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Although patient choice of abortion method is a key component of quality care, medical abortion (MA) has
become the most common method (87%) in England and Wales, as in many countries worldwide. This research
aimed to critically examine factors influencing the growth in MA use in England and Wales. Mixed methods were
used, combining multi-level regression analysis of national abortion statistics (2011-2020) and key informant
interviews with abortion service managers, commissioners, and providers (n=27). Overall trends have been
driven by growth in MA use for abortions under 10 weeks in the private non-profit sector. Variation in MA use
between patient sub-groups and regions has narrowed over time. Qualitative findings highlight health system
constraints that have influenced the shift towards MA, including workforce constraints, infrastructure re-
quirements, provider policies, cost, and commissioning practices involving under-funding and competition,
which have caused the private non-profit sector to limit method choice across their services to remain financially
viable. While removal of legal restrictions on MA has expanded choice, similar policy progress has not been seen
for surgical methods. The study concludes that abortion method choice has been constrained by structural health
system factors, with potential negative consequences for service acceptability, inequalities, and patient-

centredness.

1. Introduction

Patient choice of medical or surgical abortion is considered a key
component of quality abortion care [1,2]. A medical abortion involves
the patient taking a course of pills, and then passing the pregnancy
vaginally, usually at home, while a surgical abortion involves a health
provider conducting a gynaecological procedure to remove the preg-
nancy. Because each method offers a very different patient experience
(Table 1), patients tend to have strong method preferences, and service
acceptability is greatest when patients can choose and receive their
preferred abortion method [3-10]. Although acceptability is high for
both procedures [10], studies have observed higher patient satisfaction
with surgical than medical abortion due to lower levels of pain and a
faster process [3,7,9,11-17]. Yet, medical abortion (MA) has largely
replaced surgical methods in many countries [18], including England
and Wales where MA use increased from 5% of abortions when first
provided in 1992, to 12% in 2000, 43% in 2010 and 87% in 2021 [19].
Where MA ratios are very high (>80%), this can raise questions about
choice [20].
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Globally, the extent to which changing distributions in abortion
methods are driven by patient preferences or by structural barriers to
patient-centred care is poorly understood [18,20]. Although many
studies have assessed individual patient preference of abortion method
[21], few have considered structural factors at the provider, institutional
and health system level that influence method choice [15,22-26]. The
perspectives of health providers [15,22,23,25-29], service managers or
funding bodies [30] on the changing nature of abortion services have
rarely been assessed. Research in England and Wales has consistently
identified abortion method choice as an area of care that requires
improvement (from a patient perspective or through clinical audit) [3,
31-33]. However, these studies either took place before MA became the
most commonly used method [3,31,33] or did not include the private
non-profit sector [32], which provides most abortion care. Research is
needed to understand whether growing MA use reflects services’
increasing ability to meet patient preferences, or whether underlying
restrictions on choice suggest a need to improve patient-centred care.
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Table 1

Characteristics of abortion methods and service availability in England and

Wales.

Medical abortion

Surgical abortion

What it involves

Gestational
restrictions

Speed

Clinic visits
Involvement in
the process

Side effects

Assessing
completion

Estimated
completion
rate

NHS availability
Independent

sector
availability

Two medicines (mifepristone
and misoprostol) are
administered (orally /
vaginally) and the pregnancy
is passed through the vagina in
the form of blood and clots.

Before 10 weeks the
pregnancy can be passed at
home and no clinic visit is
required usually. After 10
weeks gestation, the entire
process will take place in a
clinic or hospital and may
require an overnight stay.

Drugs are taken 24-48 hours
apart, and there may be
several hours between
administration of medicines
and expulsion of pregnancy.
0 or 1 clinic visit.

Patient will manage the
process and may see the
products of the pregnancy,
which might be more visible
after 9 weeks gestation.
Cramping pain & bleeding
(greater than a heavy period).
Potentially: diarrhea, nausea,
vomiting.

Some bleeding and cramping
<12 days

Pregnancy test after 2 weeks
(if completed at home).

