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BACKGROUND: Telehealth delivery of preventive health
services may improve access to care; however, its effec-
tiveness and adverse effects are unknown. We conducted
a comparative effectiveness review on the effectiveness
and harms of telehealth interventions for women’s repro-
ductive health and intimate partner violence (IPV)
services.
METHODS: We searched MEDLINE, Cochrane Library,
CINAHL, and Scopus for English-language studies (Ju-
ly 2016 to May 2022) for randomized controlled trials
(RCTs) and observational studies of telehealth strategies
for women’s reproductive health and IPV versus usual
care. Two investigators identified studies and abstracted
data using a predefined protocol. Study quality was
assessed using study design-specific standardized
methods; disagreements were resolved through
consensus.
RESULTS: Eight RCTs, 1 nonrandomized trial, and 7
observational studies (n=10 731) were included (7 studies
of contraceptive care and 9 of IPV services). Telehealth
interventions to supplement contraceptive care demon-
strated similar rates as usual care for contraceptive use,
sexually transmitted infections, and pregnancy (low
strength of evidence [SOE]); evidence on abortion was
insufficient. Outcomes were also similar between tele-
health interventions to replace or supplement IPV services
and comparators for repeat IPV, depression, posttraumat-
ic stress disorder, fear of partner, coercive control, self-
efficacy, and safety behaviors (low SOE). In these studies,
telehealth barriers included limited internet access, digi-
tal literacy, technical challenges, and confidentiality con-
cerns. Strategies to ensure safety increased telehealth use
for IPV services. Evidence on access, health equity, or
harms was lacking.
DISCUSSION: Telehealth interventions for contraceptive
care and IPV services demonstrate equivalent clinical and

patient-reported outcomes versus in-person care, al-
though few studies are available. Effective approaches
for delivering these services and how to best mobilize
telehealth, particularly for women facing barriers to care
remain uncertain.
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INTRODUCTION

Telehealth may improve access to health care for underserved
populations and those facing barriers to care,1 but may widen
disparities due to differences in internet access and digital
literacy; age and language limitations1–3; availability of clini-
cians providing telehealth services; and social determinants of
health. Recent research suggests telehealth may improve some
obstetric and gynecologic outcomes4 and may be effective for
contraceptive care,5–7 but has not definitively addressed
whether telehealth increases access to care nor whether it
results in similar or better outcomes compared with in-
person care for women’s reproductive health and intimate
partner violence (IPV) services.
We conducted a comparative effectiveness review in re-

sponse to the increased use of telehealth during the COVID-
19 pandemic.8–11 We focused on current research evaluating
telehealth strategies for a specific subset of preventive health
services included in the Women’s Preventive Services Initia-
tive guidelines to inform HRSA program planning and iden-
tify research gaps, particularly for populations adversely af-
fected by disparities.12 Reproductive health (family planning,
contraception, and sexually transmitted infection [STI]
counseling) and IPV services were selected because they are
particularly amenable to telehealth interventions andmay have
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been affected by limited in-person care early in the pandemic.
This article is a condensed version of the full report.13

METHODS

This review adhered to international Preferred Reporting Items
for Systematic Reviews and Meta-Analyses guidelines14 and
was reg is te red in PROSPERO on 6 June 2021
(CRD42021282298)15 (Fig. 1). An analytic framework and
two key questions guided the review (Fig. 2) to address
evidence on the comparative effectiveness, harms, patient
experiences, barriers and facilitators, and utilization of tele-
health during the COVID-19 pandemic for telehealth strate-
gies aimed to supplement or replace in-person care. The first
question focused on telehealth interventions for women’s
reproductive health and the second on IPV. All methods were
established a priori, after collaboration with an expert panel
and followed AHRQ Methods.16 Detailed methods and find-
ings are available the full report (https://effectivehealthcare.
ahrq.gov/products/telehealth-women/research).13

Data Source and Searches

We searched Ovid MEDLINE, CINAHL, EMBASE, and
Cochrane Central Register of Controlled Trials (July 1,
2016, to March 4, 2022) (Appendix Table A) and reviewed
bibliographies of included studies. Searches began in 2016,
following a recent review and evidence map of telehealth
services for women,17 used to inform the scope of this review.
Additional citations were identified from references lists, da-
tabase searches, and expert consultation. Complete search
strategies are in Appendix A.

