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Key messages

 ► Women in Great Britain still experience 
personal and logistical barriers to 
accessing abortion services through the 
formal healthcare system.

 ► A major barrier in seeking abortion is 
fear of what abortion involves.

 ► Women would like shorter waiting times 
to access abortion care and to be able 
to receive it from a greater range of 
community providers, including general 
practitioners.

AbstrAct
Background Barriers to accessing abortion care 
continue to exist even in settings where abortion 
is legal. We aimed to determine current barriers 
faced by women seeking abortion, factors 
that facilitate access to care, and what future 
improvements women would like made to 
abortion care in Scotland.
Methods A self-administered anonymous 
questionnaire of women requesting abortion 
care at a community abortion service in 
Edinburgh. Women selected the top three 
options from predefined lists of barriers to 
seeking abortion, facilitators of care, and future 
service improvements.
Results 154/165 (93%) questionnaires were 
completed by women presenting for abortion. 
The most commonly ranked number one barrier 
to seeking an abortion (n = 49; 32%) was ‘being 
scared about what the abortion process involved’. 
The highest ranked facilitator of care was 
information provided to women via the abortion 
clinic website. The most commonly chosen 
number one response for potential improvement 
to abortion services was the option to get an 
early medical abortion from a general practitioner, 
which was chosen by 70 (45%) women.
Conclusions This study suggests that lack of 
knowledge and information surrounding the 
abortion process and the ease with which 
women can receive abortion care are areas of 
concern. Efforts are needed to reduce waiting 
times, to ensure that high-quality, standardised 
information is widely and publicly available 
regarding what women can expect during the 
abortion process, and to expand provision of 
early medical abortion within the community, in 
order to improve abortion care.

IntroductIon
It is now more than 50 years since abor-
tion was legalised in Great Britain under 

the 1967 Abortion Act. In that time, 
there have been numerous clinical devel-
opments in abortion care, including the 
introduction of surgical abortion under 
local anaesthesia1 and medical abortion 
using mifepristone and misoprostol.2 
Additionally, there have been refinements 
in service delivery for medical abortion in 
the first 9 weeks of pregnancy, with more 
self-management of the process, including 
home administration of misoprostol3 and 
simplified follow-up methods such as 
self-assessment of the procedure’s success 
using low-sensitivity urine pregnancy 
tests at home.4 Nevertheless, a qualitative 
study from 2018 indicated that as many 
as 519 women who reside in Britain had 
contacted the non-profit organisation 
‘Women on Web' over a 4-month period 
to try to access medical abortion drugs via 
the internet.5 The reasons given for trying 
to access abortion in this way highlighted 
personal and logistical barriers faced by 
women through the British healthcare 
system. These barriers included work 
commitments that impact ability to attend 
clinic appointments, lack of information 
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about how to access abortion services, distance to 
clinic, and long waiting times.5

Qualitative research from Scotland among women 
living in Edinburgh and the surrounding region who 
had an early medical abortion (EMA) demonstrated 
high social acceptability of EMA at home, yet the 
women reported that they would benefit from abortion 
services being even more accessible.6 Other research 
among women in a remote and rural part of Scotland 
found that alongside travel difficulties faced when 
accessing abortion care, stigma surrounding abor-
tion and anticipation of a traumatic experience also 
deterred women from seeking abortion care.7 A 2017 
systematic review highlighted lack of consistency and 
agreement surrounding indicators of quality abortion 
care; ‘high-quality service provision’ mainly relates 
to the technical act of performing an abortion, rather 
than the sociocultural facets of healthcare provision. 
This indicates that with evidence-based development 
of key indicators of quality care, both the standard of 
care and women’s experiences of abortion care will be 
improved.8

These studies indicate that despite recent improve-
ments to abortion care throughout Scotland and the 
rest of Great Britain, there is still a need to remove 
barriers that impede access to abortion and develop 
initiatives to further improve access and establish a 
more woman-centred approach to service provision.