93% will not require further
surgery <14 weeks.

87% will not require further
surgery >14 weeks.

Inpatient or outpatient,
available at later gestations.
Limited use of telemedicine.
Outpatient so under 10 weeks
gestation only (except one
clinic with inpatient facilities).
Widespread use of
telemedicine since 2020.

A gynecological procedure
where a tube is entered into
the uterus via the cervix and
gentle suction is used
(vacuum aspiration), or
specialised instruments are
used (dilation and
evacuation, D&E) to remove
the pregnancy.

Before 14 weeks the
procedure can be completed
under local or general
anesthetic, or deep sedation,
and is usually vacuum
aspiration. After 14 weeks the
procedure will involve
general anaesthetic or deep
sedation and usually uses
D&E.

Procedure takes 10-15 mins,
but the appointment can last
up to 4 hours. Most go home
the same day.

1 or 2 clinic visits.

A health care professional
manages the process. Patient
will not usually see the
products of the pregnancy,
unless they choose to do so.
Discomfort during procedure
if awake. Potentially:
diarrhea, nausea, vomiting
(due to taking misoprostol for
cervical priming). Some pain,
bleeding and cramping <7
days

No further tests or
appointments usually
required.

97% will not require further
surgery <14 weeks.

97% will not require further
surgery >14 weeks.

Limited availability,
particularly at later
gestations.

Available at earlier and later
gestations.

Source: National Institute for Health and Care Excellence Decision Making Tools.

https://www.nice.org.uk/guidance/ng140/resources/abortion-before-14-
weeks-choosing-between-medical-or-surgical-abortion-patient-decision-aid-

pdf-6906582255,

https://www.nice.org.uk/guidance/ng140/resources/abor-

tion-from-14-weeks-up-to-24-weeks-choosing-between-medical-or-surgical-
abortion-patient-decision-aid-pdf-6906582254 Accessed 8/3/2022

1.1. Aim

Using mixed methods, this research aimed to critically examine the
factors influencing the growing use of MA in England and Wales be-
tween 2011 and 2020. The specific research questions were: 1) how
have trends in MA use varied by population sub-group, provider and
commissioner since 2011? and 2) what mechanisms at the health sys-
tem, provider and individual level are influencing these trends?
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1.2. Setting

Abortion has been legalised in Britain since the Abortion Act 1967
[34] which stated that a pregnancy may be lawfully terminated if two
medical practitioners are of the opinion that the abortion is justified
under one or more of a set of grounds (risk to physical or mental health
of woman or any existing children, risk to woman’s life, foetal in-
dications). Historically, the private, non-profit sector (known as inde-
pendent sector providers or ISPs) has been the main source of abortion
services since the Abortion Act, due to gynaecologists’ reluctance to
offer abortion care in the National Health Service (NHS) [35,36]. Three
ISPs exist, all specialising in abortion care: British Pregnancy Advisory
Services (BPAS), MSI Choices UK (MS UK) and the National Unplanned
Pregnancy Advisory Service (NUPAS). Although 77% of abortions in
England and Wales were provided by this private non-profit sector in
2021, almost all (99%) were under NHS contracts and free to patients at
the point of use [19,35].

After 1967, almost all abortions were surgical procedures until
mifepristone was licensed for use in 1991. The Abortion Act’s specifi-
cations on where abortions could be provided meant patients had to
make multiple clinic visits to administer the two sets of pills until
recently. From 2015 onwards, some providers introduced simultaneous
administration of both sets of MA pills, although this dosing has slightly
lower efficacy, because it reduced the number of clinic visits required
[37]. In 2018, new approvals allowed patients to take the second set of
MA pills (misoprostol) in their home [38]. In 2020, home administration
of the first pill (mifepristone) was also approved, which removed the
need for in-person appointments for most patients and enabled the
introduction of telemedicine [39].

