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ABSTRACT
Background: Women seeking abortion services in the U.S. often encounter challenges of
stigma, cost, transportation, and other logistics. In 2011, 1.7% of women aged 15—44 had
abortions, and 89% of counties had no abortion clinic. Many states regulate abortion
through prohibition of insurance coverage and other restrictions. Accurate, non-
judgmental referrals from health care professionals may lessen obstacles and counteract
stigma.
Study Question: What are women’s experiences accessing abortion care, and what is the
role of professional referrals?
Methods: I conducted semi-structured qualitative interviews with 45 women seeking
abortions to learn what steps they took to obtain abortion care, whether they sought or
received professional referrals, and what obstacles or supports they encountered. All
interviews were conducted at three clinics in South Carolina. Using Zurek et al’s (2015)

conceptual framework, process mapping and thematic analysis were conducted to

understand the sequence and variations of steps taken.
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Results: Nearly half of participants had contact with a health professional for pregnancy
confirmation, but only seven received referrals. Professional referrals ranged in their
perceived helpfulness. Positive referrals included direct, supportive communication
without judgment. Negative experiences were characterized by stigmatizing action or
language. Some women indicated they did not seek a referral due to social pressure or
stigma. Without a referral, women located abortion clinics through online searches,
previous experience, and information from friends or family. Women encountered
structural and social obstacles when arranging abortion care, such as out of pocket costs,
transportation challenges, and stigma at multiple levels. Social support and help with
logistics and finances counteracted these obstacles.

Conclusions: Resourcefulness is evident in women’s stories of accessing abortion,
particularly in the absence of referrals, but positive professional referrals carry some
benefit. Abortion access may be improved through expanding health provider capacity to
make accurate, supportive referrals.

Implications: To improve abortion access, obstacles and stigma must be reduced through
increased support and reduction of systematic obstacles. Health system policies should
ensure that providers know how to appropriately refer for abortion, and how to support

women navigating predictable challenges.
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CHAPTER ONE: Introduction, Background, & Significance

1. Question & Specific Aims
A. Statement of the Problem

Timely, affordable access to safe, legal abortion is an integral part of the full scope of
women’s comprehensive health care. Restricting women’s access to this realm of
reproductive health care is shown to lead to poor health outcomes and economic harm (1-
6). The provision of and access to abortion services in the United States is restricted by
state-level laws and policies, such as insurance bans and mandatory counseling, and
negatively affected by stigma that impacts women seeking abortions, women’s partners,
families, and friends, and abortion providers and their staff. There are a range of negative
consequences spanning from relatively minor (i.e. inconvenience) to significant (i.e.
denial of services) when women seeking abortion services encounter barriers to access.
While there is a growing body of evidence documenting these consequences and
outcomes, less is known about how women in restrictive settings navigate their way to
obtaining legal abortion services in the face of multiple barriers. Additionally, little is
known as to how women perceive or might utilize abortion referrals from social service
and health care providers in such settings. This project aims to learn about and analyze
the experiences of women seeking abortions in a state with where abortion is restricted by
numerous state policies and procedures.

In South Carolina, abortion-related regulations include mandatory state-written
counseling followed by a 24-hour waiting period, prohibition of abortion coverage by all

public and most private insurance plans, and parental consent for women under age 17



(7). There are three clinics that provide abortion services offer these services through 14
weeks gestational age for aspiration abortions, and 9 weeks or under for medication
abortions. In a state with few abortion providers and a restrictive policy environment,
understanding women’s current pathways to and experience with abortion care is
important for addressing obstacles and supports to accessing to this care. More broadly,
understanding how women seeking abortion services do so in a restrictive setting such as
South Carolina may also give insight to the experiences of women in other U.S. states
with similar policies.

This study is being conducted in conjunction with Provide, Inc. (hereafter noted
as Provide), a Massachusetts-based organization. One of Provide’s initiatives is a
program conducting Referrals for Unintended Pregnancy trainings for healthcare and
social service staff in several southern and Midwestern states, including South Carolina,
with restrictive abortion laws. Their goal is to increase capacity of organizations serving
women of reproductive age to deliver comprehensive options counseling to patients
discovering or confirming a pregnancy, including providing quality abortion referrals
when requested. Provide is conducting an ongoing implementation and outcome
evaluation of these trainings. This dissertation project will examine how women’s self-
reported experiences of obtaining abortion care can inform the Referrals for Unintended
Pregnancy trainings.

