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ABSTRACT

Background. Abortion is a common procedure in Australia; it is estimated that the rate is between 15
and 17 per 1000 women. Surgical and medical abortion options are available; however, the use of
medical abortion is not as common as in other similar countries. The aim of this study is to
understand preferences for the provision of early abortion services in Australia. Methods. We
conducted a survey of 821 members of an online panel representative of the Australian adult
general population. The survey consisted of a discrete choice experiment including 16 choice tasks
and a number of follow-up questions. A mixed logit model was used to analyse the responses to the
discrete choice experiment. Results. Respondents preferred services that provided surgical abortion
compared with early medical abortion (EMA). They preferred consultations with a specialist gynae-
cologist compared with a general practitioner (GP); consultations with a GP were preferred to those
with a nurse practitioner. Face-to-face consultations were preferred to telehealth. For EMA,
respondents preferred to collect medication from the doctor’s surgery rather than from a pharmacy
or to receive it by post. Overall, respondents preferred lower-cost services. There were no differences
in preferences between respondents with or without experience of abortion or between genders.
Conclusions. Respondents prefer abortion services with low out-of-pocket costs. Their reluctance
to use a nurse-led service may reflect the general public’s lack of understanding of and familiarity
with the training and expertise of nurse practitioners. Similarly, the safety and benefits of EMA
relative to surgery, including EMA delivered by telehealth, need to be emphasised.

Keywords: abortion services, Australia, discrete choice experiment, early medical abortion,
nurse-led care, preferences, primary care, telehealth.

Background

Abortion is a relatively common procedure in Australia. One in four women experience an
unintended pregnancy during their lifetime; approximately one-third of these pregnancies
end in abortion.! Although there is no national data collection, some recent estimates
(2017-2018) indicate that the abortion rate in Australia is between 15 and 17 per 1000
women.? Most, but not all, abortions in Australia are performed before 20 weeks’ gestation,
with ~2% of abortions performed after 20 weeks’ gestation.>

Abortion is legal throughout Australia. Surgical abortions are typically day procedures,
performed in a private clinic by a specialist gynaecologist, GP or other doctor trained in
conducting the procedure. Early medical abortion (EMA), the combination of mifepristone
and misoprostol (MS-2Step), is both safe and effective taken at home or in a clinic under the
care of a health professional.* EMA is supported by the World Health Organization from
both a public health and individual health perspective, and is registered in Australia for use
up until 9 weeks’ gestation. However, EMA does not appear to be as common in Australia as
itis in other similar countries; in most northern European countries, EMA accounts for two-
thirds of all abortions.® Currently in Australia, only 10% of (GPs are registered providers of
EMA, with 30% of pharmacies registered to dispense EMA medications.®

The efficacy of both first trimester surgical abortion and EMA is >95%, and complica-
tions are rare.” Access to abortion services can be challenging, particularly for women living
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in regional or rural areas. It has been suggested that EMA,
delivered face-to-face or by telehealth, is one way of overcoming
this barrier.® Cost may also be a barrier for women trying to
access early abortion (medical or surgical); currently, out-of-
pocket costs range from A$100 to A$800.

The policy of the Royal Australian and New Zealand
College of Obstetrics and Gynaecology is that access to a
range of medical and surgical abortion services should be
equitable and not limited by age, socioeconomic disadvantage
or geographic location.’ In the primary care setting, GPs are
ideally positioned to provide EMA as a core component of
sexual and reproductive health services. However, GPs face
structural and knowledge barriers in the provision of EMA,’
including legal requirements, stigma and lack of guidelines.'°
The provision of publicly funded first trimester surgical
abortion is rare, and community awareness and knowledge
of EMA is low.

Information from individuals seeking or accessing abortion
services indicated high levels of satisfaction with EMA and a
preference for self-administration at home,!! but being able to
choose the type and place of abortion method remained
important.'? However, there is limited understanding of the
preferences of the general public for the provision of early
abortion services, and no research has addressed this topic
in Australia. Discrete choice experiments (DCE) are an ideal
means to investigate the factors underlying such preferences.
The research question addressed in this study was, ‘What are
the preferences of the general public in Australia for the
delivery of abortion services?’. Information from this research
will allow the identification of the most important character-
istics of early abortion services, enabling input from
(potential) consumers to inform the design of new and/or
modified services. This may further support local health
service providers in determining appropriate approaches to
best suit their specific communities.

