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Abstract

Objective: To investigate women's perceptions of telemedicine for reproductive

health care services, focusing on how perceived benefits and privacy risks influence

their intentions to adopt telemedicine and their willingness to disclose personal

health information.

Study Setting and Design: A cross-sectional survey was conducted. The study

applied the privacy calculus theory to the context of telemedicine for reproductive

health, using adapted, validated variables to develop the survey. Outcome variables

included intentions to adopt telemedicine and willingness to disclose accurate per-

sonal health information.

Data Sources and Analytic Sample: Data were collected in May and June 2023 using

Qualtrics online panel services, targeting women across the United States who had

not used telemedicine for reproductive health. The sample comprised 847 women

aged 18 and older. Structural equation modeling was employed using AMOS v28.0 to

test the hypothesized relationships between perceived benefits, perceived risks, and

adoption intentions. The analysis controlled for age, household income, political affili-

ation, religious views, and prior births.

Principal Findings: Perceived benefits were positively related to intention to adopt

telemedicine for reproductive care (β: 0.600, p < 0.001), and willingness to disclose

accurate personal health information (β: 0.453, p < 0.001). Unexpectedly, perceived

privacy risks were positively related to adoption intentions (β: 0.128, p < 0.001), but

negatively related to willingness to disclose (β: �0.282, p < 0.001). Intentions to

adopt were positively associated with willingness to disclose (β: 0.089, p < 0.05).

Lastly, older women and women located in states with abortion restrictions

expressed lower intentions to adopt. The model explained 40.2% of variance in inten-

tion to adopt and 38.3% of variance in willingness to disclose.
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Conclusions: The study demonstrates the importance of perceived benefits and pri-

vacy risks in driving telemedicine adoption and disclosure intentions among women

in the reproductive health context. These findings suggest the need for targeted

strategies to address privacy concerns and support telemedicine adoption, particu-

larly in restrictive regulatory environments.
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What is known on this topic

• Emerging legislation and abortion restrictions are likely to lead to drastic changes for the pro-

vision of reproductive care and impact access to care in many states.

• Telemedicine represents a solution to improve access to care in many areas including repro-

ductive health.

• The benefits of telemedicine to reproductive health provision include its convenience,

improved consultation efficiency, and accessibility, especially access to time-critical services

(eg, abortion).

What this study adds

• The privacy calculus theory provides a lens for comparing women's perceptions of benefits

and risk associated with telemedicine for reproductive care.

• Perceived health benefits and perceived risk shape women's intentions to utilize telemedi-

cine for reproductive care and disclose accurate personal health information.

• Older women and women located in states with more restrictive abortion regulation

expressed lower intentions to utilize telemedicine for reproductive care.

1 | INTRODUCTION

The 2022 Supreme Court decision in Dobbs v Women's Health Orga-

nization removed constitutional protections on abortion, resulting in

abortion bans in 14 states and stricter gestational age limits in others.1

In contrast, abortions remain legal in 24 states, some of which have

legal protections.2 These varying approaches may cause equity issues

in abortion access and increase maternal and fetal mortality rates.3

Indeed, the Dobbs decision imposes limitations on both reproductive

health patients and providers.4 Abortion bans and restrictions impact

access to sexual and reproductive health (SRH) care services including

fertility care, care for miscarriage management, and care for preg-

nancy complications. Additionally, as the Court relegated the “author-
ity to regulate abortion” to the state legislatures, there is the

possibility of more state restrictions in the areas of in vitro fertiliza-

tion, birth control, and emergency contraception.5,6 Telemedicine

offers a potential solution to these issues and delivers medication

abortion and other SRH services.7

Telemedicine refers to the use of information and communica-

tion technologies to deliver health care.8 In the SRH context, tele-

medicine services vary across states and range from consultations

for oral and barrier contraceptive services, STI care, urinary tract

infection care, routine pregnancy care, counseling services, symp-

tom management, and medication abortion.9,10 Medication

abortion has been proven to be as safe as in-person abortion11 and

can be delivered via telemedicine.9 Following the Dobbs decision,

providers across six states where abortion is legal are operating

under telemedicine abortion shield laws to send abortion pills to

women in states where abortion has been restricted.12 In addition,

women in states with bans are receiving abortion pills from

European clinics.13 While online vendors may provide access to

medication abortion, there are other SRH issues that may be

addressed via telemedicine.