Study Selection

Two investigators dual reviewed abstracts and full text articles
using DistillerSR software to optimize efficiency. There was a
high level of agreement and disagreements were resolved by
consensus. Using a priori criteria, a hierarchy-of-evidence
approach helped determine eligible studies. We included
English-language randomized controlled trials (RCTs) and
observational studies enrolling adolescent and adult women
(≥13 years old), including those who are pregnant, and eligible
for screening, counseling, or treatment for reproductive health
(family planning, contraception, and STI counseling) and IPV
services compared with in-person care. For this review, the
term women is used inclusively and applies broadly to indi-
viduals with biological and other types of associations with the
term.We considered controlled cohort studies conducted prior
to the pandemic (beginning March 2020), and cohort, pre-
post, and cross-sectional studies described as conducted dur-
ing the pandemic or compared outcomes before and after
March 2020 (Fig. 1, Appendix Table D-2).
We considered telehealth interventions that used technolo-

gy to facilitate interactions at a distance between specific

patients and clinicians and were bidirectional (e.g., a two-
way telehealth interaction between a clinician and patient) or
linked to clinical care. Reproductive health services included
family planning, contraception, and STI counseling. Family
planning was defined based on Title X guidelines18 and in-
cluded preconception counseling and birth spacing. Contra-
ceptive care (screening, counseling, provision, and follow-up
care) was considered under reproductive health services, sep-
arate from family planning, and could be delivered via tele-
health by a broad range of health care workers (e.g., physi-
cians, nurses, pharmacists, counselors). Telehealth services for
IPV included screening, diagnosis, and treatment for IPV and
domestic violence. Details regarding study eligibility criteria
are summarized in Appendix Tables B-1 and B-2.13

Data Extraction and Quality Assessment

A single investigator extracted detailed study characteristics,
with dual review by a second reviewer for accuracy. Using
predefined criteria, two reviewers independently applied study
design–specific risk of bias (ROB) criteria to evaluate aspects
most likely to affect critical biases13 (Appendix tables C1-4).
Disagreements were resolved through consensus. Data were
qualitatively synthesized and narratively summarized based
on the direction of effect, statistical significance, and ROB
and were grouped by clinical area, intervention details, and
outcome. Strength of the body of evidence was assessed
independently by two investigators following guidance estab-
lished for AHRQEvidence-based Practice Centers.16 Four key
domains resulted in evidence graded as high, moderate, low,
or insufficient based on the number, quality, and size of
studies; the consistency of results between studies; and the
directness of the evidence (Appendix Table D-4).16 Disagree-
ments were resolved by consensus with a third reviewer.
Cross-sectional and pre-post studies conducted during the
COVID-19 pandemic were considered primarily to inform
utilization or patient satisfaction outcomes. Meta-analysis
was not conducted due to study heterogeneity. The full report
describes additional methods (https://effectivehealthcare.ahrq.
gov/products/telehealth-women/research)

RESULTS

Of 5704 eligible, unique citations, 8 RCTs,19–26 one nonran-
domized trial,27 and 7 observational studies28–34 with 10,731
participants evaluated the effectiveness of telehealth interven-
tions for contraceptive care and IPV (Fig. 1, Table 1, Appen-
dix Tables D-1). Cross-sectional studies used survey data from
clinicians and patients to evaluate the impact of telehealth
interventions during the COVID-19 pandemic (Appendix ta-
ble D-2). No studies evaluated telehealth interventions for
family planning or STI counseling. Risk of bias was low in
one study,31 moderate in nine trials19–27 and five observational
studies,28,29,32–34 and high in one study.30 Telehealth interven-
tions replaced usual care in 14 studies20–24,26–34 and
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supplemented care in two studies.19,25 Delivery modes includ-
ed telephone (4 studies),19,25–27 online modules (6 studies),20–
24,30 and mobile applications (1 study),29 and was unclear or
undefined in five studies.28,31–34 Outcomes related to access,
health equity, or health disparities were not addressed; data on

harms was extremely limited. Main findings are summarized
by preventive service (Table 2). Evidence tables of study and
patient characteristics, results, and risk of bias assessments for
individual studies are available in Appendix C and D and in
the full report.13

*Other sources include reference lists of relevant articles, studies, and systematic reviews, suggestions from reviewers, etc.