Methods

Study design

DCEs are a popular stated preference tool used in health
economics to address policy questions or to establish
consumer preferences for health and health care. A DCE is
designed as a hypothetical, but realistic, representation of
an actual choice, operationalised as a survey. Typically,
respondents are presented with a situation in which a choice
must be made. They are shown sets of options and asked to
choose their preferred option from each set presented to
them. The options are described in terms of attributes
(features); each attribute is presented at one of a number of
possible levels, chosen to vary over a plausible and policy-
relevant range. The goal of the experiment is to estimate how
the attribute levels affect respondents’ choices, assuming that
the choices made reflect underlying preferences.'> The
advantage of DCEs over traditional rating or ranking scales

is that they force respondents to discriminate, or trade-off,
between items.'*

DCE development

The factors relevant to the delivery of abortion services were
identified through a multi-step process. First, a literature
search was conducted to identify previous research which
investigated factors that individuals considered when
thinking about or making decisions regarding the provision of
abortion services. Second, clinical experts in women’s sexual
and reproductive health were consulted regarding these
factors, determining the final attributes and corresponding
levels. Finally, feedback on the vignette, choice set presenta-
tion and survey layout was provided by a DCE special interest
group at the University of Technology Sydney (Centre for
Health Economics Research and Evaluation (see Section 1
of Supplementary material for details).

The attributes and levels focused on the delivery of
abortion services; as abortion outcomes (such as rate of
incomplete abortion, bleeding or adverse events) are similar
for EMA and surgical abortion, these were not included as
attributes. The attributes incorporated the following aspects
of abortion services: assessment, provision of services,
follow-up consultation and costs. The levels chosen for the
assessment, service provision and follow-up attributes
represent plausible options for abortion services. The levels of
cost were also plausible: consumers using services provided in
the public sector would face no out-of-pocket (OOP) costs
(A$0); the three other levels of total OOP costs (A$350,
A$580, A$775) were used to represent the range in possible
OOP costs across states and clinics.!®> The OOP costs repre-
sented costs incurred for an initial consultation, ultrasound
tests, abortion procedure or medication and follow-up
consultation/s. Table 1 lists the attributes and levels used in
the DCE.

Designed experiment

A generator-developed design was used.'® There were 640
choice sets in total, each with two unlabelled options, and
respondents were forced to choose one of the options.
These 640 choice sets were divided into 40 versions of 16
choice sets each. To avoid respondents always using one
attribute to make the decision, there were two choice sets
in each version in which the levels of one of the attributes
were the same in both options. As there are 7 attributes, this
accounts for 14 choice sets in each version. The final pair of
choice sets had different levels in the two options for all of
the attributes. We also imposed the following restrictions to
ensure plausibility: if consultation type is ‘telehealth’, then
tests must be ‘delivered at a local pathology/imaging service’;
if healthcare professional is ‘own GP’, then referral must be
‘no referral needed’, and if the abortion type is ‘surgical and
is provided in a public clinic’, the OOP cost is ‘A$0’. We
ensured that each level of each attribute appeared at least
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Table 1. Attributes and levels included in choice tasks.
Attributes Medical abortion Surgical abortion
Assessment
Referral from Yes Yes
woman’s GP required No No
Healthcare Woman’s GP Woman’s GP

professional
who conducts initial
consultation

Specialised GP
Nurse practitioner
Specialist gynaecologist

Specialised GP
Nurse practitioner
Specialist
gynaecologist
Telehealth
Face-to-face

Telehealth
Face-to-face

Consultation type

Tests provided As part of the consultation As part of the
At a local pathology/ consultation
imaging service At a local pathology/

imaging service

Provision of service = Medication delivered by Day procedure —

post private clinic
Medication collected from Day procedure —
pharmacy public clinic
Medication collected from
doctor’s surgery
Follow-up Telehealth Telehealth
consultation Face-to-face Face-to-face
Out-of-pocket ASO ASO
costs to the woman  A$350 AS350
AS580 AS580
AST775 ASTT5

Note: the design ensured that referral required ‘yes’ never appeared with ‘woman’s
GP’, ‘Specialist gynaecologist’ always had referral required ‘yes’, tests provided level
‘as part of the consultation’ could never appear with consultation type ‘telehealth’.

once in each version. Further details are provided in Section 2
of the Supplementary material.

