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AbstrAct
Objective The Massachusetts Access Program 
is a statewide, centralised referral and case 
management program created to address 
barriers to later second-trimester abortions. This 
study outlines the scope of, describes provider 
experiences with, and evaluates provider 
acceptability of the Program.
Study design We invited physicians, nurses 
and staff working in hospitals within the later 
abortion provider referral network to participate 
in a mixed-methods study that included a 
web-based quantitative survey and/or a semi-
structured qualitative interview. We used 
descriptive statistics to analyse survey data and 
inductive coding methods to analyse interview 
data.
Results From 2007–2012, 15–28% of abortions 
performed in Massachusetts at 19 weeks or 
greater gestational age annually were scheduled 
through the Access Program. We received 
16 completed surveys and conducted seven 
interviews with providers who routinely receive 
referrals for later abortions through the Program. 
Providers overall reported positive experiences 
with the Program and found it highly acceptable. 
They described that the transportation, 
accommodation and financial assistance enabled 
patients access to care. The specialised and 
updated knowledge of the Access Coordinator in 
regards to abortion care also allowed her to act 
as a resource for providers.
Conclusions The Access Program, through its 
referral and case management network, was 
a valuable resource both to patients seeking 
later second-trimester abortions and providers 
involved in abortion care. It acts as one example 
of an effective, highly acceptable and potentially 
replicable intervention to reduce barriers to 
obtaining later second-trimester abortions.

IntroductIon
A long-term trend in declining abor-
tion access has accelerated in the United 
States over the past few years, as states 
are passing an unprecedented number 
of restrictive abortion laws.1 Due to 
these restrictions, the number of clinical 
sites and providers offering second-tri-
mester abortions is decreasing, making 
second-trimester abortions increasingly 
difficult to access logistically.2–4 Structural 
barriers known to delay abortion include 
difficulty finding an appropriate provider, 
incorrect referrals, transportation issues, 
and financial costs.5 6 Overall, these chal-
lenges disproportionately affect low-in-
come and Medicaid-eligible women, who 
on average present for abortion services 
later than their wealthier counterparts.7–9 
While abortion at any gestational age is 
a low-risk procedure10 and safer than 
childbirth,11 abortion care remains a 
time-sensitive issue as medical risks12 and 
costs13 increase the later an abortion is 
performed. Moreover, second-trimester 
abortion can be more complicated, often 
requiring serial cervical dilation, two-visit 

Key messages

 ► Women seeking later abortions face 
many barriers to care. A centralised 
referral network of abortion providers 
can improve patient access to abortion 
care.

 ► A case manager who stays abreast of 
local and national abortion resources, 
policies and regulations is a valuable 
resource to both providers and patients.
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procedures, brief hospital admissions, and/or heavier 
sedation. As a result, accessing, undergoing and recov-
ering from care requires greater patient time and social 
or logistical support.14

Massachusetts is one of 17 US states in which public 
Medicaid insurance covers abortion care, and private 
insurance is legally permitted to and often reimburses 
abortion services, resulting in relatively few financial 
barriers for most residents.15 However, in 2003, Massa-
chusetts enforced a state-level Medicaid regulation 
stipulating that all abortions after 19 weeks’ gestation 
must be performed in a hospital setting to be funded 
by Medicaid.16 Due to concern that this law would 
increase barriers for patients, abortion providers and 
allies created the Massachusetts Access Program (here-
after, ‘the Program’). In 2012, the Program expanded 
to include women earlier in pregnancy with medical 
or social needs requiring more complex abortion care. 
In 2014, Massachusetts eliminated site-of-service 
limitations on payment of abortion services, allowing 
Medicaid-insured patients to receive later second-tri-
mester abortion at their choice of provider.17 This 
study includes Program data from 2007 to 2012 and 
provider experiences up to 2014.

The Program is a statewide referral and case manage-
ment program partnered with a network of hospitals 
whose abortion providers and scheduling staff agreed 
on joining to provide expedited abortion appoint-
ments. These institutions are large-volume hospi-
tals with established gynaecology departments that 
provide abortion care up to the state gestational limit 
of 24 weeks’ gestation. They are located throughout 
Massachusetts, including facilities in the central and 
western regions of the state, though the majority are 
in eastern Massachusetts. During the study period, 
the Program served Massachusetts residents who (1) 
sought abortion at >19 weeks’ gestational age and (2) 
were Medicaid insured, uninsured or required hospi-
tal-based abortion care for medical reasons. Patients 
typically learn about the Program when they seek abor-
tion care from a community-based abortion provider 
unable to care for them due to advanced gestational 
age or complex medical needs.

