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Abstract: Abortion in Ghana is legally permissible under certain conditions. Updated in June 2021, the
National Comprehensive Abortion Care Services Standards and Protocols included telemedicine as a
recognised option for early medical abortion (EMA). Subsequently, Marie Stopes Ghana launched this pilot
project to understand the feasibility and acceptability of providing EMA services through telemedicine. The
pilot evaluation drew on two research protocols – a process evaluation and a qualitative study. The process
evaluation focused on existing routine data sources and additional pilot-specific monitoring, while the
qualitative protocol included in-depth interviews with a range of key stakeholders, including telemedicine
and in-person patients, healthcare managers, and service providers. Telemedicine for EMA is feasible,
acceptable, and has likely expanded access to safe abortion in Ghana. The MSIG telemedicine service
package enabled 97% of patients to have a successful EMA at home. Thirty-six per cent of the total 878
patients during the pilot reported that they had no other option for accessing an abortion. Patients described
telemedicine EMA services as a highly acceptable and appealing service option. Eighty-four per cent reported
they would opt for the telemedicine service again and 83% reported they were very likely to recommend the
service. There is potential for telemedicine to expand and improve access to critical SRH services. EMA via
telemedicine can be delivered effectively in a low-resource setting. This pilot also showed how telemedicine
provides access to patients who feel they do not have other safe service options, meeting specific patient
needs in terms of discretion, convenience, and timing. DOI: 10.1080/26410397.2023.2250621

Keywords: early medical abortion, sexual and reproductive health, family planning, telemedicine,
telehealth, digital health, Ghana

Introduction
Ghana is regarded as one of the countries in sub-
Saharan Africa that has a liberal abortion law.
According to the 1985 amendment of the 1960

law, abortion is permitted in cases of rape, incest,
defilement of a mentally handicapped woman, if
the life or health of the woman is in danger, or
if there is risk of fetal abnormality. However,
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until a 2021 revision of the Ministry of Health
(MoH) comprehensive abortion care guidelines,
abortion services were required to be provided
by registered and trained health personnel in an
approved facility.1

Even in settings with more liberal abortion
regulations, abortion remains inaccessible for
many people. Factors impeding access include
stigmatisation of abortion, poor knowledge of
abortion’s legal status among the public and
medical professionals as well as misperceptions
about the safety of legal abortion, a lack of provi-
ders, the need to travel long distances to reach
care, inconvenient clinic hours or the inability to
make appointments, and the costs associated
with both care and accessing care.2 Furthermore,
in Ghana, misoprostol and/or the combination
of misoprostol and mifepristone are only per-
mitted to be sold as prescription-only medications
in pharmacies, creating a barrier in access to qual-
ity products for safe self-managed medical
abortions.3

Given these various access barriers, many
women in Ghana continue to seek unsafe abor-
tion services, which often fall outside of the
legal framework, with an estimated 71% of all
abortions nationally occurring illegally.4 The
treatment rate for women experiencing compli-
cations resulting from an unsafe abortion was
higher for women obtaining an illegal abortion
(5.2 per 1000 women aged 15–49) than for
those obtaining a legal one (0.5 per 1000
women aged 15–49).4 Complications from
unsafe abortions contribute substantially to
Ghana’s high maternal mortality, which was
estimated at 310 maternal deaths per 100,000
live births in 2017.2

In June 2021, the Ghana Health Service (GHS)
issued updated guidance on comprehensive abor-
tion care, allowing remote counselling and assess-
ment of patients for provision of early medical
abortions (EMA), to further increase access to
safe abortion and post-abortion care.

Telemedicine, the provision of health care at a
distance through technology, can expand access to
high-quality care by increasing availability, redu-
cing costs, and offering a patient-centred
approach. There have been numerous studies
showing the safety, effectiveness, and acceptabil-
ity of telemedicine contraception and medical
abortion services in other contexts, such as the
UK, USA, Australia, and South Africa. However,
none look specifically at the feasibility of such a

model in a low-resource setting like Ghana or else-
where in sub-Saharan Africa.5–8

Ghana has had a rapidly growing technology
sector, with recent large investments in financial
technology and moves by big technology compa-
nies, such as Twitter setting up its African head-
quarters in Ghana and the 2019 launch of
Google’s AI lab in Accra. Increasing internet con-
nection and use of smartphones in Ghana is sup-
porting the thriving tech market, with an
internet penetration of 46.5%, which is higher
than the African average of 39.3%.9

In line with internet penetration, Ghana also
has the highest mobile penetration in West Africa
and already outperforms many of its regional
peers. By the end of 2019, mobile adoption was
at 55%, higher than the regional average of
45%.10 A more recent survey in 2021 estimated
that 98% of internet users in Ghana aged 16–64
years owned a mobile phone of any type. Accord-
ing to the same survey, 99% had smartphones,
while another 18% owned feature phones.11 The
current internet and mobile penetration means
a large portion of the population can be served
effectively through digital services.