Research examining women's acceptance of telemedicine for SRH

services is still emerging, but the importance of privacy to telemedi-

cine success across all health contexts has been noted.14 During the

COVID-19 pandemic, there was a huge increase in the use of tele-

medicine for SRH.15 The existing literature largely pursues two

strands: (1) Determining the efficacy of telemedicine to effectively

deliver SRH care, and (2) examining acceptance of this mode of care.

The literature largely supports telemedicine to safely deliver SRH care

for medication abortion, low-risk pregnancy care, and managing uri-

nary incontinence symptoms.16 Additionally, multiple studies demon-

strate high patient satisfaction rates for telemedicine for SRH.17,18

Research also highlights benefits associated with telemedicine in an

SRH context including reduced wait times, lower costs, and removing

transportation requirements and barriers to access.19,20 While estab-

lishing safety and patient satisfaction are imperative, it is also
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important to investigate women's perceptions of telemedicine includ-

ing the risks to patient privacy.

Concerns over privacy in SRH are particularly relevant given the

stigmatizing effects of issues such as abortion. In their systematic

review of research on abortion stigma, Hanschmidt et al.21 found that

women who have had abortions often experience fear of social judg-

ment, self-judgment, and a need for secrecy, leading to increased psy-

chological distress and social isolation. Furthermore, in jurisdictions

where abortion is criminalized or restricted, individuals may face

greater stigma if their SRH choices are disclosed,22,23 potentially com-

pounding barriers to care and increasing psychological distress. Pri-

vacy perceptions regarding SRH telemedicine vary in existing

research. Among students at a Wisconsin University, the physical pri-

vacy of virtual visits was viewed as positive.18 However, a qualitative

study revealed differing views among patients regarding the privacy

of virtual medication abortion services,24 and in other studies, patients

believed telemedicine creates greater risks to privacy and confidenti-

ality.25,26 In addition, research examining the online discourse follow-

ing the Dobbs decision highlights that privacy concerns reduce

individuals' willingness to disclose accurate personal health informa-

tion (PHI).27 Indeed, privacy relates to both the physical privacy of

patients and the privacy of their SRH data disclosed during care. The

use of telemedicine for SRH requires patients to disclose a range of

personal information types via intake forms, video conversations, and

messaging services. Information disclosed may span the gamut of SRH

and related issues, including lifestyle factors, reproductive health his-

tory, sexual history, family planning goals, and mental health history

and symptoms. Given the generally accepted sensitivity of reproduc-

tive, sexual, and mental health data28 and the potential risks to privacy

inherent in their disclosure via technology-mediated means, it is

important to investigate patients' privacy concerns in relation to their

health data captured when receiving SRH care via telemedicine.

This study leverages the privacy calculus theory (PCT) to explore

the competing influence of perceptions of privacy risk and benefits on

women's intentions to adopt telemedicine for SRH and willingness to

disclose accurate personal data. By doing so, we build upon past

research demonstrating the safety and acceptability of telemedicine,

to delve into patients' perceptions and investigate how these percep-

tions impact their intentions toward availing of SRH care via telemedi-

cine. The paper proceeds with a discussion on PCT and the

development of hypotheses. The methodology and analysis proce-

dures are presented followed by the presentation of results. The

paper concludes with a discussion of the findings and practical

implications.