Since 1991, the ‘internal market’, involving provider competition for
selective contracts, has characterised governance of the NHS in England
[40]. The internal market was reinforced in England by the Health and
Social Care Act 2012 which required commissioners (clinical commis-
sioning groups (CCGs)) to put most contracts out to tender, with the aim
of encouraging competition between providers to improve quality and
contain costs [40]. CCGs were responsible for commissioning abortion
services for their local areas from 2012 till July 2022, when they were
replaced by new Integrated Care Systems which now commission
abortion services in England [41,42]. In Wales, local health boards are
responsible for providing all health services and there is not a
purchaser-provider split or provider competition, though abortion ser-
vices are still commissioned from the private non-profit sector.

Professional standards [43] and clinical guidelines [1] require that
patients are offered a choice of abortion method, and method choice is
one of six national quality standards for abortion care [44].

2. Methods

This study used a multi-strategy mixed methods approach, including
an analysis of national abortion statistics and in-depth interviews with
key informants conducted in parallel. The study draws on the socio-
ecological framework [45] to understand interactions between indi-
vidual, interpersonal, organisational, community and policy influences,
as this framework offers a useful perspective for understanding how
choice can be structured by social systems [46].

The statistical analysis (ref: 16657) and key informant interviews
(ref: 23691) received approval from the London School of Economics
Research Ethics Committee.

2.1. Analysis of national abortion statistics

I analysed the Department of Health and Social Care’s national
abortion statistics for England and Wales. Data were at the individual
patient level, but multiple abortions of the same individual are not
linked. I analysed data for 2011-2020, as this period saw MA become the
dominant abortion method, and the removal of various clinical
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restrictions on its use. Variables are described in Appendix 1. The total
number of abortions included in the analysis was 1,972,569 (see Ap-
pendix 2 for details).

First, I assessed trends in MA use descriptively by provider and by
gestation, due to the differences in clinical requirements for abortions
over and under 10 weeks of pregnancy duration. To assess patient- and
provider-level factors associated with MA use (versus surgical) by
gestation, I conducted bivariate and then multivariate logistic regres-
sion. Potential explanatory variables were limited by data availability,
but were selected based on previous literature about factors associated
with patient and provider method preference [15,23,32,47-55] and on
my own hypotheses about the potential impact of differences in infra-
structure, staffing, and financial arrangements between sectors as
detailed in Appendix 1. Patient characteristics included age, relationship
status, ethnicity, region, gestation, previous abortions and previous
births, while the only provider characteristic was whether they were
NHS or private non-profit sector (ISPs). To assess MA trends by subgroup
over time, adjusted for variations in patient- and provider-related
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characteristics, I plotted the fitted probabilities of MA use by subgroup
from the multivariate model for each gestation.

To investigate the effect of commissioning on MA use in England, I
added a random clinical commissioning group (CCG) intercept to the
multivariate models by gestation, to estimate the variance in MA use
(versus surgical) within and between CCGs, adjusting for patient- and
provider-related fixed effects.

2.2. Key informant interviews

To understand trends in MA use and the factors influencing method
choice from the perspective of service managers, commissioners and
providers, I conducted 27 key informant interviews between August and
November 2021. I used purposive, convenience sampling to recruit
participants from a range of professional backgrounds, geographic re-
gions, and from both NHS and private non-profit sector providers (ISPs).
The methods and participant characteristics are described in detail
elsewhere [56].
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Fig. 1. Trend in % of abortions that are MA, 2011-2020, by provider and gestation

%In 2012, clinic names (and therefore provider) were missing from the data.

bKey policy changes. 2015: simultaneous administration of mifepristone and misoprostol introduced at BPAS; 2017: simultaneous administration introduced at MSI
and NUPAS; 2019: home-administration of misoprostol introduced; 2020: home-administration of mifepristone and telemedicine abortion introduced.
CBPAS, MSI and NUPAS are the three largest private non-profit sector providers (ISPs). NHS = public sector. Almost all (99%) abortions in the private non-profit

sector are under NHS contracts, so are free at the point of use to patients.
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Interviews were held by phone call, Zoom or Microsoft Teams, lasted
for 50-60 minutes and were semi-structured using a topic guide. In-
terviews were flexible, led by the participant’s experience and informed
by gaps and themes that emerged in previous interviews. There was no
reimbursement for participation.