Patients are referred to the Access Coordinator 
(hereafter, ‘the Coordinator’), the primary contact of 
the Program. The Coordinator role is one full-time 
position, which was held by two separate individ-
uals over the study period. The Coordinator is not a 
clinical provider, but rather an unlicensed lay worker 
experienced in abortion care. In addition to scheduling 
appointments with appropriate providers, the Coordi-
nator provides individualised pregnancy options coun-
selling and triages pre-procedure medical and social 
needs. The Coordinator also obtains support from 
local and national charitable funds for procedure costs 
for the few patients who lack insurance coverage for 
the abortion itself. Additionally, the Program directly 
funds associated non-medical costs such as patient 

transportation or lodging needed to access care. 
Figure 1 depicts the typical Access Program referral 
process.

Prior studies have identified obstacles to obtaining 
abortions, but literature on interventions to ameliorate 
these structural barriers has been limited. This study 
uses Program and state-level public health data in addi-
tion to provider surveys and interviews to describe the 
patient population, provider experiences, and accept-
ability of a unique statewide, centralised referral and 
case management program for advanced gestation 
second-trimester abortions.

Methods
We reviewed internal program data, including patient 
volume, demographics, and outcomes of referrals, and 
then compared them to statewide abortion data from 
the Massachusetts Department of Public Health. We 
assumed that the population of women seeking abor-
tion services on a calendar year was roughly compa-
rable to those on a fiscal year (ie, January–December 
2010 to July 2010–June 2011).

We utilised a mixed-methods approach to assess 
acceptability of the Program to providers, including 
a web-based quantitative survey and semi-structured 
qualitative interviews. Providers were defined as physi-
cians, nurses or clinic staff from an institution within 
the Program provider network. In 2014, we emailed 
providers identified by the Coordinator as having had 
at least three points of contact with the Program in the 
previous year. In the email, we described the purpose 
of the study with a survey link and encouraged partic-
ipants to forward the link to other known Program 
providers.

The survey included questions with Likert-scale 
response options. We administered and managed the 
survey using REDCap, a web-based, secure survey 
tool.18 The last survey question asked for interview 
volunteers. One-on-one interviews were semi-struc-
tured and audio-recorded. We did not collect personal 
identifying information or offer compensation to 
participants. The survey and interviews addressed 
perceived impact of the Program on quality of patient 
care and provider workload, as well as overall accept-
ability of and satisfaction with the Program. They also 
explored areas for improvement and motivations for 
continued participation.

Results from the survey are presented as descriptive 
statistics. Each interview was transcribed, then coded 
by two investigators independently using  Atlas. ti soft-
ware (Berlin, v.7, 2015). Analysis utilised an inductive 
coding technique and an interrater consensus method 
to resolve any discrepancies.19 Common themes and 
responses were identified and described.

This study was exempted from review by the Office 
of Human Research Administration at the Harvard 
T.H. Chan School of Public Health.
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Figure 1 Steps and components of an Massachusetts Access Program referral.

Patient and public involvement
This study aimed to describe provider experiences 
with the Program. Given the retrospective nature of 
the study and the sensitivity of patient information, 
patients were not directly contacted or involved, 
though we attempted to capture some component of 
patient experience through providers’ descriptions of 
interactions with patients. Potential study participants, 
including a physician and a nurse, assisted with and 
piloted both survey instruments for clarity and thor-
oughness prior to recruitment.

results
Program population and scope
Between 357 and 518 women contacted the Program 
annually during the study period; approximately half 

were eligible. The vast majority of eligible women were 
scheduled for an abortion procedure. Reasons women 
were not scheduled or did not complete a procedure 
included loss to follow-up or the patient choosing to 
continue the pregnancy (table 1). Patients scheduled 
for abortion care through the Program were offered 
an appointment within 1–5 business days. The largest 
determinant of time from initial contact to appoint-
ment was the day of the week when contact was 
made; for example, those who called on Friday often 
waited until the following week. Patients undergoing 
second-trimester procedures also needed to be able to 
access care on two consecutive business days.

