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Abstract

Background: Improving access to safe abortion is an essential strategy in the provision of universal access to
reproductive health care. Australians are largely supportive of the provision of abortion and its decriminalization.
However, the lack of data and the complex legal and service delivery situation impacts upon access for women
seeking an early termination of pregnancy. There are no systematic reviews from a health services perspective to
help direct health planners and policy makers to improve access comprehensive medical and early surgical
abortion in high income countries. This review therefore aims to identify quality studies of abortion services to
provide insight into how access to services can be improved in Australia.

Methods: We undertook a structured search of six bibliographic databases and hand-searching to ascertain peer
reviewed primary research in English between 2005 and 2015. Qualitative and quantitative study designs were
deemed suitable for inclusion. A deductive content analysis methodology was employed to analyse selected
manuscripts based upon a framework we developed to examine access to early abortion services.

Results: This review identified the dimensions of access to surgical and medical abortion at clinic or hospital-
outpatient based abortion services, as well as new service delivery approaches utilising a remote telemedicine
approach. A range of factors, mostly from studies in the United Kingdom and United States of America were found
to facilitate improved access to abortion, in particular, flexible service delivery approaches that provide women with
cost effective options and technology based services. Standards, recommendations and targets were also identified
that provided services and providers with guidance regarding the quality of abortion care.

Conclusions: Key insights for service delivery in Australia include the: establishment of standards, provision of
choice of procedure, improved provider education and training and the expansion of telemedicine for medical
abortion. However, to implement such directives leadership is required from Australian medical, nursing, midwifery
and pharmacy practitioners, academic faculties and their associated professional associations. In addition, political
will is needed to nationally decriminalise abortion and ensure dedicated public provision that is based on
comprehensive models tailored for all populations.
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Background

Access to a safe, early induced abortion, or the termin-
ation of an unplanned pregnancy (up to and including
13 weeks [1] can potentially prevent the death of nearly
half a million women and the associated morbidity of
another five million women worldwide [2]. Improving
access to safe abortion is an essential strategy in the
provision of universal access to reproductive health and
achieving the sustainable development goals [3].

Comprehensive safe abortion care encompasses the
provision of elective abortion services at the request of
the woman, along with counselling for contraceptive
use, medical after-care, and attention to other issues
that are relevant to the woman’s health [4]. The
provision of safe medical and/or surgical abortion re-
quires an enabling legal, regulatory and policy envir-
onment that is responsive to women’s needs and
community demands for quality care, services and in-
formation. The legal grounds upon which a woman is
permitted to have an abortion differ across and within
countries. However, a woman’s access can also be affected
by the: availability and quality of health services, geo-
graphical access to services, financial affordability and
socio-cultural acceptability of the procedure/s and as-
sociated care.

Planning, delivering and evaluating legal and safe,
comprehensive abortion services that enable women to
make a choice about the use of such services requires at-
tention to a number of principles that were developed
by the World Health Organization (WHO) through a
high level consultative process. These quality service
delivery principles include the establishment of national
standards and guidelines, integrated multidisciplinary
services, ensuring health-care provider skills and perform-
ance, the costing and financing of services, and a systematic
approach to policy and programme development.

Despite numerous guidelines and recommendations
there has been little research from a health services ap-
proach to help direct health planners and policy makers
to increase access to abortion. Souza et al. have noted
gaps in best practice with regard to integrating abortion
services into existing family planning services and opti-
mizing the workforce [5]. However, although task shift-
ing from doctors to nurses and midwives in high income
countries (HIC) (countries with a gross national income
per capita of $12,476 or greater) [6] shows promise [7],
there is a lack of evidence in this area [8]. The few sys-
tematic reviews that are available in the area of service
delivery include an examination of the acceptability of
home and clinic based medical abortion by Ngo et al. [9]
in largely low and middle income countries (LMIC) with
the exception of one study from France. Another review
comprising three studies from Italy, Scotland and
Iceland found no evidence of increased acceptance and
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use of contraceptive methods after an abortion [10].
The review by Doren at al. [11] examines factors that
facilitate or constrain access to abortion from the per-
spective of women and providers. Despite these studies
there are no systematic reviews that provide insight
into models of comprehensive medical and surgical
abortion services. This review therefore aims to identify
quality studies of abortion services to provide insight
into how access to services can be improved in
Australia.

The Australian context

There is no national data collection on the incidence of
induced abortion in Australia. Notification of abortions
is mandatory in the States of South Australia, Western
Australia and the Norther Territory but only South
Australia and Western Australia publish data on induced
abortions [12, 13]. Several studies have estimated the
number of abortions in Australia of over 80,000. The esti-
mated number of induced abortions adjusted for patients
who do not claim Medicare (National Reimbursement
Services) were 84218 and 83210 in 2013 and 2014, re-
spectively. The national age-standardised abortion rate
was 19.7 per 1000 women in 2003 and 19.3 per 1000
women in 2004. However, the latest information was from
2004 [14-16].

The situation in Australia is further complicated with
marked differences in abortion legislation between states
and territories. Of the nine laws that govern abortion in
the country, restrictions exist in all with the exception of
the Australian Capital Territory. This highlights the ur-
gent need for reform [17]. The recent focus at the na-
tional level has been on new Medicare Benefit payments
for pregnancy support counselling that has been poorly
accessed by women with unplanned pregnancies [18].

The Australian public including health professionals
are largely supportive of the provision of abortion [19, 20]
and its decriminalization [21]. However, the lack of data
and the complex legal and service delivery situation im-
pacts upon access for women seeking an early termination
of pregnancy. Recent literature cites issues related to geo-
graphical and financial access [22, 23] and considerable
gaps in women’s knowledge [24]. Services are provided
across a myriad of public and private contexts where there
is no accepted and standardized approach for service de-
livery that facilitates universal access to comprehensive
abortion care. This paper therefore aims to identify service
delivery models of comprehensive abortion care, both
medical and surgical, that has been effective in increasing
access to early abortion care in high income country set-
tings. Such insights may provide Australia with practical
evidence-based policy options for improving access to
abortion services.
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A framework for understanding the factors contributing
to universal access to comprehensive abortion services
Access can be understood from supply and demand side
perspectives [25]. Demand for a service is influenced by
factors that determine whether a woman is willing and
able to seek appropriate abortion care. Supply is deter-
mined by factors that include availability, technology,
management, and price that interact to produce effective
health care. These perspectives can be considered under
various dimensions of access that are well described in
the literature [26, 27]. We have summarised these dimen-
sions in a framework adapted from existing literature
[28, 29] (see Table 1) in order to conceptualise ques-
tions that can be used to examine the extent of access
to abortion services.

Methods
Six bibliographic databases (Medline, PubMed, Web of
Science, ProQuest Health and Medicine, Scopus, Science
Direct), Google Scholar and the reference lists of identified
papers were methodically searched to retrieve research lit-
erature. A deductive qualitative content analysis method-
ology was employed to analyse selected primary research
manuscripts [30].

A Population, Interventions, Comparators, Outcomes,
Study design question guided the development of the
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review question [31]. The question we sought to answer
was: for services providing first trimester abortion in
high income country settings, what approaches to service
delivery have been found to be effective in increasing ac-
cess? We aimed to include studies with demonstrable out-
comes from both supply and demand perspectives while
acknowledging important health systems factors that en-
able service delivery. We sought studies examining com-
prehensive abortion services, as well those investigating
components of abortion services with a focus on under-
standing new or existing delivery systems and key pro-
cesses as defined by Donadedian [32]. Outcomes of
interests include the abortion service delivered, changes
in behaviour such as contraception uptake, change in
health status such as complete terminations and women’s
access to abortions services as defined in Table 1 including
satisfaction and uptake of services.

We defined comprehensive abortion service delivery
as the provision of legal, safe, stigma free, high quality
services that include abortion, post abortion care,
contraception and referral. This also involves attention
to issues concerning information provision, initial as-
sessment and arrangements for the procedure as out-
lined in the recent best practice paper by the Royal
College of Obstetricians and Gynaecologists (RCOGQG)
[33] and service factors identified by IPAS [34].

Table 1 A framework for examining access to early abortion services

Access Dimensions

Questions to establish extent of access to comprehensive abortion services-what is

done and how

Availability: The number of existing abortion services meet
women’s needs

How many and what types of abortion services exist? Which organizations offer these
services? Are there enough willing and skilled personnel to deliver abortion services?

Do the services offer choices that correspond with the needs of financially
disadvantaged women? Are the services and supplies of abortion drugs and
associated equipment and tests sufficient to cover the demand?

Accessibility. Abortion services are near where women live, or
accessible in their homes and referral timely

What is the geographical distance between abortion services and the homes of
women? Can services be reached and women referred in a timely and stress-free

manner? How has technology been employed to address issues of distance?

Affordability: The prices of terminations are aligned with
women’s income and ability to pay

Adequacy: The organization of abortion services meet
women's expectations

Acceptability: The services are satisfactory and used by
women

Quality: The services are scientifically and medically
appropriate and of good quality

What are the direct costs of abortion services and the associated commodities? What
are the indirect costs in terms of transportation, childcare, lost time and income? Are
payment options available for women? What are the costs to the health system and
are they affordable?

How are/is the abortion service/s organized? Does the organizational structure meet
women’s expectations? Do opening hours match the schedules of women? Are
facilities clean, organized and well managed?

Does the information, explanation, and service provided accommodate social norms
and values? Do women find self-management aspects such as drug taking and pregnancy
testing satisfactory and easy to use? Do women feel welcome and cared for? Do women
trust in the competence and character of the health care providers?

Are there service delivery standards and quality management systems? How are
women’s complaints dealt with? What quality assurance, control and improvement
mechanisms are in place? Quality also extends to the manner in which women are
treated, and how underlying determinants of health are addressed. Is there provider
sensitivity training (i.e. in appropriate language use, cultural safety, privacy) or/and
incentive schemes for providers to offer services? Are providers accredited, and
regulated? Do providers collect accurate data? Is family planning/contraceptive advice
provided? How are abortifacient drugs packaged? Is treatment observed if required?
What family planning training and peer support is available for providers?
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In line with other systematic reviews in the field [35, 36]
a structured search of contemporary research literature
was conducted between 2005 and 2015 using key words:
“abortion” OR “termination of pregnancy” AND “service
delivery” OR “model of care”. We sought to assess the re-
sults of peer reviewed primary research literature therefore
grey resources were excluded. Retrieved records were first
screened for their focus on abortion service delivery ac-
cording to the review question by the first author and du-
plicates removed. According to the inclusion/exclusion
criteria (see Table 2) studies whose focus was outside of
the aim, along with discursive papers and those older than
10 years were removed. The Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) guide-
lines were employed to report the review process [37]
(see Fig. 1). The sources and numbers of papers re-
trieved and screened according to their relevance are
outlined at Table 3. Most papers were then excluded
(999) at closer examination as they were not concerned
with specific service delivery aspects the paper by Loeber
is one example [38].

Forty-one papers were appraised using the Critical Ap-
praisal Skills Programme tool for qualitative research
[39] and Pluye et als [40] scoring system was used to
assess the non-experimental and mixed method studies.
Fourteen items were discarded due to methodological
concerns. The lead author first appraised the papers
using the checklists of both tools which were independ-
ently verified by the DB and ES.

Data were extracted from the twenty-nine papers and
first described according to characteristics of the research
(e.g., primary author, year of publication, study setting); re-
search participants (age, gender, and socio-demographic
data); study aim; study design, and findings (see Table 3).
The conceptual framework outlined at Table 1 was then
applied to identify the dimensions of access and demand
or supply perspective. A content analysis of the extracted
text relating to each dimensions of access was performed
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by the first author and then discussed with all authors.
The questions aligned with each dimension of access as
were used to interrogate the findings of the paper. We
then identified evidence of processes and outcomes that
contributed to the ability of the service to increase ac-
cess to abortion, as well as the constraints, to provide
insight into how access to services could be improved
in Australia.