Abbreviations: KQ = Key Question

Abstracts of potentially relevant articles identified through database 
searches and other sources* (n=5,704)

Excluded abstracts (n=5,384) 

Full-text articles reviewed for 
inclusion (n=320) 

Excluded articles (n=304)
Ineligible population: 11
Ineligible intervention: 202
Ineligible comparison: 11
Ineligible outcome: 22
Ineligible country: 9
Ineligible study design: 16
Ineligible publication type: 24
Outdated systematic review: 5
Contextual question only: 4Included studies (n=16) 

KQ 1 (n=7) KQ 2 (n=9)

Figure 1 PRISMA flow diagram. *Other sources include reference lists of relevant articles, studies, and systematic reviews, suggestions from
reviewers, etc. Abbreviations: KQ, key question.

Adolescent 
and adult 
(≥13 years) 
women

Health Outcomes *
- Clinical effectiveness/ 

health outcomes 
- Morbidity
- Mortality
- Quality of life , Function

Harms

Barriers and 
facilitators

Telehealth services for 
reproductive health or IPV

Impact of 
COVID-19

KQ 1a, 2a
KQ 1e, 2e KQ 1d, 2d

KQ 1f, 2f

KQ 1b, 1c, 
2b, 2c

Patient Centered 
Outcomes
- Patient satisfaction
- Patient engagement 

and activation
- Patient choice
- Patient-reported 

outcomes 
- Patient empowerment, 

engagement, and 
satisfaction

\

Abbreviations: COVID -19= coronavirus disease-2019; IPV= interpersonal violence; KQ=key questions

Measures of Access to Preventive Services
- Rates of sc reening and followup
- Utilization of services
- Behavior change
- Improvement in intermediate outcomes 

Figure 2 Analytic framework. Abbreviations: COVID-19, coronavirus disease-2019; IPV, interpersonal violence; KQ, key questions. The
analytic framework illustrates how the populations, interventions, and outcomes relate to the KQ in the review. *Outcomes vary by preventive

service and are specified in Appendix Table B-2.
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Reproductive Health Services
Effectiveness of Telehealth on Clinical Outcomes. Two
RCTs of 1724 women and adolescents comparing
supplemental telephone counseling with usual care found no
differences between groups in rates of contraceptive use,19,25

STIs,19 pregnancy,19 and abortion25 (Table 2, Appendix
Table D-1). Both RCTs met criteria for moderate risk of bias
(Appendix Table C-1).19,25 Populations ranged from 569 to
1155 participants in reproductive health clinics in the USA19

or abortion clinics in the UK.25 Studies examined
predominantly populations of Black, Hispanic, Asian, or
other race (62 to 75%); lower income; and women ages 16
to 27 years. Neither study was conducted in a rural setting.
Telephone counseling for contraceptive care was used to
supplement clinic visits19 or provide structured telephone
support25 for postabortion care. Telephone interventions in
these studies were compared to standard care that included
limited supplies of contraception plus in-person counseling19

or general advice for follow-up care.25 Limitations included
high loss to follow-up, lack of blinding, and high attrition.
Applicability was low due to the limited populations and
narrow clinical settings.

Patient Engagement. Five cross-sectional studies from the
USA described the impact of the COVID-19 pandemic on
patient engagement for contraceptive care; studies did not
evaluate STI counseling or family planning (Appendix
Table D-2).28,31–34 Surveys ranged in sample size from 86 to
3142 participants and included primary care and family plan-
ning clinicians, and women seeking reproductive care. Studies
evaluated the types of contraceptive services provided and
examined patients’ use and acceptability of telehealth services
for contraception during the pandemic. Risk of bias was low31

to moderate28,32–34 (Appendix Table C-4).
Two cross-sectional studies assessed either patient prefer-

ences33 or telehealth utilization for contraceptive care during
the COVID pandemic.28 A US telephone survey from patients
at a family planning clinic revealed high patient satisfaction
(86%) and acceptability for the continued use of telehealth
after the pandemic (72%); half preferred telehealth over in-
person care (50%). Patients represented different demographic
groups (12% White, 33% Black, 56% Hispanic), levels of
education, marital, employment, and the majority (76%) re-
ported never having prior difficulty accessing contraceptive
care in the past 5 years.