I used framework analysis methods, first developing a coding
framework based on topics identified through an initial inductive cod-
ing. These topics were categorised into overarching themes using the
socio-ecological framework [45]. I coded all transcripts using this
framework in Dedoose [57], and then used coded excerpts for each topic
to chart the data and develop summaries.

3. Results
3.1. Analysis of national abortion statistics

The overall growth in MA use from 2011-2020 has been driven by
abortions under 10 weeks in the private non-profit sector, particularly
the two largest ISPs (BPAS and MSI) (Fig. 1), as MA use was already high
in NUPAS and the NHS in 2011. For abortions over 10 weeks, MA use has
remained very low in the ISPs. MA use over 10 weeks is higher in the
NHS, where it has declined slightly for abortions at 10-12 weeks but
increased for 13+ weeks. There were spikes in MA use under 10 weeks
across all providers from March 2020 at the start of the COVID-19
pandemic, with MA ratios rising over 90%, and MA use also spiked for
abortions over 10 weeks in the NHS.

Variation in MA use for abortions under 10 weeks by sub-group
narrowed between 2013-2020, particularly the variation between re-
gions, provider, ethnicity, age, and those with or without a previous
birth or abortion experience (Fig. 2). Variation in MA use between
commissioning areas has also reduced substantially over time (Appendix
3).

In the multilevel logistic regression model, adjusting for patient and
provider characteristics, CCG effects only explained 6% of the variation
in MA use under 10 weeks in England between 2013-2020 (Table 2). In
this multilevel model, the adjusted odds of an abortion being medical
were higher if the service user was younger, White or Asian, married
(versus single with partner), had no previous abortion or birth experi-
ences, resident of Lancashire and South Cumbria or Cumbria and North
East, and if the abortion was provided by the NHS, NUPAS or the private
for-profit sector (Table 2). However, the variation in MA use by patient
characteristics was limited.

3.2. Key informant interviews

Factors identified by key informants that have influenced the
growing use of MA across different levels of the socio-ecological
framework are described in turn below, and in more detail in Appen-
dix 4. Most factors were operating at the organisational, or structural
health system level.

3.3. Law and policy

Key informants described changes in clinical policy and in legislation
having expanded the accessibility of MA for patients under 10 weeks’
gestation through the gradual removal of unnecessary clinic visits,
inpatient stays, and tests (e.g., Rhesus testing and ultrasound scans),
which ISPs have been faster to implement than NHS providers (Ap-
pendix 4). However, the impact of policy changes were not all evident in
national trends. In Fig. 1, a substantial increase in MA use is visible from
2015 in BPAS services, when clinical policy changes introduced simul-
taneous administration of both MA medications, reducing the number of
clinic visits required [37]. Simultaneous administration was introduced
in 2017 at MSI and NUPAS [58], but there was no clear increase in MA
use at either provider that year. Across all providers, there appeared to
be little increase in MA use in 2019 when legislative change allowed
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home-administration of misoprostol to be implemented [59], although
the impact of this policy on MA use may have been limited due to the
prior introduction of simultaneous administration. MA use increased
across all providers in 2020 during the COVID-19 pandemic, when
temporary legislation allowed at-home mifepristone administration and
telemedicine abortion [60]. Although clinical policy and legislative
changes were seen to have expanded access to MA, a couple of key in-
formants noted that there has not been the same progress for surgical
abortion, which is still limited by the unnecessary requirement for
vacuum aspiration for abortion to be conducted by a doctor, despite
nurses being authorised to conduct the exact same procedure when the
indication is miscarriage.