The analyses and resulting products of this study will serve Provide’s project goals of
fostering a medical and social service provider community in which women can get

accurate, judgment free, supported referrals for abortion services. Likewise, this project



will shine a spotlight on women’s reproductive health care in South Carolina, and inform
policy debates about the impact of restrictive environments on both women and their
providers. Establishing sound evidence regarding the impacts of abortion-related
restrictions is especially crucial at this moment in U.S. history. As the number of these
policies increase, so do legal efforts to repeal these laws. As established in the 1992
Supreme Court case Planned Parenthood v. Casey (8) and applied in the recent case
Whole Woman’s Health v. Hellerstedt (9), evidence of “undue burden” resulting from
these laws for women seeking abortions is central to efforts to repeal abortion regulations
often. In this context, studying women’s experiences of abortion access from a public
health perspective is especially salient.
B. Public Health Significance

Over the past fifteen years, there have been coordinated efforts in the United States
by politically and religiously motivated conservatives to reduce and ultimately eliminate
abortion provision and access. These efforts take the form of policies that primarily
impact abortion patients, such as those described above, as well as clinic- or provider-
focused regulations that often lead to the closure of sites providing abortion. These
regulations are known as targeted restrictions of abortion providers (TRAP). While this
tactic has been used since the 1990s, it has become rampant since 2010; as of this writing,
half of all U.S. states have at least one TRAP law in place (10). Examples include
regulating abortion clinic infrastructure in the same way as multi-faceted ambulatory
surgical centers regarding types of equipment on-site, dimensions of the clinic’s physical

space, etc.; and regulations stating that a doctor performing abortions in a given clinic



must have admitting privileges in a nearby hospital. These laws are legislated in the name
of protecting women’s health, however from a medical perspective, they are shown to be
unnecessary and in fact harmful to women by means of increasing the likelihood of
longer travel, abortions at later gestational age, and the possibility of denial of care
altogether (11). These types of regulations can also have the impact of causing clinics to
close which are unable to meet the newly imposed requirements due to either cost or anti-
abortion bias that prevents doctors from establishing formal relationships with admitting
hospitals.

Restrictions to decrease abortion access vary by region, as many U.S. states have
legislated abortion clinics nearly or completely out of existence. As a result, whole multi-
state regions of the U.S. are left with very few options. The southern region is one such
region. In this context, understanding how women in a southern state—in this case, South
Carolina—find their way to abortion services despite significant barriers is of great
importance and usefulness. Public health, medical, and social service professionals must
actively seek ways to decrease the growing burden on women who seek to terminate
pregnancies.

This dissertation project and its products will shed light on the impact of abortion
restrictions in a state that, by virtue of local, regional, and national geography and
politics, stands at great risk of even more restrictions. Evidence generated through
interviews with women seeking abortions will be valuable to those seeking to improve
access to abortion care and referrals, and to prevent the erection of further barriers to a

clear pathway to abortion care in the form of legislative or regulatory policies.



C. Dissertation Question
1. How do U.S. women living in states with abortion restrictions gain access to
abortion?
2. What role do provider referrals play in this process?
D. Specific Aims
This dissertation had the following specific aims:
Specific Aim 1: To conduct a qualitative study of the pathways to abortion services
used by women in South Carolina in the current context of multiple barriers and
restrictions.
Specific Aim 2: To use findings from Specific Aim 1 to evaluate the conceptual
model of provider abortion referral-making behavior developed by staff and
colleagues of Provide (12) and make recommendations on how to improve the model.
Specific Aim 3: To make recommendations to Provide on patient-centered additions
to their Referrals for Unintended Pregnancy training program, based on results of the
first two Aims.
2. Methods
For this project, I conducted qualitative interviews with 45 women in the three
abortion clinics in South Carolina on the day of their first trimester abortion procedures.
All participants were at least 18 years of age, English-speakers, and provided informed
consented. Interviews were conducted privately during a time in their appointments when
they would have otherwise been waiting idle for a period of time. Participants were each

asked for demographic information and given a $40 gift card. Interviews were



anonymous, as no names or other identifying information were collected. All interviews
were digitally recorded and later transcribed. This study was reviewed and approved by
the Boston University Medical Campus Institutional Review Board.