1.1 | Hypothesis development

PCT has been widely applied to understand how perceptions of bene-

fits and risk influence individuals' technology adoption and informa-

tion disclosure behavior in various settings.29 PCT posits that prior to

engaging in a behavior such as adopting a new technology or disclos-

ing personal information, individuals conduct a cognitive comparison

of the costs and benefits associated with this behavior.30 The individ-

ual will engage in the behavior if the perceived benefits outweigh the

costs.30 In the health context, PCT has been leveraged to examine

individuals' adoption of contact tracing applications,31–33 wearable

tracking devices,34 and wearable devices for diagnosing infectious

diseases.35

In a recent review of the privacy literature in telemedicine, several

studies discussed the relevance of benefits and risks in telemedicine

adoption, but did not adopt PCT.36 The authors of the review issue a

call to leverage PCT in order to improve our understanding of tele-

medicine adoption decisions.36 We answer this call and leverage PCT

to understand women's telemedicine adoption decision-making in the

SRH context. In this study, we focus on two dependent variables;

intentions to use telemedicine for SRH, and willingness to disclose

accurate PHI via telemedicine. Due to the importance of accurate

information disclosure in developing diagnosis and treatment plans for

patients, it is important to investigate patients' willingness to provide

accurate PHI. Indeed, prior research shows that patients often with-

hold health information to protect their privacy.37

In this context, benefit perceptions refer to an individual's percep-

tions of the health benefits they may receive from utilizing telemedi-

cine for SRH.38 Given the breadth of services relating to SRH,

perceived health benefits center on individuals' perceptions that tele-

medicine may lead to improvements in access to their SRH informa-

tion, improve their ability to be informed regarding their health,

improve their ability to manage their SRH, and lead them to receive

improved quality of SRH care. Perceived health benefits have been

positively associated with intentions to adopt wearable health

devices,34 and contact tracing applications,31 and disclose accurate

PHI via contact tracing applications.39 Furthermore, as noted, online

discourse highlights that individuals are unwilling to disclose accurate

PHI due to privacy concerns following the Dobbs' decision.27 In line

with extant research in other health contexts and PCT, it is proposed

that individuals who believe telemedicine can generate benefits for

SRH care will express higher intentions toward adopting telemedicine

and disclosing accurate PHI.

H1a. Perceived benefits are positively associated with

intentions to adopt telemedicine for SRH care.

H1b. Perceived benefits are positively associated with

willingness to disclose accurate PHI via telemedicine for

SRH care.

This study focuses on privacy risk beliefs, which refer to an indi-

vidual's expectation that disclosing their PHI will result in a negative

outcome.40 In this study, privacy risk focuses on women's expecta-

tions that disclosing their SRH information via telemedicine will result

in a negative privacy outcome. As telemedicine technologies require

the sharing of PHI via technology-mediated interactions with health

professionals, there are inherent privacy risks PHI is exposed to. Risks

in this context range from cybersecurity attacks from malicious

attackers to accidental disclosure of sensitive data.38 Prior research
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provides support for this relationship. For instance, perceived risk has

been found to negatively influence intentions to adopt wearable

health devices34 and contact tracing apps.31,32 In line with these find-

ings and PCT, we propose that if individuals believe telemedicine will

lead to negative outcomes, they are less likely to adopt these technol-

ogies or disclose accurate PHI.

H2a. Perceived risks are negatively associated with

intentions to adopt telemedicine for SRH care.

H2b. Perceived risks are negatively associated with

willingness to disclose accurate PHI via telemedicine for

SRH care.

Lastly, we argue that adoption intentions will be related to infor-

mation disclosure. In prior research, individuals' adoption intentions

were positively associated with willingness to disclose accurate PHI to

contract tracing applications.38 We propose a similar relationship.

Specifically, we argue that if individuals express higher intentions

toward using telemedicine for SRH care, they are more likely to

express willingness to provide accurate PHI due to the importance of

information in diagnosis and treatment.

H2c. Intentions to adopt telemedicine are positively

associated with willingness to disclose accurate PHI via

telemedicine for SRH care.