The 2012 Health and Social Care Act in England was also mentioned
by several participants, as these reforms had introduced competitive
tendering into health care commissioning:

“With the health service reforms in... 2012 which really embedded
competition into the whole system, so there were competitive tenders and bids,
that meant there was this race to the bottom... And that just meant, you know,
if you're cutting costs, the only real thing you can cut is quality unfortu-
nately”. [NHS provider / ISP manager]

Key informants described how the requirement for ISPs to compete
with each other for tenders created continuous pressure to accept sub-
tariff reimbursement from commissioners, caused cherry-picking of
easier and cheaper services (i.e., early MA) by providers, fostered poor
collaboration between services, and incentivised manipulation of cen-
tral booking systems as ISPs want to refer to their own services. These
factors were all considered to create an incentive for ISPs to deliver more
MA, and a service delivery environment where surgical services are less
accessible because they must be organised into (infrequent) lists to limit
costs, leading to high waiting times. Both commissioners and providers
described a lack of understanding and ownership of abortion within
some CCGs, as abortion was fragmented from the rest of sexual health
during the 2012 reforms and abortion is a low priority for most
commissioners.

3.4. Organisational

Most factors identified through the key informant interviews were
operating at the organisational or health system level and most were
seen to be incentivising the provision of MA or reducing accessibility of
surgical methods, particularly in the ISPs, which have seen the main
growth in MA use (Fig. 1). The importance of these higher level health
system factors may explain why variation in MA use under 10 weeks by
sub-group narrowed between 2013-2020 (Fig. 2).

Organisational factors included workforce issues, infrastructural re-
quirements, service structure, provider policies and leadership, reliance
on ISPs, the cost of methods, and commissioning and competition (Ap-
pendix 4). Many of these factors were seen to reduce method choice,
particularly for surgical abortion. For example, limited surgical skills in
the health workforce, conscientious objection and the greater infra-
structural requirements of surgical abortion make it more difficult for
the NHS and ISPs to offer surgical methods:

“The reason that there’s a two week wait for a surgical is because a lot of
surgeons won't do it and a lot of anaesthetists won’t do it. So you might have
a surgeon to do the list but you don’t have an anaesthetist, so you're stuck.”
[NHS doctor]

“One of our providers closed their centre where they provided surgicals...
because they were like, this is no longer financially feasible... So they moved
premises to a smaller medical site where... they can do scans, you know, that
sort of thing, but they can’t provide surgical abortion there” [Commissioner]

Workforce was identified as a particularly important issue for the
NHS, where there was seen to be historically limited capacity and
willingness to provide abortion. Within ISPs, the structure of services
also limited surgical access pre-pandemic, as patients were usually
booked into the earliest appointment which tended to be an MA-only
facility, while surgical appointments are delivered through lists which
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Note: Data for 2011-2012 were excluded due to missing data on provider type in 2012. Only results for abortions under 10 weeks are shown because the growth in MA use

during the study period was among abortions under 10 weeks.
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Table 2
Multilevel logit model with a random CCG effect for the odds of a medical
abortion <10 weeks, England, 2013-2020.

Odds ratio  95% Confidence
Intervals

Age group
19 and under
20-24 [0.989; 1.021]
25-29 [0.953; 0.986]
30-34 0.930%** [0.913; 0.947]
35-39 0.862%*** [0.845; 0.880]
40+ 0.827%** [0.805; 0.848]
Previous births
No prev. births ref.
1+ births 0.889%** [0.880; 0.899]
Previous abortions
No prev. abortions ref.
1+ abortions 0.768%** [0.761; 0.775]
Relationship status
Single (unmarried) with partner ref.
Single (unmarried) no partner 1.003 [0.992; 1.015]
Single (unmarried) not stated 1.078%** [1.052; 1.105]
Married/civil partnership 1.028%*** [1.013; 1.043]
Separated/widowed/divorced 0.995 [0.967; 1.025]
Not known & not stated 1.104%** [1.076; 1.132]
Ethnicity
White
Asian [1.002; 1.037]
Black [0.891; 0.922]

Mixed or multiple ethnicities [0.835; 0.874]

Chinese or other ethnic group 0.781*** [0.759; 0.803]
Not known / not stated 1.147%%* [1.114; 1.179]
Provider

BPAS

MSI [0.951; 0.977]
NUPAS [2.230; 2.358]
NHS [1.224; 1.266]
Private for profit [1.288; 1.447]
Sub-region

Central Midlands ref.