Results

Twenty-nine papers were included in this review (see
Table 3). Fourteen papers were from the United Kingdom
(UK) [41-54], seven from the United States (US) [55-61],
two from Russia [62, 63], two from Australia [22, 23],
three from New Zealand (NZ) [64—66] and one Canadian
paper [67]. Of these papers all were quantitative except for
three qualitative studies [22, 57, 61].

We categorized the papers according to the aspect of
the abortion service under study, outcome measures, di-
mensions of access covered (see Table 4) and their focus
on supply, demand or both (see Table 5). Of these, six
papers focus specifically on service delivery related to as-
pects of surgical termination of pregnancy (STOP) while
nine papers were concerned with medical termination
(MTOP). Other papers describe both types of abortion
with service related outcomes according to the compo-
nents of care [48, 63], approach to service integration [45],
referral, booking and counselling [43, 44, 49, 56, 67]
and the type of facility where the services are provided
[23, 46, 60, 61, 64—66]. Of the access dimensions covered,
least covered were adequacy and affordability with supply
focused papers gaining more attention than those solely
concerned with demand side issues. The results of the ana-
lysis of the findings section of the 29 papers as per the
questions generated from the dimensions in Table 1 are de-
scribed below. We have specifically reported factors that
have been identified to enhance access service delivery and
those that have been found to constrain access to services.

Table 2 The inclusion/exclusion criteria applied to the screening of papers for the review

Included

Excluded

Health service research examining how women access health providers
and early abortion services, how much care costs, and what happens to
women as a result of this care

Research examining first trimester abortion service delivery processes,
activities, strategies or components with the goal of improving
provision, quality, utilization, coverage, efficiency, and equity

Studies that include women's and provider's experiences of an actual
early abortion service or specific aspects of the delivery of the service or
approaches involved

Primary research paper
High income country
English

>2005

Clinical studies examining safety and effectiveness of medications, devices,
diagnostic products and treatment regimens intended for early abortion

Research examining input aspects or resources of abortion care such as
human resources, insurance schemes, drug supply or procurement,
national policy or governance

Studies exploring women'’s preferences, reasons, opinions for or about
services if they needed them. Papers concerning health professional’s
general experiences of provision or interest in provision

Discursive or descriptive outlines of projects, conference abstracts
Upper middle, middle, lower middle and low income country setting
Non English

<2005
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Fig. 1 The Literature review selection process. Preferred Reporting diagram for Systematic Reviews and Meta-analyses (PRISMA) showing selection
of publications for review

Availability

The availability of both MTOP and STOP services at
facilities was found in one study to increase access.
Tupper et al. describe the development of a new MTOP
service in the UK to address a gap in the public sector
provision of abortion; and to increase the timeliness and
choice of type of first trimester abortion for women in an
area where only STOP had previously been available
and MTOP via an out of area private provider [53].
This retrospective audit of the first 12 months of the
service indicate that it went some way towards address-
ing the need for an increase in the availably of MTOP
and meeting the Department of Health targets on TOP
to reduce waiting times and increase the number of
women provided with an abortion under 10 weeks’ gesta-
tion. The findings show that all available appointments
were filled in the first week that the service was opened
however some patients had to be referred in the first
8 months due to a lack of staffing capacity. The service
was therefore extended to accommodate the larger than
anticipated demand resulting in lower numbers of onward
referrals. Another UK study evaluated a newly established,
public and NGO sector MTOP service to increase
women’s choice in an area where STOP was only available.
However the impact of the new service was not reported
other than the numbers of successful early MTOP pro-
cedures [46].

Three papers in the review outline the NGO, Planned
Parenthood’s efforts to increase the availability of MTOP
in the one State in the US by providing medical abortion
via telemedicine at clinics without an on-site physician
[57-59]. Women noted the service enabled them to
undergo the procedure sooner without waiting for an
appointment which ensured the availability of MTOP as
per the gestational age limit. Staff noted that the service
was able to achieve a greater reach and offer more
choice for abortion, as well as access to timely same day
treatment. Staff stated that they found the process of
introducing the service useful in building their skills and
ability to provide new services [57]. There was an in-
crease in the proportion of medical abortions in the
clinics from 46 to 54 %. Clinic patients had increased
odds of obtaining both MTOP before 13 weeks’ gestation
after the introduction of telemedicine [58, 59].

Another paper examined the use of a telephone book-
ing service to increase the availability abortion via man-
ual vacuum aspiration (MVA) under local anaesthesia in
a local English hospital [52]. The study established that
demand from referrers for the telephone booking clinic
was greater than could be accommodated by the service
[52]. However, substituting two doctor assessment clinics
of 10 patients for two clinics of six patients, supported by
2.5 nurse telephone clinics, was able to increase the
service capacity by 25 %.



Page 6 of 23

Dawson et al. BMIC Health Services Research (2016) 16:612

‘puaLy e O}

dn-mojjo} suoydajsl PUSUIUIOIRI PINOM
(S =) pakamIns UsWOM |1y (£ €1/
1D % S6) % G Sem an|eA aAndIpaid
anisod pue ‘(66-186 1D % S6) % /66
sem anjeA aANdIpaid aAnebau sy |
(68-778 1D % S6) % 98 sem Aydydads
pue ‘['S6=1°0€ (1D) [eAIRIUl @dUSplUOD
% $6] % G/ sem dn-mojjoy auoyds|l
33 JO ANARISUSS S *2A1e63U, PaUSRIDs
AJ95|e} uewom auo pue ‘sappueubaid
BulobUO pey Woym Jo a1yl *2Ansod,
PaUd3IDS (% G 1) Uswom AIXIS -auoyda|Rl
AQ Pa12RIUOD AJ|NJSSS0DNS SISM USLLIOM
Ly Bulutewal ay1 Jo (9% /£8) Ol Jo [e10n
v "Buipss|g 10 uled Jo ssnedsq dn-mojjoy
2uoyda|al 210437 DIUIP 9Y) papuane (% |)
USWOM # ‘dn-mo||o4 suoydsal Joy
pa1do (96 //) USWOM 619 JO INO 9/%

‘PUSLY B 0} POYIDW SIY} PUSWILIODD)
PINOM ASU1 18U PIES USWIOM 341 JO

% 8 ‘(9% 81) ,pa103dxd se peq se 10u, 1o
(% OF) ,pa102d%a se, sem uled ay) 1eyy
P31e1s UsWOm 3yl JO % 85 Pue ‘(% 97)
pa132dxe se peq se 10u, 10 (% §G)
pa1adxa se, Jayua sem Buipa9|g
1By} Pa1eIS USWOM 943 JO % |8

(% /) dWOY UMO S,2uU0 Jo Adeald
9Yl Ul 3G 01 puUe (9% £G) JSUOOS awoy
196 01 :21om awoy ob 01 buisooyd

10} USAID SUOSP3J 1S9UOUILIOD Sy

asn 01 ,Ases, 1o ,Asea AIan, aq 01

1531 SY3 PuUNOy A3AINS UoIsuaya1dwod
135N 2Y3 pue Apnis [ea1uld

3yl y1oq u syuedpined jo Aofew
9YL % 0'/6 PUB 9% 0001 e paiejnded
alom Apypads pue ANARISUSS

“Uoy0od Apnis [ediuld ay3 ul Aoueubaid
Bujobuo auo sy1 payuap! 1591 3y

‘(KpADadsal ‘sdnolb ased Aep pue g3
10} 9% 09 'S5€ =U pue % 19 'c9¢ =U)
uondanenuod Jo poyiaul dADYS ue
yum jeudsoy yaj oym dnoib yoes ul
USWOM JO uolodold sy ul 9duaIalIp
JuedIubIs ou sem a1ay] ‘(% ¥ ‘07 = U)
sdnolb ased Aep pue (9 t ‘€7 = U)

N3 USaMISq S1eJ SDUBPUSLIE-3I
paINPaYIsuUN Ul 3oUJYIp JUedlIUbIS
OU sem 13y] ‘AW3 S50Y2 (% ¢S) 065

uonoejsiies
S,USWOM pue sappueubaid

Bulobuo Bund1ep 10§ 1591 dNST JO

Aoediye ‘serer dn-moj|oy ‘Aem Siyy ul
dn pamoj|of 3q 01 BUISOOYD USUIOM
JO sJaquInu 2y BUIqUDSSP JO SULIS)
ul dn-mojjo} suoydslel a1enjeas o)

uonioge Jaye
96JeydSIP [BIIPAW AJJED LM USWOM JO
UONDBJSIES PUE SSUSAIIDRYD SS9SSR O]

“uoroge [ea1pawl Jaye dn-mojjo4
uosiad-ul Joj Jusuade|das s|gissod

e se 1531 Aoueubaid swoy anieyuenb
-IUISS B JO SSOUDAIDRYS S} 553S5€ O]

-ab1eydsip 1e uoisinoid

uondanenuod pue ssiel dUepusIe-al
P3|NP3YISUN JO SWIISY Ul SDIAISS
uologe ue uodn syedwi ableydsip
|BDIPAW AJ1eS MOY YsSI|qRISS O]

dn-moj|0}
suoydajal 1oy pardo 9/

salleuuonsanb pajs|dwod
USWOM 94 69 LOCe 0}
auoy ob 01 3SOYD USWOM G|

“ASnINS e paro|dwod

USWIOM 68| I93E| 399M | DDY
dn-moj|0} pue uonessiuiwpe
auoisudajiu jo Aep ay1 uo
DY 2UI[9SeG SUIULISIDP 03 153}
Aoueubaid e pasn UsaWom 67

pouad

YIUOW-6 J9A0 (Uonelsab skep
9 01 dn) uolloge [esIpaw
Buiobiapun uswom gz | |

A3MINS pue
Apnis [ed1uld aAindadsoid
:9AnduIsap LAnEIIUBND

A3MINS pue
Apnis [eo1uld aAnadsold
:9AnduIsap LAnEIIUBND

AdMINs pue
Apnis [ea1uld aAndadsold
:9Andudsap sAnEIIURND

e1ep Aujioey
4O 1pne aAndadsonal
:2And1Dsap aAeIIUBND

[ev] (cloC
‘e 19 uosaweD)

NN ‘Puepods ‘ybinquip3 jo
Aieuliyu| [eAoy :uopioge [edIpalN

YN ‘PueRodS
"ybInquIp3 [eHdSOY UoIIOge [BIP3IA

[L¥] (OL0C
‘e 19 uosaweD)

VSN ‘obeaiyd

‘dnolo |ea1papy $23e10ssy Buluueld
Alludeq 343 JO SIUIP ¢ ‘O3USWIBIDES
'S1UOIN JB\ POOYIURIR4 PaUUB|] D

‘0 Ofed DIUIP NAD/FO S,[eudsoH [sS] (cloT
AISISAIUN PIOJUBLS :UOILOGE [eDIPSN ‘e 19 winig)
[¥S] (Tloz

SN PUepods [eudsoy 2SS
L}{eSH [euonen (UORIOGe [eDIP3N

UOoISUYOr 19
uoJawe) dsy)

sbuipui4

Wiy

syuedpiped/aidwes

PO

1X23U0D) ERIEIEIEN

M3IAD1 343 Ul papnpul siaded |je jo Alewwns € ajqel



Page 7 of 23

Dawson et al. BMIC Health Services Research (2016) 16:612

Aofew ay1 pue Aoueubaid JO UOHRUILLIDY
Bunssnbas uswom Jo dnoib s|buls 1sabie|
9U1 21oM sIabeuss| pouad Apnis ayx
BuLNP 1UN JNO Ul SYUIq |[e JO Yy-duo
pa3juSsaIdal s|ess)Rl JO JSquINU Sy