Demographic characteristics of people who sought 
assistance from the Program remained relatively 
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Table 1 Outcomes of women who contacted the Massachusetts Access Program during the period 2007–2012*

2007 2008 2009 2010 2011 2012

Program contacts

  Total initial contacts 518 465 432 357 463 424

  Total number of eligible contacts 221 (42.7) 234 (50.3) 182 (42.1) 185 (51.8) 261 (56.4) 206 (48.6)

Scheduling outcomes 

For eligible women 

  Total eligible contacts 221 234 182 185 261 206

  Scheduled for abortion 137 (62.0) 180 (76.9) 151 (83.0) 140 (75.7) 203 (77.8) 173 (84.0)

  Decided to continue pregnancy 16 (7.2) 24 (10.3) 7 (3.8) 10 (5.4) 21 (8.0) 10 (4.9)

  Lost contact with patient 16 (7.2) 11 (4.7) 4 (2.2) 19 (10.3) 20 (7.7) 18 (8.7)

  Patient decided self-pay or self-schedule 31 (14.0) 16 (6.8) 14 (7.7) 12 (6.5) 17 (6.5) 5 (2.4)

  Other 21 (9.5) 3 (1.3) 6 (3.3) 4 (2.2) 0 (0) 0 (0)

Abortion outcomes

For women scheduled

  Total scheduled 137 180 151 140 203 173

  Completed abortion 60 (43.8) 124 (68.9) 118 (78.1) 116 (82.8) 154 (75.9) 154 (89.0)

  Decided to continue pregnancy 24 (17.5) 16 (8.9) 15 (10.0) 7 (5.0) 16 (7.9) 3 (1.7)

  Lost to follow-up 21 (15.3) 36 (20.0) 16 (10.6) 17 (12.1) 33 (15.8) 13 (8.1)

  Medically ineligible at procedure 2 (1.5) 2 (1.1) 0 (0) 0 (0) 0 (0) 3 (1.7)

  Other 30 (21.9) 2 (1.1) 2 (1.3) 0 (0) 0 (0) 0 (0)
*Numbers may not add to 100% due to rounding.

similar over time (table 2). Cumulatively, patients 
were young, with teenagers accounting for 26% 
(611/2392) of all patients and over 60% of all 
patients under the age of 24 years (1453/2392). 
Patients came from many different racial and ethnic 
backgrounds, with more black and Hispanic patients 
obtaining abortions through the Program compared 
with the general population of Massachusetts and 
women who obtained abortion in Massachusetts 
overall (table 3). The majority was insured through 
MassHealth, Massachusetts’ Medicaid program, 
prior to receiving care. Privately insured patients 
accounted for 19% of all contacts (444/2348), while 
14% were uninsured (325/2348). Although insur-
ance coverage for abortion is legal in Massachusetts, 
some insured patients likely did not have abortion 
coverage and would have required funding assistance 
for the procedure; these numbers were not separately 
tracked in Program data.

A notable proportion of patients who received later 
second-trimester abortions in Massachusetts were 
referred through the Program. From 2007–2012, the 
Access Coordinator scheduled between 15% (60/394) 
and 29% (154/524) of all abortions performed at a 
gestational age >19 weeks in the state (figure 2).

Provider experiences
We identified 33 providers for initial recruitment. 
Twelve physicians, three nurses and an office manager 
completed 16 surveys. The self-reported number of 

19+ week abortions spanned 10–300 per year for the 
entire practice or facility, with 5–75% of these referred 
through the Program. We also conducted seven inter-
views, six with physicians and one with a nurse. This 
sample represents four of seven institutions within 
the Program network over the entire study period, 
including two facilities that together receive about half 
of the referrals annually. Four additional institutions 
joined after 2012; two are represented in the interview 
population.

Program acceptability and perceived impact
The survey assessed overarching attitudes and beliefs 
about the perceived impact and acceptability of the 
Program with a five-point Likert scale. Table 4 presents 
detailed survey results. Providers indicated that they 
received appropriate and complete referrals that 
helped them manage patient care. They reported high 
satisfaction with the referral process and a willingness 
to continue participation in the Program.