Cheshire and Merseyside 0.731 [0.522; 1.024]
Cumbria and North East 3.795%%* [2.750; 5.236]
East 0.907 [0.659; 1.248]

Greater Manchester

Hampshire Isle of Wight Thames Valley
Kent Surrey Sussex

Lancashire and South Cumbria

[0.607; 1.189]
[0.513; 0.928]
[0.437; 0.785]
[1.240; 2.709]

London [0.462; 0.797]
North Midlands [0.549; 1.005]
South West North 0.552%* [0.380; 0.804]
South West South 0.455%** [0.296; 0.699]
West Midlands 0.962 [0.700; 1.324]
Yorkshire and Humber 1.188 [0.892; 1.582]
Year
2013 ref.
2014 1.078%** [1.061; 1.095]
2015 1.358%*** [1.336; 1.379]
2016 [1.986; 2.051]
2017 [3.191; 3.304]
2018 [4.016; 4.163]
2019 4.562%** [4.480; 4.645]
2020 11.566%** [11.270; 11.869]
Observations 1,200,175
Intraclass correlation [Standard 0.060 [0.0053]
Error]

Notes: * p<0.05, ** p<0.01, *** p<0.001 Data for 2011-2012 were excluded
because data were not available for provider type in 2012 and for CCG prior to
2013. Only results for abortions under 10 weeks are shown, because the growth
in MA use during the study period was among abortions under 10 weeks.

require the patient to be willing and able to wait.

Provider policies have also limited access to surgical methods,
particularly since the pandemic, as ISPs made telemedicine MA the
“default” option for abortions under 10 weeks to manage the risk of
COVID-19 transmission:
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“Last year when the pandemic hit... we were basically told um, look
anybody under 10 weeks is getting a medical abortion, they will not have the
option of a surgical unless there are compelling reasons... Um, and so that sort
of basically took the choice away”. [Former ISP nurse]

However, two former ISP nurses said that MA was also offered as a
default prior to the pandemic in one of the ISPs. Within the NHS, clinical
leadership and senior management decisions could either expand or
limit capacity to provide method choice, but with significant variation
experienced by key informants from different NHS hospitals and trusts.
Reliance on ISPs to provide abortion was seen by several participants to
limit choice because ISPs are more heavily influenced by the cost of
delivering different services. Reliance on ISPs to provide abortion was
also seen to enable a lack of engagement with abortion in the NHS, and
the low capacity to provide surgical abortion in NHS facilities.

Many participants noted that the costs of providing a surgical abor-
tion are higher than the costs of providing MA due to the infrastructure
requirements and the level and number of staff involved. Commis-
sioning, funding, and competition therefore have an important impact
on method choice. Many of the providers argued that tight competition
had resulted in the ISP providers being reimbursed for delivering
abortion care at sub-tariff rates, particularly for surgical abortion, and
that this indirectly incentivised ISPs to increase MA use and reduce
surgical access, because MA can be delivered at less of a loss:

“Within the services, there’s been a war, well it is like a bidding war to get
the contracts... And this has affected the service. Because of all this under-
cutting. Um, it’s not made it financially viable... to run the service.” [NHS
nurse]

“There’s absolute cherry picking... it’s the EMAs [Early Medical Abor-
tions]. The EMAs are relatively easy to deliver with a reduced financial
outlay. What nobody particularly wants to do is take on additional surgical
caseload because of the way it’s commissioned in terms of the financial
reimbursement” [ISP manager]

Some commissioners empathised with providers on this issue, but
there was also an argument among commissioners that the tariffs being
paid to ISPs must be adequate because the ISPs hadn’t ceased operating:
“my black and white answer to that is, you haven't gone broke”
[Commissioner].

Key informant accounts of the substantial impact of varying
commissioning practices and tariffs contrast with this study’s quantita-
tive finding that CCG effects only explained 6% of the variation in MA
use in England. However, this discrepancy may be explained by the way
that ISPs are able to cross-subsidise nationally:

“There’s dramatic geographical variation [in commissioning], actually,
which is also problematic... so one commissioning contract is actually func-
tionally, subsidising another CCG contract that doesn’t pay as well, just so
that we can keep the whole thing going” [ISP manager].

