
 

 

Since January 2020 Elsevier has created a COVID-19 resource centre with 

free information in English and Mandarin on the novel coronavirus COVID-

19. The COVID-19 resource centre is hosted on Elsevier Connect, the 

company's public news and information website. 

 

Elsevier hereby grants permission to make all its COVID-19-related 

research that is available on the COVID-19 resource centre - including this 

research content - immediately available in PubMed Central and other 

publicly funded repositories, such as the WHO COVID database with rights 

for unrestricted research re-use and analyses in any form or by any means 

with acknowledgement of the original source. These permissions are 

granted for free by Elsevier for as long as the COVID-19 resource centre 

remains active. 

 



Contraception 104 (2021) 38–42 

Contents lists available at ScienceDirect 

Contraception 

journal homepage: www.elsevier.com/locate/contraception 

The future of abortion is now: Mifepristone by mail and in-clinic 

abortion access in the United States 

Alice Mark 

a , ∗, Angel M. Foster b , Jamila Perritt c 

a National Abortion Federation, Washington, DC 20 0 05, USA 
b University of Ottawa, Ottawa, Ontario, Canada 
c Physicians for Reproductive Health, USA 

a r t i c l e i n f o 

Article history: 

Received 26 February 2021 

Received in revised form 29 March 2021 

Accepted 31 March 2021 

Keywords: 

Mifepristone 

Misoprostol 

Abortion 

Self-managed abortion 

Food and Drug Administration (FDA) 

Risk Evaluation and Mitigation Strategy 

(REMS) 

a b s t r a c t 

The COVID-19 pandemic disrupted health care delivery in all aspects of medicine, including abortion care. 

For 6 months, the mifepristone Risk Evaluation and Mitigation Strategy (REMS) was temporarily blocked, 

allowing for the remote provision of medication abortion. Remote medication abortion may become a 

dominant model of care in the future, either through the formal health system or through self-sourced, 

self-managed abortion. Clinics already face pressure from falling abortion rates and excessive regulation 

and with a transition to remote abortion, may not be able to sustain services. Although remote medica- 

tion abortion improves access for many, those who need or want in-clinic care such as people later in 

pregnancy, people for whom abortion at home is not safe or feasible, or people who are not eligible for 

medication abortion, will need comprehensive support to access safe and appropriate care. To understand 

how we may adapt to remote abortion without leaving people behind, we can look outside of the U.S. to 

become familiar with emerging and alternative models of abortion care. 

© 2021 Elsevier Inc. All rights reserved. 

1

p

a

i

e

h

A

b

s

1

d

a

t

i

p

i

s

p

F

i

a

d

s

p

i

s

t

c

d

s

m

a

d

a

w

e

2

i

h

0

. Introduction 

Since the United States Food and Drug Administration (FDA) ap- 

roved mifepristone more than 20 years ago, reproductive health 

dvocates have concentrated effort s on broadening access to med- 

cation abortion. From changes in service delivery to expanding 

ligibility and pregnancy dating criteria, providers and advocates 

ave developed care models that promote patient-centered use. 

bortion provision that is timely, accessible, and convenient had 

een a long-held goal of providers, advocates, activists, and people 

eeking care. 

The timeline for change was accelerated in 2020 as the COVID- 

9 pandemic not only exacerbated existing health inequities, but 

ramatically disrupted the delivery of all medical care, including 

bortion care. As providers scrambled to modify abortion services 

o incorporate public health protections, such as the limitation of 

n-person contact, researchers worked to develop evidence-based 

rotocols for abortion that accommodated these guidelines, includ- 

ng eliminating lab testing and ultrasound. These practices have 

ince been recommended by professional organizations and de- 

loyed in clinical services [1–3] . The temporary suspension of the 
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n-person dispensing requirement in the mifepristone Risk Evalu- 

tion and Mitigation Strategy (REMS) also permitted providers to 

ispense mifepristone and misoprostol through alternative means, 

uch as the mail [4] . Online-only services supported by mail-order 

harmacies started offering fully remote medication abortion care 

n the United States (U.S.). 