The aim of this study was to determine the views of 
women seeking abortion on current perceived barriers 
to, and facilitators of, accessing abortion and on future 
improvements that could enhance the quality of abor-
tion care. The study was conducted in the Chalmers 
Centre, a National Health Service (NHS) commu-
nity abortion service in Edinburgh which is the main 
provider of abortion care in the region; each year over 
2000 women present for abortion care at this service.9

Methods
Self-administered anonymous questionnaires were 
distributed to women presenting for abortion care 
at Chalmers Sexual Health Centre, NHS Lothian 
between 13 March and 24 April 2018.

Clinic reception staff were trained in the study 
requirements and distributed the questionnaires to 
attendees of specialist clinics for women requesting 
an abortion. Questionnaires were given to women 
who were aged 16 years and over, able to read or 
speak English to the level required for participation, 
and who did not appear overly distressed or agitated 
during clinic attendance. The clinic staff emphasised 
that participation had no bearing on the treatment 
that participants received and that they should not 
feel obliged to complete the questionnaire. Women 
completed the questionnaires before leaving the clinic 
and placed them in an opaque envelope within a closed 
collection box in the waiting room. Women could 
choose to return a partially completed, or completely 

blank, questionnaire. The questionnaire was anony-
mous and no identifying information was collected. 
Questionnaires were numbered in order to calculate 
distribution and completion rates.

Questionnaires were short and consisted of ques-
tions that required women to tick/circle the most 
appropriate answer, or rank options from a predefined 
list with three free-text answers, where additional 
comments could be entered (online supplementary 
material 1). The questionnaire enquired about barriers 
and facilitators to the women’s visit to clinic, future 
developments, and collected simple demographics 
from the participant (e.g, age, reproductive history). 
Predefined lists of options for barriers/facilitators 
and future improvements were developed based on a 
review of the existing literature and from the abortion 
service clinical staff feedback and the clinic’s Patient 
and Public Involvement (PPI) group, who reviewed the 
questionnaire.

Ethical approval was granted by Research Ethics 
Committee Wales 5 (18/WA/0075) and NHS Lothian 
Research and Development (2018/0040). The local 
Quality Improvement Team at Chalmers Centre also 
reviewed the study before commencement and gave 
their approval.

Completed questionnaires were coded and data 
were entered into a secure Microsoft Excel database, 
where Excel formulae were used to analyse data using 
descriptive statistics and to determine correlation. 
GraphPad Prism 7 software (GraphPad Software, La 
Jolla, California, USA) was used to make comparisons 
using Fisher’s exact tests; p values <0.05 were consid-
ered statistically significant.

Patient and public involvement
The draft questionnaire was piloted within the PPI 
group and some changes to improve the clarity of the 
questionnaire were made as a result. A lay summary of 
the results from the questionnaire was uploaded onto 
the Chalmers service website so that participants could 
access the findings.

results
A total of 246 women attended the service requesting 
an abortion over the study period. Questionnaires were 
only distributed on the days that trained clinic staff 
were present and so were distributed to 165 (67%) 
women over the period. A total of 154 (93%) ques-
tionnaires were completed and returned. The demo-
graphics of the respondents are shown in table 1; the 
median age of women was 26 years, with ages ranging 
from 16 to 49.

barriers to seeking abortion services
“We want to know what difficulties you may have 
faced in the lead up to seeking our abortion services.”

Question 1 asked women to rank potential barriers 
to abortion care from a list of five commonly cited 
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Table 1 Demographics of the study population (n=154).

Demographic n (%)

Age (years)

  16–20 33 (21.4)

  21–25 43 (27.9)

  26–30 36 (23.4)

  31–35 21 (13.6)

  36–40 11 (7.1)

  41–45 8 (5.2)

  46–50 2 (1.3)

Reproductive history

  Previous birth 65 (46.8)

  Previous abortion 61 (43.9)

Ethnicity

  White 133 (86.4)

  Asian or Asian British 6 (3.9)

  Black or Black British 6 (3.9)

  Mixed or any other ethnic background 4 (2.6)

  Not answered 5 (3.2)

Deprivation score*

  1–2 (Affluent) 17 (11.0)

  3–5 (Moderately deprived) 99 (64.3)

  6–7 (Severely deprived) 19 (12.3)

  Not answered 19 (12.3)
*Deprivation category codes were derived based on Scottish 
postcodes.19

barriers.5 Women were asked to rank the options 
as 1, 2 or 3, where a ranking of ‘1’ was indicative 
of the most difficult barrier. Though asked to rank 
three options, many women attributed a ranking of 
1, 2 or 3 to more than one barrier; all responses are 
included.