Each respondent was randomly assigned to one of the 40
versions, and the 16 choice tasks within that version were
presented in random order.

Survey design

We used an online survey, written using SurveyEngine GmbH
software, to collect the data. When respondents opened the
survey, they saw an explanation of the research study,
followed by definitions and descriptions of EMA and surgical
abortion. If the respondent consented to be part of the study,
survey questions were presented to them in four sections.
Section 1 included sociodemographic questions. Section 2
included questions about respondents’ experience with, and
attitudes towards, abortion. This included a screening
question which asked participants ‘Is abortion always
wrong?’. Those who chose ‘yes’ were screened out, whereas
those who chose either ‘no’ or ‘unsure’ were able to continue
with the survey. The DCE was presented to respondents in
Section 3. A vignette asking respondents to imagine they
were helping their local health service plan for the future
provision of abortion services served as the introduction to

the choice tasks (Box 1). An example of the full survey is
provided in Section 10 of the Supplementary material.

Each respondent was then asked to complete 16 choice
tasks. The question respondents were asked was, ‘Which service
do you think your local health service should provide? Please
choose from one of the two options below.’ After each choice
task, the respondents were asked to answer yes or no to the
following questions: ‘Do you think the option that you chose
is worth providing?’ and ‘Would you prefer that both of the
services described above be provided?’. Fig. 1 gives an
example of a choice task.

The full survey was first piloted using a convenience
sample of researchers with a special interest in DCEs. All
feedback was incorporated, and once the survey was live, a
second pilot of 150 responses from the general public was
collected to check for survey flow and logic before the full
sample was collected. As no issues were found, the full
survey was collected using the same survey.

In the final section of the survey, respondents were asked to
rate how difficult they found the choice tasks on a 5-point
scale from extremely easy to extremely difficult. To gain
additional information about the importance of specific
characteristics of abortion services, respondents were also
asked: ‘When making your choice, which factor was most
important, and which factor was least important to you?’.
Respondents saw two drop-down boxes listing all the attributes
included in the choice tasks. A final question asked respondents
if there were any other features of abortion services that would
have influenced their decision that were not included in the
choice tasks. Internal validity was tested by reviewing
nonsensical answers to open text questions and assessing
follow-up questions.

Study participants

There are various approaches to determining the required
sample size for a DCE, as summarised by de Bekker-Grob
et al.;'” we chose to collect at least 20 responses per choice set,

Box 1. Vignette before choice tasks

Your task
For the purposes of the study, we will ask you to imagine that you
are helping your local health service plan the future provision
of abortion services that would best meet women’s needs.
You will be shown the profiles of two different abortion
options and asked to choose the option you think your local

health service should provide.

The scenarios we describe in Section 3 are hypothetical and do not
represent any particular abortion services provided in Australia.

You will be asked to do this on 16 different occasions. Please
remember there are no right or wrong answers, we are simply

interested in your opinions.
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Question 1 of 16

If the local health service can only provide one of the two options below, which do you think is the better service to provide?

“

Please choose one of the two options below.

Referral from woman's GP required No
Health care professional who conducts initial consultation Woman's GP
Consultation type Telehealth

Tests provided
Provision of service

Follow-up consultation Telehealth

Out of pocket costs to the woman $350

Which service do you prefer?

1. Do you think the option that you chose is worth providing?

Select only one answer

Yes No

2. Would you prefer that both of the services described above be provided?

Select only one answer

Yes No

Fig. 1.
presented along with two follow-up questions about their choice.

as this has been shown to give an acceptable estimate of the
standard errors.'® Recruitment of participants was undertaken
using an online panel provider (Pureprofile), and the sample
was chosen to be representative of the Australian general
population using quotas based on age and gender. To reflect
Australian general population preferences for service delivery,
the inclusion criteria were adults aged >18 years living in
Australia (see Supplementary material Section 3 for further
details). Men were included in our sample, as the World
Health Organization supports the involvement of partners,
friends and family members in reproductive health decisions.*
Respondents were asked to consent to undertaking the survey
and could exit at any point. Respondents were compensated for
their time by the panel provider once they completed the
survey. Data for the final DCE were collected in September
2021. Ethics approval was granted by the University of
Technology Sydney Human Research Ethics Committee (HREC
Reference No. ETH18-2507).