Interview responses were consistent with survey 
data. Participants described the Coordinator as acces-
sible, professional and dedicated. They consistently 
reported positive interactions with the Program and 
stated that their patients also reported positive experi-
ences (table 5a). Some providers felt their Program-re-
ferred patients were better informed compared with 
other second-trimester abortion patients due to 
comprehensive counselling from the Coordinator 
about pregnancy options and the abortion process 
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Table 2 Massachusetts Access Program patient characteristics during  the study years 2007–2012*

2007 2008 2009 2010 2011 2012 Total

Age (years) n=466 n=423 n=372 n=334 n=410 n=387 n=2392

  <17 61 (13.1) 57 (13.5) 50 (13.4) 44 (13.2) 29 (7.1) 37 (9.6) 278 (11.6)

  18–19 75 (16.1) 65 (15.4) 53 (14.2) 33 (9.9) 52 (12.7) 55 (14.2) 333 (13.9)

  20–24 158 (33.9) 143 (33.8) 137 (36.8) 143 (42.8) 145 (35.4) 116 (30.0) 842 (35.2)

  25–29 79 (17.0) 81 (19.1) 69 (18.5) 60 (18.0) 102 (24.9) 79 (20.4) 470 (19.6)

  30–34 51 (10.9) 37 (8.7) 39 (10.5) 33 (9.9) 47 (11.5) 56 (14.5) 263 (11.0)

  35–39 33 (7.1) 29 (6.9) 14 (3.8) 16 (4.8) 28 (6.8) 29 (7.5) 149 (6.2)

  40+ 9 (1.9) 11 (2.6) 10 (2.7) 5 (1.5) 7 (1.7) 15 (3.9) 57 (2.4)

Race/ethnicity n=216 n=383 n=311 n=226 n=389 n=379 n=1904

  White 102 (47.2) 175 (45.7) 133 (42.8) 104 (46.0) 179 (46.0) 189 (49.9) 852 (44.6)

  Black 58 (26.9) 87 (22.7) 81 (26.0) 50 (22.1) 93 (23.9) 73 (19.3) 442 (23.2)

  Hispanic 32 (14.8) 75 (19.6) 68 (21.9) 39 (17.3) 59 (15.2) 51 (13.5) 324 (17.0)

  Asian 17 (7.9) 29 (7.6) 18 (5.8) 12 (5.3) 9 (2.3) 14 (3.7) 99 (5.2)

  American Indian/Alaskan 1 (0) 2 (0.5) 0 (0) 3 (1.3) 5 (1.3) 2 (0.5) 13 (0.7)

  Other – 8 (2.1) 6 (1.9) 13 (5.8) 25 (6.4) 35 (9.2) 217 (11.4)

  Multiracial 6 (2.8) 7 (1.8) 5 (1.6) 5 (2.2) 19 (4.9) 15 (4.0) 57 (3.0)

Insurance n=456 n=428 n=367 n=307 n=407 n=383 n=2348

  MassHealth 246 (53.9) 250 (58.4) 198 (54.0) 175 (57.0) 262 (64.4) 229 (59.8) 1360 (57.9)

  Private 87 (19.1) 98 (22.9) 84 (22.9) 58 (18.9) 51 (12.5) 66 (17.2) 444 (18.9)

  Uninsured 82 (18.0) 39 (9.1) 50 (13.6) 49 (16.0) 60 (14.7) 45 (11.7) 325 (13.8)

  Other 41 (9.0) 41 (9.6) 35 (9.5) 25 (8.1) 34 (8.4) 43 (11.2) 219 (9.3)
*All data presented as n (%).

Table 3 Massachusetts Access Program patient race/ethnicity 
characteristics over the study years 2007–2012 compared with 
the overall population of Massachusetts and patients obtaining 
abortions in Massachusetts
Race/ethnicity Population of 

Massachusetts*
 (%)

Patients obtaining 
abortions in 
Massachusetts† (%)

Access Program 
patients (%)

White 81.8 55.9 44.6

Black 8.6 21.4 23.2

Hispanic 11.5 – 17.0

Asian 6.7 7.3 5.2

Other – 18.0 11.4

*Based on 2017 US Census data, not adjusted for gender.25

†Over 2006–2011, not adjusted by gestational age at time of abortion.

(table 5b). Every provider interviewed indicated that 
they planned to stay active within the referral network, 
with many citing their belief that the Program fulfils a 
key role in addressing barriers to care as a motivating 
factor (table 5c). 

Key features of the Program
Providers identified Program characteristics that 
shaped their experiences, including the overall 
ease of referrals, available counselling, and logis-
tical support. Many detailed the logistical assistance 
provided by the Coordinator in terms of scheduling, 

transportation, accommodation, and financial assis-
tance, emphasising that these services addressed 
barriers that may otherwise prevent their patients 
from receiving care (table 5d).

