, Planned Parenthood.
*Weeks’ gestation at abortion treatment.

Strengths and limitations
The heterogeneity of setting, service provision, and even
abortion medication regimen in this review is high, which
means that the evidence must be interpreted with caution.
There were no randomised clinical trials, and most of the
data came from descriptive studies and were based on selfreported outcomes. Two observational studies assessed the
safety and success rate of TM in direct comparison with
in-person care which adds to the reliability of these
results.36,39 Seven of nine of the remaining studies represented study populations for whom abortion is legally
restricted, meaning that no comparison group would have
been accessible. However, the lack of a comparison group
limits what can be said about the relative risks and acceptability of abortion through TM. All study groups represented high- to middle-income settings. Findings can
therefore reliably be generalised only to similar socio-economic contexts. In studies reporting on success rate or
safety outcomes, LTFU ranged from five to 57%, and only
three articles presented a sensitivity analysis based on background characteristics in the LTFU group. The high loss to
follow up means that the risk of selection bias is theoretically high. It is plausible, however, that women LTFU in
these studies represent women with a lower rate of complications. However, LTFU in studies largely relying on selfreported outcomes and representing patient populations
outside the formal health care sector, will inevitably be
high, and controlled trials in these contexts difficult to
achieve. Policy recommendations in this area may therefore
have to allow for incomplete data and rely on the best

available evidence in order not to delay access to this alternative abortion care option.

Interpretation
The mean rate of complete abortion after in-person medical abortion is estimated at 96.7% at ≤9 GW and 93.1% at
≤10+0 GW, which is similar to the range found in our
review (93.8–96.4%).6 The mean rate of continuing pregnancy is estimated at 0.8% at ≤9 GW and 2.9% at
≤10+0 GW, which compares to mean rates between 0 and
1.9% found in our review. This suggests that abortion
through TM is comparable to in-person abortion care with
respect to the clinically most relevant measures of abortion
completeness. The mean rate of surgical evacuation after
in-person abortion care at ≤10+0 GW is estimated at below
5% (1.8–4.2%),6 whereas surgical evacuation rates in our
review ranged from 0.9 to 19.3%. One study from WoW
showed that surgical evacuation rates vary depending on
the women’s country of residence, and another that a
minority of women report that evacuation was performed
for excessive bleeding or infection.30,31 It is therefore possible that the differing rates of surgical evacuation reflect
varying local practices in the treatment of incomplete abortion or miscarriage. Rates of continuing pregnancy and surgical evacuation for women using TM for medical abortion
were significantly higher at >12+0 GW compared with
≤12+0 GW, and higher than those reported in the literature
for abortion at >12+0 GW after in-person abortion
care.31,33,34 Women performing abortion in hospital at
>12+0 GW receive misoprostol at regular intervals until
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abortion occurs.44 However, women performing abortion
through TM may not have access to repeat doses of misoprostol, which would lower their rate of complete abortion.
The total sample size representing women at >12+0 GW
was small, which limits interpretation, but these results
require further investigation.
Systematic reviews on complication rates after medical
abortion at ≤10+0 GW estimate the incidence of severe
haemorrhage at below 0.6% (0.03–0.6%) and hospitalisation
at below 1% (0.04–0.9%).6,42,43 Rates of blood transfusion
(range 0–0.7%) and hospitalisation (range 0.07–2.8%) in
selected studies were therefore similar to rates reported in
the literature, but the available evidence was relatively small.
Maternal mortality after safe abortion is extremely low.45 No
maternal deaths would therefore be expected in selected
studies. The interpretation of risks associated with medical
abortion through TM, particularly for services without affiliation to local healthcare facilities, is complicated by the high
rate of LTFU among these studies. Based on the limited
LTFU analysis performed, there are no indications that these
women have more complications than those who are followed up. This review indicates that medical abortion
through TM is highly acceptable to women. Women in
selected studies were satisfied both in settings where the
option of in-person abortion care was available and in settings where few alternatives existed. The mean rates of satisfaction were similar to those in studies on medical abortion
provided in-person, of which several also show a preference
for self-administration of misoprostol at home.46–48 There
were only two studies evaluating acceptability of medical
abortion through TM for providers, but they indicated that
it is highly acceptable for providers and iis associated with
greater flexibility and efficiency.40,41
Abortion through TM may at the least be a highly autonomous option and at most a life-saving alternative for women
seeking abortion.49–52 Several areas, however, remain to be
investigated in order to substantiate policy recommendations
on abortion care through TM. In addition to the physiciansupervised TM models described in this review, there are less
comprehensive services which make use of TM to some
degree, from which outcome data have not been published.
Some of these services operate according to established medical guidelines, whereas others provide a lower quality of
advice.15,16,53,54 These services should, when data are available, be evaluated. To do this, a consensus is required around
a definition of the minimum requirements for a TM service
to qualify as an abortion care provider. There are furthermore no studies specifically on abortion through TM in lowresource countries. Securing safe alternatives for women in
low-resource settings who are most likely to suffer the consequences of unsafe abortion, is a priority.55
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Conclusions
Medical abortion through telemedicine seems to be highly
acceptable to women. Rates of continuing pregnancy, complete abortion, haemorrhage and hospitalisation are similar
to those reported in the literature for in-person abortion
care. Surgical evacuation rates are higher. The compiled
results in this review are based mostly on self-reported data
and come with several methodological limitations. To
inform future policy recommendations, abortion care
through telemedicine needs to be defined and research is
needed on the feasibility of using TM for abortion in lowresource settings.
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