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The covid-19 pandemic has magnified existing barriers the pandemic brought renewed attention to the issue, in part 
because in-person visits put patients and providers at risk for 
COVID-19.5,6 In April 2021, the FDA temporarily suspended 
the REMS requirement that Mifepristone must be dispensed 
in a clinic, medical office, or hospital. This new policy fol-
lows a legal battle which began in May 2020, when the Amer-
ican Civil Liberties Union (ACLU) filed a lawsuit against the 
FDA on behalf of the ACOG which challenged the validity 
of REMS. Notably, the District Court of Maryland had pre-
viously blocked the REMS measure in July 2020 and Mife-
pristone remained free from REMS jurisdiction until January 
2021, when the U.S. Supreme Court reinstated the regula-
tions.7,8 The temporary relaxation of the Mifepristone REMS 
is linked to the development of teleabortion clinics and 
increased options for patients to fill Mifepristone prescrip-
tions that have transformed medication abortion delivery.

Telemedicine and abortion
The temporary suspension of the REMS has enabled oppor-
tunities to deliver medication abortion care that capital-
izes on the accelerated use of telehealth. The Reproductive 
Health Access Project has developed a “no-touch” medica-
tion abortion protocol that outlines an approach where a 
patient is evaluated by video or phone and gestational age is 
determined by last menstrual period rather than in-person 
ultrasound.9 In the first three months of the pandemic, one 
study surveying independent abortion providers found that 
71% of providers moved to telehealth for follow-up and 41% 
for consultation.10 Digital abortion clinics such as Hey Jane 
and TelAbortion that offer telehealth visits and then ship 
abortion pills to patients also emerged in the past year.11,12 

Even prior to the pandemic, there was abundant global 
evidence supporting telemedicine for medication abortion. 
The findings from these studies suggest that rates of comple-
tion and complications of first-trimester medication abor-
tions through telemedicine are similar to those following 
medication abortions started in the clinic.13 One observa-
tional study from the United Kingdom followed outcomes 
of 663 patients who completed medication abortion at home 
through a telemedicine program without routine ultrasound. 
These patients had high rates of abortion completion and 
low rates of complications, similar to studies of patients who 
had ultrasounds and took Mifepristone in a clinical setting. 
Although pre-abortion ultrasound was not used routinely, 
in one-fifth of the patients, imaging was deemed necessary 
for cases in which gestational age was uncertain or to con-
firm location of pregnancy.14 These findings are in line with 
the National Abortion Federation guidelines, which state 
that ultrasound is not required for first-trimester abortion 
care, but may be used inform clinical decision-making when  
gestational age cannot be determined by other means.15 

to abortion access including cost, limited appointments, 
and transportation.1 Notably, these barriers likely had a 
disproportionate impact on people of low-income back-
grounds and communities of color, who were more likely 
to face economic hardship during the pandemic. In response 
to these barriers and the increasing use of telemedicine, 
abortion providers have developed new methods for medi-
cation abortion care delivery to limit in-person contact and 
increase accessibility. As these new options for abortion care 
delivery emerged, some states have responded with increas-
ingly restrictive legislation to limit abortion access. In this 
commentary, we discuss emerging options for medication  
abortion delivery and remaining barriers to access.

Reducing barriers through medication abortion
Medication abortion, achieved by administering Mifepris-
tone and then Misoprostol, is a safe, effective abortion option 
that circumvents barriers to procedural abortion including 
in-person contact and limited providers with the required 
skillset. Currently, medication abortion is approved by the 
U.S. Drug and Food Administration (FDA) up to 70 days ges-
tational age. Since the FDA-approved medication abortion in 
2000, its use has grown, with nearly half of abortions at nine 
weeks gestation or less being medication abortions nation-
ally in 2018.2 The expected effects of medication abortion 
are heavy bleeding and cramping as the uterine contents 
are expelled over several days. If a medication abortion does 
not remove all fetal tissue, a secondary aspiration procedure 
may be necessary (6.2% of patients in a nationwide study).3 
Medication abortion is a generally safe, effective alternative 
to procedural abortion, especially for earlier gestations.   

Restrictions on medical abortion
Despite the ease of use and pressing need, medication abor-
tion has historically been limited by federal regulations. 
Mifepristone is tightly regulated under the Risk Evaluation 
and Mitigation Strategy (REMS) mandated by the FDA, even 
though the safety of Mifepristone is well established.4 Mife-
pristone is easy to use and has well-established dosing pro-
tocols, unlike many medications that are not under REMS 
and require close monitoring or titrating, such as Warfarin 
and Valproic Acid. Although REMS is intended to minimize 
harms, the policy creates barriers to Mifepristone access 
since the drug cannot be dispensed at pharmacies. To pre-
scribe Mifepristone, physicians must register with a distrib-
utor, stock the drug in their office, and provide a medication 
guide and agreement to the patient. Though the American 
College of Obstetricians and Gynecologists (ACOG) and the 
American Academy of Family Physicians (AAFP) have long 
called for removal of the Mifepristone REMS classification; 
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Ongoing challenges facing medical abortion
The challenges of this past year have increased barriers to 
abortion access and thereby cast heightened scrutiny to 
current federal and state restrictions for medication abor-
tion. The temporary suspension of REMS along with the 
increased use of telehealth nationally has created opportuni-
ties for increased flexibility and privacy for patients seeking 
medication abortion. These changes address barriers such as 
limited appointments and transportation; however, ongoing 
challenges to abortion access remain. People of low-income 
backgrounds may not have access to a computer to partic-
ipate in telehealth or stable housing to endure the several 
days of heavy bleeding associated with medication abortion. 
Furthermore, the cost of a medication abortion can be pro-
hibitive especially considering that RI’s Medicaid program 
does not cover abortion except in cases of rape, incest, or 
life endangerment. In RI nearly 1 in 3 residents have public 
insurance and therefore cannot use their health insurance 
for an abortion. Currently there is proposed legislation at the 
state level, the Equality in Abortion Coverage Act, which 
would expand abortion coverage to government employ-
ees and users of Medicaid. It is currently being held in both 
chambers, and it is imperative for the medical community 
to throw their support behind these changes.16 

The relaxation of REMS and expansion of telehealth 
have increased access to medication abortions; however, 
increasingly restrictive legislation makes decreasing barri-
ers to abortion particularly urgent. Recently Texas passed a 
new law, one of several across the US banning abortions at 
six weeks gestation, only two weeks after the first missed 
period, before most individuals know they are pregnant. 
Texas’ new law includes an unusual twist in that it allows 
any individual to sue people who “aid or abet” an abortion 
patient. A coalition of abortion providers filed a federal 
lawsuit to challenge this new law before it takes effect on 
September 1st.17 In this increasingly restrictive and punitive 
climate, medication abortion, especially through a primary 
care office or telemedicine, provides a point of access. v
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