‘pauodal

Sem a1ed pajelbajul JO 3. “UoneULIOUI
|eu9y2) pue Hoddns jo sbuel e apiroid
$241USD) Y}[PSH S,USLLIOAA "UOIEPOWUIODIR
puUe [9ABI] JO S1S0D PIeID0SSe

pue ainpad0old 3y} Joj ASUow Mouioq

0} POP32U SIDINOS3I [eDUBUL PRI

UM USLLIOAA "BJE B0 JIBY) Ul SDIAISS JO
30B| JO 3SNEJQ DIUIj> UOIIOge Ue Ssa00e
0} sadue3sIp Buo| AjAnefRs bujjjanen sem
Pa0USLSAXS USWIOM [INJ JSLIE] UleW 3y |

JENIEIEY
e apiroid 01 Jagquuiaw geys ayr bundwoid
J19)e paseaddesip SoDUSIRYIP S5O}
ybBNoy) ‘s91eIs SANDLISSI 1SOU Ul SSII|IDR)
ueyl (1000 > d) [essgal ou apiroid 01 Aoyl
ss9| Apuedyiubis pue (9000 = d) s|euajal
12u1p pardwoidun spiroid o1 Ay 10w
ApuedyIubIS S19m S31eIS SAIDLISSI 1SeS)|

Ul Sal|IDe4 “[e1ajal Ou Ul p3nsal 9 897
pue |eusal s1eudoiddeur ue ur paynsal

% '8 '[eA3J21 1DAIPUI Ue Ul Pa}NSl 9% 061
‘[eAI9J1 1231IP B Ul PRYNS3I |[BD JO 9% 8'Sh

‘Aujenb 1ood 031 anp |iey A|pauiodai

10 9AISUSdXD 001 JaY1ID e 3L
J9ASMOY UONdS2RAUOD UWISPOU JO 95N DY)
ybnoay sspueubaid pajuemun Jusasid 0}
J9421d pjnom Asya 1eyy Aes USUIOM 150w
NG ‘UoNdaIRIUOD SAIDRYS PUR JUSISUOD
20noeId 0} USWOM IO} Pasu a3 Bupnpai
'3|qIsse02e A|ises pue S|ge[lene AlSpim si
uomogy “Aueubaid pajuemun sy Jusaaid
01 A11 ueY} Jayies uiebe 1oge o1 A2y
2I0W 3Je pue 2INpa20id UOIOge Ue Ja)e
UOOS UIPOE SAISOUOD USWOM UIeUS 1Byl
15966ns sbuipul4 210Yd JO poyiawl JIdy3
paynuap! pey Ing uondadeiuod [ed1paw
95N 01 UoKURIUI Ue AJUO JoU passaidxe
S1USI> UOIOge-150d JO 96 08 UBYL IO\

*SJUSI[D UoILOGe Yiim uondadeuod Inoge

SUOISSNDSIP ‘DAI1D3)9 210w A|qissod pue
'PIsea.nU| Ul paynsal Bulules) SISPIACIY
*SJUSID UOILOGE |[B AlJeau 01 Bulj|asunod
aA11d22e1u0d JO 96RISA0D SY) PIPUIXD
aney 01 Jeadde suonuamnaiul 10afoid ay )

SUBIDLIDISQ JO 9690 [PAOY Yum
9due|dwod Jno Buipnul SPISSUA |
Yinos uj ad1nas Aoueubaud

JO UOIRUILLISY 83U} 31eN|eAS O]

aled dn-moj|o}

puUe 32JAISS UOILIOge UR SS90JB 0}
AJJIge 119y O3 uonejai Ul DudLedxe
USULIOM 1Ry} SI0108) AJjuspl O

'S9IIAIRS UoiHoge apinoid Jou op

1eU)1 Sa1|12e) 24eD LY3jesy aAnoNpoidal
WIOJJ SDIAISS UOILIOGE 10} S|eAdja) JO
Auenb pue Aljlenb ay1 aulLLRISP O]

Buuueld Ajiuey
Jo 2yeidn aseausnur oy weiboud
24ed uonJoge 1sod e 91en|eAd o]

€007 Ul DIUI|D 3y 1B U35
Aoueubaid Jo uoneuiuay
punsanbai uswom Qpg

Joud s1eak G| 01 syiuow g
uopJoge [ea1bins Ales ue
peyY OYM USWOM [eIni €|

9DIM] PIIDRIUOD DIaM
7 PUB SaW € pa1orPIUOD
SIoM S3NI|IDB) O ‘SaNI|IDR)
Japinoid-uou gy 01 spewl
SJ9M s|jed auoydsjel |

3111|108} 934Y1 Ul paASAINS
€00¢ Ul £¢§ pue ¢00¢ Ul 655
‘000 Ut SIUSI[> UOIIOGR 6%

sa10u

35eD JO UONRUIWEXS
pue A9AINS aAIdadso.d
:ARdLDSp SAlRIIUBND

®>E0:‘_Umwb aAllelenD

A3MINs e Buisn sa1e1s
SAIDIISDI UOIOGR 1583| 9
puB 3S0W G Y} Ul SDIAISS
0} 5|[ed Juslied pale|nwils

:ARdLDSIp SAlRIIUBND

SASAINS UOIUSAIIUI
-150d pue -aid ‘1eduw]

SN puejbug ‘Isni] uonepuno4

SPISSUAL YINOS DIUIP dOL [€¥]
:uonJoge [ed1bins pue [eJIPSN (9007 ‘[e 32 USs3)

[c2] (Lo

eI|RIISNY ‘SO %00IqIuIoH

YINOS MaN :uolnoge [ea16ing 19 URIOQ)
[96]

(C10T 1=2rH B
VSN uomoge [ea1bns pue [eaIPay  JapleH ‘9bpoq)

eISsNY SaIUNPAIOd S,USIP|ILD

XIS pue oI Buluueld Ajiuey aa.yy

'slendsoy 50y} 03 PasUl| S2AUD
UONBYNSUOD S USUIOM XIS ‘sjendsoy
AjuIziew aAy) sauis 3183 Lfeay 0t [29] (2007

:9ANdLDSap 2AlEIIUBND  POIOBAON ANI[SA PUB BIUZISg ‘Uidd ‘e 19 pIARQ)

(panupuod) MaIAI 3Y) Ul papnpaul siaded |je jo Alewiwing € ajqeLr



Page 8 of 23

Dawson et al. BMIC Health Services Research (2016) 16:612

pue suoI1edO| JO AlljIge|ieAe J21ealb

pue suepisAyd pue syuaned 1o} |[aAen
paseainap buipnpul ‘BUIDIPaWSR) JO
sabejueape paid siapiroid pue syuaiied

“Aljenb ul 3jgeleA pue 21e20| 01 YNDIYIP Sem

UOISSILUPEea) U0 USAID 218 JO plepuels ayx
9DU3Y PUE ‘Pa1uauINd0op 10U sem Aemyied
24ED 3Y1 3PISINO E1ep 1IoASMOH (DY)
uondsdenuod Jo PoyIsW (qISIanaI
Bunoe-buo| e Buisn Ya| 9 ¢ pue
UOISSNISIP SANAaDRIUOD B PRy USWOM |8
‘uologe ayi o3 Joud Bujuaaids elpAute|yd
PeY USWOM JO 9 /6 1Y} PaMOYs
dDIRYL % 'L Sem 31el UoIssiupeay
‘slendsoy Jo spJem [ed1boj0daeuAb

93U} 01Ul PIRIWPE-2 SI9M USWOM Q0 |

" uonloge-nue
A|prOIQ, SSA|RSWRY) PISPISUOD (9 #7) €€
‘papuodsal (% 78) O L ‘PRASAINS 4D O/ |
JO "oied Aewind ueyy Aiepuodss ul Alybly

2J0W UOIDRISIUI JJe1s pUe uoneuliojul
JO uoisiroid ‘uonoejsies [eqolb paiel
USWIOM “(€5-5€ ‘D % S6 % ) USUiom

/T1/95 10} paAsIyoe sem 2inpadoid oY1 01

10100p Bulisyal 3yl Yy1im 1uswiujodde
1511} WOIJ SY99Mm € Jo awil buniem
plepuels |euolleu ay] 1uswiujodde
[1dSOY 419yl JOJ 93P B SAISII

01 SAep 2I0W IO OM1 PaLRM (9% 7€) HE

puUe WY1 Jaja1 01 Bulj|imM do) JSYI0UEe YIM
1uswiUIodde puodas e axyew 01 pey (% S1)
91 'sdD Aq pausjal /01 JO ‘pPapuodsal
(% €9) Z€1 ‘paAdAINS USWOM 01T JO

‘joyd e
351D19X2 PINOD OYM USWIOM JO LIOYOD 343
Ul UOIBUIWLIS) [PDIPSW JSAO pauiajaid
SeM UOI1eUlWIa) [eD16ING Jauoinideld
Buruayal syl Ag paisduwod

Bulag v 2182111490 B INoyUM

[eNdSOY PIpPUSIIE USWOM 341 JO 9% 0S
4O [P101 V “AjieinbBaul saAidadelIuod
|elo Bupey 1o swopuod buisn
‘uondadenuod Buisn 10U JAYIR 2IaM 9% 96
4O [e301 ¥ “Uondsdenuod Aousbisws pasn
pey 9% G AJUO puUe s31ep [ENISUSW JIRYY

JO 2INSUN 2I9M USWOM JO Jaquunu poob
\/ 'S95ED JO 94 08 Ul 19U SeM pIepuels
[PUIRJ2) WNWIUIL HODY 3y Aoueubaid
JO uoneuUIULIR) 1eada) B BUR3S 24aM oYM
USWOM G8 9JaM 23] "snosedijinu a1om

Jeis JuIp 1 pue
“uoluoge [edipaw Jo uoisiroid - (Syusied uosiad-ul G pue syusied pasAjeue
SUDIPAWJS} UM S3DUBLRAXS  SUIDIPIWSIRY 07) SIISS UOIIOGe AJ[BOIPWSY} SMBIAISIUI
siapinold pue syusied a1enjeas o) [eDIPaUW BUIAISDRS USWOM G7 yadap-ul aAelend

i

"3Jed uoluoge ul aonoeld
PISEG-30USPIAS JO AISAIIP

10} Aemuyied a1ed paiesbajul

U JO SSDUSAIDDYS Y1 $S9s5e O

19pun Jo uonesab
S99M 1| 1 Usyeuspun e1ep Ajoey
SUOILIOge PadNpPUl  JO JIpPNe 9ANdadsonal v
[e2164NS JO [eDIPAW 9/+'8  :9ANdLIDSSP SAIRIIUBND

> 9591 0} USUIOM
pa113jal oym sisuoneld USWOM JO S910U 358D
[e42USb SOIUIP [ONUOD AW} SY) PIMBIASI PUB ASAINS
OM] Bulpusne UsWopy  :ARdIDSSp SAIIIIUBND

2J€D UOILOge BUPR3S
USWIOM AQ padej SIslieq pue
SAe|op Pa1e[2.I-92IAI9S AJuspl O]

saulepInd Aoueubaid
JO UORUIULIR) S1SI60j0I2RUAD pue

[£8]
VSN SOIUIPD pooyluaied (€107 UPWISSOID)
pauUB|d :UOOGR [edIP3N 73 dUBT ‘Ae|puliD)