Mobile technology has already had an impact
on several sectors across the economy, including
financial services, health, agriculture, transpor-
tation, and education. A clear example is the
case of the financial services sector; in 2018,
more than GHS220 billion/US$ 38.5 billion (169%
compound annual growth rate since 2012) worth
of transactions were conducted using mobile
money.10 There are 13.1 million active mobile
money accounts, higher than the 12 million regis-
tered bank accounts, indicating that mobile tech-
nology is playing a key role in supporting financial
inclusion across the country.10

Building on the increasing access to digital
innovations with the growth in internet pen-
etration, mobile phone access, and mobile
money usage, MSI Ghana (MSIG) piloted a teleme-
dicine model for EMA with the aim of expanding
access to safe abortion care by addressing the
structural barriers that were exaggerated by
COVID-19 lockdowns in 2020. MSIG – a registered
and accredited health institution in Ghana that
provides sexual and reproductive health services
through a network of private facilities and Out-
reach models across Ghana – launched the tele-
medicine model as a small-scale phased pilot in
two regions in Ghana. The first phase of the
pilot focused on the Ashanti region in July 2021,
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operating from the Santasi clinic in Kumasi (Gha-
na’s second-largest city). The second phase started
in Accra, the capital city, in October 2021.

In this new pathway to abortion care, eligibility
for EMA via telemedicine is assessed during the
patient’s initial call with MarieCall, the MSIG con-
tact centre. MarieCall is a toll-free hotline that is
managed by agents trained to respond to a wide
range of questions on sexual and reproductive
health and to refer patients to MSIG services as
needed. If a caller requests information about
abortion services, the contact centre agents pre-
sent the telemedicine option. If the caller shows
interest in this option, they are screened using
safeguarding, legal, and clinical eligibility scripts.
Once eligibility and interest in the option are con-
firmed, they are booked for an in-depth telephone
consultation with a trained healthcare provider.
At this point, the patient is charged a consultation
fee that is paid via mobile money.

During the remote consultation by phone, the
healthcare provider goes through full counselling
and clinical eligibility for EMA, collects the
patient’s consent to proceed and provides detailed
instructions on how to take the medication.
Patients are given the choice to receive their
EMA medication via a courier service or to collect
it from an MSIG clinic. A further payment is taken
at this point, also by mobile money, for the EMA
service and any delivery fees.

The pack includes discreet outer packaging, the
medical abortion (MA) product (combination mife-
pristone and misoprostol regime) along with a
simple, visual medication leaflet, pain medi-
cation, a pregnancy test, condoms, and a short-
term contraceptive method (oral contraception
or self-injectable DMPA-SC) if chosen during the
consultation. All MSIG patients, including those
using the telemedicine EMA service, have access
to support from the MSIG contact centre and are
encouraged to use this. Approximately seven
days after the patient takes the abortion medi-
cation, the contact centre also makes a routine
follow-up call to verify that the abortion is com-
plete and to check for any complications or side-
effects. If a physical assessment or further care is
required, the patient is referred to their nearest
medical facility.

This article presents results from both a process
evaluation of the pilot as well as an exploratory
qualitative study that took place during the
pilot. Results therefore draw on mixed methods,
combining existing routine data sources,

alongside pilot-specific monitoring and in-depth
qualitative interviews. The research aimed to
understand the feasibility and acceptability of
EMA via telemedicine in the Ghanaian context,
as well as to understand patients’ own experiences
with this new pathway and their preferences for
self-care.

Methods
Partnership and study design
This mixed-methods process evaluation and quali-
tative study was a collaborative effort between
researchers at MSI Reproductive Choices (MSI),
MSI Ghana (MSIG), the Ghana Health Service
(GHS), a research team from the University of
Ghana and D&D Consulting (a Ghana-based
research hub with ties to the School of Health
Sciences and School of Public Health). MSI led
on the protocol design and implementation for
the process evaluation while the D&D consulting
research team led on the protocol design and
implementation of the qualitative component.

Study setting
Qualitative study
Data collection for the qualitative interviews was
completed across both pilot areas – Accra and
Kumasi – between April and June 2022.

Process evaluation
All routine data were collected from both pilot
areas throughout the full pilot period from July
2021 through July 2022.

Data sources and sample size
Three key data sources were drawn on for the
evaluation including qualitative interviews, rou-
tine data systems, and pilot-specific monitoring.