Most providers emphasised the Coordinator’s 
comprehensive expertise relating to abortion care, 
including medical knowledge and insight into the 
process of navigating abortion services. The Coordi-
nator had more up-to-date information on funding 
resources than clinical providers, as well as specific, 
localised understanding of the policies, schedules and 
limitations of each hospital within the referral network 
(table 5e). Providers noted that this specialised infor-
mation was key to ensuring timely and appropriate 
care (table 5f).

All providers highlighted the unanticipated reci-
procity of referrals between themselves and the 
Coordinator. Providers described the ability to 
not only accept referrals but actually refer patients 
back to the Coordinator for further management. 
This type of reciprocal referral was not an explicit 
function of the Program, but emerged as a valued 
aspect for providers, who used the Program as a 
resource for patients they could not personally 
manage due to scheduling issues, the gestational 
age limit allowed by their institutions, or complex 
social issues (table 5g).
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Figure 2 Second-trimester abortions >19 weeks obtained through the Massachusetts Access Program in relation to the total number of abortions 
provided in Massachusetts, calendar year 2007–2012.

Table 4 Provider responses to survey questions regarding Massachusetts Access Program experiences and overall acceptability (n=16)

Program experiences

Statement 1=Never 2=Rarely 3=Sometimes 4=Usually 5=Always Mean

I/my office receive the appropriate information/documentation 
(ultrasounds, medical history, etc.) along with the referral.

0 0 0 6 10 4.625

The triaging and case management performed by the Access 
Program helps me manage my patient’s care.

0 0 0 4 12 4.75

Patients report a good experience with the Access Coordinator’s 
assistance in receiving their appointment with me.

0 0 0 4 12 4.75

I utilise the Access Program and refer patients I cannot see to 
the Access Coordinator to refer elsewhere.

0 1 2 3 10 4.375

Program acceptability

Statement 1=Strongly 
Disagree

2=Disagree 3=Neither Agree nor 
Disagree

4=Agree 5=Strongly 
Agree

Mean

The triaging and case management performed by the Access Program Coordinator 
helps reduce the amount of time my office spends on logistic factors for the patient.

0 0 0 4 12 4.75

Patients referred through the Access Program Coordinator are knowledgeable or 
informed about what to expect from the appointment.

0 0 1 5 10 4.563

There is adequate awareness about the Access Program among other providers in 
the area.

0 4 6 2 4 3.375

The Access Program makes late second-trimester abortion services more accessible to 
my patients.

0 0 0 3 13 4.813

I am overall satisfied with the referral process of the Access Program. 0 0 1 4 11 4.625

I am likely to continue accepting referrals from the Access Program. 0 0 0 2 14 4.875

Areas for improvement
In general, providers stated that awareness about 
the Program among participating institutions was 
high. However, some felt that non-participating local 
healthcare providers were not aware or had incom-
plete information about the Program and the extent 
of services offered. One provider described that she 
often received calls from community providers trying 
to refer patients or with questions regarding later 
abortion services, and that these calls were likely better 
triaged by the Coordinator.

Ease of follow-up was another area for potential 
improvement. Providers described that typically with 
referrals, they communicate with a referring physi-
cian for patient hand-offs regarding post-procedure 
care, debrief of complications, or longitudinal clinical 
concerns. Due to the indirect referral process through 
a third-party case manager (the Coordinator) and the 
sensitive nature of later abortion care, providers often 
lacked the ability to report back to a physician who 
provides long-term and ongoing care to the patient.
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Table 5 Subthemes and illustrative quotes from interviews with providers within the Massachusetts Access Program network

Acceptability and perceived impact

  (a) Positive patient 
experiences

“Any patient that I talk to who’s been referred to us through the Access Program, or that I’ve referred to the Access Program, 
says nothing but good things about how helpful they are and how accessible (the Access Coordinator) is, and is able to help 
them with whatever they need, or at least help them figure out how to get what they need.”