(S¥]

SN puUe|bu3 BUIYSHIOA Ul (010T a1y
sjeudsoy bulply 1se3 pue ||nH 13 enspeAef
:UOILOGE [eD10JNS pue [edIPajy ‘Weyelo)
N ‘pue|buz Jo 1se3 [i+)

YUON 2y} Ul weying Yinos
:uorHoge [e2164ns pue [edIpaly

(900¢ Jaure
RACEREIVIVE)

(panupuod) MaIAI 3Y) Ul papnpaul siaded |je jo Alewiwing € ajqeLr



Page 9 of 23

Dawson et al. BMIC Health Services Research (2016) 16:612

VYIN3 Palle} €9/9
‘YW3 pa19|dWwod £9/8G "PRASIYDE SeM
SWO1INO uonioge pa13|dwod % 76 v

‘uononpoaul
SUIDIPaWIS|S} J31e UOILOGR Ue Uleiqo
01 A|2¥1| 210U 249M uolloge [ea1bins
BupIao DUl 1531e3U BY3 WO S3|IW
0G Ueyl Jayue) buiall uswom ‘Apybis
AJUO paseaidap dlulD 3y} 01 paj|Aei]

2duBrISIp Ybnoyajy “uoielsab syaam €|
210430 UONIOCe pue Uologe [edIpaul

410G BuIUIRIGO JO SPPO Pasea.dul
pey siuaped d1ulp ‘s101oe) Y10

10} JUsWIsSN(pe Yum pue ‘padnpoiul
SeM SUPDIPaWRIRY JAYY 9% G O}

9% 9 WO} PaseaIdU] [DIPU 2J9M 1ey]
SDIUlD 9y} Ul suoroge Jo uoluodoud

3y} PUB ‘UORDNPOIIU| SUIDIPIWR|SY Ja1e

eMO| Ul paseaidap 31el uopioge ay|

‘5be 19BUNO,A J010P Y3 Yum

W00J Swes ay3 Ul buiag pausjaid aney
pjnom Aauy ples syusied aupIpawaa)

40 % ST WET-9TL 1D % S6 ‘TLL Onel
Sppo) s1uaned 20e}-01-928) Yim pasedwod
puUSL B 0} DIASS 3} PUSWIWIODAI PINOM
Aaua Buikes jo sppo Jaybiy pey syuaied
SUDIPAW3) ‘SIsAjeue S|geleAlNU Ul
ybnoyyje ‘uomoge JIsyl Yim paysies Aaa
alom syuedpinied |[e JO % 16 (% 66-16
1D % S6) siuaned 9opj-01-908) I0J % /6
pue (% 00196 [ID] [eAl9IUl dUSPHUOD
9% G6) JOJ SEM UOMIOQE [NJSS30NS

e pey syuaned aupIPaWRIS) JO % 66

‘A)jepow 921AI9s paliayaid Jisy)
9500 ued Aay1 os suondo Jlayl Inoge
uswom Bulwioul Jo adueuodwl ayl
Bunybiybiy ‘uedIsAyd ay1 yum wool
awles ay3 Ul buiaq pasajeid uswom
J9Y10 I9AIMOH “HSIA UOoSIad-ul ue ueyl
9|qeHOJUI0D 210U UDAD SI5BD SUWIOS

Ul pue aindas/a1eAlid 119} 3 buiiodal
1SOW YIIm ‘auIdipawaa) eia adeld

93e1 JO1D0P Y} YUM UONESIDAUOD S}
Buirey Inoge JuIa1pul O dAINSOd Iam
syuaned ‘||esanQ uolsiroid uosiad-ul
yum pasedwod sawil Juswiuiodde

ODN UB YIIM 2DIAIDS
paysI|rISa A|Mau e a1enferd o]

PP e Ul AISAIIRP 9D1ASS UO
uonIoge [edipaw buipiroid [spow
QUIDIPAWI[3) B JO 1033 3Y) SSIS5E O]

1SIA uedIsAyd 2oey-01-9e)

e yum uolsirnoid yum patedwod
uolUoge [edipaw Ajies Jo uoisiaoud
SUPIPaWa] Jo Ayljigerdsdoe

puUE SS9USAIDYS SY3 21eWNSS O]

erep Aljey
4O 1pNne aAndadsonnal v
:2And1Dsap aAeIIUEND

G/¥00¢C Ul 159104
weyijep) Ul uayeuspun
2I9M SUOILOQR /G7'|

WID1SAS

Ul 3Y1 Wolj eyep
Buljiq pue eiep dnsnels
[BYA BMO| JO MIIADY
:9ARd1IDSIp 9AIRIIUBND

800¢ =unf ul

SUIDIPAWSR) JO UORDNPOIIU
2y Jaye pue 0} Joud sieak 7
SI21UNODUS UOIOGe 956 /|

‘Ssyusijed 90e}-031-908) 977 pue A3MNS
syuaned aUPIPAWSRY €77 J0)  PRISISIUILIPe-)S pue Apnis
pauleIqOo d1am elep dn-mojjof  LOYod [ediuld aAndadsold

‘syuedpiued pajjoius g/5 JO  -AnduUDSIp SAeIIUBND

N ‘pueibul Ul 152104
WeY1|eAA (UOIOCE [BIIPIN

VSN
BMO| Ul 1el|Iye PooLuSIeyd
pauue|d UOIIOGR [BIIPSIA

vsn
BAO| Ul 1Bl|ljJe POOLUIRY
pauue|d :UOIIOGE [BIIP3IA

[9v] (£00C
amdamdey|

19 e1dno)

[65] (€10C
‘e 19 URWISSOID))

[8s] (L10C
‘|e 19 UeWSSOID)

(panupuod) MaIAI 3Y) Ul papnpaul siaded |je jo Alewiwing € ajqeLr



Page 10 of 23

Dawson et al. BMIC Health Services Research (2016) 16:612

“9AISUYIAUWIOD SS3)

2JM HBulj|asunod pue dn-mojjoy seassym
's1snJ| AQ pawoyiad sem aiedia)ye uopioge
|BIIUSSST "UOIIRUILLIRY [eDIPaW Bulpiroid
AJUO SUIOS YIM SISNI] SWOS Ul patiull] Sem
Spueq UOIRISSO UM UOILIOGR JO 3DI0YD)
‘Aljenb pue Aujigissadoe Ul patiea uoioge
01 Joud papircid UORPWLIOJUI USILIA
DIUID Pa1edIPapP B papircid S1SnI| SAI4
'Sawl} el Yum palidulod isni] auo Ing
[V "SISNIL XIS Ul PRAJOAUI 31am Buluresy ul
$10100( 9% €f 10} suoioge [ed1bins pue

9% /G 1O} P1UNODIE SUOILOGE [edlpaw
‘suoiloge buiwlopad sisni| aulu syl uj

'S9OUDLRAXD 9593 91RIAS|[R 0 1eDRIW

UBD SUONDRISIUI JJBIS DIUI[D UOIOoge sy}

JO AW [BD0S SY3 Y2IM JU1SISUOD SABM Ul
2oUaLRdX3 DIUID Y1 01 A|lpAREHAU 10831 0)
USUIOM SUJOS Pea| SaN|SoY uologenue
JO SaN1[eal Y3 AQ Pa1RIISSIIBU dIUIP
UoJOge 3U3 JO $1N12NIIS pue $3559301d By

“USWOM
9UYM djuedsiH-uou 01 paledulod SdURISIP
BUO| [9ABI} 01 A|DY]| SS9 249M INOJOD

JO USWIOAA "sHedIs1unod J1ayl 01 aAleal
S9DURISIP U21ea10 [9ARIY O) A[Yl| 2I0W dIam
USWOM [einJ “Jejnorued Ul ‘pue ‘saul| 21e1s
P35504D OYM 3SOU} ‘SUOILIOGR J21SaWILL
puod3s bujuelqo uswom ‘pouad Bupiem
Y- B YUM 31€1S B Ul PAAI OYM USUIOM
'S1010B) J2U10 10} BUI||0IIUOD) "S3|IW 00 |
Ueyl aiow pajjaAed} uadlad xis pue

‘S|l GZ Ueyl sS3| pajjane.y syusned jJo
1U92J9d UDASS-AIXIS "S9|IUd G| JO ueIpaW B
YLIM ‘S9DIAISS 218D UOILIOGR JOJ SB|IL OF JO
SDURISIP UBSW B PI||9ARI) USWOM ‘8007 U|

(10°0 > d) 2inpadoud

a1 BuIMo||04 S2105 A121XUE Ul |[B)
1uedIUBIS B PIMOUS ‘S9jeds anBojeue [ensiA
21 Aq pa1o3|jai se ‘s|aAl] A1aIxuy "aininy
3y Ul uiebe poyawl aules ay) aney
pInom Asyi pies (% 08) i pue pustly

e 0} }I PUSWIWOD3I pinom A3yl pies

(% 98) 8 ‘2anpadoid 3yl yum palysies
2I9M USUIOM (% 86) dAI-AYIH JUSWIL)
[e2IpaW Jo [ed1bINs Jayuny Aue ainbal
10U pIp pue aInpado.d |nyssaddns e pey
USWIOM (% 86) 95/5G 4O P10}/ "SAep
(#'6) 05 Sem uoneIsab (Js) ueswl ay|

Aoueubaud Jo uoneuluIs)
Ul uoisirold JuauInd ysijgeiss o]

s3552001d pUB SRINIONIIS JJUIP
uoode Jo spedull puelsispun of

I9YLR) |9ARI) O} A2l 2J0W
2lam sdnoib yoiym pue goog ul
Japinoid e 01 pajjanesy syuaned
uolIoge Jej MOY SSasse O

uoneisab

Skep €9 01 dn Aoueubaid

JO UoneUILLIS) 0} elsayisaeue

[P20] J3PUN YA JO AJedis pue
Aujigerdanoe ‘Aljiqises) sy ssasse 0]

S1SN4 |
3DINIBS Y3[R3H [eUOHEN IV

uooge ue
P3AIZDRI OYM UDWOM |

syusned uonioge
8¢¢’'g Jo aidwies jeuoneu

USWOM 9G

AanNs

:ARdLDSIp SAIRIIUBND

sisAjeue
Jl1eWSY DA1RL[END

:2ARdIDSIP 2AIRRIIUBND

AdMINs pue

Apnis [eo1uld> aAldadsold
:ARdLDSIp SAlRIIUBND

SN ‘SSBAA Ul SISNI| 9DIAIDS
Y}[eaH |euoneN :uoluoge
[e216ns pue [edIpajy

VSN YINOS pue 1sampI 3U1 Uj

P21LDO] SIIUD UOIHOGR 321U}
:uoiHoge [e16Ins pue [eIP3|A

S91E1S SN ||V :uonIoge
|e216Ins pue (1P

MN PUBROdS

"BUMSS DINISS YeaH
[euonen ‘Aleudiyu| [eAoy
UapIRqy :uoiuoge ea1hINg

[8¥] (600z ddr)

[19]
(CLOT 2o 79
(114500 "Woduiy)

[09] (€10C
UeWIS( 19 SBUOf)

[£¥] (S00C
‘|e 12 BPOWEH)

(panupuod) MaIAI 3Y) Ul papnpaul siaded |je jo Alewiwing € ajqeLr



Page 11 of 23

Dawson et al. BMIC Health Services Research (2016) 16:612

‘SIalieq
Ss900€ pue sdeb DIAISS MOU UO UOIRULIOJUI
AP 9A19031 siauueld wesboid [enuad pue
‘Uoddns [eusd 01 payul| pue Paysligeiss ale
s19p1n0id 21ed JO SHIOMIBU ‘BUl] SO Y1 BIA
QDIAIDS S50 Aj|lENUUR USLIOM Q00T 19AQ

