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Access to abortion care has long been a global challenge, even in jurisdictions where
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and consider potential solutions, including the use of telemedicine, to overcome barriers
to access during the pandemic and beyond. We explore the responses of governments
throughout the world to the challenge of abortion access during the pandemic, which
are an eclectic mix of progressive, neutral, and regressive policies. Finally, we call on all
governments to recognize abortion as essential healthcare and act to ensure that the
law does not continue to interfere with providers’ ability to adapt to circumstances and

to guarantee safe and appropriate care not only during the pandemic, but permanently.
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1 | INTRODUCTION

The COVID-19 pandemic has made abortion access more difficult glob-
ally. Government policies of lockdown and social distancing, the bur-
den on health services and staff redeployments, and damage to supply
chains are making it increasingly difficult for people, including women,
trans-gender males and non-binary or non-gender conforming people
that have the physiology to become pregnant,1 to access abortion ser-
vices. Even where women can access in-person services (we refer to
women hereafter because most the majority of people who seek to
access abortion services identify as women), to do so they must put
themselves and, by extension, those they live with, at risk of COVID-19
infection. In many cases these obstacles were pre-existing and have
simply been exacerbated, whereas others have only recently arisen.
Abortion care is necessary to aid women seeking respite from
unwanted and/or unsafe pregnancy,2 which has a significant impact
on physical and mental health.? It is also necessary to mitigate the

impact of unsafe abortion.* Consequently, abortion care is recognized

Abortion; Autonomy; COVID-19; Reproductive health; Reproductive rights; Sexual health;

as a human rights imperative—to protect the lives, bodily autonomy,
and reproductive autonomy of women.?® Sexual and reproductive
health care remains crucial during the pandemic. Some have noted
an increased likelihood of unwanted pregnancy due to present cir-
cumstances,®” thus amplifying the need to ensure access to care. The
World Health Organization (WHO) notes that ‘reductions in the avail-
ability of essential SRH [Sexual and Reproductive Health] and MNH
[Maternal and Newborn Health] Services will result in many thou-
sands of maternal and newborn deaths due to millions of additional
unintended pregnancies, unsafe abortions and complicated deliveries
without access to essential and emergency care’® Despite abortion
care being necessary to ensure the health and safety of many women,
the pandemic has exacerbated existing disparities in access that exist
in many countries globally. In some instances, this is the direct result
of existing or newly implemented legal and policy barriers to care. In
this paper we consider some of the ways in which abortion care might
be appropriately facilitated in pandemic circumstances by providers
adapting, for example by providing early medical abortion (EMA)
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through telemedical services (TEMA). The terms ‘telemedicine’ and
‘telehealth’ (and, to a lesser extent, ‘e-health’) are often used inter-
changeably. Strictly speaking, telemedicine is a sub-category of tele-
health that specifically concerns clinical care. As our focus in this paper
is on clinical care (i.e. medical abortion provided by healthcare profes-
sionals), we use the term telemedicine. We note that some transna-
tional abortion providers that enable women to receive ‘pills by post’
may not consider themselves to be offering ‘telemedical’ services.
This paper focuses on both the legal and policy context that existed
pre-COVID-19 and the barriers and innovations that have been imple-
mented in response to the pandemic that have either limited or facili-
tated the provision of (remote) abortion care.

In countries where TEMA is not locally available, it is important to
note that women may still be able to access remote services due to
the work of non-profit international organizations. Examples include
Women on Web” and Women Help Women,? which both continue to
use the internet to provide abortion medication to women in countries
where local access is challenging, either because it is legally restricted
or difficult to access. We will refer to these organizations as transna-

tional abortion providers.

2 | BACKGROUND

EMA is the use of two drugs—mifepristone and misoprostol—taken
24-48 hours apart to procure an abortion. This drug regimen, how-
ever, is not universally approved. Mifepristone was first approved for
use in some countries (including China, Spain, and the UK) in 1988.
The drug has only been approved in some countries in 2020 (including
Cameroon and Chile), and it remains prohibited elsewhere (including
Brazil, Myanmar, and Slovakia).?