  (b) Perceived impact 
on patient knowledge

“ Because they’ve already spoken with (the Access Coordinator), they have a better understanding of what the process is going 
to be like, so what to expect when coming to the pre-operative appointment, and then what the surgery might be like. If patients 
are referred from an outside provider within our area, they often don’t really have much of an idea of what to expect…”

  (c) Perceived impact 
on access to care

“…(the Access Program)’s very important, because it serves women who are in need, and it actually allows them to get 
abortions. When I think if the Access Program weren’t there, they might be carrying unintended pregnancies to term."
“This is a way for patients that sometimes don’t have the ease of being able to easily get connected with a physician that’s able 
to do this procedure for them. I think that it helps take away that burden.”

Key Program features

  (d) Fundraising and 
resources

“I had patients who would present to us, not through the Access Program, but who had other complicated issues like funding 
problems, lack of insurance, things like that, and doing that myself, and trying to get funding and contacting all of the funds…
is just so time consuming. And it’s so much easier to just call (the Access Coordinator) …the fact that she can just take it off my 
hands and I don’t have to worry about it, is so nice and saves me so much time…”

  (e) Specialised 
knowledge

“I never had before any access to the funds myself and that was helpful that (the Access Coordinator had) financial resources to 
help the patient.”
“To have someone who has the connections and the ability to help, to facilitate that referral to a different provider, I think it’s 
important. And then to be a patient, who doesn’t have all those connections…I think that (the Access Coordinator) is a great 
resource for these patients because there’s often issues, insurance issues, travelling, day care, a ton of different issues that come 
up with patients, and (the Access Coordinator) is able to find a provider in the area that will be able to serve the patient as best 
as possible.”
“It’s like this particular clinic goes to this many weeks and they charge this amount of money, and this one will only take these 
funds but not those funds, and they can go to New York but then we need to figure out…there’s just a lot of different pieces 
and (the Access Coordinator) is so on top of it all and just understands the whole process so well.”
“It just makes your life so much easier when you have someone who just really understands the process and understands 
different providers and different clinics and understands the different insurances and just understands all of that…”

  (f) Network structure “The biggest problem around second-trimester abortion access is the limitations of where the providers are – that they’re not 
well geographically distributed, that there are a lot of hostile restrictions of what people can do at their places of work…The 
larger focus needs to be on trying to improve access to care for women. I think this program is one of those excellent patches 
that helps to fill over one of the holes in our system, and I think it is working as well as it can be.”
“Having such a network in place, the women who really need it most, because they’re most on a clock when it comes to 
needing the procedure done…, is the best way to ensure that whatever’s happening at any given hospital, or what the patient’s 
insurance is, or all the other barriers to getting care where you live, having a programme like this is the best way to get her care 
as safely and as fast as possible. Because we share, we feel these beliefs very strongly, we will stay active with the program as 
long as it exists.”

  (g) Reciprocity of 
referrals

“I’ve sent plenty of patients back to the Access Coordinator when I wasn’t able to help them myself here, and she’s been able to 
help them.”
“If I have a patient who’s complicated socially or financially, then all I have to do is call (the Access Coordinator). It’s such a nice 
handoff, you can just give her the scoop and she just takes care of it. Which is really nice because otherwise, if we have to send 
people to other places, it’s so challenging.”

Providers were specifically questioned regarding 
referrals from the Coordinator that they were unable 
to accept. This was universally described as a rare 
occurrence. Reasons for being unable to accommodate 
a referral included advanced gestational age and insur-
ance issues (eg, provider was out-of-network).

dIscussIon
In this mixed-methods study, we examined a unique, 
centralised statewide program providing referral and 
case management services for women seeking later 
second-trimester abortions. Women who sought 
Program services were young and primarily publicly 
insured. They were racially and ethnically diverse 
compared with the general population of Massa-
chusetts, as well as the overall population of women 
obtaining abortions in the state. These findings are 
overall consistent with previous literature regarding 

the increased rates of abortion in general and at later 
gestational ages among women of colour.20 We used 
state data to demonstrate that during the study period, 
a significant proportion of women who received abor-
tion at >19 weeks’ gestation in Massachusetts were 
scheduled through the Program.

Providers within the referral network overwhelm-
ingly reported positive experiences and high satis-
faction with the Program. All providers conveyed 
willingness to continue participation in the Program’s 
referral network, indicating a high level of accept-
ability among a core group whose buy-in is necessary 
for its continuation. Providers emphasised that they 
believed Program services improved access and health 
equity among the women of Massachusetts.