As seen in figure 1, the most commonly ranked 
barrier was fear of what the abortion process would 
involve, with a total of 133 women (86% of respon-
dents) indicating that this was a barrier. Of these 133 
women, 49 (39%) indicated that fear of the abortion 
process was the most difficult barrier (ranked as ‘1’) 
that they faced in the lead up to seeking abortion 
services. The wait to get an appointment at the clinic 
and work/childcare commitments were the second and 
third most commonly ranked barriers.

A significantly higher proportion of women who 
reported that they had never had a previous abortion 
indicated that fear of the process was the most difficult 
barrier (ranked as ‘1’) when compared with women 
who had previously had an abortion (73% vs 27%, 
respectively, p=0.033). There were no correlations 
between the other responses to this question and the 
demographic characteristics recorded.

Facilitating factors
“We would like to know if any of the following 
made seeking our abortion service easier for you?”

Question 2 asked women to indicate whether they 
found a selection of abortion service aspects helpful, 
not helpful, or neither, by circling the answer that 
corresponded most closely to how they felt. Table 2 
shows the results; over 80% of women indicated that 
the ability to self-refer to the clinic, the information 
on the abortion service website, and the text message 
reminder of their appointment were helpful aspects of 
the service. One hundred women (65%) indicated that 
they found the option to self-administer misoprostol at 
home as part of EMA helpful. There was no correla-
tion between the responses to this question and any of 
the demographic characteristics recorded.

Future improvements to abortion services
“What FUTURE developments would improve the 
care of women seeking abortion in Scotland, in your 
opinion?”

Question 3 asked women to indicate possible future 
developments that may improve the current service; 
a ranking system as in Question 1 was used. Again, 
some women ranked more than one option as 1, 2 
or 3, and so all of these responses are included. As 
seen in figure 2, the ability to access EMA care directly 
from a nurse/midwife was the potential improvement 
that most women indicated would be beneficial, with 
136 (88%) of respondents ranking it. Of these 136 
women, 62 (46%) women considered this option the 
top-ranking improvement that they would like to see.

Minimising the waiting time before the first clinic 
visit, and the ability to access EMA via a general prac-
titioner’s (GP) surgery were the next most commonly 
chosen options, with 134 (87%) and 129 (84%) women 
ranking these (as either ‘1’, ‘2’ or ‘3’), respectively.

Overall, the possibility of accessing EMA via a GP’s 
surgery was the option that received most top rankings 
of ‘1’ with 70 (45%) women ranking it as such.

Three (2%) women indicated that they had witnessed 
anti-abortion protestors outside Chalmers Clinic. 
Despite this low number, 91 (59%) women consid-
ered ‘buffer zones’ around abortion clinics a welcome 
potential improvement.

There was no statistically significant correlation 
between the responses to this question and any of the 
demographic characteristics recorded.

dIscussIon
Fear of the abortion process was reported most 
frequently as the top-ranked barrier to seeking abor-
tion. A significantly higher proportion of women who 
had not previously had an abortion indicated this as 
the most difficult barrier, when compared with women 
who had previously had an abortion. As fear is still a 
marked barrier among all women, this might suggest 
that some irreducible, natural fear is present, and that 
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Figure 1 Graph showing the responses received from 154 women to Question 1 of the questionnaire, which asked them to rank the barriers they faced in 
the lead up to seeking abortion serivces; a ranking of 1 equates to the biggest barrier faced.

Table 2 Responses to Question 2 of the questionnaire, which 
asked women whether they found facilitating factors helpful 
when seeking abortion services (n=154).