Analyses were conducted in two ways. I conducted a thematic analysis of the
transcripts in collaboration with a research assistant. I developed a codebook, and we
both coded and compared 10 interviews to ensure intercoder reliability. We used an
iterative process in which new codes emerging in later interviews were applied as
appropriate to previously coded interviews. My second analysis was done using
processing mapping, a quality improvement method that enables visual mapping of steps
taken from point A to point B. Process mapping includes representation of the different
roles and organizations involved, key decision points, and options for different paths that
branch off at decision points. This method highlights the specific ways that different parts
of a process are relatively simple or complex based on the number of steps and decision
points along the way. Further description of these methods are found in the manuscripts
in Chapters 4 and 5.

3. Products

There are three products planned for this dissertation, which resulted from the

Specific Aims noted above. Each product is intended to have practical use by public

health practitioners, researchers, and/or advocates.



1. Manuscript: Women'’s pathways to abortion care in South

Specific Aim 1 Carolina: A qualitative study of obstacles and supports

Thematic and process map analyses of interviews

2. Manuscript: Understanding the role of professional referrals in
accessing abortion

Specific Aim 2 Evaluation of fitness of abortion referral behavior model using

patient-level qualitative data, with recommendations for

improvement

3. Report: Recommendations for Provide, Inc. to strengthen their
Referrals for Unintended Pregnancy Training program model
Specific Aim 3 through further integration of the patient perspective and ways to

better address the challenges and needs of women seeking
abortion services

Table 1: Specific Aims & Products of Dissertation

4. Structure of Dissertation

The first chapter of this dissertation presents the primary questions, aims, products,
and methods of the project. Chapter 2 presents the background and public health
significance, and Chapter 3 presents the theoretical underpinnings of the project.
Chapters 4 and 5 are scientific manuscripts reporting on primary findings of the study
(Chapter 4) and an analysis of Provide’s referral behavior model based on study data
(Chapter 5). I conclude in Chapter 6 with a summary of findings and recommendations.
The appendices include the interview guides that were used for interviews with patients
(Appendix 1) and with staff (Appendix 2), the process map that developed when
analyzing the study findings (Appendix 3), and a report written for Provide giving
recommendations for their Referrals Training Program based on study findings

(Appendix 4).



CHAPTER TWO: Literature Review
1. Background
A. Abortion in the U.S.

Abortion refers to a set of medical procedures that may be used to terminate a
pregnancy. Abortions are performed for a number of reasons, including both medical and
personal necessity. There are a variety of abortion methods, but the most common among
medical professionals in the United States include aspiration abortion, involving dilation
of the cervix and either suction or curettage of the contents of the uterus; and medication
abortion, commonly used up to 9 weeks gestation and involving a combination of pills—
mifepristone and misoprostol—taken to end the pregnancy and induce expulsion of the
products of conception (13).

After being unregulated in the U.S., abortion was regulated and largely criminalized
in 1880, though it was allowed when a physician saw a threat to the woman’s health
(14,15). The movement to criminalize abortion was led largely by the newly formed
American Medical Association (AMA), due largely to their desire to demonstrate
boundaries around the professional stature of doctors to the exclusion of the nurses,
midwives, and others who were the primary abortion providers during that period.
Illegally performed abortions after 1880 were common, done by a variety of trained and
untrained individuals. The menacing figure of the “back-alley abortionist” became a
negative stereotype associated with abortion and those associated with it, a
foreshadowing of current abortion stigma. It is estimated that 5000 women died as the

result of illegal abortions during this time (14). After nearly 100 years of criminalization



and many years of activism, the right to abortion access was established by the U.S.
Supreme Court decision Roe v. Wade in 1973 (16). Access to and provision of abortion
remain subject to state-level policies (17). Due to little uptake by professional
organizations, medical schools, and hospitals, after legalization abortion provision came
to be done in standalone clinics, similar to the current model. Alongside the pro-abortion
movement that had been active for some time, the anti-abortion movement emerged after
legalization, and quickly succeeded in passing the Hyde Amendment in 1976, which bans
federal Medicaid funds from being used for abortion. Anti-abortion violence and
harassment targeting clinic staff, providers, and patients began to increase through the
1980s and 90s (17). Since that time, the Supreme Court has allowed greater state-based
restrictions within limits (8), and very recently enforced their own standard of ensuring
no “undue burden” as a result of those state restrictions (9).