Qualitative study
A total of 38 interviews were completed with MSIG
patients accessing EMA and contraceptive services
through telemedicine (n= 12), non-telemedicine
MSIG EMA and contraceptive patients (n= 14),
MSIG service providers (n= 5), members of the
MSIG telemedicine project team (n= 3), and key
policy (GHS) & community stakeholders (n= 4).

Process evaluation: routine data systems
Several existing management information systems
and data sources were already in place to support
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the monitoring of the telemedicine pilot. These
included:

. MSIG’s electronic health records database cap-
turing patient-level information on all services
delivered in MSIG clinics including patient
registration information.

. MSI’s finance database used for global tracking
of programme spending and income.

. Customer relationship management system
which logs details of all outbound and inbound
calls managed by the MSIG contact centre.

. Clinical incident tracker of all reports (and out-
comes) of reported clinical incidents.

Process evaluation: pilot-specific monitoring
Given the new model of service delivery,
additional monitoring was put in place to capture
key data along the patient journey and to ensure
that patient and staff experience of the pilot were
captured at key time points. These included:

. An Excel-based courier tracker which moni-
tored details of all telemedicine deliveries (n
= 770).

. A secure online clinical follow-up form was
used to capture information from the clinical
follow-up calls with each EMA patient (n= 431).

. All patients reached for their clinical follow-up
call were also invited to provide feedback on
their service. They could do this over the
phone or through a link to a secure electronic
form. This was sent to a secure server that
stored all patient feedback data. This article
reflects the feedback collected from April to
September 2022 (n= 108), due to changes
that were implemented in this data collection
in the first few months of the pilot.

. A short online staff feedback survey was shared
with MSIG personnel supporting the telemedi-
cine pilot (n= 11).

Participant recruitment
Qualitative study
Staff of the MSIG clinics involved in the pilot were
informed of the patient profiles (inclusion and
exclusion criteria) needed for the study. The staff
approached eligible patients and explained the
study to them in detail based on a standardised
information sheet. Patients who agreed to be re-
contacted were contacted by research assistants
to have the study explained fully and obtain for-
mal consent.

Service providers and the project team man-
agers were recruited from within the health
facility.

Process evaluation
All patients who were re-contactable at the 7-day
follow-up call were offered the opportunity to
complete the patient feedback questionnaire.

All staff supporting the telemedicine pilot were
requested to complete the staff feedback survey
and provided a link to the online form.

Data collection
Qualitative study
An appointment was set up with patients who
agreed to take part in the study. They were
given the option of a face-to-face interview at
their preferred location or being contacted by tel-
ephone. All telemedicine and non-telemedicine
patients preferred to be interviewed via telephone
and interviews were conducted in English and
other local languages, based on the patient’s pre-
ference. The participants were assured that their
responses would be kept confidential and that
their participation would not affect the services
they receive from the health facility.

Interviews with service providers and other pro-
ject staff tool place at the health facility in a pri-
vate space. Policymakers from Ghana Health
Service and other key stakeholders were visited
at their offices or interviewed online depending
on their preferences and availability.

Process evaluation
All routine data systems were updated as needed
before the launch of the pilot to capture the
agreed-upon key performance monitoring indi-
cators. Data were reviewed on at least a monthly
basis to monitor performance and ensure data
quality.

Analysis
Qualitative study
All interviews were transcribed verbatim. We
adopted the model for inductive thematic ana-
lyses by Braun and Clarke.12 This involved: (1) fam-
iliarisation with the data; (2) systematic data
coding; (3) generating initial themes; (4) develop-
ing and reviewing themes; (5) refining, defining,
and naming themes; and (6) writing the report.
An initial codebook was created manually in
Excel from the interview transcripts and the final
coding was completed in Nvivo QSR qualitative
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software. For this article, only the results of the
analysis of the transcripts of the interviews con-
ducted with EMA patients have been presented.

Process evaluation
Before the start of the pilot, key process and out-
come indicators were defined collaboratively
between MSI, MSIG, and GHS. This formed the
framework for the final analysis at the end of
the pilot. Data analysis was completed by two
researchers using both Excel and Stata 15, based
on the type of analysis required and the available
data.

Ethical considerations
The independent ethics review committee of MSI
Reproductive Choices, based in the United King-
dom, reviewed and approved the study protocol
(protocol number: 008-21, approved 17 Septem-
ber 2021). Both protocols also secured local ethi-
cal approval from the Ghana Health Service
Ethics Review Committee (review number GHS-
ERC:008/11/21, approved 20 December 2021).