Table 1 Key Characteristics and Main Outcomes of Telehealth Trials by Clinical Condition

Study, year Study design
RoB

Population (N) Intervention
purpose; details

Comparison Main outcomes (effect of
telehealth)

Contraception
Berenson,
2020 (41)

RCT
Moderate

Low-income women 16 to
24 years (N=1155)

Supplement;
telephone support

In-person
counseling plus
contraceptive
supplies

Similar contraceptive use;
similar STI and pregnancy rates

Kumar, 2019
(42)

RCT
Moderate

Women seeking abortion
care (N=569)

Supplement;
structured telephone
support

General advice to
follow-up

Similar contraceptive use;
similar abortion rates

Interpersonal Violence
Ford-Gilboe,
202027

RCT
Moderate

Women >19 years with a
history of IPV (N=531)

Replace; tailored,
online tool

Static online tool Similar depression scores (CES-
D); similar coercive control
(WEB) and PTSD rates; similar
anxiety ratings (harms)

Gilbert,
201528

RCT
Moderate

Women >18 years
undergoing supervision for
substance use, with a
history of IPV (N=191)

Replace;
personalized,
computerized
program

Case manager (in-
person) program

No difference in self-efficacy
scores or safety behaviors

Glass, 201729 RCT
Moderate

Adult women with a
history of IPV (N=720)

Replace; tailored,
online tool

Static online tool Similar rates of IPV; similar
depression scores (CESD-R);
similar coercive control (WEB)
and PTSD scores

Hegarty,
201930

RCT
Low

Women 16-50 years who
screen positive for IPV
(N=422)

Replace; tailored,
online tool

Static website Similar depression scores
(CESD-R); similar self-efficacy,
coercive control

Koziol-
McLain,
201932

RCT
Moderate

Women >16 years,
experiencing IPV (N=412)

Replace; tailored,
online tool

Static online tool Similar rates of IPV and
depression (CESD-R)

McFarlane,
200434

Nonrandomized
trial
Moderate

Women receiving
protection orders for IPV
(N=150)

Replace; telephone-
based support (6 ad-
ditional calls)

In person
counseling, 4
follow up calls

More safety behaviors in
intervention group

Saftlas,
201436

RCT
Moderate

Women >18 years who
screen positive for IPV
(N=306)

Replace; telephone-
based support

In person meeting,
written materials

Improved (adjusted) depression
scores (CES-D) in intervention
group vs controls; similar self-
efficacy scores

Abbreviations: CES-D Center for Epidemiologic Studies Depression Scale, CESD-R Center for Epidemiologic Studies Depression Scale-Revised, IPV
interpersonal violence, N total sample size, PTSD posttraumatic stress disorder, RCT randomized controlled trial, RoB risk of bias, STI sexually
transmitted infection, WEB women’s experience with battering
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Racial and ethnic differences in utilization of telehealth
services were examined in a cross-sectional study from April
to July 2020.28 Of 3142 sexual and reproductive health visits,
40% were conducted using telehealth. Black and multiracial
patients had fewer telehealth visits versus in person care, while
White and Asian/Native American/Hawaiian patients attended
more telehealth visits versus in person care. There was no
significant difference for patients identifying as Latinx. Rea-
sons for between-racial group differences were not explored.
Limitations included narrow selection of clinics in a single
geographic region and did not describe the scope of services;
however, the majority of visits (64%) were for contraception.
The remaining surveys34–37 described high overall levels of

satisfaction and acceptability among patients and clinicians.
Reported barriers to the use of telehealth included technical
challenges, confidentiality concerns, billing concerns, and
patient discomfort.36 Limitations of surveys include low over-
all response rates and potential recall bias regarding timing and
delivery of services. Studies also lacked precision defining
contraceptive and STI services and timeframes for the pre-
and during-pandemic periods (Appendix Table D-3).

Intimate Partner Violence
Effectiveness of Telehealth on Clinical Outcomes. Six
RCTs20–24,26 and a nonrandomized trial27 of 2,663 women
indicated no differences between women randomized to
telehealth interventions versus comparison for repeat
IPV,22,24 depressive symptoms,20,22–24,26 posttraumatic stress
disorder (PTSD) scores,20,22,24 fear of partner,23 coercive con-
trol,20,22 measures of self-efficacy,21,23,26 and safety behav-
iors,21–23,27 while only one RCT described harms.20 One RCT
met criteria for low risk of bias23; five RCTs and one non
randomized trial27 had moderate risk of bias20–22,24,26 (Appen-
dix Tables C-1 and C-2). No trials evaluated patient prefer-
ences, choices, or patient engagement strategies of tele-
health interventions for IPV. Trials were conducted in the
USA,21,22,26,27 Australia or New Zealand,23,24 and Cana-
da,20 and enrolled women with positive responses to IPV
screening questions or recent IPV experiences. Trials en-
rolled between 150 and 720 women from academic med-
ical centers,20,22 family planning clinics,26 a district attor-
ney’s office,27 probation programs,21 and through online
recruitment.23,24