Abortion is a topic that taps into strong feelings and beliefs, both politically and
personally. Currently in the U.S., individuals and organizations work passionately to both
improve and restrict access to abortion. As of spring 2016, approximately 56% of people
living in the U.S. believe abortion access should be legal in all or most cases, while 41%
believe that it should be illegal in all or most cases (18). These proportions shift when
sorted by religious and political beliefs.

In this project, I assume that the fact that abortion is a common experience among
women of childbearing age (19) makes safe and equitable access an important public
health concern. As has been documented in the U.S. and other settings (20-22), making

abortion illegal or less accessible does not eliminate the demand for the procedure, but it
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may make the termination impossible to achieve, or make the resulting abortions less
safe.

Women across all identity spectrums (race, age, religion, geographic region, etc.)
obtain abortion services for a variety of reasons. Rates of abortion in the United States
since 1973 rose to a high of 29.3 per 1000 women aged 1544 in 1981, and have since
declined to approximately 16.9 per 1000 as of 2011 (the lowest level since 1973) (23).
Approximately one in five pregnancies end in abortion, excluding those that have ended
in miscarriage—this translates to 1.7% of U.S. women ages 1544 experiencing a
pregnancy termination each year, half of whom have had at least one previous
termination (23). Over the life course, based on 2008, rates approximately one in three
American women will have had an abortion by age 45 (23). Nearly 90% of abortions take
place during the first twelve weeks of pregnancy, and just under a quarter of all abortions
are done using the medication method as described above.

In South Carolina, reported rates of abortion are lower than the U.S. as a whole. In
2011, the abortion rate in the state was 7.1 per 1000 women of reproductive age (as
opposed to 16.9 in the U.S. as a whole). This is a decrease of 10% from 2008 figures (7).
It is worth noting that this figure may not include all South Carolinian women who had
abortions, as many women travel to other states for these procedures, and likewise
women from other states may travel to South Carolina. Based on 2006 data,
approximately 27% of unintended pregnancies in South Carolina ended in abortion (24).
B. Notes on Abortion Literature

In my review of recent abortion-relation literature, there are several patient-level
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abortion-related studies cited frequently. The first is the Abortion Patient Survey from the
Guttmacher Institute (4,5). This study is conducted every 6—7 years with a nationally
representative sample of women obtaining abortion services in the U.S. The most recent
survey was conducted in 2014 (25), and findings from these data are beginning to be
published (26). Findings from the 2008 survey (27) are well represented in the abortion
literature. The Abortion Patient Survey collects data from English or Spanish speaking
women ages 18 and over obtaining abortion care at randomly selected provider sites
across the country. These provider sites are drawn from the Guttmacher Institute’s
Abortion Provider Census. In the 2008 study, there were 8338 respondents from 107
abortion facilities, and in 2014 there were 8380 respondents from 87 facilities. These
anonymous surveys cover a wide range of topics and demographic variables. A primarily
limitation of the survey is that it includes only those who successfully obtained legal
abortion services. Not included are those who attempted to access these services but were
unable to due to challenges related to finances, transportation, and state regulations. ,
Women who speak languages other than English or Spanish or who had an abortion
conducted either by themselves or with help from someone in a non-professional setting,
are also not represented. While the survey is comprehensive, due to potential respondent
error in income-reporting and the confusing state of insurance options and coverage over
time, the measures of poverty and insurance status are considered useful but imprecise
(27).