Facilitators of seeking abortion services n (%)

Being able to self-refer to the clinic

  Helpful 127 (82)

  Neither 18 (12)

  Not helpful 4 (3)

  No answer 5 (3)

Information on abortion on the Chalmers Clinic website

  Helpful 131 (85)

  Neither 17 (11)

  Not helpful 1 (1)

  No answer 5 (3)

Being able to have early medical abortion at home

  Helpful 100 (65)

  Neither 45 (29)

  Not helpful 4 (3)

  No answer 5 (3)

Being sent a text reminder of the appointment

  Helpful 128 (83)

  Neither 20 (13)

  Not helpful 2 (1)

  No answer 4 (3)

fear does not solely arise from facing the unknown. 
However, the fear arising from facing the unknown 
may stem from a lack of public information about 
abortion and from social stigma. Lack of information 
regarding the process of abortion has been reported to 
contribute to a delay in seeking care in around 22% 
of women who present for termination in the second 
trimester of pregnancy,10 putting women at greater 
risk of clinical complications,11 and this could possibly 
be improved by making accurate, standardised infor-
mation more easily available and widely publicised. 
Stigma around abortion is known to be responsible for 
delay in seeking care.11

All the barriers listed in the questionnaire were 
ranked by a proportion of women as one of the top 
three barriers that they had faced, in particular the 
waiting time before women could be seen at a clinic to 
discuss the request to have an abortion. This highlights 
that once women have made the decision to end a 
pregnancy, perceived prolonged waiting is distressing. 
During the study period, the waiting times to be seen 
at the clinic were within the recommended waiting 
times (referral to assessment within five working days) 
of the Royal College of Obstetricians and Gynaecolo-
gists.12 Strategies to further reduce unnecessary delays 
between referral and consultation for abortion are 
therefore required. Moreover, for women who struggle 
with work and childcare commitments, services could 
consider the introduction of evening consultations to 
offer greater flexibility.
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Figure 2 Graph showing the responses received from 154 women to Question 3 of the questionnaire, which asked them to rank the improvements they 
would benefit from within the abortion serivces; a ranking of 1 equates to the best improvement. EMA, early medical abortion.

The study confirmed that facilitators to accessing 
an abortion include the ability to self-refer, being sent 
a text message reminder of an appointment, and the 
availability of information about abortion prior to the 
consultation that is available on the abortion clinic 
website.

Despite all options for improvement being highly 
ranked, this study found that women would particu-
larly like the opportunity to access EMA care through 
other healthcare professionals, such as nurses/midwives 
and their GP. These responses suggest that many 
women wish to eliminate the need to have to see both 
a doctor and a specialist abortion clinic. The option 
to include a wider range of healthcare professionals in 
abortion care is recommended by the WHO.13 In addi-
tion, as EMA does not require any surgical training, 
a variety of healthcare professionals can provide this 
treatment. The most frequently top-ranked potential 
improvement was the ability to access EMA from the 
GP, with almost half of all participants ranking this as 
the best (number ‘1’) future improvement for abor-
tion care; this is a model of service delivery that works 
efficiently in countries such as France and the Neth-
erlands.14 While Scottish legislation now allows for 
misoprostol to be taken in a patient’s home, it does 
not permit mifepristone to be provided from GP prem-
ises or for non-doctors to prescribe abortion medica-
tion.3 If GPs, midwives and nurses could all provide 

abortion care (as women in this study would like) it 
would not only increase the accessibility of abortion 
services, but the wider range of healthcare providers 
would contribute to normalising the abortion process 
and lessening stigma.15

EMA with self-administration of misoprostol at 
home3 and self-assessment of the success of the proce-
dure9 has vastly decreased the ‘body work’ that is 
required of healthcare professionals during abortion 
care,16 potentially making it more acceptable for a 
wider range of healthcare professionals to provide the 
services. In light of this, the views of GPs, nurses and 
midwives in the UK on potentially providing medical 
(and surgical) abortion care should be investigated. 
Surprisingly, although the introduction of buffer zones 
was ranked positively by over half of women, very few 
women had first-hand experience of protestors outside 
the clinic.