The effect of the drugs is an induced miscarriage and the expulsion
of the products of conception. The safety, effectiveness, and accept-
ability of the procedure are well established. As such, it is recom-
mended by the WHO for use up to nine weeks of gestat'ion.10 Different
jurisdictions have slightly different gestational limits, though they are
generally around the 10-week mark. EMA has been praised for its
ability to enable self-managed abortion, and to drastically decrease
maternal morbidity and mortality—particularly in the global south.!?

TEMA is the use of telemedical means to provide EMA remotely.
TEMA has been in practice in some countries for over a decade.
However, there is substantial variation in the models adopted, and
what is generally thought of as TEMA today—a consultation by tele-
phone or video call before abortifacients are posted to the service-
user—is a more recent development. Whilst there are small differences
between each TEMA service, there are some common models that
have developed.

Some services have required—and continue to require—that
women attend some sort of collaborating healthcare facility to obtain
tests and ultrasounds. Results are then reviewed by an offsite physician
and a telephone or video consultation takes place. If prescribed, drugs
are then either dispensed by the healthcare facility (as with Planned
Parenthood of the Heartland in North-Central US) or posted to the

patient (as with the TelAbortion Project in the US). Whilst these ser-
vices undoubtedly improve access, they do not overcome the barriers
we will outline below for all women due to the in-person requirements.

By removing all in-person requirements, the services offered
globally by transnational abortion providers further improve access.
Following the completion of an online questionnaire-based con-
sultation, abortifacients are posted to women as appropriate. Such
services, however, are still limited in their reach for reasons we will
explain later in this paper.

More recently—and in response to the pandemic—the British
Pregnancy Advisory Service (BPAS—the leading provider of abortion
services in England and Wales) introduced what can be considered
a middle ground model between those already outlined. Women
undergo a telephone consultation and, assuming doctor approval,
are posted a pack including the necessary drugs and information.?
This, we argue, is a preferable model as it combines the ease of an
entirely remote service with the safeguards of a full, live consultation.
However, we acknowledge that a variety of models will be necessary
to meet the needs of individual countries. In areas where women may
not have access to an internet connection or private telephone, a
system involving the collaboration of local healthcare facilities which
are not authorized to prescribe abortifacients themselves may be
more appropriate.

3 | ABORTION CARE DURING COVID-19

3.1 | Practical barriers to in-person abortion care

Those seeking to access abortion services frequently face practical
barriers. Perhaps the most common, and one which is fed into by
many others, is the distance to the nearest clinic. So-called “abortion
deserts” in the US are frequently discussed,” but a similar situation
is mirrored across the world, particularly in countries with vast rural
areas. Having to travel far to access care is not feasible for some, par-
ticularly if public transportation is limited and they have no access to
a private vehicle. In that sense, socioeconomic status can challenge
access to abortion. Geographical barriers are especially problematic
where both medications must be taken under medical supervision, as
per “traditional” EMA. As one of us has previously argued, there is no
reason why home use of mifepristone and misoprostol should not be
permitted, though some countries have been slow to allow this, let
alone TEMA.*® These medications can act very quickly, meaning that
where the taking of medication is required to be supervised there is a
risk of the induced miscarriage beginning on the journey home, such
that living far from a clinic increases the likelihood of this.

Having to attend a clinic in person may also be challenging for
those who work full-time, have children, and/or care for other rela-
tives.> This is the case regardless of the distance to the nearest clinic.
Taking time off work and arranging alternative care for dependents
may not be immediately feasible. For women who, for whatever rea-
son, do not want others to know that they are having an abortion,
this may be even more difficult. Whereas a manager, for example, may
be sympathetic and allow an employee time off work to attend an
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abortion clinic, this would require that employee to share this personal
information. Where a pregnant woman cannot make such arrange-
ments to seek an abortion soon after having made the decision, she
may be forced to access treatment later in her pregnancy. Depending
on timings, in some cases this may result in exceeding the legally per-
mitted gestational limit in that woman'’s jurisdiction.