Although the shifts have felt sudden to some, the pandemic 

imply accelerated long-term, evidence-based trends that have led 

o declining numbers of abortions performed in brick-and-mortar 

linics. These shifts are likely to stay with us long after the pan- 

emic has passed and may permanently alter the existing land- 

cape of abortion care. In addition, even as the newly elected ad- 

inistration and Congress support reproductive rights, the prior 

dministration leaves behind a federal judiciary that may prove 

angerously hostile. We must prepare ourselves for changes in 

bortion access. To understand how we may adapt to change, 

e can look outside of the U.S. context to become familiar with 

merging and alternative models of abortion care. 

. Abortion trends: Fewer abortions, with care shifting earlier 

n pregnancy 

Over the last decade, the number of clinic-based abortions pro- 

ided in the U.S. has declined. According to the Guttmacher Insti- 

ute’s periodic abortion provider census, from 2011 to 2017, the to- 

al number of reported abortions decreased 19% and the reported 

https://doi.org/10.1016/j.contraception.2021.03.033
http://www.ScienceDirect.com
http://www.elsevier.com/locate/contraception
http://crossmark.crossref.org/dialog/?doi=10.1016/j.contraception.2021.03.033&domain=pdf
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bortion rate dropped 20%, from 16.9 to 13.5 abortions per 10 0 0 

omen ages 15 to 44 [5] . In addition, a higher proportion of abor-

ions are being done earlier in pregnancy, with approximately one- 

hird of all abortions now being provided less than 6 weeks [6] . For

eople under 9 weeks in pregnancy, half were medication abortion. 

There are multiple factors that may be contributing to reduced 

bortion rates, including state-based restrictions and clinic closures 

nd a rise in self-managed abortions that current surveillance sys- 

ems do not capture. However, as abortion rates have been declin- 

ng steadily, so have birth rates, indicating an overall drop in the 

regnancy rate, the core driver of abortion [5] . Increased age at 

rst intercourse, increased contraceptive use, improved access to 

nd affordability of contraception, and increased use of more re- 

iable contraceptive methods, including long-acting methods, have 

oincided with the change in pregnancy rates [7] . Notwithstanding 

ourt rulings that allow employers that assert “religious liberty”

laim to deny their employees contraceptive coverage, the Afford- 

ble Care Act continues to provide contraceptive coverage for mil- 

ions in the U.S. Recent evidence has also supported practices that 

xpand access to pregnancy prevention methods, including imme- 

iate postpartum and postabortion contraception and increasing 

ong-acting contraceptive access for adolescents and young people 

8–10] . 

. Accelerated change: Mailing medications from clinics and 

elf-sourced, self-managed medication abortion 

Before the COVID-19 pandemic, direct-to-patient medication 

bortion with mifepristone was only available in the U.S. to people 

nrolled in a research study [11] . The REMS specifies that mifepris- 

one must be “dispensed to patients only in clinics, medical offices 

r hospitals, by or under the supervision of a certified prescriber.”

12] This language has been widely interpreted to mean that pa- 

ients using mifepristone must physically enter the clinic setting 

o receive the medication, creating a substantial barrier to care. 

Years of evidence from the U.S. and abroad shows that med- 

cation abortion provided remotely is as safe as in-person abor- 

ion [ 11 , 13 , 14 ]. During the pandemic, the British government is-

ued emergency legal orders to allow for mifepristone use at home 

sing a “no-test model.” A recent study of 52,142 people who 

ere prescribed medication abortion both before and after the 

witch to a no-test model showed that, in comparison to the co- 

ort who had “traditional” medication abortion with a clinic visit 

nd ultrasound, those in the “telemedicine-hybrid” group who had 

 telemedicine consultation with no in-clinic visit and no ultra- 

ound if eligible had equally effective and safe abortion outcomes 

ith similarly low rates of major adverse events and ectopic preg- 

ancy [15] . Of those in the “telemedicine-hybrid” cohort, 61% were 

ully remote with no need for ultrasound. People who were part of 

he telemedicine-hybrid cohort waited less time to get their ap- 

ointments and could access abortion care earlier in pregnancy. 

leven people in the telemedicine-hybrid cohort who had an abor- 

ion were diagnosed with a more advanced pregnancy than the 10- 

eek eligibility, and all of these completed the medication abor- 

ion at home with no further treatment. 