2 | METHOD

2.1 | Questionnaire development

This work forms part of our broader study into women's perceptions

related to SRH. The questionnaire was developed using validated

scales with slight wording adaptations to ensure suitability to the

current context. Perceived benefits (five items) and perceived risk

(four items) were adapted from Fox and Connolly,40 intention to use

telemedicine (three items) was adapted from Li et al.,38 and intention

to disclose information was adapted from Fox et al.39 All survey

items are detailed in Appendix A. Several control variables were

included based on their inclusion in prior SRH research. These

include household income, political affiliation,41 religious affiliation,

and prior births.42 In addition, much of the SRH research focuses on

women of childbearing ages.43 This practice has led to criticism as

the needs of older women may not be fully considered in care set-

tings and policy decisions.20 As women approach menopause and

beyond, they have different SRH needs,43 many of which can be

delivered via telemedicine. Thus, we argue it is important to include

adult women of all ages to examine their views toward telemedicine

as a method to seek care for these needs. Lastly, given the differing

abortion restrictions across states, we include abortion restriction as

a control variable. Upon drafting the survey, several quantitative

researchers completed a pilot test to ensure the face validity of all

items and test the logic of the survey before launch. After this pro-

cess, the survey was launched.

This study was approved by the University Research Ethics Com-

mittee. Respondents were presented with a neutrally-framed descrip-

tion of telemedicine for SRH and asked whether they had previously

used telemedicine for SRH. When answering questions related to the

perceived benefits and privacy risk beliefs, participants were reminded

of the description of telemedicine and asked to indicate their agree-

ment for each statement related to benefits and risks based on this

description.

2.2 | Sample

Responses were collected using Qualtrics panel services. Qualtrics

was chosen because they provide access to an actively managed pool

of vetted respondents.44 Qualtrics panels recruit from participants

from multiple sources and enable researchers to reach

participants representing a diverse range of demographic characteris-

tics.45 Using Qualtrics ensured access to women of varying ages and

backgrounds across the United States. Responses were collected over

a 1-week period in May–June 2023. Qualtrics removed all incomplete

responses, responses failing to correctly answer any of the two atten-

tion check questions, and “speeder” responses. Respondents were

paid a fee for their participation through the panel service provider.

Respondents meeting the sampling criteria were presented with a

description of the study and the privacy protection procedures in

place and asked to consent to participate. Only participants choosing

to provide consent proceeded to the full survey.

This study focuses on women who have not yet utilized telemedi-

cine for SRH, and thus respondents with prior experience of

telemedicine for SRH were excluded. A total of 847 responses

remained. Abortion restrictions were coded using the state of resi-

dence disclosed by respondents and the categories of restrictions out-

lined by the Guttmacher Institute.9 For simplicity, the categories were

reduced from seven to five categories, with very protective and pro-

tective combined to one category and very restrictive and restrictive

combined to one category.

2.3 | Statistical analysis

Confirmatory factor analysis (CFA) was conducted in AMOS v28.0.

The model demonstrated good fit in line with the fit statistics recom-

mended by Hair et al.46: cmin/df: 3.544, CFI: 0.985, RMSEA: 0.055,

SRMR: 0.019. The validity and reliability of all constructs were exam-

ined using the validity plugin developed by Gaskin et al.47 To ensure

the validity of data, statistical assessments of convergent validity and

discriminant validity are required. First, to achieve convergent validity,

we must ensure all items within a given construct (e.g., perceived ben-

efits) are measuring the same construct.48 In other words, all items

within a given construct must be strongly correlated. Convergent

validity is assessed by calculating the average variance extracted
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(AVE), which calculates the average variance a construct explains in its

items. An AVE above 0.50 is widely considered acceptable as it sug-

gests that the variance within the construct is largely explained by its

items.49 As all variables in the study had AVE scores above 0.50, con-

vergent validity is achieved.49 Discriminant validity, on the other hand,

requires items on one construct to be sufficiently different from items

on other constructs.48 Discriminant validity was tested by comparing

the square root of the AVE with the inter-construct correlations.46 As

the square root of AVE was higher than inter-construct correlations,

discriminant validity was achieved, as shown by bold diagonal values

in Table 1 below. Reliability was assessed by calculating the composite

reliability (CR) for each construct. With CR scores above 0.70, all con-

structs were reliable.50 The standardized regression weights for all

items are presented in Appendix A.