Jauonipeld [erpusb

10 10120p € AQ pauajRI 21am A3y} asnedaq
DUl JIBYY 350U (% €' |7) Siuspuodsal

JO PIIYI-2UO UBYL IO "UINOG SN UYL
210 SUOISIAI [BDISIABIS WO I9M 9 /€|
pue ejleasny Yinos 1dadxa salolia] pue
$31B1S UEl[RIISNY ||B IO} PIIRUIDLIO USUIOAN
(L000>d TH=G'1 1D % 56 'ST=HO '% 8L
Yum pa1eduwiod 94 '8 1) (L) SaWo)y
001 Uyl Jayuny [9Aes 01 Syuspuodsal
110 Ul Aj2¥I| 10U SSWI G7 S1om
SI90RUII| "S9DIASS SS90 01 WY 00| UYL
2I0W P3|[2ARI} 9 €6 BLOIDIA Ul PIpIS3)
OUM SIUSPUOASI JUSPISAI UBIRASNY 77’ |

"I pUe 3jes
Sem UOILOGER 9y} Jaye Syaam g dn-moj(oy
auoydaja] $HeeaM 7 1e paulelulew ale ssiel
uonoejsiies ybiy asay | ‘9d1AIes Uooge
[EDIPSW SWIOY Y3 YUM P3YSIIeS S48 USLLIOM
Jo Auofew ay] "syeam ¢ 18 dn-mojjo}
[BDIUID 0 35O DI3M USWIOM JO % G| AlUQ
*2Inpadoid 9y} YIm palsiies 210491941
2JaM pue 193dXa 03 Jeym Mauy pue
uonewlojul ybnous pey pey Asyi 1eyy

1|9} SUSpUOdSaI JO % £7/6 ‘SHIPIM 7 1Y
"awioy 18 paduauadxe Aayi 1eyl buipasiq
pue ujed ay3 Joj paledaid 3} Aoy3 18y
paaibe Aibuons 1o paaibe ‘papuodsal

OUM USUIOM JO 9% G6 JA0 'Y 7 1Y

J[9S) DIUI> UOJIOge

91 18 PaAIadal Aoyl aJed sy lendiuied

Ul ‘pPUe Yim paynsuod Aayl jeuoissajold
UHeay Y3 em Jo Lpbus| sy yum paysies
2U9M USLLIOM 150U JISASMOH "SH9aM / 01 dn
PapURIXS 1IeM SIU1 $3SeD JO ALoulw e U
"dulepIND SISI60j0DSRUAD pue SUBDLIISAO
4o 93|00 [eAoY au1 AQ papuaWLI0d3l
Sf99M € ay) Ueyl J9BUO| 11lem 0} pey
USWOM 3Uj1 JO JudJad aAleM | “S1aymAue
pa119J31 J0U 10 [euUOIsSaj0id Yieay Jayioue
01 PaLI3Ja JOYUID 3I9M USWOM U1 JO
1uDJad 9AI4 DIUIP UOIOGE 343 01 PRYNSUOD
A3y [euoissajoid Yieay 1siyy SY1 Wolj
A[1D31Ip PalIa)Rl SI9M USWOM 31 JO % 06

[e11221 pue Bul||asunod 1oy
|9pow uoisiroid ad1aes suoido
Aoueubaid 9314-{|0) Yy M3IAI O]

'S9DIMBS O Buissade
USWOM AQ UDYeUSpUN [2ARIL JO
150D pue 1U1X3 Y1 1eHIsaAul O]

ESINES
UOILIOQEe [P2IPaW WY Y1 UM
UOIIDBYSIIES S USUIOM SS3558 O]

ss9001d [elafos Y} 31eBNSaAU O]

S||ed suoydalal 8007866 L

‘Sjoem 71
4O pouad e JSAO SDIAISS
a1eAud Buissade UsSWOoM ||y

USWIOM /7|

pouad Luow-9
e buunp eale Apnis ay1
UIUIM WOI) S9PUSLIe DIUIP |e

s||led
JO 1pNne 3AdRdsoNSl

:2ARdIDSIP 2AIRRIIUBND

Aanns e buisn Apnis
[BUONBAIDSTO [PUONDDS
-$5012 ‘9ud-NINW

2And 11DS9p 2AneIUBND

ainpasoud
91 BUIMO||0} oM ¢
pue Y g 1e Asans

:2ARdUSIP 2AIRRIIUBND

ASMINS

:ARdLDSIp SAlRIIUBND

epeue)
211U3D) 1jeaH pue [endson )
SUSWIOM BIQWIN[OD Ushug  (£L0Z P3nd B
:uoiuoge [ed1Bins pue [edIpajy  ULISSH ‘UBLLION)

[€d
(900T A3l2usS %8
UHWS UOSHIIN)

eljeJisNY ‘eloIdIA UOoIIogeR
[e216Ins pue [e2IP

[05]
MN ‘lendsoH A (€102 plopayiny
ybNoI0GgIa1Rd UOIIOGE [eDIP3IA| 19 ABYIN)

pue|bul Jo 159\

YMON 943 Ul DlUlj> uopoge

PaPUN-3IAIDS Yi|eaH

[PUOIEN B O SISNU] 918D
Aiewild omy :uoiloge l6v)
[e2161Ns pue [edIPa (S00T UOSe)

(panupuod) MaIAI 3Y) Ul papnpaul siaded |je jo Alewiwing € ajqeLr



Page 12 of 23

Dawson et al. BMIC Health Services Research (2016) 16:612

uonendod noepy Jo uomodoid sbessne ueyy
J13YBIY e aneY 3[qe|lere SINISS O (B0
SABY JOU Op 1B} sUoIBal 3/ 33 JO 31y |
WY 7 JO aouUelsIp diul-uinial abesane Ue 0)
s21enba iy | "sIISS dO| SSDde 01 U |77
96eISAR UO [9/R1] ISNW SDINISS dO1 [P0
13O 10U O 1Y} SUOIBI Ul Al OYM USUIOAA

*AQ1oeded dAeS paseanul snid

Buines 1ou e paredipul bunsod Areujuijud
V/ "UOILOQR A|Jea JO POYIaW 9jes pue
1USIUSAUOD e Sjudlied palayo 1l se syusied
pue Jje1s y1og Aq pa1dadde ||am pauleas
dO15-v1 1anedinQ 'snieis [puonows

S ualed aY3 JO JUBWISSISS JIDYY PR1daye
suoyda|al ay1 JoA0 BulNSUod 1ey 4
SI9QUISU JJPIS SWIOG "SI JUSISSISSE DJul|D
padNPai 1l Se Je1s Yim pue ‘sswioy Jisyd
Ul SDUSIUSAUOD JIsy) 18 INO paliied sem i
se syuaned yum Jejndod sem uoneynNsuod
auoyda|a] "DIMSS Y3 AQ Pa1BPOWILLIOIIe
9Q PN ueyy 4a1eaib sem DUl Buooq
auoyda|al Sy JOJ SILI9JRI WOl puRWS(

‘pasiieas asom wnuue Jad 000 09F

punoJe JO sBbuIAeS 1502 pue 3aam Jad 15|
UONBUILIRY QU0 AQ PadNPaJ Sem UONES!|N
aneay) bunessd YA JO sl syl

18 POYIBW (DY) Uondadenuod 9|qisiana)
BuNDe-HUO| B SDUSLIWOD 01 SSOUD USUIOM
40 1wdlad Aybi3 "uonoeal d1bI3|e SUO pue
(Jw 00z ueY 2Jow) Buipss|g ‘uondsduod Jo
spnpoid paulelas ‘obessed asjey e ‘Alpibu
[EDIAISD PRPNPUI 95941 (9% 7) $958D XIS

Ul paun220 suonedlidwo) ‘gl JO IN0 Ss3|

10 € JO 21025 uled e 9D 94 6/ TUSWISSISSE
10} papuane Asoyr Aep sy uo ainpadoid

oY1 pey 1usiad Auo4 uswom a(qibie
Aenuiod 1891/50€ Aq USSOYD sem VAN
69-£79-1=1D'SS-€=40)

S1USI|D UOIIOGR IO UONDRISIIES [[eISA0

40 Jo12Ipald 1ueLIOdWI 1SOW SYL SeM 21eD-|9S
INOGE SIUSI|D UOIOge O} PapIACID UONBWIOW|
68-09L-0=1D'£E-0=4O) payshes

90 01 AR¥| $S9| 24om 2INpad0Id Y3 J0) Heme
2I9M OYM USWIOM YBnouje ‘Uonoejsiies
1USI[> 01 Pa1E[21 10U DJI9M ISIA UOILOGR SU JO
SolslAIIRIED ISOW “ALRIWIS (€90 €L -0 =D
'67 - 0'=40) USUIOM PRLLIPW SNSISA PaLLeUIUN
JOJ UONDRJSIIS |[I9AO Ul SSOUSISYIP Juedyiubls
249M 3I19U1 YBNOU1 UONDRJSIES [[RI9AO

109448 10U PIp ‘[pIaUdb Ul ‘so1sUR1DRIRYD JUBID

Aoueubaid
JO UONRUIULIY J21SDWI] 3511 O}
Aujigissadoe d1ydelboab ssasse 0]

Aoueubaid jo uoneujul)
[e216ans Juanedino onayisseue
[EDO] pUB 3DIAISS BUB00q
suoydsjel pa| 95U S1enjeAs o]

Aoueubaid

JO UOIRUIULIS) JRISDWILA-ISIY
SNOIDSUOD A||Ny 10} BISaLISaRUR
[e20] Yum VAN Bupnponul jo
suoneddwil 3500 pue Ayljigeidade
‘Aligedydde aya ssasse o)

91D UOILOgEe Yim
uoI2eysNes U3l alojdxs o)

9007 WO} uolewojul
9DINISS dOL SpimuoneN

He1S €7 '¥00T YdIey
—Aleniga4 ‘uopeuluI)
JO Wi 3Y3 1e uoneisshb
S{99M 0> USWOoM 7|

Uswom 89|

SIUSID UOIUOGR 68Y

[B1I9J1 JO DM WIOJ)
S9OURISIP JO UOLRIND[ED
‘1P ZN SJASNEIS pue
eIep SNSU)) 4O SisAjeue

:ARdLDSIp SAIRIIUBND

AdMINS
4Je1s pue eiep Ao}
40 upne aandadsoud v

2ANRdLDSIP 2AIRIIUBND

e1ep Aujioey
4O 1pne aAndadsonal

:2ARdIDSIP 2AIRRIIUBND

Aanns e ul pa1d9||od elep

Jo siskjeue Alepuodas
2AIdLDSIp dAIRIIUEND

puejesaz maN Inoybnoiyy [¥9] (800C

:uolpoge [e164ns pue [eaIP3N  [[IBNDIAl 9 BAIS)

SN JINH “Areuiyu [eAoy [zl
INH ‘[eudsoH s,ua1pjiyD pue (9007 duyINo
USWOAN :Uoioge [ed1bing 9 eulleys)

N ‘9IIAISS YIesH [enxas (L]
SHN :uomoge [ea16InS  (S10T '[e 12 1ef|id)

eIssny POIOBAON
AIIRA ‘Mluzaseg ‘Wisd (€9]
Ul S911d S21Up Ul sjendisoH (S00C pired R

:Uologe [eo1bins pue [eoIpaj  USSIeT 'SeIaAl|O)