A strength of this study is the good response rate, 
and demographic similarity between participants and 
the wider population of women requesting abor-
tion care in the region.17 It is possible, however, that 
this study may not represent the opinions of women 
seeking abortion care in other parts of Scotland, 
including rural and remote areas – this is a limitation 
of a single-site study within a city centre where NHS 
healthcare is provided. Additionally, women with 
poor English skills were excluded from this study. 
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Therefore, opinions of these minority groups are not 
represented in this research; this provides an area of 
focus for future studies. Future research should also 
examine women’s views on improvements in surgical 
abortion care, despite medical abortion being the most 
common method of abortion in Scotland (90.1% of all 
abortions in 2017).18

Although the questionnaire used predefined lists of 
options based on current literature and had input from 
a PPI group, a drawback was its inability to capture 
novel opinions or women’s reasons for their rankings. 
Further qualitative research in this area would provide 
important opportunities to receive and understand 
women’s unique opinions on this topic.

conclusIons
Although there have been many improvements to 
abortion care in Great Britain since the legalisation 
of abortion, this study shows that women would like 
shorter waiting times to access abortion care and to 
access it from a greater range of community providers.

Acknowledgements The authors wish to thank Anne 
Johnstone for overseeing the running of the project and for 
facilitating patient and public involvement (PPI), the clinic 
staff who distributed the questionnaires, and the women who 
participated in this study.

Contributors SC conceived the idea for the research, supervised 
the project and helped edit the paper. JLS developed the 
questionnaire, conducted the research and the analysis, 
interpreted the data, and drafted the paper. Both authors 
approved the final draft of the paper.

The authors have not declared a specific grant for this research 
from any funding agency in the public, commercial or not-for-
profit sectors.

Competing interests None declared.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; externally 
peer reviewed.

reFerences
 1 Kerslake D, Casey D. Abortion induced by means of the 

uterine aspirator. Obstet Gynecol 1967;30.
 2 Smith W. Great Britain second country to allow use of RU-486. 

Plan Parent Eur 1991;20.
 3 Scottish Government Health and Social Care Directorates 

(SGHSC). Abortion: improvement to existing services: 
approval for misoprostol to be taken at home, 2017. Available: 
https://www. sehd. scot. nhs. uk/ cmo/ CMO( 2017) 14. pdf 
[Accessed 2 May 2018].

 4 Cameron ST, Glasier A, Dewart H, et al. Telephone follow-up 
and self-performed urine pregnancy testing after early medical 
abortion: A service evaluation. Contraception 2012;86:67–73.

 5 Aiken ARA, Guthrie KA, Schellekens M, et al. Barriers 
to accessing abortion services and perspectives on using 
mifepristone and misoprostol at home in Great Britain. 
Contraception 2018;97:177–83.

 6 Purcell C, Cameron S, Lawton J, et al. Self-management of first 
trimester medical termination of pregnancy: a qualitative study 
of women’s experiences. BJOG 2017;124:2001–8.

 7 Heller R, Purcell C, Mackay L, et al. Barriers to accessing 
termination of pregnancy in a remote and rural setting: a 
qualitative study. BJOG 2016;123:1684–91.

 8 Dennis A, Blanchard K, Bessenaar T. Identifying indicators 
for quality abortion care: a systematic literature review. J Fam 
Plann Reprod Health Care 2017;43:7–15.

 9 Millar SL, Cameron ST. Comparison of two low-sensitivity 
urine pregnancy tests for confirming the success of early 
medical abortion. BMJ Sex Reprod Health 2018;44:54–7.

 10 Ingham R, Lee E, Clements SJ, et al. Reasons for second 
trimester abortions in England and Wales. Reprod Health 
Matters 2008;16:18–29.

 11 Kumar A, Hessini L, Mitchell EMH. Conceptualising abortion 
stigma. Cult Health Sex 2009;11:625–39.

 12 Royal College of Obstetricians and Gynaecologists. The 
care of women requesting induced abortion (Evidence-based 
Clinical Guideline No. 7), 2011. Available: https://www. rcog. 
org. uk/ en/ guidelines- research- services/ guidelines/ the- care- 
of- women- requesting- induced- abortion/ [Accessed 2 May 
2018].

 13 World Health Organization. Health worker roles in providing 
safe abortion care and post-abortion contraception, 2018. 
Available: http://www. who. int/ reproductivehealth/ publications/ 
unsafe_ abortion/ abortion- task- shifting/ en/ [Accessed 18 June 
2018].

 14 Pinter B, Aubeny E, Bartfai G, et al. Accessibility and 
availability of abortion in six European countries. Eur J 
Contracept Reprod Health Care 2005;10:51–8.

 15 Goldbeck-Wood S. Reforming abortion services in the UK: less 
hypocrisy, more acknowledgment of complexity. J Fam Plann 
Reprod Health Care 2017;43:3–4.