3.2 | Pandemic exacerbation

The above issues are longstanding. However, the COVID-19 pan-
demic has exacerbated them, thereby amplifying the case for TEMA.
Whereas responses to the pandemic vary between countries, the vast
majority have introduced some form of social distancing or lockdown.
These measures make it more challenging for those seeking abortion
services to get to a clinic even if they live within close proximity. With
schools closed, caring responsibilities have increased for parents.
Having to manage childcare along with, in some cases, the move to
at-home working, can make it difficult to leave the house alone. Even
for those who can, and those who do not have caring responsibili-
ties there has been, and in many cases, there remains, an expectation
to stay at home. Leaving the home presents a risk of infection that
many pregnant women may be unwilling to take, particularly if they
or someone they live with has an underlying health condition. In some
cases, there may also be disruption to public transportation services.

Similar issues face those who work at abortion clinics. Staff may
struggle to get to work or may even fall ill themselves at a greater
rate than prevails in their community. Marie Stopes International
have noted that ‘both support and frontline staff have been unable to
work, due to movement restrictions, illness [and] family demands’**
The impact of this in some places could (and has) force(d) some clinics
to close temporarily. Where this happens, the distance to the near-
est clinic would increase for some patients. In Great Britain, BPAS
announced in March 2020 that 23% of its clinics had closed because
of the pandemic.’® There are concerns about the health and safety of
both staff and service users where clinics stay open.

All these obstacles risk preventing, or at the very least delaying,
access to essential abortion services. This is problematic due to the
time-sensitive nature of abortion, both medically and legally/politi-
cally. We know that even though EMA is feasible past 12 weeks of
gestat'ion,10 the risk of incomplete abortion and various other compli-
cations increases with time. If a pregnancy is going to be terminated,
the earlier this is done the safer it is. Furthermore, in some places it
is far more difficult to find clinics that provide later-term abortions

even where this is legal.'®

The legal obstacle also increases later in
pregnancy, with late termination generally requiring an immediate
health threat. Whilst these legal barriers, we suggest, are inappropri-
ate, physicians are bound by them. There is, then, a risk that a contin-
ued requirement for EMAs to be provided in person throughout the
pandemic will cause some pregnancies to exceed time limits, resulting
in either the necessity for more invasive, surgical means of abortion,
or an outright denial of care. For example, it is estimated that during
the disruption of lockdown in India 1.85 million abortions—equating

to 47% of the total anticipated during the period—were compromised

as a result of, among other reasons, limits on the mobility of those
seeking care.'”

Failure to ensure service provision has a ‘disparate impact on those
with low or no incomes and or who lack housing, migrants, refugees,
people with disabilities and adolescents and compelling pregnancy
worsens health outcomes, particularly in the case of COVID-19"3 We
have also argued elsewhere that the impact of barriers resulting from
COVID-19-controlling measures are more likely to be experienced by
people who are already structurally disadvantaged, have a disability
which means that they feel less safe leaving the home, or have caring
responsibilities.> There are concerns that vulnerable women who are
victims of domestic violence and coercive control, or who are living
in communities and cultures in which abortion is heavily stigmatized,
will find abortion much harder to access as they struggle to leave the
home without explaining to family members where they are going.5 As
a result of the impact of COVID-19 on service provision, Todd-Gher
and Shah have argued that ‘incorporating measures to ensure safe
abortion services into state pandemic responses and eliminating bar-
riers to abortion is not just a matter of harm reduction—it is a human

rights imperative’3

3.3 | TEMA and other solutions

TEMA is one important way to facilitate continued access to abor-
tion care in pandemic conditions and expand access to groups that
have previously had limited access. TEMA can overcome some of the
most substantial barriers to care by enabling women to access care
at home, thereby preventing them from having to travel (potentially
long) distances and increasing their exposure to COVID-19. It also
enables women to access care conveniently and comfortably and, in
the pandemic context, protects healthcare providers from unneces-
sary exposure. TEMA has been found consistently to be safe, effec-
tive, and acceptable to women.'® Because TEMA is safe, and because
it can ensure access during this time, we have argued elsewhere that
provision of this service is necessary.’ In some places TEMA is being
safely facilitated by local/national providers including Colombia, Great
Britain, South Africa, and parts of the US.