Results
The MSIG contact centre discussed EMA via tele-
medicine during more than 2500 calls during
the pilot (July 2021–July 2022). As well as a small
proportion specifically enquiring about telemedi-
cine, contact centre agents identified further call-
ers enquiring about their pregnancy options for
whom telemedicine might be appropriate.

Almost half (40%, 1005/2502) of calls during
which telemedicine was discussed resulted in a
telemedicine EMA (TM EMA) consultation being
booked. Feedback from contact centre agents
indicated the remainder were generally either
referred to an MSIG clinic or Bluestar (MSIG fran-
chise) clinic instead or were not ready to commit
to any of the offered service options, seeking
only advice on potential options at that stage.

A short set of screening questions was then
used to ensure that callers found this new
model of service delivery acceptable and feasible
prior to proceeding with booking a consultation
with a provider. Almost a third (31%, 651/2102)
who were screened were unable to confirm that
they would be able to receive a delivery or pick-
up the medication from an MSIG clinic. An even
higher proportion (45%, 950/2096) did not feel
they could find a private space to complete the
consultation over the phone.

Patients reported a very positive experience with
the MSIG contact centre in the patient feedback
questionnaire: 99% (107/108) described their experi-
ence as good or very good with 76% (82/108) rating
it as “very good”. 100% (108/108) of patients
reported getting a telemedicine appointment
within one working day. This satisfaction with the
contact centre interaction and booking process
was reinforced in the qualitative interviews: “The
quick response was everything I needed and that
was excellent on the part of the Contact Centre.
They are very polite and makes you feel comfortable
to talk to” (In-depth interview, TM EMA patient).

During the 13 months of the initial pilot, 87%
(878/1005) of the patients booked for a telemedi-
cine EMA consultation resulted in a TM EMA service
(Figure 1). Reasons for non-conversion from consul-
tation to service included patients changing their
mind about the service entirely (and choosing to
continue with the pregnancy), patients preferring
to visit an MSIG or Bluestar clinic, or patients
being found ineligible for the service. Service num-
bers for Phase 1 (Kumasi only) were relatively low
(average of 6 services per month), with greater
scale achieved once the pilot extended to Accra in
November 2021 (Phase 2). Since January 2022
MSIG have been serving an average of 107 women
each month with EMA service via telemedicine.

Post-abortion family planning (PAFP) was dis-
cussed with all telemedicine patients as part of
their initial consultation, with the option to
receive pills or a self-injectable contraceptive
method as part of the TM package, or to visit an
MSIG clinic for a long-acting method. Over the
pilot period, on average, almost half (44%, 385/
878) of TM EMA patients accepted a method of
PAFP, with pills being slightly more often the
method chosen (Figure 2). Despite almost half of
all TM EMA patients accepting a PAFP method,
the qualitative findings revealed that the actual
use of the methods provided was likely lower.
Many TM EMA patients interviewed who accepted
a short-term family planning method as part of
their EMA service described being reluctant to go
on the pill or use the injectable. Negative percep-
tions about the use of hormonal contraception,
and especially long-acting methods, persisted
among those interviewed.

Establishing an effective and efficient systemwith
a courier service was feasible in both pilot areas.

“For me, the fact that they delivered it and I didn’t
have to go and pick it up myself [is why I chose the
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TM option]. I was even telling my friends. I con-
tacted them within a couple of hours I received it
that very day a couple of hours later from when I
initially contacted them… it’s just amazing.” (In-
depth interview, TM EMA patient)

Patients had a strong preference for a delivery
over picking-up, with 87% (101/770) opting for
delivery, and 98% of dispatched products were
received by patients during the pilot. In Kumasi,
there was a slightly higher preference for clinic
pick-up, with 17% (14/69) opting to pick-up the
MA pack compared to 11% (87/701) in Accra.

Following their consultation and with the
additional information provided with the MA
pack, patients felt very comfortable managing
the MA and prepared for side-effects or compli-
cations, with 83% reporting that they felt very
comfortable with taking the medication (Table
1). This was also reinforced in the qualitative

interviews, with patients reporting that they felt
supported by the providers and the option to re-
contact them for any reason:

“As I said immediately, I encountered any problem
and I gave them a call they are quick to pay atten-
tion to me, answer my question no matter how long
I took on the phone no matter how many questions
I must ask they are ready to attend to it. And they
assure me that everything was going to be fine
and if I don’t feel okay, I shouldn’t hesitate to
come over, so they look at it.” (In-depth interview,
TM MA patient)

A very small proportion (1%, 2/431) of patients
reported taking the pills incorrectly. In these
cases, the patients had confused the timings, or
sequence of the pills, likely rendering the regimen
ineffective. A similarly small proportion (1%, 5/
431) also changed their mind about taking the pills.