 16 Purcell C, Cameron S, Lawton J, et al. The changing body 
work of abortion: a qualitative study of the experiences of 
health professionals. Sociol Health Illn 2017;39:78–94.

 17 Baron C, Cameron S, Johnstone A. Do women seeking 
termination of pregnancy need pre-abortion counselling? J Fam 
Plann Reprod Health Care 2015;41:181–5.

 18 Information Services Division (ISD) Scotland. Abortion 
statistics. Year ending 31st December 2017, 2018. Available: 
https://www. isdscotland. org/ Health- Topics/ Sexual- Health/ 
Publications/ 2018- 05- 29/ 2018- 05- 29- Terminations- 2017- 
Report. pdf [Accessed 19 June 2018].

 19 McLoone P. Carstairs scores for Scottish postcode sectors from 
the 2001 census, 2004. Available: http://www. sphsu. mrc. ac. uk/ 
library/ other reports/Carstairs_ report. pdf [Accessed 2 May 
2018].

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://jfprhc.bm

j.com
/

B
M

J S
ex R

eprod H
ealth: first published as 10.1136/bm

jsrh-2018-200264 on 26 A
pril 2019. D

ow
nloaded from

 

http://www.ncbi.nlm.nih.gov/pubmed/5338708
http://www.ncbi.nlm.nih.gov/pubmed/12284548
https://www.sehd.scot.nhs.uk/cmo/CMO(2017)14.pdf
http://dx.doi.org/10.1016/j.contraception.2011.11.010
http://dx.doi.org/10.1016/j.contraception.2017.09.003
http://dx.doi.org/10.1111/1471-0528.14690
http://dx.doi.org/10.1111/1471-0528.14117
http://dx.doi.org/10.1136/jfprhc-2015-101427
http://dx.doi.org/10.1136/jfprhc-2015-101427
http://dx.doi.org/10.1136/bmjsrh-2017-101868
http://dx.doi.org/10.1016/S0968-8080(08)31375-5
http://dx.doi.org/10.1016/S0968-8080(08)31375-5
http://dx.doi.org/10.1080/13691050902842741
https://www.rcog.org.uk/en/guidelines-research-services/guidelines/the-care-of-women-requesting-induced-abortion/
https://www.rcog.org.uk/en/guidelines-research-services/guidelines/the-care-of-women-requesting-induced-abortion/
https://www.rcog.org.uk/en/guidelines-research-services/guidelines/the-care-of-women-requesting-induced-abortion/
http://www.who.int/reproductivehealth/publications/unsafe_abortion/abortion-task-shifting/en/
http://www.who.int/reproductivehealth/publications/unsafe_abortion/abortion-task-shifting/en/
http://dx.doi.org/10.1080/13625180500035231
http://dx.doi.org/10.1080/13625180500035231
http://dx.doi.org/10.1136/jfprhc-2016-101696
http://dx.doi.org/10.1136/jfprhc-2016-101696
http://dx.doi.org/10.1111/1467-9566.12479
http://dx.doi.org/10.1136/jfprhc-2014-101161
http://dx.doi.org/10.1136/jfprhc-2014-101161
https://www.isdscotland.org/Health-Topics/Sexual-Health/Publications/2018-05-29/2018-05-29-Terminations-2017-Report.pdf
https://www.isdscotland.org/Health-Topics/Sexual-Health/Publications/2018-05-29/2018-05-29-Terminations-2017-Report.pdf
https://www.isdscotland.org/Health-Topics/Sexual-Health/Publications/2018-05-29/2018-05-29-Terminations-2017-Report.pdf
http://www.sphsu.mrc.ac.uk/library/other%20reports/Carstairs_%20report.%20pdf
http://www.sphsu.mrc.ac.uk/library/other%20reports/Carstairs_%20report.%20pdf
http://jfprhc.bmj.com/

	Current barriers, facilitators and future improvements to advance quality of abortion care: views of women
	Abstract
	Introduction
	Methods
	Patient and public involvement

	Results
	Barriers to seeking abortion services
	Facilitating factors
	Future improvements to abortion services

	Discussion
	Conclusions
	References