Whilst TEMA can address some of the barriers to care at this
time from the perspective of the woman accessing care, there may
be some difficulty experienced by providers where legal restrictions
prevent task-sharing in abortion care. Even though there is increas-
ing evidence that nurses and other healthcare providers can safely
prescribe abortifacients,'? in many jurisdictions the law dictates that
only doctors can prescribe the medications, for example in Great
Britain.?° This raises some problems for providers in that it limits the
provider pool and increases both waiting times and the cost of pro-
viding care.r” The WHO recommends that task-sharing be adopted
in the delivery of health services to optimize delivery.??2 During the
pandemic (and beyond), permitting, for example, nurse prescribing
would simplify access and reduce administrative burdens on doctors,
thereby enabling doctors to focus on cases that involve more com-
plex management. There is some extent to which regional providers
have already attempted to adopt task-sharing as far as is possible—for
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example, BPAS provides initial consultations with nurse-midwives,
including the obtaining of patient consent, before doctors review the
case and sign off on the prescript-ion.23 However, this model still has
many unnecessary administrative hurdles, including requiring doctors’
signatures in straightforward cases.

In some instances, it may be that there are significant logistical bar-
riers to the implementation of TEMA. For example, some women who
need access to abortion care have limited access to the internet, such
that other solutions in ensuring access to the safest possible in-person
care at this time may be more appropriate. To maximize the safety of
in-person abortion care, protocols have been developed for ‘no test/

no touch’ treatment.?*

Without performing physical examinations
and/or ultrasounds, providers can still reduce the risk of transmission

between themselves and patients.

4 | LEGAL AND POLICY CONTEXT OF
ABORTION CARE DURING COVID-19

Some of the most significant barriers to abortion care during
COVID-19 globally exist at the local level; in some countries there are
restrictions which mean that while abortion is legal, the provision of
remote abortion (by telemedicine) is not. These barriers take various
forms and, in many cases, restrictions on service provision were in
place before the pandemic. This meant that to address access issues
that have arisen during COVID-19, a change to the law to remove
particular restrictions became necessary. These restrictions limit the
capacity of care providers to respond to situations at hand to ensure
that they meet their professional responsibility to ensure patient well-
being and access to care.

First, in some countries there are explicit bans on the provision
of TEMA. For example, some states in the United States (including
Arizona, Arkansas, Indiana, South Carolina, and West Virginia).5 Some
countries have also taken action to limit the assistance that might be
provided to women by transnational abortion providers; the criminal
process is sometimes utilized to punish those who are caught access-
ing care this way (this was a particular drive for aggressive prosecu-
tions in Northern Ireland prior to the decriminalisation of abortion
in 2019).25 In Spain, action has been taken to block the websites of
these providers.26?7

Second, in some countries there are other restrictions which,
whilst not an explicit ban on TEMA or remote care itself, have the
effect of rendering it inaccessible because other legal requirements
necessarily preclude the possibility of care being facilitated entirely
remotely. For example, the legal requirement that a pregnant person
has an ultrasound, or some form of physical examination, before taking
abortifacients. This is the case in Austria, Tunisia, and some states in
the United States (including Alabama, Louisiana, Mississippi, Missouri,
Nebraska, Oklahoma, South Dakota, and Texas).5 Other procedural
requirements embedded in abortion law in some countries, such as
mandatory counselling or ‘reflection delays’,28 might not necessar-
ily preclude remote care, but still constitute a significant barrier to
timely and safe access. In Spain (except for Catalonia) it is required