3 | RESULTS

Descriptive statistics are provided in Table 2 for all variables and

demographic characteristics.

3.1 | Hypothesis testing

Hypotheses were tested using structural equation modeling (SEM) in

AMOS v28. The model demonstrated strong fit above recommended

fit thresholds46: cmin/df: 2.442, CFI: 0.993, RMSEA: 0.041, SRMR:

0.021. Hypotheses 1a and 1b proposed a positive relationship

between perceived benefits and intentions to use telemedicine for

SRH and willingness to disclose accurate health data, respectively.

The data provided support for both hypotheses (H1a: β 0.600,

p < 0.001, H1b: β 0.453, p < 0.001). H2a and H2b posited a negative

relationship between perceived risk and intentions to use telemedi-

cine for SRH and willingness to disclose personal reproductive data to

telemedicine. Interestingly, the data revealed a significant, positive

association between perceived risk and intentions (β 0.128,

p < 0.001). As hypothesized, perceived risk had a significant, negative

association with willingness to disclose (β. �282, p < 0.001). Lastly,

H2c proposed that intentions to use telemedicine would be positively

related to willingness to disclose data. This was supported in the data

(β 0.089, p < 0.05).

Interestingly, there were two significant relationships among con-

trol variables. Age had a negative influence on intention to use tele-

medicine for SRH care (β �0.173, p < 0.001), with older women

expressing lower intentions. Abortion restriction also had a negative

relationship with intention (β �0.076, p < 0.01), with women residing

in states with more abortion restrictions expressing lower intentions

to use telemedicine for SRH care. The model explained 40.2% of vari-

ance in intention to use and 38.3% of variance in intentions to dis-

close. All results are presented in Table 3.

4 | DISCUSSION

Our study provides preliminary evidence of the importance of

women's perceptions toward a new health technology in shaping

their intentions toward use and accurate information disclosure. Per-

ceived benefits of telemedicine was the strongest predictor of inten-

tions to use telemedicine for SRH and willingness to disclose

accurate PHI. This finding echoes the findings in other health con-

texts where perceived health benefits were positively associated

with intention to adopt m-health applications34 and contact tracing

applications.31 This finding supports the argument that patients will

utilize technology solutions to avail of health care if they believe that

the benefits outweigh the privacy risks. Similar propositions have

been made in the broader telemedicine context. For example, it has

been argued that when individuals believe using telemedicine will

lead to health benefits, they may be more willing to accept the pri-

vacy risks associated with use and information disclosure.51 This

study demonstrates the applicability of PCT for understanding how

patients consider the competing interests of privacy risk and health

benefits when deciding whether to utilize a new technology for

accessing SRH care.

The role of perceived privacy risk is more complicated. Perceived

privacy risk positively impacted intentions to utilize telemedicine for

SRH care. While the direction of this relationship is the opposite than

theorized, there are plausible explanations for this finding. Indeed,

patients' willingness to accept privacy risks associated with

technology-mediated care in order to obtain health benefits has been

previously acknowledged, with researchers arguing that patients often

see the benefits as greater than the risks (e.g.,51). This may add further

evidence to support this assertion in the SRH context and ties into

the cognitive risk–benefit analysis patients may engage in when con-

sidering using telemedicine for SRH. The current legislative climate

across the United States brings uncertainty and impacts access to

SRH care in many states.7 The level of uncertainty patients face in this

context may further serve as an impetus driving telemedicine adop-

tion, irrespective of the potential privacy risks.