Statistical analysis

Descriptive statistics, including respondents’ socioeconomic
and demographic characteristics, and experience with abortion,
and all choice models, were analysed using R version 4.1.2.'°

At a local pathology / imaging service

Day procedure - private clinic

Yes

Specialist Gynaecologist
Face-to-face

At a local pathology / imaging service
Medication delivered by post
Face-to-face

$350

Choice task presented to respondents. Respondents were shown 16 choice tasks and asked to choose between the two options

Responses to the choice tasks were initially analysed using
a multinomial logit (MNL) model, which assumes that all
respondents have the same preferences. A MNL model was
also fitted to subgroups of the population based on gender,
experience with abortion, urban/rural classification and age
groups. The models were tested for right or left side bias, but
as none was evident, all responses were included in the final
model. To further allow for preference heterogeneity, a mixed
logit model (MIXL) was used, as it allows for preferences to vary
across individuals, and can account for correlation between
parameters and between responses from the same individual.?°
The final MIXL models included cost as both continuous
(Model 1) and categorical (Model 2) variables, using the values
presented to respondents, and with each model estimated using
2000 Sobol draws using the ‘logitr’ package.?! Both models
used dummy coding, and specified all levels of all attributes
as random and independent parameters apart from cost when
it was included as a continuous variable. Positive coefficients
indicate a preference for that attribute level over the base case
level, and negative coefficients indicate attribute levels that are
less attractive than the base case level for that attribute. Service
delivery, including both medical and surgical abortion, were
estimated as one attribute. Predictive analysis was conducted
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using the results from Model 2 to estimate the predicted
probability of each attribute level, with all other attribute
levels held constant. Further details about the models are
provided in Section 4 of the Supplementary material.

The follow-up questions to the choice tasks that asked
respondents whether their preferred choices should be
provided were analysed using a probit model. The feedback
question that asked respondents to list the most and least
important attributes was analysed using a count analysis for
each attribute. We collated the open-ended responses to the
feedback questions regarding whether any factors were missing
from the survey. A checklist for reporting of DCEs in health is
reported in the Supplementary material (Section 9, Table S9).

Results

Respondents

A total of 821 respondents with complete responses to the
final version of the survey were collected. Responses were
analysed to flag non-engaged respondents (e.g. who sped
through the survey, only chose the right-hand or left-hand
side option from each choice set (straight-line choices) or
gave nonsensical responses to open text or feedback
questions). Speeders were defined as having a completion
time less than one-third of the median completion time
(median 9.1 min). There were seven speeders and five
respondents who made straight-line choices. As respondents
flagged as not being engaged with the survey were not signifi-
cantly different in terms of their demographic characteristics
from engaged respondents, all respondents were included in
the final sample. The respondents were representative of the
Australian population in terms of age, gender, and proportion
of Aboriginal and Torres Strait Islander peoples. However, the
sample included more respondents born in Australia, and more
with higher education and income levels than the Australian
population (see Section 5, Table S4, Supplementary material).

Experience with abortion

Overall, 198 respondents (24%) answered ‘yes’ to the
question ‘Have you or any of your sexual partners ever had
an abortion?’. A further 30 respondents (3.7%) stated they
would ‘prefer not to say’. Of the 198 respondents who had
experience with abortion, 112 (57%) were men, 85 (43%)
were women and 1 (1%) respondent was ‘other’. The type
of abortion experienced by respondents was mostly surgical
(72%); 26% reported experience with medical abortion,
and 2% preferred not to say. The reason for the abortion/s was
mainly unintended pregnancy (86%), followed by foetal
abnormality (6%; Table 2).

Results of the analysis of the choice tasks

The results from the two MIXL models (one specified with cost
continuous and one specified with cost categorical) used to

Table 2. Experience with abortion.

Participants  Males Females"
with abortion (n=112) (n = 86)