The second primary study of abortion patients, which is utilized in studies of abortion

(28,29), is the Turnaway Study from the Advancing New Standards in Reproductive
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Health (ANSIRH) group at University of California San Francisco. This is a 5-year
longitudinal prospective study using a sample of 956 women who either had an abortion
within the first trimester (typical timing), had an abortion and were up to two weeks
under the gestational age limit of their provider (“just in time”), or wanted an abortion but
were denied care because they were up to three weeks over the gestational age limit of
their provider (“turned away”’). Recruitment was conducted in 2008-2010 in 30 abortion
provider settings. These providers were sampled purposively in order to include those
whose gestational age limits were above other providers within a 150-mile radius,
ensuring that they were the “last resort” option available in a given geographic area. Due
to the range of gestational age limits of different providers in different areas, study
participants categorized as “just in time” or “turned away” could have been at the same
gestational age when presenting for an abortion—the difference would have been what
the gestational age limit of their provider was when they came in for the appointment.
Following the baseline interview, participants agree to a telephone interview every 6
months for 5 years. Final follow-up interviews for all cohorts were completed in 2015.
The study follows the social, economic, mental health, and other outcomes for these three
categories of participants. It has yielded rich data and multiple analyses covering topics
such as depression, self-esteem, aspirations, alcohol and tobacco use, and life-satisfaction
(28,30-36). Limitations of the study include the wide variation in participation rates
across clinics, which ranges from 30-80%. While the sample is statistically similar to a
national sample in most ways, it is biased towards women whose pregnancies were in the

second trimester at the time of the completed or denied abortion. Additionally, it is



13

possible that there is a difference between those who participated and those who chose
not to do so.

The third study often cited (1,2) is a survey conducted with a cross-sectional sample
of 398 abortion patients at the San Francisco General Hospital Women’s Options Center.
These data were collected in 2001-02. Participants completed the survey using audio-
assisted self-interviewing software. A primary topic of the survey was the timeline from
the missed period through the abortion appointment, with emphasis on delays
encountered along the way. The survey divided potential sources of delays into categories
such as logistical, relationship-related, and emotional. Some limitations of the study
include the non-representative and biased sample—most of the first trimester abortion
patients surveyed were from the area immediately surrounding the hospital and more
likely to be African-American or Latina, low-income, and foreign-born. In contrast, the
second trimester respondents came from a far greater geographic area across Northern
California, making these two groups difficult to compare. The sample is primarily made
of California residents, which makes understanding of the impact of variations in state-
level regulations impossible to evaluate.

There are limitations of abortion-related studies in general, and therefore what data is
available for study and comparison. There are no large-scale, nationally representative
studies on general health that include questions about abortion. While the respondents to
the Abortion Patient Survey are closest to a nationally representative sample, it is not
possible to compare with other nationally representative data sets due to their exclusion

of abortion. Another limitation is that, in most cases, studies are unable to interview the
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most elusive and hard-to-find group: women who desired an abortion but either could not
either because they pull together the resources or they thought it would be impossible or
illegal to obtain an abortion in their community. Likewise, it is a challenge to learn of
women who attempted or completed abortions outside of a professional healthcare
setting, though some have begun to investigate this using novel methods (22). Other
challenges to studying abortion include issues of recall bias, social desirability bias, and
the general hesitancy of participants to disclose “vulnerable” information about their
abortion experience.
C. State-Level Restrictions & Policies: Description and consequence of delays in
access to abortion services

In Roe v. Wade, the Supreme Court stipulated that abortion should be legally
available in the U.S., but it clarified that restrictions and related policies were a state-
level matter (16). As a result, there is a patchwork of laws governing abortion across the
country. Some states have relatively liberal abortion policy and others are so restrictive as
to make the procedure practicably inaccessible on a local level. There has been an
upswing in the passage of abortion restrictions in the past decade, and in particular in the
past five years. Recent analysis reveals that 334 abortion restrictions were passed
between 2011 and mid-2016, nearly double the 189 restrictions of the previous ten years
combined (37). There are a number of restrictions and policies that have been passed or
attempted around the U.S., but what follows are the types of restrictions that have been

enacted in South Carolina specifically.
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Insurance restrictions

At the federal level, the Hyde Amendment of 1976 prohibits use of federal funds to
cover costs related to abortion (38). Some states, such as Massachusetts and California,
allow non-federal public funding to cover abortion services. This funding permits low
income women covered under Medicaid access to low or no-cost access to pregnancy
termination. Many states do not allow state dollars to cover pregnancy terminations, or do
so only those in cases of harm to the woman or pregnancies resulting from rape or incest
(38). Further, with the development of state-managed insurance marketplaces through the
Affordable Care Act, many states have legislated that abortion may not be covered by
any insurance, public or private, in the state insurance exchange. Therefore, many women
effectively have no health insurance coverage for abortion services.