Figure 1. EMA telemedicine services booked and provided

Figure 2. PAFP uptake by method type (July 2021–July 2022)
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Most patients reported many of the expected
symptoms of an EMA (Table 2). Many described
the cramping and bleeding they experienced as
worse than a period. Despite this, almost all
patients (96%, 409/426) felt able to manage any
pain. Pain medication was offered as part of the
MA pack and discussed during the initial consul-
tation. This seems to have successfully equipped
patients to manage their pain when self-
administering.

Among those we were able to track and who had
completed the regimen, 97% (410/425) reported a
complete medical abortion accessed via telemedi-
cine. However, a significant proportion (42%, 309/
740) of patients were unreachable for their post-ser-
vice clinical check-up, and therefore the outcome of
their experience is unknown. Contact centre agents
attempted to contact all patients 6–7 days following
their service. Follow-up calls were important in
catching a small number of clinical incidents. In

Table 1. Patient-reported comfort with taking the medical abortion medication and
managing any symptoms or complications

Very
uncomfortable

Somewhat
uncomfortable Neither

Somewhat
comfortable

Very
comfortable

# % # % # % # % # %

How comfortable were you
about how to take
the medication?

0 0% 1 1% 2 2% 15 14% 90 83%

How comfortable were you
that you understood what to
expect in terms of the risks and
side effects of the medication?

0 0% 1 1% 6 6% 24 22% 77 71%

How comfortable were you that
you knew what to do if you
experienced any problems after
taking the medication?

1 1% 0 0% 5 5% 18 17% 84 78%

Source: Patient feedback questionnaire (n= 108).

Table 2. Patient-reported experience of their early medical abortion

Yes No Don’t know

# % # % # %

Vomited within an hour of taking Mifepristone 341 80% 85 20% 0 0%

Experienced cramping 375 88% 51 12% 0 0%

Cramping was worse than regular period 290 68% 124 29% 13 3%

Experienced bleeding 413 97% 13 3% 0 0%

Bleeding was heavier than regular period 341 80% 77 18% 9 2%

Reported passing clots/tissue 392 92% 30 7% 4 1%

Felt able to manage pain 409 96% 17 4% 4 1%

Source: Patient follow-up data, patients who had completed the regimen (n= 426).
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2022, MSIG saw one serious and four minor inci-
dents for 746 MA services delivered via telemedi-
cine.* This compares to zero serious and six minor
incidents for 5600 MA services in MSIG clinics. A
small proportion of patients not experiencing an
incident were also referred to clinics for further
assessment.

In terms of overall acceptability and accessibil-
ity, telemedicine services were perceived to be
affordable for more affluent patients who value
the convenience of the service. Most patients
found the price to be reasonable due to the
added value of the convenience of not needing
to go to the facility as well as the travel cost saved:

“I don’t really know but I think it’s cheaper [than in-
facility service]… I didn’t have time to be there in
the hospital. I think it will cost me much more if I
go there… ” (In-depth interview, TM MA patient)

“I think [the cost] it’s fine. If I were to pick a car to
their office, it’s kind of equal to paying for the tele-
medicine.” (In-depth interview, TM MA patient)

Other patients found the cost for EMA via teleme-
dicine (approx. $US 36) to be expensive as the
same product can be accessed from a pharmacy
for one-sixth of the cost:

“[The cost is] Very expensive. It was later I realized
the drug can later be bought in town. It’s expensive
because the drug they gave me a friend of mine
bought the same drug and it was 50 cedis and I
had to pay 300 cedis plus the consultation every-
thing was like 400 and something.” (In-depth inter-
view, TM MA patient)

Despite the cost, the telemedicine service option
does appear to be expanding access to patients
who might otherwise have no other option for
the service. Over one-third of patients (36%) felt
they had no other option. The majority (88%) of
TM MA patients were new to MSIG and a high pro-
portion were students (45%) or professionals (34%).
This profile data indicates that student-/ univer-
sity-focused promotional activities had been suc-
cessful and that the telemedicine model appears
to especially suit students and young

professionals, who may not otherwise be able to
access MSIG’s in-facility services or other options
for abortion care.

There is high acceptability and satisfaction
among patients, with 85% (91/108) reporting
they would opt for the telemedicine option, over
the phone (80%, 86/108) or video link (5%, 5/
108), if they needed the service again in the
future. Furthermore, 83% (92/108) patients
reported that they are very likely to recommend
MSIG’s telemedicine services.