Table 2 Summary of Evidence and Strength of Findings

Preventive
service

Outcome Intervention Comparison Studies
(n)

Findings

Family
planning†

NA NA NA No
studies

NA

Contraception Contraceptive
use

Supplemental telephone
counseling; structured telephone
support

Contraceptive supplies and in-
person counseling; general ad-
vice for follow-up as needed

2 RCTs
(1724)

Low strength of evidence
for similar contraceptive
use

STI rates Supplemental telephone
counseling

Contraceptive supplies and in-
person counseling

1 RCT
(1155)

Low strength of evidence
for similar STI rates

Pregnancy rates Supplemental telephone
counseling

Contraceptive supplies and in-
person counseling

1 RCT
(1155)

Low strength of evidence
for similar pregnancy
rates

Abortion rates Structured telephone support General advice for follow-up as
needed

1 RCT
(569)

Insufficient strength of
evidence for similar rates
of abortion

STI counseling NA NA NA No
studies

NA

IPV IPV rates Interactive online tools Noninteractive online tools 2 RCTs
(1132)

Low strength of evidence
for no difference in IPV
rates

Depression
scores

In-person interviews followed by
phone calls; interactive online
tools

Referral; noninteractive online
tools

5 RCTs
(2322)

Low strength of evidence
for similar depression
scores

PTSD scores Interactive online tools Noninteractive online tools 2 RCTs
(1182)

Low strength of evidence
for no difference in PTSD
symptoms

Fear, coercive
control

Interactive online tools Noninteractive online tools 2 RCTs
(884)

Low strength of evidence
for no difference in
coercive control

Self-efficacy Interactive online tools;
computerized encounters; in-
person interviews followed by
phone calls

Noninteractive online tools; in-
person encounters; referral

3 RCTs
(919)

Low strength of evidence
for no difference in self-
efficacy scores

Safety
behaviors

Telephone calls; computerized
encounters; in-person interviews
followed by phone calls

Usual care; in-person encoun-
ters; referral

4 RCTs
(1175)

Low strength of evidence
for no difference in safety
behaviors

Harms Interactive online tool Noninteractive online tool 1 RCT
(231)

Insufficient evidence for
no difference in reported
anxiety

*Outcomes reported separately; the same study may report different outcomes
†Family Planning was defined based on Title X guidelines2 and included preconception counseling and birth spacing; contraceptive care (screening,
counseling, provision, and follow-up care) was considered separately under reproductive health services.
IPV interpersonal violence, LARC long-acting reversible contraception, NA not applicable, OCPs oral contraceptive pills, PTSD posttraumatic stress
disorder, STI sexually transmitted infection, RCT randomized controlled trial
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Two RCTs evaluated repeat IPV, measured by the severity
of violence against women scale (SVAWS).22,24 Both trials
evaluated similar versions of a tailored, interactive online
safety tool versus a static version, adapted for different popu-
lations from the USA (N=720)22 or New Zealand (N=412).24

In the US study, nearly 40% of the study population self-
identified as Black, Asian, Native American, Hawaiian Pacific
Islander, or multiracial, and 10% reported female partners.22

Both intervention and control groups reported a significant
decrease in SVAWS subscales for psychological abuse,
physical abuse, and sexual abuse. Less abuse occurred over
time for both groups, with no differences between groups.
In the New Zealand study, 27% of the study population
identified as indigenous (Maori).24 Both groups demon-
strated reduced IPV exposure over time, measured by the
SVAWS, with no difference between groups at 12 months.
A sub-analysis of indigenous women demonstrated a sta-
tistically significant effect of the intervention on IPV based
on the SVAWS at 6 and 12 months compared with non-
indigenous women.
Five RCTs20,22–24,26 evaluated depressive symptoms in