In July 2020 in the U.S., a court temporarily blocked the in- 

erson dispensing requirement in the REMS. Understanding the 

mportance of safe, timely access to medication abortion, providers 

ooked for opportunities to offer abortion completely remotely –

sing telemedicine for consultation, consent, and follow-up, and 

ailing medications from their offices or through a mail-order 

harmacy. New online-only providers started offering services [16] . 

ther providers who were unable to transition completely to a 

elemedicine model also adopted evidence-based protocols that 

educed other in-person requirements, including eliminating ul- 
39 
rasounds and removing unnecessary Rh testing and Rh-immune 

lobulin for eligible patients [ 1 , 3 , 17 ]. 

Responding to a request for an emergency stay from the Trump 

dministration, the Supreme Court reinstated the in-person dis- 

ensing requirement in the REMS in January 2021, despite the 

ontinued impact of COVID-19. Abortion advocates have asked the 

iden administration to issue immediate nonenforcement guidance 

or the in-person dispensing requirement during the pandemic and 

irect the FDA to undertake a comprehensive reevaluation of the 

ntire mifepristone REMS [18] . Although lifting the in-person dis- 

ensing requirement would help patients in some states, almost 20 

tates have laws that specifically restrict abortion by telemedicine 

nd others have regulations that put telemedicine abortion out of 

each [19] . Not surprisingly, states with telemedicine abortion bans 

lso have the most restricted in-clinic access. 

With legal paths to remote abortion unresolved, and in-clinic 

bortion often inaccessible, unacceptable, unavailable, or unafford- 

ble, some people are accessing abortion outside the formal health 

ystem. Aid Access is one example of a web-based service that pro- 

ides remote consultation and partners with an overseas pharmacy 

o ship abortion medications directly to people needing abortion 

are. From January 1, 2019 to April 11, 2020, Aid Access received 

9,935 requests for abortion from U.S. residents [20] . From March 

0 to April 11, 2020, in the early days of the pandemic, there was 

 27% increase in requests. The volume of requests both before 

nd during the pandemic shows how many people want fully re- 

ote telemedicine abortion care, regardless of whether it operates 

hrough the formal health system. 

. Anticipated effects: In-clinic abortion gives way to remote 

bortion 

Ninety-five percent of reported abortion care in the U.S. is of- 

ered in freestanding clinics, which face increasing scrutiny and un- 

ecessary regulation [21] . Clinics are susceptible to regulations that 

ostile state actors design to close doors (Targeted Regulation of 

bortion Providers or TRAP laws), are subject to intense protests 

nd violence, and operate on very slim margins [22] . As in-clinic 

bortion numbers and rates have decreased and state regulations 

ave burdened abortion-providing facilities to the breaking point, 

linics have closed. The number of abortion clinics declined by 

% between 2014 and 2017, with clinics disproportionately closing 

n the South and Midwest [21] . In addition, the pandemic caused 

emporary clinic closures as antiabortion politicians deemed abor- 

ion a “nonessential” service. Although court challenges to the pan- 

emic closures were successful and clinics reopened, previous and 

epetitive attempts to restrict access through the legal system have 

ed to permanent closures in the past [23] . 

Despite the Democratic administration and Senate, the Trump 

dministration’s appointments to the federal courts may prove fa- 

al to legal abortion access in hostile states. That the Supreme 

ourt lifted the injunction on the in-person dispensing require- 

ent for mifepristone on January 12, 2021, the same day that saw 

,400 COVID-19 deaths in the U.S., suggests a readiness to support 

bortion restrictions that flout evidence, in a direct rebuke to hu- 

an rights [24] . The change in the courts may allow many states 

o make abortion, which is already so difficult to access, unavail- 

ble in the years to come. 