“Marie Stopes is one of the best services I’ve
received, and their telecommunications service
was good from start till completion… The fact
that they even called to check on me during the
stress was a plus. I am satisfied.” (Patient feedback
questionnaire, TM EMA patient)

Patients specifically reported high satisfaction
with their telemedicine consultation experi-
ence. Patients were positive about the clarity
of information and the quality of care pro-
vided over the phone. The majority reported
that they were able to find a private place
for the call (97%, 105/108) and that it was
easy to hear the provider during the call
(96%, 104/108). Patients also reported that
the provider definitely (89%, 96/108) or mostly
(10%, 11/108) gave them information during
the consultation in a way that they could
understand.

“Experience? oh, it was good. They really attended
to everything. They were attentive to everything. I
had doubts and when I called, they were very atten-
tive to my problems.” (In-depth interview, TM EMA
patient)

Discussion

The evaluation suggests that telemedicine can
successfully expand access to early medical abor-
tion (EMA) for women in Ghana. While the age pro-
file of telemedicine EMA patients during the pilot
was like that seen in MSIG clinics, telemedicine
services reached a higher proportion of students
and young professionals. Qualitative data indi-
cates that it was the discretion and convenience
that made telemedicine a feasible and convenient
option, particularly for younger women. Patient
feedback data showed that 36% of patients felt
they had no other option for accessing EMA.
Further, MSIG clinic patient numbers do not

*The serious incident was referred for emergency care having
reported lower abdominal pain during clinical follow-up call
(ectopic pregnancy). Three of the minor incidents were method
failures and were referred to and provided with a vacuum
aspiration service in MSIG clinic. One remained undetermined
(patient may not have been pregnant).
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appear to have been negatively impacted by the
introduction of telemedicine. Together these
insights suggest that the telemedicine pilot was
able to reach a new patient base with the option
of early medical abortion.

As well as being effective at expanding access
for some patients, data show that EMA TM services
were generally a highly acceptable and appealing
option, successfully equipping women to self-
manage their early medical abortion. Our evalu-
ation data indicate similar results to other studies
in terms of the feasibility and safety of self-admin-
istration of early medical abortion outside of a
clinic-setting.5–8 Patients were extremely positive
about their EMA telemedicine experience, rating
highly their interactions with the MSIG contact
centre, the information provided during their vir-
tual clinical consultation, and the printed
material provided as part of the medication
pack. In addition, feedback data provide insight
into patient comfort levels with self-adminis-
tration following their virtual consultation. Most
reported they were comfortable taking the medi-
cation (97%, 105/108), that they understood the
risks (93%, 101/108) and knew what to do if they
experienced any problems (95%, 102/108). Almost
all (96%, 104/108), were able to manage any pain
they experienced. The majority, 83% (92/108),
were very likely to recommend the service to
others and 85% (91/108) would opt for TM again
in the future. These positive experiences of early
medical abortion are critical for ensuring positive
word of mouth and peer support for safe self-care
in the future and avoiding the possibility of
women reverting to unsafe options.

Finally, the evaluation provides important
insight into the infrastructure necessary to offer
EMA via telemedicine. The pilot took place in
the context of significant improvements in con-
nectivity, making telemedicine a viable means
by which to access healthcare for a growing num-
ber of women, particularly in urban areas. The
MSIG TM model was also able to leverage existing
and established contact centre resource to posi-
tive effect. This emerged as key to creating aware-
ness of the telemedicine option among patients,
facilitating mobile money payments and appoint-
ments for a virtual consultation with a health pro-
vider and in the provision of ongoing follow-up
care and support to patients. However, many call-
ers with whom telemedicine was discussed did not
find key elements of the model (the delivery, pick-
up options, finding a private space to have the

phone consultation and payment by mobile
money) acceptable or feasible. Improvements in
delivery, connectivity, and payment infrastruc-
ture, as well as awareness and comfort in using
the same, will be required if this service model
is to truly expand access. Among those who did
complete their phone consultation and proceed
with the service, most patients preferred to have
their medication pack delivered. This preference
highlights the importance of ensuring that the
delivery services are well set-up to support the
timely delivery of medications, and continuously
monitored and maintained to support this.

Implications and recommendations
Not reflected in the evaluation findings, but criti-
cal to feasibility of the MSIG pilot, were the Ghana
regulations regarding access to medical abortion
outside of a clinic setting as well as those stating
that medical abortion drugs require a prescrip-
tion. This enabled the introduction of telemedi-
cine in a context where the only other legal
option for women to access early medical abor-
tion is in a clinic setting. In contexts where medi-
cal abortion products can be accessed without
prescription, for example in a pharmacy over
the counter, the impact of telemedicine on access
and the expansion of self-care is unlikely to be the
same.