(panupuod) MaIAI 3Y) Ul papnpaul siaded |je jo Alewiwing € ajqeLr



Page 13 of 23

Dawson et al. BMIC Health Services Research (2016) 16:612

uonelsab syeam /

19pUN UOIBUIWLISY [PDIPSW IO JUSWI1RI)
1ua1edino Pa13|dWod USWOM 0 |

pue 1uawuiodde Ue PaIayo aaM 8p |
183k 15114 91 Ul pauayas syuadied | /| 4O

"9DIAISS UOILIOge Ue o)
Spiepuels Pa1dadde Ulylm e sa3el 953y |
'$1onpoJd paulelal pey %  pue ‘Uonioge
150d Buibeyuowsey pasusiadxa syuaned
4O 1uadJad BUQ "9SS DY) O [el)Rl

1aYye sAep ¢ ueyy ssa| abesaae uo paiaduod
'SUOIIOCe [EDIPSW 3J9M (L0 Ul SUoIoge
papiroid Ajledo) jo wuadiad omi-A1ybig

“Aejop UO 1939 JuedyIubIS

e 9ABY JOU PIp BUBeWI-UOISIDIP S,USWOM
‘Kejop sy JobuUo| Y1 S9IAISS 1YBNOS
uawom Aoueubaid ul Jaiiea 3y UsIA
9|buls e peY OYM 350U} URYL AR|Dp J21eIb B
paouRLRAXa 10120 BULLSJRI JIBYL LAIM HSIA
SUO UBY] 210U PRY OYM USUIOM ‘OS|y
‘Aejop ssa| paduaLadXxe $9IAISS Aep 3|Buls
PaJ240 1eY} SOIUID JO SUOILOGE [BdIpaw
PRJ340 1B SDIUID O3 JUSM OUM USLIOM
‘9dA1 o1 Joy Buyjjonuod “soulp ongnd

01 paiedwiod Aejap Jauoys Apuedyiubis e
pey d1ul 31eAld 01 JUSM OYM USWOAN

‘uonelsab syaam / Japun
UOM1BUIWIS) [eDIpaw AjIes 104
92IAI9S JUanedino mau e Bujuunl
pue dn bumas uo uodas o]

"IDIAISS JO
1834 151y 23 10§ SSaUIRWI pue
A1ajes ssasse pue padojersp
SIDIAISS 2U3 9q1ISP O]

9DIAJSS UOIOGR J21Saul]
1SJ1J Ul S9DIAISS JO SSDUIBWIN 9Y)
Buldaye s1010e) ay1 Ajiauspl o]

pa.I9j2) UBUWIOM | /|

010g ul uonioge ue
pey oym uswom 0gl

000C Aew

pue Aleniga4 Uaam1aq
SDIUl|> UOMIOgR Sulu
Buipuane syuaned 056’7

e1ep Aujioey
4O upne aAdadsoid v

:2ARdUDSIP SAIRRIIUBND

e1ep Aujioey
Jo upne aandadsoud

:2ARdISIP 2AIRRIIUBND

USWOM JO
AdMINS pue elep Allj1oey
JO Upne sAndadsoud

:ARdLDSIp SAlRIIUBND

SN 1sNiL 248D Alewlid Aeg
9QUIBDRIOW UORIOGE [eDIP3IA

puejeaz MaN pieoq
yieay 101sIp uoneaudap-ybiy
e Ul SDIAIDS Paseq-A1unwiuod
:UOIIOGE [BD10INS pue [edIPaN

puejeaz maN INoybnoayl soiuld
J21S2WIIY 1811} €1 4O [210} B JO SUIN

(€]
(£00T smalpuy
1 Jaddny])

[99] (10T
BAJIS 78 YOOUS)

(59]
(110T uowysy

:uolpoge [e16ns pue [eaIPAN 1 [JIRNDW ‘BAIS)

(panuiuo)) MalAs1 Yy Ul papn)pul siaded |je jo Alewwns € ajqel



Dawson et al. BMIC Health Services Research (2016) 16:612

Table 4 Access Dimensions Covered across papers in the review
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Availability Accessibility Affordability Adequacy Acceptability Quality
(Astle, Cameron & Johnstone 2012) [54] N
(Blum et al. 2012) [55] V
(Cameron et al. 2010) [41] N V
(Cameron et al. 2012) [42] N
(David et al. 2007) [62] v v
(Dodge, Haider & Hacker 2012) [56] N
(Doran & Hornibrook 2014) [22] V V V Vv
(Esen et al. 2006) [43] Vv v
(Finnie, Foy & Mather 2006) [44] Y V v
(Graham, Jayadeva & Guthrie 2010) [45] N
(Grindlay, Lane & Grossman 2013) [57] V V V V V
(Grossman et al. 2011) [58] v v
(Grossman et al. 2013) [59] N N
(Gupta & Kapwepwe 2007) [46] vV \
(Hamoda et al. 2005) [47] N V
(Jones & Jerman 2013) [60] \V
(Kimport, Cockrill & Weitz 2012) [61] V V N
(Lipp 2009) [48] V v
(Mason 2005) [49] Vv
(McKay & Rutherford 2013) [50] V
(Nickson, Smith & Shelley 2006) [23] J V v
(Norman, Hestrin & Dueck 2014) [67] N N N
(Oliveras, Larsen & David 2005) [63] v Vv
(Pillai et al. 2015) [51] \J v
(Sharma & Guthrie 2006) [52] Vv v v
(Silva & McNeill 2008) [64] v
(Silva, McNeill & Ashton 2011) [65]
(Snook & Silva 2013) [66] v v \
(Tupper & Andrews 2007) [53] N v v

Other studies in the review identified the impact of
the health workforce on the availability of abortion ser-
vices. A shortage of doctors, particularly female doctors
who were willing to perform abortions was noted by
staff of women’s health centres in rural Australia. In
addition, staff cited a shortage of rural general practi-
tioners as impacting upon the availability of referral points
and follow up care [22]. A study of GPs (No = 126) in the
north east of England UK found that approximately one-
third surveyed did not provide on-site pregnancy testing
(52; 37 %) and believed they had insufficient information
about abortion services (43; 32 %) [44]. It is suggested that
these factors affected service availability.

One study from NZ showed that a newly established
community-based abortion clinic in one district health
board (DHB) developed to provide local service provision
and prevent out-of-region referrals was able to contribute

to addressing the need for increased availability. Of the
180 women from the DHB who had an abortion in
2010, 81 % (n = 145) had an abortion locally, while the
remaining 19 % went outside the region for the service
[66]. However, service availability did not appear to be
equitable as three of the five regions that did not have
abortion services were found to have a higher than
average proportion of a largely disadvantaged Indigenous
Maori population.

Accessibility

Two studies in the review investigated the use of technol-
ogy to address accessibility issues, in particular to elimin-
ate travelling time and overcome geographical barriers to
abortion services. Qualitative interviews with women who
selected a MTOP telemedicine clinic stated that they did
so due to logistical concerns as they were unable to access
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Table 5 Approach to abortion service, outcomes, access dimension and perspective

Aspect of abortion service under study ~ Outcome measures Supply and/or demand

perspective

Outpatient/home based/early medical

discharge (MTOP)
(Astle, Cameron & Johnstone Unscheduled re-attendance rates, contraception  Supply
2012) [54] provision at discharge rate
(Cameron et al. 2010) [41] Women's satisfaction Demand
(McKay & Rutherford Women'’s satisfaction Demand
2013) [50]
(Tupper & Andrews 2007) [53] Referral rates, completion rates Supply

(Blum et al. 2012) [55]

(Cameron et al. 2012) [42] Home-based follow up using nurse-led

telephone calls

Home-based follow up using semi
quantitative pregnancy test

Sensitivity and specificity of a pregnancy test
and women's usability

follow-up rates, efficacy for detecting ongoing
pregnancies and women'’s satisfaction

Supply-demand

Supply—demand

In patient/clinic based telemedicine
(MTOP)

(Grindlay, Lane & Grossman Women and staff experience and satisfaction ~ Demand

2013) [57]

(Grossman et al. 2011) [58] Completion rates, women's satisfaction, Demand

preferences and recommendations

(Grossman et al. 2013) [59] Abortion rates, distance women travelled Supply-demand

Outpatient STOP
Outpatient STOP

(Doran & Hornibrook Experience of access to facility Demand

2014) [22]
(Hamoda et al. 2005) [47] MVA under local anaesthesia
(Pillai et al. 2015) [51]

Completion rates, satisfaction, anxiety levels Supply—demand

MVA under local anaesthesia Completion rates, Pain, complications,

contraception uptake, cost

Supply-demand

(Sharma & Guthrie 2006) [52] MVA under local anaesthesia and
telephone booking service

Number abortion completions, of telephone  Supply
consultations, referrals, and staff satisfaction

Abortion care components

(Lipp 2009) [48] STOP and MTOP services Service provision types Supply
(Oliveras, Larsen & David MVA STOP, MSTOP, dilation and curettage, Women's satisfaction Demand
2005) [63] post-abortion family planning counselling
(David et al. 2007) [62] Post abortion care program Contraception counselling delivered Supply
Care delivery program type
(Graham, Jayadeva & Guthrie Integrated care pathway, MTOP and STOP  Re-admission rate, contraception advice Supply
2010) [45] received and uptake
Referral, booking and counselling
(Dodge, Haider & Hacker Referral advice Referral rates Supply
2012) [56]
(Esen et al. 2006) [43] Referral process Waiting times Supply

(Finnie, Foy & Mather Referral process Waiting times within the pathway to induced Supply-demand
2006) [44] abortion, women's rating of care, GPs' attitudes
and self-reported practice

(Mason 2005) [49] Public service referral process Length of wait, number of professionals involved, Supply—demand

women'’s satisfaction

(Norman, Hestrin & Dueck Toll free options service provision Use rate Supply
2014) [67]

Facility type
(Gupta & Kapwepwe NGO Completion rates Supply
2007) [46]

(Jones & Jerman 2013) [60] ~ Public and private clinics Distance travelled Supply
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Table 5 Approach to abortion service, outcomes, access dimension and perspective (Continued)

(Kimport, Cockrill & Weitz Public and private clinics

Experience of facility structure and process

Demand

2012) [61]
(Nickson, Smith & Shelley Private services Distance travelled, money and time expended Supply-demand
2006) 23] undertaking travel, and reasons women chose
particular clinics
(Silva & McNeill 2008) [64] Public and private clinics Number of services, return trip driving Supply
distance
(Silva, McNeill & Ashton Public and private clinics offering Timeliness Supply
2011) [65] MTOP vs single day services
(Snook & Silva 2013) [66] Community based services Safety and timeliness Supply

a clinic close by even if they preferred to do so [57].
Women also stated that this saved them time, the stress of
driving to a facility and the need to take time off work.
The researchers found that women living more than 80
km from the closest facility that offered STOP were more
likely to obtain an abortion after the introduction of tele-
medicine [58, 59].

Accessibility in the studies reviewed is manly discussed
in relation to constraints. The time and travel distance
required to access abortion services is examined in a
number of studies included in the review with accessibil-
ity for rural women and adolescents more disadvantaged
according to three papers. The statistical model in Jones
et al. US study showed that having an early abortion was
not associated with increased travel but that women
who lived in rural areas and those who lived in a state
with a 24-h waiting period were more likely to experi-
ence increased travel [60]. In Australia, Nickson found
that there were limited rural services and adolescents
were 2.5 times more likely than other women to travel
more than 100 km (18.2 % compared with 7.8 %, OR = 2.5,
95 % CI 1.5-4.2, p <0.001) [23]. Interstate travel in order
to access an abortion was noted in two Australian studies
[22, 23] with public transport largely unavailable [22].