Abortion services being reimbursed at sub-tariff prices by some
commissioners may therefore have a nationwide effect, as ISPs limit
costs and choice across their services in efforts to remain financially
viable. Although commissioners in some areas have pushed back on
attempts by ISPs to close abortion clinics, another commissioner
accepted that in-clinic abortions would eventually become unsustain-
able: “at some point I think we would be tacitly acknowledging that it’s no
longer a choice, it’s an offer of a medical abortion” [Commissioner].

3.5. Interpersonal

At the interpersonal level (Appendix 4), participants identified the
importance of patient-provider interactions for providing an informed
choice. Some providers expressed a strong desire to ensure patients
could access the method that best suited their needs. However, several
participants acknowledged that providers could influence patients to-
wards either method, depending on how they provide information, and
may be motivated to do so, for example due to perceptions of patient
discomfort or risk, their personal exposure to either method, desire to
protect surgical lists or to retain surgical skills, the amount of work
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involved or their discomfort with either procedure.

Also at the interpersonal level, a couple of participants suggested
wider social norms may have influenced the shift towards MA, as social
networks sharing their abortion experiences may create an expectation
among patients that an abortion will involve MA.

3.6. Individual

At the individual patient-level (Appendix 4), participants identified
medical and social factors (e.g., housing status, childcare commitments)
that could influence patients to prefer either medical or surgical abor-
tion, depending on their individual situation. Participants also high-
lighted the importance of patient agency to access surgical abortion, as
patients are not always openly informed and offered both options. This
can limit patient choice of surgical abortion before 10 weeks gestation in
ISPs and after 10 weeks in the NHS, unless patients inform and advocate
for themselves.

4. Discussion

Medical abortion is often seen as revolutionary, offering a non-
medicalised and self-managed treatment option which can afford peo-
ple greater control of their reproductive autonomy [20,61,62]. How-
ever, MA may not feel emancipatory when patients lack an alternative
option [63]. This study finds that the shift towards MA in England and
Wales over the past decade has been driven in part by constraints on
patient choice and particularly by barriers at the health system level
relating to skills gaps, infrastructure requirements, service structure,
provider policy and leadership, cost, reliance on the private non-profit
sector, and commissioning practices involving under-funding and
competition. While removal of legal restrictions on MA has expanded
access, similar policy progress is needed for surgical methods, which still
cannot be provided by nurses and midwives. These findings build on
previous literature in England and Wales, which found limited choice of
MA pre-2010 [3,31] but more recently identified that waiting times,
availability of trained staff, service locations and gestational limits were
impeding patient choice of surgical abortion [32,64]. In the global
literature, similar health system and clinic-level factors influencing
method choice have been observed, including clinical regulations, pro-
vider skill and availability, how abortion is funded, and the relative roles
of the public and private sector [24,65-68]. Concerns about provider
resistance, costs, infrastructure and training requirements have also
influenced the decision to only offer MA in some countries where
abortion is newly legalised [65,66].