that women collect information about abortion in person to reflect on
during a mandatory waiting period before receiving treatment.?’
Some countries have placed specific regulations on EMA medica-
tions that render remote abortion care unavailable without constitut-
ing explicit bans on TEMA. In Great Britain, until recent legal changes,’
women had to be supervised taking the first abortion medication,
mifepristone, in a clinic.?? Legal requirements, in place before the pan-
demic, that one or both EMA medications must be administered in a
clinic, are widespread globally. In Italy, the law specifies that abortions
must take place under the service of obstetrics and gynaecology in
a general hospital, or at specialist public hospitals and private clin-
ics.?? In Iceland, the law specifies that abortion must be provided in a
hospital or healthcare facility, but medical abortion could also be pro-
vided in doctors’ offices regulated by the Medical Director of Health
and Public Health.%° In Ghana, the Criminal Code similarly states that
abortion is permissible only when provided by a registered medical
practitioner in a government hospital, a registered private hospital or
clinic, or a place approved for the purpose by legislative instrument.3!
In Cambodia, abortion may be carried out in a hospital, health centre,
or clinic which is authorized by the Ministry for Public Health, which
must have the capacity to provide emergency medical treatment and
means of transport to hospital.32 Similar laws are in place in several
US states (including North Carolina, North Dakota, Tennessee, and
Wisconsin).®> There are also policies by pharmaceutical regulators that
further complicate the remote provision of these medicines. In the US,
for example, the Food and Drug Administration (FDA) stipulates that
mifepristone should be dispensed only in clinics, medical offices, and
hospitals, or under the supervision of an ‘FDA-certified’ prescriber.33
Finally, in some countries legal and policy barriers to (remote)
abortion care have been erected by governments and local adminis-
trations directly in response to the pandemic. Such policy changes are

discussed in the next section.

4.1 | Regulation and policy changes during
CoVID-19

We have seen varied responses across jurisdictions to the challenges
to abortion access during the pandemic. Those seeking abortions—like
everyone else—have been asked to minimize in-person contact with
others, which some countries have supported by implementing remote
access to abortion care. Others, however, have seized the opportunity
for regressive policy by either actively or effectively banning abortion
in the circumstances.

Todd-Gher and Shah argue that states should ‘introduce bold,
innovative measures to maintain and expand access [to abortion care]
in accordance with human rights"3 The Center for Reproductive Rights
has also called for the implementation of telemedicine in reproduc-
tive health services to ensure that'women and girls are not unnec-
essarily compelled to make multiple trips to healthcare facilities’>*
Further, in its COVID-19 guidance on maintaining essential health
services, the WHO has recommended enabling safe abortion to the
full extent of the law and to ‘minimize facility visits and provider--
client contacts through the use of telemedicine [emphasis added] and
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self-management approaches’.® Some countries have acted (temporar-
ily) to remove existing legal barriers to TEMA, namely a requirement
that women attend a clinic in person to receive and/or take abortion
medication, in response to the pandemic. In Great Britain, for exam-
ple, abortion regulation was specifically relaxed in England, Wales, and
Scotland to allow abortion providers to begin a ‘pills by post’ service.”
In Ireland, there was a mandatory requirement that women attend
two appointments with their primary care provider three days apart to
access abortion, and the law specified that abortion may be carried out
where the medical practitioner is satisfied that the pregnancy is less
than 12 weeks of gestation ‘having examined the pregnant woman’>®
The Health Minister in Ireland, Simon Harris, announced that they
did not believe this provision excluded the possibility of examination
by remote means,®® and the Health & Safety Executive introduced a
model of remote service provision in March 2020, though noting that
this was ‘only... for the duration of the pandemic..."%’

In France, the health administration has, in response, both enabled
service providers to offer remote consultation and temporarily
increased the gestational limit for self-administration at home from
seven to nine weeks.®® In South Africa, telemedicine had been previ-
ously used in abortion follow-up care,® but the law on telemedicine
technically requires that there be a pre-existing relationship between
patient and professional. However, following successful campaign-
ing by the Sexual and Reproductive Justice Coalition, Marie Stopes
International have been enabled to offer TEMA during the pan-
demic.*® Telemedicine has also now been permitted for pre-abortion
counselling in Germany (provided by an independent third party as per
the requirements of the German Criminal Code), which is a step in
the right direction, despite the fact that abortion care must still be
administered in a clinic.?” There have also been some successful legal
challenges to policies that prevent access at this time. For example, in
Maryland in the US, the FDA requirement that mifepristone be dis-
pensed in person was recently successfully challenged, and an injunc-
tion is in place (at the time of writing) that prevents the FDA from
enforcing this requirement in Maryland.**