TABLE 1 Reliability and convergent
validity of key constructs in the proposed
model.

CR AVE 1 2 3 4

1. Risk 0.946 0.814 0.902

2. Perceived benefits 0.953 0.804 �0.186*** 0.896

3. Intention to use telehealth 0.962 0.895 0.034 0.613*** 0.946

4. Willingness to disclose 0.946 0.855 �0.375*** 0.577*** 0.365*** 0.925

Abbreviations: AVE, average variance extracted; CR, composite reliability.
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TABLE 2 Characteristics of the participants included in the study.

Category % N

Abortion restrictions Most protective 103 12.2

Protective–Very protective 140 16.5

Some restrictions and protections 84 9.9

Restrictive–Very restrictive 224 26.4

Most restrictive 296 34.9

Age 18–24 152 17.9

25–34 214 25.3

35–44 177 20.9

45–54 115 13.6

55–64 115 13.6

65+ 74 8.7

Education Less than a high school diploma 30 3.5

High school degree 228 26.9

Some college, no degree 246 29.0

Associate degree 116 13.7

Bachelor's degree 159 18.8

Master's degree or higher 68 8.1

Number of births 0 332 39.2

1 135 15.9

2 184 21.7

3+ 196 23.1

Religious views Not at all religious/spiritual 232 27.4

Somewhat religious/spiritual 440 51.9

Very religious/spiritual 175 20.7

Political views Very right wing 50 5.9

Right wing 86 10.2

Slightly right wing 57 6.7

Center 426 50.3

Slightly left wing 62 7.3

Left wing 112 13.2

Extremely left wing 54 6.4

Income Less than $10,000 76 9.0

$10,000–$19,999 70 8.3

$20,000–$29,999 126 14.9

$30,000–$39,999 110 13.0

$40,000–$49,999 84 9.9

$50,000–$59,999 80 9.4

$60,000–$69,999 51 6.0

$70,000–$79,999 52 6.1

$80,000–$89,999 26 3.1

$90,000–$99,999 32 3.8

$100,000–$149,999 66 7.8

More than $150,000 42 5.0

Rather not say 32 3.8
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Furthermore, while perceived privacy risk did not impact inten-

tion as expected, there was a negative relationship between privacy

risk and intention to disclose accurate information. Thus, patients may

be willing to adopt telemedicine for SRH even when they believe

engaging with these technologies will generate high privacy risks for

their data, but they intend to engage in privacy-protective behaviors

to limit the personal information they provide or potentially falsify

information disclosed. These practices may provide patients with a

perceived ability to reduce privacy risks when engaging with telemedi-

cine, thus enabling them to realize the benefits offered by this mode

of care. Additionally, as we measure intention to adopt telemedicine

for SRH broadly, patients may be willing to use telemedicine for some

SRH issues but not others.

Further research is required to examine the influence of risk per-

ceptions on a more nuanced level. Such research could potentially

leverage protection motivation theory to investigate perceptions

related to the susceptibility of data to risk and the severity of out-

comes stemming from privacy risks. Furthermore, given that the sam-

ple comprised patients with no prior telemedicine experience for SRH,

the role of privacy risk perceptions could change following adoption.

The contextual nature of privacy has been well documented.52 It is

conceivable that the relationship between risk and telemedicine utili-

zation may vary as patients become more cognizant of privacy risks

while engaging with telemedicine for SRH. It would also be interesting

to explore the changing perceptions of risk across the various SRH

services.

Interestingly, two of the control variables had significant relation-

ships with intentions to use telemedicine. Age had a negative

relationship with intentions, with older respondents expressing a

lower intention to use telemedicine for SRH. There are a number of

possible explanations for this finding. For instance, research has

shown that older adults are less comfortable using telemedicine for

health care in general due to lack of familiarity with technology or a

preference for in-person care.53 It is therefore unsurprising to dis-

cover a similar trend in SRH care, which involves sensitive health data.