experience
(n =198)
What method of abortion was
available? n (%)
Surgical abortion 137 (69.2) 80 (714) 57 (66.3)
Medical abortion 27 (13.6) 1(9.8) 16 (18.6)
Both 34 (17.2) 21(188) 13 (15])
How many abortions have you or
your partner had? n (%)
One 146 (737) 77 (68.8) 69 (80.2)
Two B(67)  22(196) 1(12.8)
More than two 13 (6.6) 10 (8.9) 3(3.5)
Prefer not to say 6 (3.0) 3(27) 3 (3.5)
What type of abortion was
performed?® n (%)
Surgical abortion 143 (72.2) 86 (76.8) 57 (66.3)
Medical abortion 51(25.8) 26 (232) 25(29)
Prefer not to say 4 (2.0) 0 (0.0) 4 (4.7)
What was the reason for the
abortion? n (%)
Unintended pregnancy 169 (85.4)  101(90.2) 68 (79.)
Fetal abnormality 13 (6.6) 4 (3.6) 9 (10.5)
Other 14 (7)) 7(63) 7(8))
Prefer not to say 2 (1.0) 0 (0.0) 2(23)
When was the abortion performed?
n (%)
Before 13 weeks of pregnancy 159 (80.3) 98 (87.5) 61(70.9)
At 13 weeks of pregnancy or later 22 (1) 9(80) 13(15])
Not sure 17 (8.6) 5(4.5) 12(14.0)
Prefer not to say 0 (0.0) 0 (0.0) 0 (0.0)
Where did you obtain information
about the abortion? n (%)
Online 16 (8.) 12(107) 4(47)
Sex education at school 2 (1.0) 1(0.9) 1(12)
Family member/s or friend/s 15 (7.6) 7 (6.3) 8(9.3)
Partner 3(1.5) 3(27) 0 (0.0)
GP 99 (50.0) 52 (46.4) 47 (54.7)
Pharmacy 6 (3.0) 5(4.5) 1(1.2)
Sexual health/family planning clinic 37 (18.7) 18 (16.) 19 (22.)
Telephone service 14 (7) 1(9.8) 3(3.5)
Other 6 (3.0) 3Q27)  3(35)

Alncludes one respondent that identified as ‘other’ gender.
BFor those who had indicated multiple abortions, the questions asked ‘thinking
about your/or your partner’s most recent abortion’.

analyse the choice tasks are presented in Table 3. Both
models showed that respondents had strong preferences for
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Table 3. Results of the MIXL models.

Model 2

Coefficient s.d. Coefficient s.d.

Mean (s.e.) Mean (s.e.) Mean (s.e.) Mean (s.e.)
Referral from woman’s GP required
(base: Yes)
No —0.07 (0.04) 0.57 (0.05)*** —0.07 (0.05) 073 (0.06)***
Health professional who conducts initial consultation
(base: woman’s GP)
Specialised GP 0.004 (0.05) 0.24 (0.14) 0.02 (0.06) 0.1 (0.26)
Nurse practitioner —0.49 (0.06)*** 0.81 (0.07)*** —0.57 (0.07)*** 0.93 (0.09)***
Specialist gynaecologist 0.21 (0.05)*** 0.58 (0.07)*** 0.37 (0.06)*** 0.79 (0.09)***
Consultation type
(base: telehealth consultation)
Face-to-face consultation 0.40 (0.04)*** 0.58 (0.04)*** 0.47 (0.05)*** 0.67 (0.05)***
Tests provided
(base: as part of the consultation)
At local pathology/imaging service —0.15 (0.05)** 0.27 (0.13)* —0.21 (0.06)*** 0.44 (0.10)***
Provision of service
(base: day procedure — public clinic)
Medication delivered by post —0.35 (0.06)*** 0.71 (0.08)*** —0.53 (0.08)*** 0.87 (0.10)***
Medication collected from pharmacy —0.26 (0.06)*** 0.47 (0.10)*** —0.39 (0.07)*** 0.52 (0.13)***
Medication collected from doctor’s surgery —0.01 (0.06) 0.02 (0.14) —0.15 (0.07)* 0.24 (0.15)
Day procedure — private clinic 0.14 (0.07)* 0.80 (0.07)*** 0.07 (0.08) 0.88 (0.09)***
Follow-up consultation
(base: telehealth)
Face-to-face 019 (0.03)%** 0.61 (0.04)** 0.23 (0.04)+* 0.75 (0.05)***
OOP costs to the woman (continuous) 0.003 (0.0001)*** - - -
OOP costs to the woman
(base: ASO)
A$350 - - —1.03 (0.06)** 037 (0.3
A$580 = = —210 (0.09)*** 117 (0.09)*
AS775 - - —3.40 (0.14)%** 2.39 (014
Log likelihood —7015 —6748
AIC 14,075 13,551

s.d. standard deviation; s.e., standard error; AIC, Akaike information criterion; OOP, out-of-pocket; GP, general practitioner. Statistical significance: *P < 0.05, **P < 0.01, ***P < 0.001.

early abortion services in which the initial consultation is
delivered by a specialist gynaecologist rather than their regular
GP. There were no differences in preferences between a
specialised GP and their own GP, but respondents preferred
not to have the initial consultation with a nurse practitioner
(NP). They also preferred face-to-face rather than telehealth
consultations, and for any necessary pre-procedure tests to
be conducted at the time of the consultation rather than at a
separate appointment with a local pathology/imaging service.