While technological innovation in clinical care delivery may 

rovide increased access for many, it may also present challenges 

or those seeking in-clinic care. In 2017, the average price of a 

rst-trimester medication abortion supplied in clinic was USD551 

25] .In comparison, online-only services are generally priced at 

SD250 or less. Even if clinics can offer both in-clinic and remote 

bortion care, their remote service may need to be less expen- 

ive. People seeking abortion often pay out of pocket and are likely 
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o go with a less costly remote option, even if an in-clinic abor- 

ion is available. In addition, some people may prefer the privacy 

nd convenience of remote care. Clinics that only offer early abor- 

ion will encounter stiff competition from remote providers. Clinics 

hat provide early and later care may need a higher volume of in- 

linic early abortion care to support them so that they can provide 

ater care. As remote services increase, some brick-and-mortar clin- 

cs may be unable to sustain their current business models. They 

ill either adapt by curtailing hours and staff or considering new 

linical services to offer (for example, general gynecology, gender- 

ffirming care, remote abortion evaluation, or follow-up) or they 

ill close. 

. Unanticipated effects: Reduced choice and disproportionate 

urdens 

The removal of the REMS would improve access to care for 

ome people. In states that allow full remote medication abortion, 

ligible people who are early in pregnancy with good access to 

hone, internet, and a safe and private place to take the medica- 

ions and pass the pregnancy may find telemedicine abortion safer, 

asier, and more convenient. Remote abortion can reduce logistical 

arriers for people who are distant from in-person clinics and fi- 

ancial hurdles when in-clinic abortion is not affordable. Although 

bortion is legal throughout the country, in many parts of the U.S., 

t is not accessible. Mississippi, North Dakota, South Dakota, and 

est Virginia have only one operating abortion clinic. In Minot, 

orth Dakota, a pregnant person will need to drive 232 miles to 

heir nearest clinic in Fargo. Remote or telemedicine abortion has 

he potential to open access to many who could not make their 

ay to in-clinic care. 

However, some people will still want or need in-clinic care. 

edication abortion may be more difficult to conceal from an un- 

upportive or abusive partner or parent than an in-clinic abortion. 

ome may not be medically eligible for medication abortion. Some 

ay prefer an aspiration procedure to medication abortion. Some, 

specially people who are young and people living on low incomes, 

ay not have access to the reliable phone, internet, and mailing 

ddress needed to coordinate remote care. Some may not have ac- 

ess to the necessary support to manage an abortion on their own 

r a safe space to pass the pregnancy. 

Although most people seek abortion early in pregnancy, 9% of 

bortions in the U.S. are provided for people over 13 weeks [6] . Be-

ause most remote or telemedicine abortion services provide care 

hrough 10 or 11 weeks from the first day of the last menstrual 

eriod, those needing abortions later in pregnancy rely on clinic- 

ased care. Inequities in access to later care have disparate im- 

acts. The need for later abortion care stems from an array of indi- 

idual, systemic, and structural factors including structural racism, 

conomic injustice, and inequities in access to quality, comprehen- 

ive, reproductive health care. Compared to people seeking early 

bortions, those who need abortions later in pregnancy are more 

ikely to be living on low incomes and/or living in circumstances 

ith less access to abortion care. Financial barriers, logistical chal- 

enges, and the experience of interpersonal violence all contribute 

o the need to access abortion care later in pregnancy [26–28] . 

Clinic closures will make it even more difficult for those seek- 

ng later care to find a provider. Travel distances, expenses, and 

ime away from home will all increase. For some, the burden will 

e too high, and they will be forced to remain pregnant against 

heir will. Others may self-manage later abortions, which carries 

otential legal and medical risks. When abortion care is more dif- 

cult to access, those who need in-clinic care will need not just 

he clinical service, but wrap-around, comprehensive support just 

o get in the door. They will need help finding providers, nego- 

iating childcare and time off work, raising funds, traveling to a 
40 
rocedure, and obtaining food and housing for the duration of the 

rocedure. People who manage later abortion on their own need 

conomic, social, emotional, and legal support in addition to clini- 

al care before, during, or after the abortion itself. 