However, it is important to continue to explore the role of age in this

context as older women are often omitted from SRH research despite

experiencing many health issues, which could be addressed via tele-

medicine. Future research could further unpack the role of age to

determine whether older women are willing to utilize telemedicine for

some SRH issues but not others.

Second, abortion restriction was negatively related to intentions

with respondents located in states with more restrictive abortion laws

expressing lower intentions to adopt. This is an interesting insight as

telemedicine can provide individuals in these states with access to

abortion and other restricted reproductive care,1 but our finding sug-

gests that women in these states perceive the potential risks of doing

so as outweighing those benefits. There are many possible explana-

tions for this finding including confusion around the legal implications,

confusion driven in part by misinformed discourse online related to

medication abortion,13 or a preference for in-person care. There is a

need for future research to investigate the experience of patients

availing of SRH care via telemedicine including abortion and other ser-

vices to understand how these services can be improved. In addition,

our study does not examine participants' awareness of abortion

restrictions in their state or understanding of these restrictions and

TABLE 3 Structural model results:
associations between key variables and
control variables.

Hypothesis Support? β p-value

H1a: Perceived benefits to >Intention to use

telehealth

Yes 0.600 P = <. 001

H1b: Perceived benefits to >Willingness to disclose Yes 0.453 P = < 0.001

H2a: Perceived risk to >Intention to use telehealth Yes 0.128 P = < 0.001

H2b: Perceived risk to >Willingness to disclose Yes �0.282 P = < 0.001

H2c: Intention to use telehealth to >Willingness to

disclose

Yes 0.089 P = < 0.05

Controls

Age to >Intention to use telehealth �0.173 P = < 0.001

Abortion restriction to >Intention to use telehealth �0.076 P = < 0.05

Household income to >Intention to use telehealth �0.011 p = 0.69

Political affiliation to >Intention to use telehealth �0.001 p = 0.98

Religious affiliation to >Intention to use telehealth 0.030 p = 0.29

Prior births to >Intention to use telehealth 0.039 p = 0.18

Age to >Willingness to disclose �0.004 p = 0.88

Household income to >Willingness to disclose 0.006 p = 0.81

Abortion restriction to >Willingness to disclose 0.022 p = 0.43

Political affiliation to >Willingness to disclose �0.022 p = 0.45

Religious affiliation to >Willingness to disclose 0.012 p = 0.68

Prior births to >Willingness to disclose �0.001 p = 0.96

FOX ET AL. 7 of 10Health Services Research



what they mean for patients. Further research could delve into these

patient perceptions in states with restrictions and abortion bans to

unravel their fears and perceptions related to privacy, legal implica-

tions, and potential side effects associated with reproductive

telemedicine care.

4.1 | Limitations and directions for future research

This study has limitations that can be explored in future research. First,

the study adopts a cross-sectional approach to explore perceptions at

one point in time. We believe that the insights from this study are

important given the many changes to reproductive care patients are

currently experiencing. However, future research could adopt a longitu-

dinal approach to explore women's perceptions toward telemedicine

for SRH over time and whether those perceptions vary as new regula-

tory changes emerge. Second, the study sample consists of individuals

who have not used telemedicine for reproductive purposes previously,

but did not ask whether respondents had used telemedicine for other

health purposes. The reason for this decision was to focus on individ-

uals' perceptions toward telemedicine following the recent changes in

abortion and other SRH provision. Future research could include both

users and nonusers to delve into perceptions related to risk and bene-

fits and add prior use of telemedicine for other health services as a con-

trol variable. Similarly, we conducted our study online, and as a result,

our sample includes only participants who have access to the internet:

individuals from rural or urban areas without broadband access are

likely to be underrepresented in our study sample.