A qualitative study of women’s experiences of three
abortion clinics in the US noted that women sometimes
made a decision to travel a greater distance to specific
clinics to avoid protesters and the associated stress [61].
Avoiding protesters was also noted by women as one
reason for selecting a particular clinic in an Australian
however, most women selected the clinic on where they
obtained their abortion on proximity to their place of
residence [23].

Several studies were included in the review revealed is-
sues regarding referral and the accessibility of services.
Dodge et al. [56] studied referral to abortion services in
America from staff at facilities that did not provide abor-
tion showing that less than half of the women received
direct referrals. Women who did not prompt the staff
for a referral during a call to facilities in States with less
restrictive abortion laws were significantly more likely to

be provided with direct referrals (p = 0.006) than women
who called facilities in more restrictive states. Accessibility
was also hampered according to women in an Australian
study by slow referrals from health providers [22]. In the
UK it was found that referral for abortion was mostly from
general practitioner doctors (GP) [44]. However, a review
of clinic records in one area in the UK shows that about
half of the patients were referred without a Certificate “A”
being completed by the referring GP, the reasons for this
in some cases was due to issues doctors had with abortion
and their conscientious objection to TOP. It was sug-
gested that this may impact upon the speed at which
women are able to obtain and abortion [43]. Women in
NZ who had more than one visit from their referring doc-
tor also experienced a longer delay to receive an abortion
than those who had a single visit [65].

Timeliness of referral was also examined in studies in
relation to established recommendations from the UK
Royal College of Obstetricians and Gynaecologists (RCOG).
Finnie et al. found that referral targets were largely achieved
with 52% of women seen within 48 h of making an appoint-
ment [44]. In addition, the majority (97 %) of women had
abortion procedures within 14 days of clinic appointments
[44]. Mason’s study found that twelve percent of the
women had to wait longer than the 3 weeks, exceeding the
RCOG’s recommendations regarding referral [49]. The
survey of GPs found they referred girls under 16 years
who requested an abortion with a parent or guardian
[44]. Fewer (72; 52 %) reported that would refer un-
accompanied girls under 16.

Services factors were found to affect the speed at which
women were able to gain an abortion in NZ however the
rationale for this is not clear. Silva et al. found that women
who obtained their abortion from a private clinic had a
significantly shorter delay compared to those who
attended public clinics. A shorter delay was also experi-
enced by women who received care from facilities that
provided MTOP or single day services and for those
women with a lower gestational age [65]. Another NZ
study also found that women choosing MTOP had a
shorter wait than those obtaining a STOP [66].
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Affordability

Some of the studies included in this review examined
costs from the perspective of the health system, health
professionals and the individual women. In one English
primary health care trust Tupper et al. found that a new
MTOP service contributed towards cost savings in the
UK National Health Service (NHS) budget [53]. The au-
thors compare the cost of their services with those of the
‘Payment by Results’ national tariff of fixed prices that re-
flect national average prices for hospital procedures. Costs
per case in the new service are outlined as £157 GBP at
set up which was estimated to be £85 GBP within 5 years
of operation. This compares favourably to the £498 ‘Pay-
ment by Results’ per case on for surgical termination and
£423 for medical termination.

A study undertaken in a different English primary
health care trust a year earlier noted that the cost of a
MTOP or a STOP (day case) ranged from £462 to £578
per patient [52]. Sharma et al. study of a pilot local an-
aesthetic outpatient STOP service found that the cost
could be reduced to £366 per patient. However, if this
involved outpatient consultation the cost was £217 per
patient which could be further reduced to £177 if the
nurse telephone clinic was used. The nurse telephone
clinic reduced the time needed by the doctor to assess
each patient, which increased the number of patients
that could be seen per clinic. Recent research in the UK
also examining a local anaesthetic outpatient STOP ser-
vice found that a cost savings was made of approximately
£60000 per year and that the operating theatre use was re-
duced by one termination list per week [51].

Interviews with American women accessing a MTOP
telemedicine clinic [57] explained that they selected the
as it saved them money that they would have had to
spend on travel. For some women obtaining a STOP in
Australia was very expensive, particularly rural women
who in one study said they had borrowed money to cover
not only the abortion fee but pay for travel, accommoda-
tion and additional childcare costs [22].

Adequacy

The adequacy of abortion services in terms of the
organization of clinics and their hours, of operation,
cleanliness and administration processes was the subject
of interest in three studies in the review. Interviews with
US staff and women revealed that the telemedicine
MTOP service offered services more frequently and with
a wider range of times available to women than clinic
based services. Prior to the telemedicine service staff
noted that women could only see doctors on a particular
day of the week or month that they visited the clinic,
whereas telemedicine enabled women to schedule their
consultation any day of the week if needed [57]. Abortion
clients from a USAID funded Women and Infant Health
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Project who were surveyed in three cities in Russia rated
level of comfort and hygiene. Ratings of comfort had the
greatest variation with 41 % of clients rating comfort as
good, 47 % as fair and 11 % as poor. Less than two per
cent of women rated their satisfaction with hygiene as
poor while 69 % reported satisfaction with hygiene as
good, [63]. Interviews with women obtaining abortions
from three clinics in the US described women’s experi-
ences of antiabortion protesters outside and the clinics’ se-
curity measures in response [61]. The findings show that
both experiences served to increase women’s feelings of
stigmatisation. Women described being “buzzed in” pass-
ing through metal detectors and paying in cash that made
the process seem impersonal and illicit.

Acceptability

Four of the six papers in this review, that describe the
acceptability of services that enable women to terminate
their pregnancy at home rather than return to the hospital
or clinic after a MTODP, report on women’s acceptability of
this practice. A survey of 100 women in the UK found that
women chose to go home as soon as possible after the pro-
cedure (53 %) and to be in the privacy of their own home
(47 %). The majority of women did not regard the amount
of pain or bleeding to be a considerable issue [41]. These
findings concur with another survey of 127 women who re-
ported that they were adequately prepared for the amount
of bleeding and pain they experienced at home [50].
Women in both surveys were satisfied with the procedure
with most women in Cameron et al. research (84 %) stating
they would recommend home medical abortion [41].

Blum et al. research in the US examined women’s ac-
ceptability of a test to detect continuing pregnancy at
home after their MTOP. The majority of women sur-
veyed found the test easy to use with two thirds (58.1 %,
n=190) correctly identifying the need to return to the
clinic based on the home test reading measures of serum
human chorionic gonadotropin being the same or higher
than their baseline level [55].

When offered, Cameroon et al. [42] found telephone
follow up and self-performed pregnancy testing after
their MTOP was more popular with women in the UK
up to 9 weeks gestation than return visits to the hospital
(476 out of 619 women or 77 %). Women stated that
this was more convenient, less stressful and reduced the
need for travel. The majority found the follow up calls
from nurses re-assuring and would likely recommend
this approach to others. Most women also expressed their
preference for a low-sensitivity urine pregnancy test at
2 weeks after their MTOP (97 %). However, if given a
choice the majority indicated a preference for self-
assessment without a follow-up phone call (52 %) while
43 % stated that they would have been ‘unlikely’ to
choose self-assessment.
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In contrast to women in the study by Grossman et. al.
[58] women in Grindlay et al. research paper [57] reported
that they were not comfortable with the telemedicine ap-
proach to MTOP. These women felt it did not enable
them to access other reproductive health services at the
same time and that they were unsure about the service as
it had not been recommended and was unknown by fam-
ily and friends. Despite this many women who experi-
enced the telemedicine consultation stated that they were
satisfied and comfortable with a video communication as
it was already part of their daily lives. Women noted that
remote service provision reduced stigma and embarrass-
ment and felt less intimidated. However, others felt that
they would have preferred having a personal interaction
with a provider and were concerned about privacy issues
with a webcam. Most staff found telemedicine acceptable
to deliver to women noting issues with detecting women’s
Rhesus (RH) status. which led to delays in accessing the
service. National guidelines recommend the administra-
tion of anti-D immunoglobulin to Rh (D) negative women
within 72 h of an MTOP in order to prevent maternal
sensitisation and an adverse effect on a future pregnancy
[68, 69]. In the Grindlay et al. study, new providers of tele-
medicine based abortion services lacked the capability for
on-site testing resulting in additional communication with
women and third parties in order to establish their Rh
status prior to the clinic visit.

Three studies included in this review included an
examination of women’s acceptability of early STOP ser-
vices in particular MVA under local anaesthesia. One
study found women experienced little pain with 79 %
giving a pain score of 3 or less out of 10 [51]. Women
were found to recover quickly from their anxiety after
their abortion with visual analogue scales, indicating a
significant fall in anxiety scores following the procedure
(p <0.01). [47]. Women were also satisfied with the pro-
cedure in both studies. Eighty-six % of surveyed women
said they would recommend it and 80 % said they would
have the same method again in the future [47]. Sharma
et al. survey [52] found that staff perceived the patients
to be satisfied, “reassured” and “relaxed” and that the
provision of a local anaesthesia gave women a choice
compared with a general anaesthesia. Telephone con-
sultation was popular with patients according to staff as
it was carried out at their convenience in their homes,
and with staff as it reduced clinic assessment time. Staff
also noted that the telephone booking service with
women was acceptable to patients who spent less time
in the clinic but that it was more difficult to assess a
women’s emotional state.

Abortion clients from a USAID funded project sur-
veyed in three cities in Russia were largely satisfied with
services received from health professionals Information
provided to abortion clients about self-care was the most
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important predictor of overall satisfaction (OR =3.55,
CI =1.64, 7.69). How much the client paid for the abor-
tion did not affect satisfaction with respect to any aspect
of care [63]. Despite some women having to wait longer
than the 3 weeks recommended by the RCOG guide-
lines, or in a few cases up to 7 weeks, most women said
they were satisfied with the service they received [49].
Women in a survey in the Australian State of Victoria
cited the reasons for selecting a private clinic to have
their abortion including the reputation of the clinic,
quality of information received, as well as good staff and
service [23].

Rural Australian women described dissatisfaction with
the attitudes of GPs who delayed referral by not providing
information concerning options for self-referral. These
women stated the need to reduce stigma and negative
attitudes to improve access to abortion [22]. American
women described the impersonal attitudes of staff and
that the denial of support persons for security reasons
added to the stigmatisation of the experience. However
women’s satisfaction was heightened by non-judgemental
staff and the presence of a patient advocate [61]. Finnie et
al. surveyed women in the UK accessing MTOP and
STOP in the UK who overall rated satisfaction, provision
of information and staff interaction more highly in sec-
ondary than primary care. Women noted that their GPs
anti-abortion views were made known to them and al-
though they were referred were provided with very little
information concerning their options [44].

Quality

Quality standards for abortion care were noted in several
studies in relation to professional standards, national
standards set by the government and local area health
standards, as well as women’s views of the standard of
quality care.

The standards of the RCOG in the UK were referred
to in comparison with the results in five studies. In the
paper by Essen and colleagues the RCOG minimum re-
ferral standard of women seen by a doctor within 2
weeks of referral was found to have been met in 80 % of
cases. Of the 340 women in the study 111 patients had
their TOP performed within 7 days of their consultation
with a doctor in the hospital which was noted as the
RCOG ideal standard [43]. The national RCOG standard
waiting time of 3 weeks from first appointment with the
referring doctor to the procedure was achieved in Finnie
et al. study for 56 of 127 women (44 %; 95 % Cl, 35-53)
[44]. In an earlier study the numbers were less with
twelve percent of the women having to wait longer than
the 3 weeks recommended by the RCOG guideline. In a
minority of cases this wait extended up to 7 weeks [49].
Lipp’s investigation into services in nine Primary Health
Trusts in Wales found that one Trust did not comply
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with referral times of 3 weeks as per clinical guidelines
due to service constraints and five of 10 Trusts provided
a dedicated assessment clinic as advised for women
requesting TOP [48]. Lipp et al. also assessed the quality
of written information provided to women prior to
abortion in relation to RCOG guidelines that dictate
that verbal information should be supported by written
impartial, printed material [70]. Five Trusts included
written information that was given to women during
the initial consultation and on discharge. The information
varied in both content and presentation and all material
outlined the risks of complications. Tupper et al. [53] note
in their evaluation of a new service that the RCOG stan-
dards and competences in providing abortion services
were observed but no detail of this is provided. One NZ
study compared their results of MTOP complications with
the standards set by RANZCOG. Complication rates
were very reported to be low and within the RANZCOG
standards [66].