Not surprisingly, respondents favoured lower-cost services.
The need for a referral from their GP, if required, was not a
significant factor in respondents’ choices. In terms of the
provision of EMA, respondents preferred to collect the

medication from a doctor’s surgery rather than from a
pharmacy or delivered by post. If the only delivery options
were pharmacy or post, pharmacy is preferred. The relative
attribute importance was also calculated; OOP costs (54%),
health professional (15%) and service delivery (14%) were
the most important attributes (see Section 7 of Supplementary
material for details).

Predicted probabilities

Fig. 2 presents the predicted probabilities for each attribute
level using estimates from MIXL Model 2. The figure shows
that respondents were more likely to choose an option with

6
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FACE-TO-FACE CONSULTATION

—O—

SPECIALIST GYNAECOLOGIST

—QO—

FOLLOW-UP FACE-TO-FACE CONSULTATION

—0O—
DAY PROCEDURE - PRIVATE CLINIC
—-0——

SPECIALISED GP

—0—

NO REFERRAL NEEDED

—O—+

MEDICATION AT DOCTOR'S SURGERY

—QO—

TESTS AT LOCAL PATHOLOGY/IMAGING SERVICE

—0O—

MEDICATION AT PHARMACY

—O—

MEDICATION BY POST

—QO——

NURSE PRACTITIONER

A$350 OOP

—0O—

A$580 OOP

—0O—

A$775 OOP

—0O—

0.0% 10.0% 20.0% 30.0%

Fig. 2.

—0O—

40.0% 50.0% 60.0% 70.0%

Predicted probabilities of abortion services. The probabilities are the probability of the service being chosen

when it differs from the base service only for the listed level, relative to the service with all levels at the base level.
The base levels are: referral from woman’s GP required, consult with woman’s GP, telehealth consultation, test at
consultation, day procedure in public clinic, follow-up by telehealth and ASO out of pocket costs to the woman.

face-to-face consultations over telehealth consultations, and
options with a specialist gynaecologist over consultations
with a GP. Respondents were equally content with an initial
consultation provided by either their own GP or a specialised
GP, but preferred not to have consultations with a NP. Surgical
abortion (either in a public or private clinic) was preferred to
EMA. For EMA, medication provided at the doctor’s surgery
was preferred to postal delivery or collection at the pharmacy.
Scenarios with higher costs were significantly less likely to be
chosen as the preferred service.

Subgroup analyses

Additional multinomial logit model models were run to test
for differences by gender, age, urban/rural location and
experience with abortion. Overall, there were few differences
between men and women (Fig. 3). There were no notable
differences in preferences between those with and without
experience of abortion (Fig. 4). The results for the urban/rural
classification and age groups are presented in Section 6 of the
Supplementary material. Respondents from urban and rural
locations had similar preferences, although those in rural
locations had stronger preferences for tests to be provided at the
doctor’s surgery rather than at a pathology or imaging centre.
Preferences for those of reproductive age (<45 years) differed
in terms of being more accepting of services where medication

is delivered in the post and of telehealth consultations than
older respondents (>45 years).

Follow-up questions after choice tasks

Approximately 64% of respondents (n = 522) answered ‘yes’
to both follow-up questions, indicating that they thought the
option they chose was worth providing, and that both services
should be provided. In those choice tasks where every
respondent indicated that the service was worth providing,
the preferred options were either zero or low cost. The
results of the probit model mirror those of the choice tasks
in the DCE, indicating strong preferences for face-to-face
consultations provided by a specialist gynaecologist. There
were low levels of support for services where medication
was delivered by post, consultations were with a NP and
OOP costs were high. A table of these results is presented in
the Supplementary material (Section 6, Table S5).