Additionally, for parsimony, a simple model was developed in this

study. There are many other variables that may influence individuals'

intentions to adopt and disclose information via telemedicine in this

context including perceptions of the sensitivity of SRH data, trust in

technology and the health system, and other privacy covariates such

as privacy concerns, and disposition to value privacy. Future studies

may also seek to delve into perceived benefits on a deeper level and

explore the influence of different types of benefits. Qualitative

approaches that allow for exploration of additional potential enablers

or barriers particularly among those who are willing to use telemedi-

cine for SRH purposes are likely to be useful to inform theory and pol-

icy making in the future. Lastly, the study measures intentions to use

telemedicine and disclose information but does not measure actual

behavior. While this was not possible due to our research design, it

would be interesting to further explore how perceptions of privacy

risk impact how individuals use these technologies and whether they

engage in any privacy-withholding behaviors such as falsifying or

withholding data disclosed in a bid to protect their privacy.54 As the

provision of SRH continues to undergo changes and challenges,

research remains critical to inform ongoing discourse.

4.2 | Implications for practice

The COVID-19 pandemic necessitated a surge in telemedicine utiliza-

tion.15 The current uncertainty in US reproductive care laws may

prompt similar adoption of telemedicine for SRH. Our findings suggest

that even with an awareness of the risks involved, women see the

benefits of telemedicine in accessing SRH care as outweighing the pri-

vacy risks. This finding underscores the importance to women of

access to SRH services. Promoting the use of telemedicine could

improve access to contraception and other fertility services, especially

given the difficulties patients in some states face accessing specific

reproductive care, such as terminating unplanned pregnancies.55

Health care providers could learn from approaches during

COVID-19 and develop a user-friendly approach to address privacy.15

To ensure privacy does not impede telemedicine utilization, effective,

multipronged, communication efforts are required. First, given the

influence of benefit perceptions in driving intentions, we suggest that

health care providers and specifically those offering telemedicine ser-

vices should focus on communicating the benefits of telemedicine as

a means of receiving SRH care. Effective communication could

strengthen awareness of the health benefits among patients who are

yet to adopt telemedicine.

Second, communication efforts should also discuss privacy and

security risks in a comprehensive but simplified manner. Following

concerns that health care providers could potentially disclose person-

ally identifiable SRH information in response to judicial requests

would lead to patients withholding SRH information, the Office for

Civil Rights within the Department of Health & Human Services pro-

posed an update to the HIPAA privacy rule. This update comes into

effect in January 2025 and strengthens the privacy of SRH data.56 As

patients may not be aware of these new protections, all communica-

tions regarding the privacy risks should acknowledge the legal obliga-

tions providers comply with, including the latest HIPAA privacy rules,

the best practice guidelines they follow to minimize risks and protect

the privacy of data collected, and provide patients with resources to

access further information.

Third, patients should be aware of telemedicine options from a

wider range of sources. This communication could initially come from

a patient's primary physician to inform patients of telemedicine

options available to them and detail the benefits and the measures to

minimize privacy risks.51 In addition, telemedicine providers could

highlight the benefits and availability of telemedicine through emails,

texts, and robocalls.55 Social media campaigns from stakeholders such

as women's rights and advocacy groups could also highlight the bene-

fits and measures to minimize privacy rights on a broader scale.

5 | CONCLUSION

The Dobbs' decision complicates and in some cases removes access

to SRH care, including abortions for patients across the United States.

Telemedicine represents one viable means to deliver SRH care to

patients virtually. While telemedicine offers potential physical privacy

benefits, there are inherent privacy risks associated with the utiliza-

tion of technology to collect and transfer sensitive data such as SRH

data. This study highlights the need to consider women's perceptions

of benefits and risks, as these impact their views on adopting and

sharing accurate data via telemedicine for SRH care. Addressing
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women's perceptions through communication of the benefits to their

care, and safeguards to mitigate privacy risks may enable more

patients to take advantage of telemedicine as a form of

reproductive care.
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