National standards were cited in a study from Scotland
in the UK. The authors audit of facility data noted that
National Health Service (NHS) Quality Improvement
Scotland standards for sexual health services, which rec-
ommend that at least 60 % of women leave an abortion
service with an effective method of contraception, was
achieved [54].

Graham et al. [45] investigated the use of an integrated
care pathway (ICP) in abortion care as a way of incorpor-
ating local and national guidelines into everyday practice
and managing clinical risk while meeting the requirements
of clinical governance in two hospitals in the UK. The re-
searchers undertook an audit of facility data and found
that in this context clinical records are a useful tool for
high quality record-keeping and to ensure that all women
receive the same standard of pre-assessment care. The in-
tegrated care pathway (ICP) approach to the provision of
quality of MTOP and STOP was developed for two hospi-
tals in the UK and involved a checklist that included STI
screening, treatment and partner notification, prophylactic
antibiotics at time of abortion, provision of contraception
counselling and supply. The checklist also includes re-
admission investigations such as temperature taking, full
blood counts and ultra sound. The ICP evaluation showed
that 97 % of women had chlamydia screening before
the abortion; all women had a contraceptive discussion
and 43 % left using a long-acting reversible method of
contraception [45].

Discussion

This review has identified the dimensions of access to
surgical and medical abortion from, clinic or hospital-
outpatient based abortion services, as well as new service
delivery approaches utilising a remote telemedicine ap-
proach. A range of factors, mostly from studies in the UK
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and US were found to facilitate improved access to abor-
tion. In particular, flexible service delivery approaches that
provide women with cost effective options and technology
based services. These could provide possibilities for the
Australian health system. However, it is not clear how
many services in Australia provide a choice of MTOP or
STOP with the situation largely dependent upon the will
of private services.

Services that provided women with the choice of either
MTOP or STOP [53] and the establishment of nurse-led
telephone consultation and outpatient services for STOP
[51, 52] in this review were found to be cost effective, in
demand and the uptake high. Home based MTOP with
pregnancy testing and telephone follow up was also re-
ported to be acceptable to women [41, 42, 50, 55]. MTOP
delivered by telemedicine was reported to have improved
the availability and timeliness of abortion most women
found it acceptable, reduced costs to the women and
reduced the stress associated with the procedure [57-59].
A private company called the Tabbot Foundation in
Australia is trialling the use of video and skype consulta-
tions for MTOP that reduces the need for a health services
visit except for required tests, or in the case of complica-
tions. All of the 303 women involved in the trial at the end
of 2015, gave the service a very high rating [71]. MTOP
based telemedicine may, as in the American studies in this
review, increase the availability of MTOP in Australia, in-
cluding for women living in rural and remote settings.
This could reduce costs associated with long distance
travel and enable a timelier delivery of MTOP. In
Australia, unlike in the American context, a face to face
clinic visit for telemedicine MTOP is not a requirement
but and women still need to obtain a blood test to
check their rhesus status and an anti-D immunoglobulin
injection if Rh negative [72].

The review identified a number of standards, recom-
mendations and targets that provided services and pro-
viders with guidance regarding the quality of abortion
care including the UK Department of Health targets [53]
and RCOG recommendations regarding referral and
waiting times [43, 44, 49]. The papers in this review also
noted provider competences outlined by RCOG [53]
which include the requirement that women leave an
abortion service with appropriate information and an ef-
fective method of contraception [54]. These standards
may provide RANZCOG and the Royal College of General
Practitioners with insights to improve practitioner compe-
tence in addition to the standards associated with the rate
of complications noted in one paper. Targets to reduce
waiting times could also be applied nationally in Australia,
as well as at State and Territory level, however this would
be difficult due to the variability of current service
provision. Targets could be applied to public provision but
such services may not be apparent and available at all
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public facilities. Assessing progress on targets would re-
quire comprehensive and coordinated data collection that
does not currently exist across Australia. The collection of
abortion data should be alongside other reproductive
health indicators and service evaluation. One such ap-
proach that might offer guidance are the input, process,
outcome and impact indicators recommended by experts
at an International workshop on reproductive health indi-
cators and database development [73].

Difficulties accessing abortion services were noted for
particular populations in this review, in particular for
adolescents and women with limited financial means
[22, 23, 60, 66]. Little is known about access to abortion
services for adolescents who face issues of confidentiality
and often negative attitudes of providers [74]. In Western
Australia adolescents have been found to have the highest
abortion rates [75] which is likely to reflect rates in other
States and territories, in line with global figures [76]. Re-
search is therefore needed to ensure that the needs of the
highest users of such services are best addressed.

Although not mentioned by the research in this re-
view, other studies have noted higher rates of abortions
among migrant women in HIC [77] who face barriers
such as poor access to information about contraception,
difficulty paying for services, a history of trauma and
abuse, and fear of deportation [78]. Sexual and repro-
ductive ill health disproportionately affects migrant and
refugee women in Australia and hence is an area of high
need requiring attention [79]. In Australia, significant
barriers have been documented regarding the access of
refugees and migrants to primary health care [80] and
recommendations for improving access to general practice
have been put forward however, these do not include re-
productive health issues such as abortion [81]. Migrants
and refugees may also have different expectations of
abortion based upon their experiences in their countries
of origin. Access for refugees in detention is even more
challenging as demonstrated by a recent case of a Somali
asylum seeker detained by the Australian Government on
the Island of Naru [75].

In our review the descriptions of services were largely
public in the UK, NZ, Canada and Russia and private in
US and Australia which reflects current service-delivery
models in these countries. The model of a public private
partnership only appeared in one UK-based study [46].
This difference dictated the papers focus on affordability.
Where the cost was born by the state the discussion fo-
cused on health systems savings and efficiency, while
costs on an individual level featured in the American
and Australian papers where women largely access ser-
vices through private clinics. We found little information
concerning ways to best support women from lower
socio economic backgrounds with payment if services
were unavailable in the public system. While in Australia
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the universal health system Medicare reimburses costs
for STOP and MTOP services, the lack of access through
the public system in most states and territories means that
women need to access private services leading to an out of
pocket gap payment, which can be prohibitive for some
women.

Apart from location of services, often concentrated in
urban areas, availability is also determined by availability
of trained personnel. Staff shortages were noted in pa-
pers in our review [22, 53] in the UK and Australia, as
well as low knowledge about abortion [44]. Gynaecology
and general practice training pathways are variable in
some countries [82] and may not include abortion
provision. Therefore gynaecologists and GPs must seek
additional training to become STOP or MTOP providers,
either in their own practices, or within private clinics. In
Australia, despite the availability of training for GPs to
provide MTOP in their own practices, the uptake of this
training and translation into service delivery appears to be
relatively low [83]. In the US leadership, the commitment
of medical faculties, and the support of professional bodies
have been cited as essential components of routine
abortion training to increase service provision [84]. This
highlights the leadership role of Australian medical, nurs-
ing, midwifery and pharmacy faculties and associated pro-
fessional associations in undertaking to increase provision
in public facilities. RANZCOG has developed a training
program for its fellows and associates and produced a
comprehensive resource for health professionals covering
both STOP and MTOP procedures [85]. Task shifting with
provision of STOP and MTOP services by, for example
registered nurses, is also acceptable to women as noted in
this review [52] and is not associated with a higher risk of
complications. In Australia task shifting is in its naissance
with nurses involved in supporting abortion care for
women, however there have been no evaluations of such
services. This is in contrast to middle and low income
countries where nurses and other mid-level cadres have
been found to perform MVA as safely and effectively as
doctors in India and Nepal [86, 87].

Studies in the review noted that the anti-abortion
views of doctors had slowed the referral process and that
GPs made their views known to women [22, 43, 65]. Ad-
dressing conscientious objection and, more broadly,
provision of sensitivity training for personnel linked to
service delivery or referral pathways is critical. Practical
training as well as sensitivity training is vital for all levels
of service provider including gynaecologists, GPs and
other primary care providers, pharmacists and ancillary
staff. Our review did not provide insight into how such
training should be undertaken and its impact upon ac-
cess to services. However, doctors have been found to
value teaching about the social issues surrounding abor-
tion, as well as clinical ones [82]. Suggestions have been
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made by Kaposy in Canada to allow doctors conscientious
objection while also ensuring access. This includes clear
advertisement of objection at services and regulation by
professional associations to prevent women experiencing
referral delays, the refusal of information, or deliberate
misinformation [88].

Legal restrictions in different Australian and US states
were noted to affect referral and travel in two studies in
the review [22, 56]. Variations in the legal status of abor-
tion can also create confusion for providers and women
and may present unnecessary barriers to service provision.
While there are no barriers to the provision of abortion in
public hospitals in Australia when performed within the
state or territory-based legal framework, with the excep-
tion of South Australia, they appear to be rarely performed
in this setting [89]. The lack of abortion services may re-
late to workforce issues and a lack of leadership, as well as
the values of faith based hospital services. While most
public hospitals will provide abortions, in certain circum-
stances hospital policy may impose gestational limits and
there is generally no transparent central booking system
for women or their GPs to access their abortion services.
Kaposy highlights approaches Canada has taken to ensure
public access that may be transferrable to Australia
states and territories. These measures include national
decriminalization and the designation of 33 public hospi-
tals as abortion providers by the government of British
Columbia [88].

Only one study in the review specifically examined an
integrated care pathway [45]. Comprehensive abortion
care incorporates the management of complications,
provision of STI testing and treatment, as well as
provision of contraception. The integration of abortion
services within family planning services and/or sexual
health services or conversely integration of family plan-
ning/sexual health services within abortion services is
important in relation to reducing repeat abortions [90].
Experiences of integrating comprehensive abortion care
into health services in HICs are difficult to locate in the
literature despite many services, such as those in Scotland,
in existence [91, 92]. Studies from LMIC show that it is
feasible [93, 94] which may provide lessons for wealthier
countries.

Conclusions

Clear ways forward for abortion service delivery in
Australia include the provision of choice and flexible op-
tions for women, in conjunction with appropriate use of
technology and the application of standards to ensure
universal access and quality abortion services for all
women. The paucity of evidence concerning access to
abortion services in Australia, particularly the dimension
of availability, adequacy and quality, shows that more re-
search is needed in this area. Of note is a lack of evidence
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about demand for abortion services including the needs of
vulnerable groups of women whose difficulties accessing
services may misleadingly indicate a lower demand.
Further research is required to examine this perspective.
It is imperative that we draw on the success stories of
models which minimise unnecessary barriers to women
including the necessity to return to clinic for a post-
MTOP pregnancy test. However, to implement such direc-
tives leadership and advocacy is required from Australian
medical, nursing, midwifery and pharmacy faculties and
their associated professional associations. In addition, pol-
itical will is needed to decriminalise abortion across all
states and territories in Australia and ensure dedicated
public provision that is based on comprehensive models
tailored for all populations.
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