. Lessons from deregulating mifepristone: Shifting abortion 

are from clinics and throughout the health system 

Looking to Canada may reveal one model of abortion in the U.S. 

n years to come. In 2015, Health Canada approved the mifepri- 

tone/misoprostol regimen under the brand name Mifegymiso for 

arly abortion in Canada, and uptake of the method by providers 

nd people seeking abortion care has been rapid. Prior to mifepri- 

tone’s introduction, medication abortion (with methotrexate and 

isoprostol) accounted for 8.4% of all abortions provided by Cana- 

ian members of the National Abortion Federation (NAF) [29] . By 

he end of 2018, 25.6% of abortions provided by Canadian NAF 

embers used medication and providers were offering medication 

bortion in all provinces and the Yukon Territory. 

When initially approved by Health Canada, the mifepris- 

one/misoprostol regimen was limited to people less than 49 days 

rom the last menstrual period, required the use of ultrasound, and 

equired providers to be certified and register with the distributor. 

hanges that took 20 years in the U.S. happened rapidly in Canada. 

ver the last 5 years, Canada expanded eligibility to 63 days, al- 

owed certified prescribers, including nurse practitioners, to pre- 

cribe, removed certifications requirements, permitted pharmacy 

ispensing, and eliminated ultrasound requirements. Most provin- 

ial and federal health insurance programs now cover medication 

bortion. During the pandemic, the federal government’s reaffirma- 

ion that abortion is an essential health service allowed for quick 

doption of no test protocols and remote consultation at the onset 

f the COVID-19 pandemic [30] . 

The deregulation of mifepristone has expanded the pool of 

bortion providers by allowing primary care clinicians to offer 

edication abortion [ 31 , 32 ]. Telemedicine services combined with 

harmacy dispensing of the drugs enabled early abortion care in 

ural areas where there had previously been limited access. These 

hanges have certainly had implications for freestanding clinics. 

any are trying to identify ways to change or expand their ser- 

ices to account for the shift toward community-based medication 

bortion providers. Unlike in the U.S. context, most provincial and 

ederal insurance programs cover both medication and procedural 

bortion care. Financial assistance is available to patients who can- 

ot find appropriate services within their own province or terri- 

ory. As a result, there remains a safety net for people who need 

o travel if medication abortion is not a viable option. 

The Canadian system is an example of one way forward for U.S. 

tates that have supportive legislation, policies, insurance cover- 

ge, and provider networks to both promote and adapt to change, 

hould the REMS be removed. States like California, Illinois, Mas- 

achusetts, and New York may see an increase in online-only 

roviders or community-based providers prescribing from pharma- 

ies, with resulting changes in in-clinic abortion, but have some of 

he systems in place to adapt to the needs of people seeking abor- 

ion care. These shifts may result in clinic closure, leading peo- 

le who need in-clinic care to travel further. Most importantly, 

upportive states use state-based funds to cover abortion for peo- 

le living on low incomes, a safety net if care in clinics becomes 

carce [33] . This funding needs to be more inclusive of care in later 

regnancy, including reimbursements to providers for costlier or 

ospital-based procedures and support for travel and logistics. 
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. Lessons from restricted settings: Supported self-sourced, 

elf-managed medication abortion 

Suppose other states that do not support remote abortion 

hroughout the South and Midwest also continue to have declining 

ccess to in-clinic abortion. In that case, self-sourced, self-managed 

edication abortion may become a dominant model. In restricted 

nvironments globally, support networks have grown around self- 

ourced abortion to ensure that people have the help they need to 

ccess safe, evidence-based medication abortion. Harm reduction 

rograms [ 34 , 35 ], community-based distribution programs [ 36 , 37 ],

afe abortion hotlines and telemedicine services [38] , and accom- 

animent models [39] are some examples of abortion support out- 

ide the health system. 