2322 participants using versions of the Center for Epidemio-
logic Studies Depression Scale (CES-D). One trial used tele-
phone encounters to supplement in-person interviews com-
pared with a control intervention involving referrals to
community-based resources26; four trials evaluated similar
versions of tailored, interactive online safety tools versus a
static version, adapted for different populations of women
with a history of IPV.20,22–24 One trial of a telephone inter-
vention to supplement in-person interviews and reported im-
proved CES-D scores (reduced depression) for both groups
from baseline to 6 months. In the four trials of an interactive
online safety tool, depression scores improved for both groups
over time with no difference between groups.20,22–24

TwoRCTs of depression also evaluated PTSD symptoms in
1182 participants20,22,24 using a tailored, interactive online
safety tool versus a static version. Both studies used the PTSD
checklist, Civilian Version (PCL-C), to measure PTSD symp-
toms and demonstrated similar or slightly improved measures
for both groups from baseline to 12months, with no difference
between groups.
Two RCTs measured experiences of coercive control using

the Women’s Experiences with Battering scale in 884 partic-
ipants. One RCT randomized women to a tailored, interactive
online safety intervention compared with a static version. Both
studies reported improvements (scores declined) in IPV-
related measures for both interactive online tools and control
groups without significant differences between groups.20,22

Three RCTs21,23,26 used the Generalized Self-Efficacy
Scale or the Domestic Violence Self-Efficacy Scale to evaluate
self-efficacy scores in 919 participants and found no differ-
ences between groups. Scores improved (increased) from
baseline to 12 months for both groups in one RCT23 favoring
the control group. A RCT of women receiving community
supervision for prior substance use in the US randomized

women to computerized versus in-person services
(comparison) and found self-efficacy scores improved for both
groups, with no difference between groups.21 No differences
in self-efficacy were reported in a RCT comparing in-person
motivational interviews plus telephone sessions to community
referrals.26

Four trials evaluated safety behaviors in 1175 participants
with a history of IPV.21–23,27 Populations included women
with protective orders against an intimate partner,27 women
receiving community supervision for substance use in the
USA,21 and women with a history IPV in Australia23 and the
USA.22 Interventions included telephone calls versus usual
care,27 computerized IPV services,21 and interactive computer
modules versus a static website.22,23 Outcomes weremeasured
using the Safety-Promoting Behavior Checklist that included
15 behaviors,27 or measurements of the number of safety
behaviors adopted.21–23 There was no difference between
groups in safety behavior scores in 4 RCTs reporting simi-
lar21–23 or slightly improved measures.27

Adverse events associated with telehealth interventions for
IPV were reported in one trial of an online IPV intervention.20

Intervention and control groups reported similar rates of feel-
ing “anxious or upset” when using the online tool, with no
difference between groups.

Impact of COVID on IPV Interventions. One before-after
study29 and one cross-sectional study30 described the impact
of telehealth strategies for IPV during the COVID-19 pandem-
ic in 995 participants in the USA (Appendix Table D-2).
Studies evaluated IPV screening frequency or access to ser-
vices during the COVID-19 pandemic using a mobile app,
phone, or video conference in an academic health center or
domestic violence organizations. Based on modified
criteria, one study was rated moderate risk of bias29 and
the other high risk of bias.30 The before-after study29

demonstrated increased use of the IPV self-screening tool
in a prenatal care app in pregnant women during the
COVID-19 stay-at-home order (March 23 to May 15,
2020) compared with pre-pandemic use, but similar out-
comes for levels of physical violence, sexual violence, and
psychological abuse.
The other cross-sectional study30 used phone or video con-

ference interviews to identify barriers in English-speaking
immigrant IPV survivors from several US regions and care
providers to evaluate the effect of the COVID-19 pandemic on
their relationship, accessibility of IPV services, and identifica-
tion of pertinent needs or safety concerns. Participant-reported
challenges included access issues (i.e., lack of internet access,
digital illiteracy) and preference for face-to-face interactions,
as it allowed survivors to leave their homes. Providers
reported strengthening their web-based platforms to tailor
safety plans using code words and hand signals during
video conferences to mitigate risk during telehealth visits.
Major study limitations include low power to detect
change in IPV incidence.29,30