Other countries, however, have failed to act appropriately to (tem-
porarily) remove pre-existing legal barriers to TEMA implicitly labelling
abortion services as non-essential in failing to adapt. In some countries,
governments have attempted to exploit the pandemic to effectively
ensure access to abortion at clinics is even more difficult by explicitly
adopting measures that label abortion care ‘non-essential’. In the US,
11 states have issued statements at some point during the pandemic
that abortion was ‘non-essential care’ and thus must be suspended to
‘divert resources to the front line'*? Rebouché argues that it is more
likely that restricting abortion access will result in greater strain on the
health system because the alternative to TEMA, or ‘no-touch [early
medical] termination’ because more people will need assistance after
inducing their own abortions, and advanced pregnancy, childbirth and
neonatal care will require more resources.*® This was an attempt to
force abortion clinics to close and was also the approach taken by
authorities in European countries including Austria, Croatia, Germany,
and Romania, which did not recognize abortions as essential.*2 Such
an approach has the effect of banning abortion in reality, even if not in

name.® In some countries, governments have gone further than label-
ling abortion non-essential. In Slovakia (where only surgical abortion
is lawful), the government has released statements that it ‘does not
recommend’ women accessing care at this time.** In Poland, the gov-
ernment has taken steps to pass even more regressive regulation, even
further limiting access, at a time when it is more difficult for effective
citizen protest to be organized.*

Regulation and policy change that effectively reduces the availabil-
ity of abortion in the short term due to COVID-19 is a major concern.
This puts many women at risk, forcing them to endure the substan-
tial harms associated with unwanted pregnancyz3 and/or face a risk-
ier procedure in procuring an abortion through legal channels when
services resume. The non-essential classification of abortion in some
places has neglected the time-sensitivity of abortion; women cannot
wait long before the option of EMA is removed and surgical abortion
becomes necessary, or they reach the point at which abortion of any
form is impermissible by law (depending on the legal framework of the
country concerned). Further, such classification fails to recognize that
the risk of complications increases with gestational age and, there-
fore, delaying access is both physically and mentally harmful. In some
places, women may feel forced to resort to riskier methods of abortion
to avoid an unwanted pregnancy, potentially putting them at risk of
criminal sanction and/or endangering their health and life.

4.2 | The lasting impact of legal and policy changes
in response to COVID-19

The over-regulation (both in law and by professional regulators) of
abortion medication has the impact of limiting the ability of provid-
ers to facilitate remote provision. This clearly will have had and con-
tinues to have a significant effect on individual women because they
might find accessing care more difficult at this time. Furthermore,
this overregulation has some wider social impacts and perpetuates
broader harms to women. Law is a medium through which stigma
about women, their capacities, and their choices is constructed and
enforced.*® The requirement in some places that people accessing
EMA are ‘supervised’ swallowing mifepristone (and misoprostol) in
clinics, when this is not grounded in medical necessity,'® perpetuates
the view that women are irresponsible, not trustworthy, and/or are
incapable of making their own decisions about abortion. Being mind-
ful of the harm that law can generate in its operation,* laws that
mandate supervision infantilize and construct women as subjects who
need protection from themselves and their own care. In the context
of the pandemic, singling out this care as something that cannot occur
in the home, as other areas of healthcare are increasingly provided in
this way, further perpetuates abortion stigma. Such approaches also
further bolster the narrative that is often adopted and perpetuated by
anti-choice groups that abortions are generally unsafe when we know
this is not the case. It also increases the likelihood that women will
access care outside of the health system, which is riskier.