Hotlines and global telemedicine services have been used 

orldwide to promote the safe use of medication abortion in re- 

tricted settings. Hotlines have been sponsored by feminist groups, 

linical providers, and nongovernmental organizations [40–42] and 

ffer evidence-based information and support; some also provide 

edications. Global telemedicine services, such as Women on Web 

nd Women Help Women, provide online consultations and send 

edication abortion drugs through the mail to those seeking care 

38] . 

For those needing later care, accompaniment joins people hav- 

ng an abortion either in-person or virtually with an experienced 

upporter. In an analysis of 318 case records from people 13 to 24 

eeks who used mifepristone and misoprostol outside the health 

ystem plus the accompaniment model in Argentina, Chile, and 

cuador, 76% of people successfully completed the abortion on 

heir own. One-third of people were seen in the health system 

uring their care [39] . Ultimately, over 95% of abortions were com- 

leted successfully. Accompaniment combines evidence-based pro- 

ocols and supportive care to manage abortion successfully, includ- 

ng later abortion, when the health system refuses. Although ac- 

ompaniment has been described where abortion is restricted, if 

eclining access to in-clinic abortion means that people later in 

regnancy cannot access in-clinic care, accompaniment may be a 

oute for accessing supported care when in-clinic care is not ob- 

ainable. 

All of these support systems also exist within the U.S. 

f/When/How’s Repro Legal Helpline, the M&A hotline, Plan C, Aid 

ccess, Self-managed Abortion, Safe and Supported (SASS), abor- 

ion Facebook groups and subreddits, and auntie networks and 

bortion funds provide pills, funding, transportation, information, 

motional support, and evidence-based care to people who need 

n abortion. Although accessible to all in the U.S., many of these 

esources are explicitly aimed at those who have self-sourced abor- 

ion medications and need the social, legal, and clinical support to 

elp them manage the abortion process. 

When people manage abortion outside the health system, ei- 

her in restrictive settings or with new modes of remote abortion 

are provided through the formal health system, some will still 

resent to the health system before, during, or after a medication 

bortion. The decline of abortion clinics means that people may 

resent to settings, like religiously affiliated hospital emergency 

epartments, that are unaccustomed or unfriendly to people who 

ave had an abortion and do not understand their needs. People 

ho seek care will need accurate, respectful, evidence-based care 

hat does not put them at risk of unnecessary procedures, report- 

ng, arrest, and prosecution [43] . If state-based restrictions become 

ven more punitive, ensuring their safety, along with those who 

are for them, is an urgent priority. 
41 
onclusion 

The COVID-19 pandemic accelerated changes in the delivery of 

bortion care that have already been underway for some time. In- 

tead of these changes rolling out systematically and slowly, the 

rgency of ensuring access to abortion care during a public health 

risis means they have occurred rapidly, over days, weeks, and 

onths. When the pandemic ends, many of the changes will be- 

ome permanent. With a change in the U.S. political landscape, re- 

valuation and removal of the medically unnecessary REMS may fi- 

ally occur. Also, we may see further disruption from unfavorable, 

estrictive legislation. The removal of the REMS will increase le- 

al, remote abortion care in states with favorable abortion laws. It 

ay distribute early medication abortion care away from special- 

zed abortion clinics and into online services or community health 

ettings where a provider can prescribe abortion medication at a 

harmacy. In those states where removal of the REMS does not 

mpact care, because they already ban remote abortion, further re- 

trictions will push more people toward self-sourced, self-managed 

bortion. 

No matter what happens, the current system of in-clinic abor- 

ion will likely change radically. Although the future may make 

bortion more accessible for many, it may further reduce access 

or those who currently experience the most barriers to care. As 

roviders, advocates, activists, and people who seek abortion, we 

eed to seek alternative models of abortion care and understand 

ow they impact people seeking care and providers, prepare for 

he future, and consider the trade-offs that will come if most abor- 

ion is provided remotely. 
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