Feedback questions at end of the survey

Results of count analysis of most/least important

attributes

Responses to the question regarding which factors were
most or least important when making choices between the
abortion options indicated that cost (36.4%) was the most
important factor, followed by type of healthcare provider

7
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2 @ Yes*
g3
o
W No
Woman's GP*
é Specialised GP
3
2 Nurse practitioner
Specialist gynaecologist
5 Consultation - telehealth*
Z
3 Consultation - face-to-face
oD Tests at consultation*
= Q
» >
wo
e Tests at pathology/imaging
Medication by post
w
g Medication at pharmacy
é
5 Medication at doctor's surgery
&
% Day procedure - private
Day procedure - public*
5
5 Follow-up consultation - telehealth*
o9
35
go Follow-up consultation - face-to-face
@
8 Out-of-pocket cost
*Base levels -1
Fig. 3.

O Females A Males

4<
A
-
+
+
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Preferences for abortion services by gender. Coefficients to the right of the 0 line indicate preferences above

the base level for that attribute; coefficients to the left indicate a preference below the base level. Overlapping
confidence intervals between the groups indicate preferences that are not statistically significantly different.

(16.3%). The type of follow-up consultation and location of tests
were not as important to respondents (Table 4). A crosstabula-
tion of all responses can be found in the Supplementary material
(Section 8, Table S7).

Results of feedback questions of factors not included

in the survey

The final feedback question asked respondents if there
were any factors not included in the choice tasks that they
considered important in their decision making. Overall,
71% (n = 586) of respondents provided feedback, with 44%
(n = 363) stating that all relevant factors were included, 4%
(n = 30) were unsure and the remaining 21% (n = 169)
offering suggestions for other factors. Respondents’ suggestions
included: mental health support/counselling (n = 30); privacy/
non-judgemental (n = 14); accessibility/ease/convenience

(n = 13); choices/flexible model (n = 12); waiting times/
number of visits (n = 11); location of clinic/proximity
(n = 8); safety (n = 4) and gender of health professional
(n = 3; Supplementary material, Section 8, Table S8).

Feedback on survey ease of use

Most respondents (78.6%) reported that they found the
choice tasks either easy (51.2%) or extremely easy (27.4%) to
understand; 5.8% indicated that these tasks were difficult
(5.5%) or extremely difficult (0.3%).

Discussion

This is the first Australian study to ask the general public
about their preferences regarding the organisation and

8
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statistically significantly different.

Table 4. Feedback question asking respondents to state which
attribute was most important and least important to them.

Most important Least important

attribute attribute

(n = 821) (n =821)
Referral from GP 127 (15.5) 161 (19.6)
Healthcare provider 134 (16.3) 57 (6.9)
Consultation type 123 (15.0) 87 (10.6)
Where tests are provided 26 (3.2) 157 (19.))
Where service is provided 92 (11.2) 68 (8.3)
Type of follow up 20 (2.4) 163 (19.9)
Cost 299 (36.4) 128 (15.6)

delivery of early abortion services. The results provide new
insights into consumers’ views, which can inform clinical

and health policy. Experience of EMA is low among
Australians; 72% (n = 593) of respondents who reported
having experience with abortion were referring to surgical
abortion. As those with experience of EMA report high
levels of satisfaction with both telehealth and in-clinic
services, provider interaction, and would recommend the
service to a friend,?? factual information about EMA needs
to be available and widely disseminated. Baraitser et al.
showed that providing choices in terms of the type of
abortion and place of delivery is important.'> Most of our
respondents indicated that both options presented to them
in each choice task should be provided. As some countries
are limiting access to surgical abortion in favour of
prescribing EMA, these results point to the importance to
Australians of having both medical and surgical abortions
available.
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Respondents preferred a specialist gynaecologist for the
initial consultation. This may be because they are unsure
whether GPs are knowledgeable regarding the provision of
EMA, or, for reasons of choice, believe that gynaecologists
are trained to provide both EMA and surgical abortion.
Similar uncertainty may explain the lack of preference for
NPs, although information was provided emphasising the
expertise of NPs. This indicates the need for community
education emphasising the skills and experience of NPs,
including in the provision of EMA. Recent changes to the
Therapeutic Goods Administration® has expanded EMA
provision beyond doctors,”®> and the Pharmaceutical
Benefits Advisory Committee® has endorsed its provision by
NPs and eligible midwives. However, state-based legislative
changes and Medicare® funding are still required to enable
NPs and midwives to provide EMA.%*