The progressive changes in countries like France, Great Britain, and
Ireland must lead to a permanent relaxation of abortion restrictions if
pregnant women'’s health and rights are to be respected, protected,
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and fulfilled.>> However, this would still require further positive action
in some cases. The changes in England and Wales are temporary—and
specifically have a sunset clause—so further campaigning is likely to be
necessary. Though if the evidence base that emerges from this period
demonstrates, as TEMA services elsewhere have demonstrated, that
service provision in this form is safe, effective, and acceptable to

1848 it will be more difficult for governments to avoid

service users,
discussing permanence. The changes in some places being explicitly
labelled as temporary (and in England and Wales formalized as such
with legal mechanisms) is, however, actively unhelpful in this regard as
it perpetuates the need for caution around the process and effectively
prevents the embracing of organized services that allow self-manage-
ment. Sheldon has observed that UK providers ‘often find themselves
caught in the tension between offering reproductive choice and the
best possible care for the women they treat yet being constrained to
abide by the highly medicalized model of control entrenched in stat-
ute’® and which no longer reflects best practice. Progressive pol-
icy changes during COVID-19, however, might further the case for
change by demonstrating their utility.

The lasting impact of COVID-19 on abortion care in places that
have not adopted progressive responses should be cause for concern.
For example, in parts of the US and Poland, the state of emergency
currently faced has been used to further an outdated political agenda
that neglects the health of women by labelling abortion ‘non-essential’.
In these countries, a disruption in access, or providers being forced
to direct their attention to the fight to stay open, has limited wom-
en'’s access substantially. Moreover, labelling abortion as non-essential
runs the risk of reversing the work of providers and reproductive rights
groups in establishing the essential nature of abortion provision glob-
ally. This could embolden the rhetoric of groups or politicians seek-
ing to limit access to care. In Poland, as explained, this culminated in
an attempt to introduce even more restrictive legislative provisions
restricting abortion care in April 2020.*° Such restrictions, in Poland

and beyond, would threaten the lives and health of millions of women.

5 | CONCLUSION

That government responses to the challenges to abortion access cre-
ated by the COVID-19 pandemic are so varied demonstrates that
there is still a way to go until abortion is universally recognized as
essential healthcare. Even where TEMA has been enabled in response
to COVID-19, it is usually a temporary provision that is intended to
be revoked as we emerge from the pandemic. Whilst it is still posi-
tive that such provisions have been made, it is important, moving
forward, for temporary policies enabling remote access to abortion
care, and other such measures that facilitate access and allow service
providers to evolve and implement best practice,’’ to be made per-
manent. Furthermore, even in these jurisdictions there remain some
legal and policy barriers that prevent care providers from adapting to
the circumstances—for example, in Great Britain two doctors’ signa-
tures remain necessary for abortion,'? and (at the time of writing) the
FDA continues to place more stringent requirements on prescription

of mifepristone compared to other medications in the US.3% As
COVID-19 continues to impact on care now and into the future it is
important that providers continue to play an important role in ensur-
ing access to care and improving this in line with best practice. This
will include, as many service providers are doing, documenting the
safety and efficacy of TEMA®® and reflecting on what has (and poten-
tially has not) worked in service development, and providing expert
advice to policy-makers and ethics committees about how legal bar-
riers and policies interfere with the implementation of best clinical
practice. The International Federation of Gynecology and Obstetrics
(FIGO) recommends that member societies should advocate against
restrictions on sexual and reproductive rights in government policies
in response to COVID-19.%! This includes being mindful of the dispro-
portionate impact that barriers to abortion care have on those who
are already marginalized in accessing health care as a result of their
socio-economic status or location.

In some jurisdictions, it is clear that governments have monopo-
lized on the circumstances to limit access to abortion, either by failing
to remove existing legal barriers that in the circumstances prevent
providers from adapting or by actively labelling abortion services as
‘non-essential’. We have noted with concern how this might do last-
ing damage to sexual and reproductive rights in these jurisdictions.
It is essential that access to abortion resume in those jurisdictions
that are either still actively or effectively preventing abortion care
at this time.
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