This body of literature suggests that structural barriers to patient-
centred care may be an important determinant of changing distribu-
tions in abortion methods. This has important implications for patient
experience, as people place a high value on being able to choose their
method of abortion [3,8,69] Constraints on choice also have implica-
tions for inequalities in abortion care, as this study identified that pa-
tients are required to inform and advocate for themselves to overcome
implicit and explicit limitations on access to surgical abortion [56]. This
may deepen inequalities in access to patient-centred abortion care,
particularly given that many of the individual-level factors that impact
abortion method preference or acceptability are closely linked to in-
equalities (e.g., age, education, ethnicity, employment, living condi-
tions, availability of support [32,49-53,68,70]). If method choice is not
retained as a standard of quality care, a more consistent and transparent
assessment of patient eligibility for surgical abortion is required, that
prioritises patients’ need over patients’ ability to self-advocate. Now
that telemedicine has been approved as a permanent feature of abortion
services in England and Wales [71], the need to determine a clear policy
for patient choice of surgical and in-person abortion care is even more
urgent. Moreover, as there will always be a clinical need for surgical
abortion, it is vital to ensure this option is accessible for those who are
not clinically eligible for medical abortion.
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Accounts of key informants suggest that the financial pressure placed
on abortion services is influencing their ability to offer abortion method
choice. Yet many of the challenges identified in this study have impli-
cations that go beyond the issue of method choice. These findings
highlight the fragility of abortion services in England and Wales, owing
to a lack of funding, poor health system integration and fragmentation of
sexual and reproductive health [42]. The historical outsourcing of
abortion care to the private non-profit sector makes abortion services
particularly  vulnerable to the (negative) impacts of
competition-focussed health reform on quality of care [72]. Abortion is a
low priority for commissioners within CCGs, in part due to its relatively
low overall costs, and the fragmentation of abortion from sexual health
commissioning in local authorities also means abortion commissioners
often have limited knowledge about the topic and limited familiarity
with the importance of method choice [56]. Closer monitoring is needed
of the impact of financial pressures on quality of abortion care, including
method choice. Tariffs for abortion services in the private non-profit
sector must be reviewed through a transparent and fair costing. Sepa-
rate commissioning processes for medical and surgical abortion may
help to negate some of the impact of commissioning practices on method
choice. Improved collaboration between the private non-profit sector
and NHS may also be required to safeguard access to surgical abortion in
the long-term, if it is more cost-effective to deliver surgical options
through NHS staff and infrastructure. Abortion method choice could also
be improved by strengthening training and workforce planning to pro-
tect and expand surgical abortion skills, and clarifying that nurses and
midwives can provide vacuum aspiration for abortion, as they already
do for miscarriage [56,73].

The study has limitations. There may have been self-selection bias in
recruitment of key informants, with participation more likely from those
who have a stronger interest in the issue of method choice. Key in-
formants may have been concerned about how their organisation or
interests would be represented in the findings from this research, which
may have influenced their responses, though informants were assured
their organisation would be anonymised. For the analysis of national
statistics, the data I could access were limited in terms of the variables
and categorisations, so there is no information about deprivation status,
employment, education or gender for example, and some catego-
risations were difficult to interpret (e.g. ethnicity). These data exclude
abortions obtained outside of the conditions of the Abortion Act 1967,
for example if MA pills are obtained online.

The study also has several strengths. It is the first to assess the shift
towards MA from a structural, systemic perspective, identifying influ-
encing factors across the patient, provider, institutional and health
system levels. The research broadens the existing literature on method
choice to include the perspectives of service managers and funding
bodies, in addition to patients and providers. It offers the first analysis of
MA trends over time in England and Wales by population sub-group and
region, and the first use of multi-level modelling to understand struc-
tural factors that might influence MA use.

Conclusion

With evolving abortion technologies, patients theoretically have
greater choice, enabling them to access abortion care that best meets
their needs and preferences. However, in this study, accounts from key
informants suggest that constraints on patient choice have also influ-
enced the shift towards newer abortion technologies (MA) in England
and Wales over the past decade, primarily at the health system level.
Constrained choice of abortion methods may negatively impact service
acceptability and inequalities. Abortion method choice can be improved
by strengthening training and workforce planning to protect and expand
surgical abortion skills, implementing a review of commissioning prac-
tices for abortion care including a transparent and fair review of tariffs,
clarifying that nurses and midwives can provide vacuum aspiration for
abortion, and improving integration of private non-profit sector and
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NHS services. If method choice is not going to be safeguarded as a
standard of quality care, a more consistent and transparent assessment
of patient eligibility for surgical abortion is required, that prioritises
patients’ needs over patients’ ability to self-advocate. This study has
broader global implications for countries where MA has largely replaced
surgical methods, highlighting the need to better understand the struc-
tural factors at the provider, institutional and health system level that
may be driving the MA revolution, beyond patient preference.
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