All providers highlighted the importance of the 
Access Coordinator, particularly their thorough 
knowledge regarding local scheduling particularities 
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and ability to utilise connections, grants and Program 
funds to address transportation, lodging and financial 
barriers. Provider descriptions of patient experiences 
with the Coordinator mirror the functions of a patient 
navigator. Patient navigators guide patients with a 
difficult diagnosis, such as cancer, through barriers in 
a complex health system to facilitate timely screening, 
follow-up and treatment. Navigators have been shown 
to improve patient experiences and outcomes, partic-
ularly around reducing disparities in access to care.21 
Similarly, abortion care is a unique field, a frequently 
changing landscape with very specific regulations and 
procedures to navigate along the course of receiving 
care – particularly in the later second trimester, when the 
difficulty of locating appropriate care is compounded 
by the need to do so more urgently. Laws and policies 
affecting the availability of care are constantly evolving, 
as are available resources such as abortion funds. Many 
providers suggested that they cannot stay abreast of 
this information. Having a case manager who stays 
up-to-date creates a resource readily accessible to both 
patients and providers. The ability to quickly tap into 
resources and plug the patient into appropriate care 
with an appropriate provider was crucial, particularly 
when working against gestational limits.

The importance of reciprocity stood out to inves-
tigators. Providers viewed the Program not only as a 
source of referrals, but also as a resource that could 
be utilised should their own patients experience diffi-
culty accessing care. Providers emphasised the quick, 
streamlined process of handing off a referral to the 
Coordinator and described relief knowing the patient 
would be guided towards care. While not an orig-
inal goal of the Program, it has evolved to become 
a two-way referral line, reinforcing the idea that the 
Access Program was a resource to not just women 
seeking abortions, but to providers themselves.

Some providers proposed enhanced post-procedure 
follow-up with the patient’s regular care team as an 
improvement to the Program’s current structure. This 
suggestion echoes the literature regarding best prac-
tices in referral systems, with the abortion provider 
taking on the role as a consultant or specialist.22 23 For 
many patients, closing the loop with a primary provider 
may not be feasible due to confidentiality concerns or 
stigma. However, improving referral communication 
when appropriate and desired by the patient allows 
for abortion care to be integrated into patients’ overall 
reproductive healthcare.

A limitation of our study is selection bias, as providers 
with positive experiences may be more likely to respond 
and participate in our survey or interviews. Though the 
overall sample size is small, we felt there was broad 
representation of institutions in our respondent popu-
lation, including the institutions that regularly receive a 
significant proportion of the referrals. It is difficult to 
predict how well the Program may translate into regions 
with fewer abortion resources than Massachusetts, as 

Massachusetts houses most later second-trimester abor-
tion providers in New England. In 2013, the Program 
expanded its eligibility criteria to include patients 
residing outside of Massachusetts, including primarily 
northern New England (Vermont, New Hampshire and 
Maine) where later abortion access is overall limited, but 
also occasional clients from New York, Maryland and 
Washington DC, where access is mostly adequate.4 This 
programmatic expansion presents an opportunity to 
assess whether an intervention similar to the Program 
could maintain its effectiveness while serving a larger 
population and some areas with fewer providers. Massa-
chusetts also allows for insurance coverage of abortions, 
so that while the Coordinator provided multiple services 
to clients each year, relatively few of these patients 
required fundraising for the abortion procedure itself. In 
other states where both Medicaid and private funding 
for abortion is prohibited, intensive fundraising may be 
required for clients if this model were replicated. Indeed, 
nationally only 47% of women used any insurance for 
their abortion care in 2014;24 staffing needs could there-
fore be greater in other states.

Addressing barriers to abortion access is increasingly 
important in the setting of rapid passage of new laws 
restricting abortion care. A multi-pronged approach is 
needed in the face of this public health crisis, including 
advocacy, policy change, support of current abortion 
services, and expansion where possible. With increasing 
challenges in access, patients seeking abortion care must 
be supported and connected to available resources and 
providers. Overall, the Access Program is an example of a 
highly acceptable, potentially replicable intervention that 
has shown some success in improving abortion access 
in Massachusetts after a Medicaid regulation imposed 
significant logistical obstacles to care disproportionately 
affecting lower-income women needing later abortions. 
Our study describes core program services as well as a 
patient navigator role identified by providers as key in 
sorting through the evolving abortion landscape. These 
findings can shape future interventions aimed at amelio-
rating barriers to abortion services and increasing abor-
tion care access.
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