1740 Cantor et al.: Telehealth for Women’s Preventive Services JGIM



DISCUSSION

The findings of this comparative effectiveness review are
generally consistent with other studies of telehealth that show
telehealth interventions for other women’s health services
(e.g., smoking cessation, breastfeeding, medication abortion,
and high-risk obstetric scheduling) are associated with im-
proved clinical outcomes.4 In this review, few studies were
available to determine the comparative effectiveness of tele-
health interventions for contraceptive care (screening,
counseling, provision, follow-up care) or screening, evalua-
tion, or treatment of IPV for women (Table 2). Two studies
demonstrated that telehealth was either better or worse than
usual care for outcomes related to contraceptive care or IPV
services; the remaining 14 studies showed no differences in
effectiveness. No studies evaluated telehealth services for
family planning or STI counseling. Compared with usual care
alone, telephone interventions to supplement in-person con-
traceptive care resulted in similar rates of contraceptive use
(oral contraception, condoms, or long-acting reversible con-
traception) at 6 months, STI, and pregnancy (low strength of
evidence [SOE]), while the impact on abortion rates was
unclear (insufficient SOE). Compared with usual care, tele-
health interventions for IPV services resulted in similar rates
of repeat IPV, depression, fear of partner, coercive control,
self-efficacy, post-traumatic stress disorder, and safety behav-
iors (low SOE), and unclear evidence on harms (insufficient
SOE). Three studies indicated the COVID-19 pandemic in-
creased telehealth utilization. Studies did not adequately eval-
uate factors related to access, health equity, or potential harms
of telehealth.
Telehealth interventions in this review included video, in-

teractive websites, mobile app, or telephone to supplement or
replace in-person care to provide access to contraceptive care
or IPV services. Findings suggest that several of these strate-
gies could facilitate the uptake of telehealth for these preven-
tive services and result in mostly similar outcomes. Remote
provision of contraceptive care and reproductive health ser-
vices using telehealth strategies is not a new practice, and is
becoming more common due to emerging limitations on re-
productive access.35 Prior to the COVID-19 pandemic, a wide
range of reproductive health services were already being of-
fered via telehealth.36 Telehealth utilization for contraceptive
care is increasingly more common36 and is associated with
high satisfaction and acceptability among patients and
clinicians.37

Cross-sectional studies conducted during the COVID-19
pandemic offer a snapshot of utilization patterns or patient
perspectives but provide a low level of evidence. While some
studies report on service acceptability,32,33 measures of effec-
tiveness are notably absent. Barriers to telehealth implemen-
tation include limitations in internet access, lack of comfort
with technology, and lack of resources for engaging in tele-
health services. Surveys reflect that strategies to ensure safety
when using virtual platforms for IPV interventions are critical.

The impact of telehealth on patient engagement, access to
care, health equity, and harms is uncertain.
Limitations of the evidence included lack of relevant tele-

health studies for these specific preventive services, the rela-
tive weakness of study designs used, the rigor with which the
studies were executed, and the completeness of reporting key
outcomes. Cross-sectional studies lacked comparison groups
and did not isolate the effect of telehealth from historical
trends or temporal changes resulting from the pandemic. Fu-
ture studies should more clearly evaluate effectiveness of
telehealth interventions and include studies that assess whether
telehealth platforms can increase the reach of services and
improve effectiveness for communities.
This review was limited in scope and included a defined

subset of preventive services for a specific population. Studies
of contraceptive care were limited to supplemental telephone
delivered contraceptive counseling and offer a limited view of
effectiveness. Patients in surveys may represent a self-selected
group willing to receive telehealth services, limiting applica-
bility. The focused timeframe for this review is characterized
by a sudden acceleration in the telehealth adoption and con-
current rapid policy changes for telehealth reimbursement in
response to the COVID-19 pandemic. Most studies were
conducted when in-person care was considered unsafe.
Future studies should more clearly evaluate effectiveness of

telehealth interventions, including the benefits or potential
harms, in addition to research to identify the disadvantages
telehealth may pose in delivering preventive services to spe-
cific underserved populations. Further well-designed studies,
such as RCTs with clearly defined comparison groups and
health outcomes, would improve understanding of effective
telehealth interventions to address women’s preventive health
care needs.
Limited evidence suggests that telehealth interventions

for contraceptive care and IPV services result in equiva-
lent clinical and patient-reported outcomes as in-person
care. Uncertainty remains regarding the most effective
approaches for delivering these services and how to best
mobilize telehealth, particularly for women facing barriers
to health care.
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