This evaluation and pilot primarily focused on
early medical abortion. However, the findings
suggest that there is potentially a broader oppor-
tunity for telemedicine to be an effective option
for supporting women and girls to self-manage
their sexual and reproductive health. This evalu-
ation showed that the combination of contact
centre support, virtual clinical consultation, and
printed information was effective at equipping
women to self-administer EMA. This raises the
question of what other SRH services could be pro-
vided via telemedicine with the same positive
benefits (discretion, convenience) to the patient.

In terms of expanding access to safe abortion,
this evaluation suggests that telemedicine can be
a valuable option to consider for those opting
for an early, medical, abortion. However, indica-
tive data from this evaluation and elsewhere indi-
cate that some women will always prefer a
surgical option, and that others will require surgi-
cal post-abortion care. It is critical that early medi-
cal abortion via telemedicine is offered alongside
surgical and in-clinic options, to ensure women
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have the options they deserve as well as access to
post-abortion care, if they should so need it.

Also critical to the feasibility of this pilot was
the collaboration with the Ghana Health Service
(GHS), who lent their support and technical over-
sight to the pilot. The strong partnership between
MSIG and GHS during this pilot allowed for regular
review of the pilot progress and the inclusion of
the results of the evaluation in their ongoing
reflection on the future of telemedicine as a ser-
vice delivery model in Ghana. Based on the results
of this pilot and broader considerations, telemedi-
cine for early medical abortion will only be an
option in some contexts following revisions to
national healthcare policy. Government engage-
ment and support for pilots like this exploring
the feasibility of telemedicine to expand access
can help provide the necessary evidence and trig-
ger the necessary discussions to shape policy
decisions.

Limitations
This pilot evaluation was, in its definition, an
evaluation of a small-scale intervention and geo-
graphically limited. Therefore, results from this
pilot evaluation may not be representative to a
similar intervention at scale or to other geographi-
cal regions of Ghana. The two pilot intervention
areas were purposefully selected as they are the
country’s most urban and commercial centres.
When scaling to new regions, considerations
should be made around differences in digital lit-
eracy in the populations as well as other key infra-
structure components of a successful telemedicine
for EMA intervention.

While the MSIG contact centre agents
attempted to contact all patients 6–7 days after
they took the medical abortion medication,
there was a significant proportion (42%, 309/740)
of patients who were unreachable for their post-
service clinical check-up, and therefore the out-
come of their experience is unknown. This may
have biased our clinical follow-up results, if this
portion of the patient population experienced
different outcomes, than those who were reached.
However, we would assume that if they had
experienced any incidents or more extreme side
effects, they would have been more likely to
accept the follow-up call or reach out directly.

This pilot required the implementation of
additional monitoring systems, such as the patient
feedback form and courier tracker. Creating paral-
lel data systems required additional personnel

resource for maintenance as well as difficulties
in triangulation between data sources. If scaled,
this could create further challenges. Given this,
MSIG is exploring options to better integrate TM
monitoring into existing systems to mitigate the
risks associated with parallel systems.

Another data monitoring challenge and limit-
ation was the tracking of post-abortion family
planning (PAFP) uptake. In addition to short-
term methods included with their EMA pack,
patients were offered the option of visiting an
MSIG clinic to access a long-acting and reversible
(LARC) family planning method. Tracking EMA tel-
emedicine patients’ uptake of in-clinic PAFP ser-
vices was challenging during the pilot but will be
addressed (see above). Further, while a growing
proportion of telemedicine MA patients accepted
a short-term family planning method as PAFP
during the pilot, actual usage of these methods
is unknown.

Conclusion
These insights demonstrate the potential for tele-
medicine to expand and ensure access to critical
SRH services like EMA. This pilot showed how tele-
medicine provides access to patients who feel they
do not have other safe options, meeting specific
patient needs in terms of discretion, convenience,
and timing.

The findings from the pilot evaluation demon-
strate that early medical abortion via telemedi-
cine can be delivered effectively in a low-
resource setting, if some infrastructure consider-
ations are met (connectivity, delivery, and pay-
ment options). The process and resources put in
place by MSIG for the pilot were effective at sup-
porting patients through their telemedicine jour-
ney. Initial discussion of the telemedicine option
with the MSIG contact centre, the telemedicine
phone consultation and information provided in
the telemedicine MA pack were able to equip
patients to successfully self-administer at home.
MA success rates were high (c. 97%) and most
patients were comfortable managing any side
effects, with advice on hand from the MSIG con-
tact centre if they required ongoing support.