A desire for convenience and confidentiality is likely to
underlie respondents’ preferences for imaging/pathology
tests to be undertaken during the initial consultation and
for medications to be available from the doctor’s surgery,
and doing this would likely improve the uptake of EMA.
This also facilitates tests to determine eligibility for EMA
given the time-sensitive nature of abortion services.
Education for providers is necessary to ensure they follow
evidence-based guidelines and avoid unnecessary procedures
(e.g. repeat ultrasounds). Rural respondents had a higher
preference for receiving tests at the doctor’s surgery,
indicating the need to streamline abortion services in this
setting. All respondents preferred face-to-face follow up.
This may not be easy in a rural setting. A study of home-
based EMA follow-up protocols, involving urine tests and
telephone follow up, has demonstrated its safety and
effectiveness.>®> Community education regarding the safety
and efficacy of these home-based services could play a
pivotal role in boosting the uptake of telehealth services.

It is encouraging that respondents aged <45 years were
happy to receive their medication by post and to consult with
healthcare professionals using telehealth, and highlights
the importance of designing health services with input
from those most likely to use the service. Issues relating
to privacy, the reliability of the postal service and/or the
ongoing stigma of having an abortion are likely to be behind
respondents’ preferences to collect medication from a doctor’s
surgery. Currently, GPs are unable to stock items on the
Pharmaceutical Benefits Scheme, highlighting an access
barrier.

Reducing costs will also improve access to abortion
services. In terms of relative attribute importance, cost
accounted for >50%, and approximately one-third of

respondents listed cost as the most important attribute.
Lower-cost services to patients can be achieved by
providing surgical abortion in a public clinic, and, for both
surgical abortion and EMA, using Medicare rebates only.
These findings are in line with previous qualitative research
showing that cost is an important consideration for women
seeking abortion.®?% Previous research has recommended
the use of telehealth services as a means of reducing both
the need to travel and costs. Our results, however, indicate
that rural women prefer face-to-face consultations, which
may stem from a lack of familiarity with telehealth
services. This underscores the need for enhanced education,
to emphasise that the success rates and safety outcomes of
telehealth abortion services are similar to abortion care in
clinics.

This study had a number of strengths and novel features.
We recruited a large, generally representative, in terms of
age and gender, sample of the Australian general
population. One-quarter of the sample included people who
had previous experience with abortion (n = 198). Testing
for engagement and consistency found that >90% of
respondents were engaged with the DCE and consistent in
their responses. The research also had some limitations.
Although both the literature and expert opinion from
relevant health professionals were used to inform the
development of the attributes and levels, all DCE are
limited by the small number of attributes that it is practical
to include. Although generally representative of the
Australian population, the sample was better educated, and
few were from culturally and linguistically diverse
communities.  Additionally, respondents who had
experience with abortion >13 weeks’ gestation may have
based their responses on their experiences with surgical
abortion.

Alarge percentage (71%; n = 586) of respondents provided
feedback, with 44% (n = 363) stating that all relevant
attributes were included. Many respondents reaffirmed the
importance of some factors that were already presented in
the choice tasks, such as comments relating to cost/
affordability/Medicare rebates (n = 39), face-to-face
consultations (n = 21), no medication by mail or pharmacy
pick-up (n = 6) and consultations only with specialists or
GPs (n = 10).

Conclusion

The findings of this study underscore the need for a range of
abortion services to be available, and the importance of

AThe Therapeutic Goods Administration is a regulatory body within the Australian Government Department of Health that is responsible for evaluating
therapeutic goods (medical devices, medicines and biologicals) to ensure they are healthy, safe and effective (tga.gov.au).

BThe Pharmaceutical Benefits Advisory Committee is an independent expert committee that advises the Australian Government on which medicines
should be subsidised under the pharmaceutical benefits scheme (pbac.pbs.gov.au).

CMedicare is the publicly funded universal health insurance scheme in Australia (health.gov.au/topics/medicare).
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involving community perspectives in the design of such
services. Although EMA and telehealth services represent
alternate avenues for abortion care, it is essential to continue
to offer face-to-face consultations and surgical abortion.
Reducing the cost to consumers of abortion services will
increase accessibility, particularly for remote and underserved
communities. Overall, there is a pressing need for increased
education and awareness among community members
regarding the types of abortion available, and the range of
healthcare providers capable of delivering safe and effective
abortion services.

Supplementary material

Supplementary material is available online.
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