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The first documented use of tele-

medicine in US abortion care was

in Iowa in 2008, where it was used to

extend the reach of the small number

of physicians willing to provide medica-

tion abortion there.1 Because of regula-

tions imposed by the US Food and

Drug Administration (FDA), patients still

needed to come into a medical office to

receive the mifepristone, used together

with misoprostol. However, telemedicine

connecting a physician in one health

center to a patient in another allowed

patients to go to a facility closer to their

home, or perhaps to a location with an

earlier appointment.

In the first 16 months of the service,

33% of medication abortions at a

Planned Parenthood affiliate in Iowa

were provided using telemedicine.1

This proportion increased over time,

and data from the affiliate spanning

seven years after the service was intro-

duced demonstrated that 46% of medi-

cation abortions were provided using

telemedicine.2

Research on this model of providing

telemedicine found it to be safe and

effective, with a high level of satisfaction

among patients.1,2 In our previous arti-

cle,3 we found that in the two years

after the model was introduced, there

was a small but significant decline in

second-trimester abortion. We also

observed a small decline in the distance

traveled for abortion care and found

that people living farther from a facility

providing aspiration services were more

likely to obtain an abortion after tele-

medicine was introduced. Overall, our

findings suggested that telemedicine

improved access to medication abortion

and to early abortion generally.

Since our article was published, there

has been a rapid expansion of the use of

telemedicine in all aspects of medicine,

including for abortion care. Telemedicine

is now used to provide state-mandated

preabortion counseling and preoperative

care before second-trimester dilation

and evacuation.4

Telemedicine is also used to assess

patients for eligibility for medication

abortion without routine ultrasound or

other testing, with the mifepristone and

misoprostol mailed to patients. This

model of care was critical to maintaining

access to safe abortion care during the

COVID-19 pandemic, and research found

it to be safe and effective.5,6 On the basis

of this evidence, the FDA changed its pol-

icy regarding mifepristone and perma-

nently lifted the in-person dispensing

requirement for the drug.

Now that the Supreme Court has

overturned Roe v. Wade, access to

facility-based abortion care is likely to

disappear in about half of US states,

and telemedicine will undoubtedly play

an increasingly important role. In states

where abortion remains legal, telemed-

icine provision of medication abortion

will help to provide care to patients

directly in their homes, making more

in-clinic appointments available for

patients who may be traveling for care

from other states. In states where abor-

tion is restricted or banned, telemedi-

cine provision of abortion care is likely

to be banned as well; indeed, it is

already banned in 19 states.7 Unless

there are new federal or state protec-

tions enacted, clinicians licensed in the

United States will be unable to legally

provide medication abortion across

state lines to patients living in states

with bans. However, online telemedi-

cine platforms such as Aid Access,

which operates outside of the US regu-

latory framework, will provide a critical

service to those who may be unable to

travel to another state for care.

Back in 2008, the idea of using tele-

medicine for abortion care was revolu-

tionary. Although the model we studied

in Iowa was simple, it was a first step

toward documenting how technology

could be used to improve access to safe,

early abortion care. Fast-forward 14

years, and it is hard to imagine medical

practice without the use of telemedicine.

And for abortion, the expansion of new

service delivery models based on tele-

medicine could mean the difference

between obtaining care or not as access

to facility-based care becomes increas-

ingly constrained in much of the United

States.
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