Given the clear benefits for those opting for tel-
emedicine EMA, and the acceptability and efficacy
of the option, a gap remains in learning how to
communicate and market this option, particularly
in contexts where this service delivery model is not
well understood, and this low awareness and
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understanding is accompanied by concerns about
key aspects of this way of accessing services. In
addition, further evidence is needed from a
broader range of settings to help influence
decision-making at the policy level to ensure
additional opportunities are opened for the intro-
duction of telemedicine.
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Résumé
L’avortement au Ghana est légalement autorisé sous
certaines conditions. Mis à jour en juin 2021, les
normes et protocoles nationaux sur les services de
soins complets pour avortement incluent désormais
la télémédecine comme option reconnue pour
l’avortement médicamenteux précoce. Par la suite,
Marie Stopes Ghana a lancé ce projet pilote pour

Resumen
En Ghana, el aborto es permitido por la ley
bajo ciertas condiciones. Las Normas y Protoco-
los Nacionales sobre Servicios de Atención Inte-
gral al Aborto, actualizados en junio de 2021,
incluían la telemedicina como una opción
reconocida para el aborto con medicamentos
temprano (AMT). Posteriormente, Marie Stopes
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comprendre la faisabilité et l’acceptabilité de ser-
vices d’avortement médicamenteux précoce pra-
tiqués par le biais de la télémédecine. L’évaluation
du projet pilote s’inspirait de deux protocoles de
recherche: une évaluation de processus et une
étude qualitative. L’évaluation de processus s’est
centrée sur les sources de données systématiques
existantes et sur un suivi additionnel propre au pro-
jet pilote, alors que le protocole qualitatif compor-
tait des entretiens approfondis avec un éventail
d’acteurs clés, notamment des patients en télémé-
decine et en personne, des gestionnaires de soins
de santé et des prestataires de services. La téléméde-
cine pour l’avortement médicamenteux précoce est
faisable, acceptable et a probablement élargi l’accès
à un avortement sans risque au Ghana. L’ensemble
de services de télémédecine de Marie Stopes Inter-
national Ghana a permis à 97% des patientes de pra-
tiquer avec succès un avortement médicamenteux
précoce à domicile. Au cours du projet pilote, 36%
des 878 patientes ont déclaré qu’elles n’avaient
pas d’autre option pour interrompre leur grossesse.
Les patientes ont décrit les services d’avortement
médicamenteux précoce par télémédecine comme
une option de service hautement acceptable et
attrayante. 84% ont affirmé qu’elles choisiraient à
nouveau le service de télémédecine et 83% ont
assuré qu’elles recommanderaient très probable-
ment le service. La télémédecine a le potentiel
d’élargir et d’améliorer l’accès aux services essentiels
de SSR. L’avortement médicamenteux précoce par
télémédecine peut être pratiqué efficacement dans
un environnement à faibles ressources. Ce projet
pilote a aussi montré comment la télémédecine
donne accès aux patientes qui estiment qu’elles
n’ont pas d’autres options sures de services, en
répondant à leurs besoins spécifiques en matière
de discrétion, de commodité et de ponctualité.

Ghana lanzó este proyecto piloto para enten-
der la viabilidad y aceptabilidad de proporcio-
nar servicios de AMT vía telemedicina. La
evaluación del piloto se basó en dos protocolos
de investigación: la evaluación del proceso y
un estudio cualitativo. La evaluación del pro-
ceso se enfocó en las fuentes de datos rutinar-
ios existentes y monitoreo adicional
relacionado específicamente con el piloto,
mientras que el protocolo cualitativo consistió
en entrevistas a profundidad con una variedad
de partes interesadas clave: pacientes vía tele-
medicina y en persona, administradores y pre-
stadores de servicios de salud. La telemedicina
para el AMT es factible y aceptable, y proba-
blemente amplió el acceso al aborto seguro
en Ghana. El paquete de servicios MSIG vía tel-
emedicina permitió al 97% de las pacientes
tener un AMT completo en su casa. Del total
de 878 pacientes durante el piloto, el 36%
informó que no tenía ninguna otra opción
para acceder al aborto. Las pacientes descri-
bieron los servicios de AMT vía telemedicina
como una opción de servicio muy aceptable
y atractiva. El 84% indicó que optaría nueva-
mente por el servicio vía telemedicina y el
83% dijo que era muy probable que recomen-
dara el servicio. Es posible que la telemedicina
se extienda y mejore el acceso a servicios esen-
ciales de SSR. El AMT vía telemedicina puede
realizarse de manera eficaz en entornos con
escasos recursos. Este piloto mostró que la tel-
emedicina ofrece acceso a las pacientes que
creen no tener otras opciones de servicios
seguros, y atiende necesidades específicas de
las pacientes con relación a discreción, conve-
niencia y momento oportuno.
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