As demonstrated in the San Francisco General Hospital study and others, the need to
gather funds for abortion procedures, ranging from approximately $400—1000, depending
on gestational age, sedation options, etc. often the delays abortion access because many
women do not have the necessary cash on hand (1,3,6). There are over 100 “abortion
funds” in operation around the country whose purpose is to raise money and provide
funds to women seeking abortion services (39). This grassroots approach is an attempt to
fill the gap where insurance fails—it does not solve the problem on the whole, but is an
important resource for many.

There are there are several insurance-related restrictions specific to South Carolina
(7). Public funding may only be used for abortion in cases where a woman’s life is

endangered or if the pregnancy is the result of either rape or incest. Likewise, health
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plans for public employees of the state offer abortion coverage under those same
circumstances or if the woman’s health is severely compromised. Lastly, any health plans
offered in South Carolina’s Affordable Care Act mandated insurance exchange will cover
abortion only in cases of life endangerment or situations of rape or incest. Women
without insurance coverage who need financial resources can contact the National
Network of Abortion Funds, which can direct people to nation-wide funds, or the small
abortion fund local to South Carolina. Additionally, there are local funds operating in
neighboring states (Georgia, North Carolina) (40).

Mandatory Counseling and Waiting periods

Counseling:  Approximately 27 states require that a woman receive state-directed
counseling prior to obtaining an abortion (41,42), and many of these states impose
waiting period between counseling receipt and abortion procedure. Requirements vary as
to whether counseling may be done in person, by phone, or online, and typically there is a
form that indicates the date that counseling was conducted. Without evidence of this
counseling, a woman may be denied abortion services as scheduled. The contents of
counseling, which is often mandated by the state, varies in its medical accuracy (41).
Mandatory counseling is promoted as a measure to ensure that women are fully informed
about their options and about what to expect during an abortion (43). While research
shows that women generally find some form of counseling helpful, the same study found
that women who receive state-dictated counseling, as opposed to clinic or otherwise
generated information, were less likely to find the counseling helpful (44).

In South Carolina, state-mandated counseling can be done in person at the clinic or
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online if the woman can print out her proof of counseling to bring in to the clinic. Based
on Guttmacher Institute reporting, state counseling in South Carolina provides
description of both the specific procedure the patient is having and all common
procedures; a brief description of fetal development throughout pregnancy, including the
gestational age of the pregnancy in question; an accurate portrayal of future fertility; the
possible range of emotions post-abortion; and counseling regarding the health risks of
pregnancy (41). The information presented is considered accurate, though some
information presented (such as fetal development) may be beyond what is desired by all
women obtaining abortions.

Waiting Periods: Half of all U.S. states have mandatory waiting periods between

mandatory counseling and the date of the termination procedure. These waiting periods
range from 18 hours (Indiana) to 72 hours (Louisiana, Missouri, North Carolina,
Oklahoma, South Dakota, Utah). In just under half of these states, counseling must be
done in person at the clinic, requiring at least two clinic visits. Proponents of these laws
state that they are concordant with the state’s obligation to ensure that women, once fully
informed of what to expect in an abortion and what the other options are, will take time to
consider her decision (45). As medical providers are required to obtain informed consent
for all medical procedures, opponents of these laws argue that mandatory waiting periods
are an unnecessary burden, and that their primary purpose is to restrict abortion access
(45). There is a 24-hour mandatory waiting period in South Carolina following receipt of

online or in-person counseling.
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Gestational Age Limits

States are given the right to specify the gestational limit until which abortions may be
performed within their borders. The Roe v. Wade decision guarantees abortion rights
until the point of fetal viability (i.e. at the point when a fetus could survive outside of the
uterus). States typically consider this point to be at 24 weeks gestational age, though an
increasing number are lowering this to 20 weeks, with the exception of life or health
endangerment to the woman (46). Such a range means that the choice to obtain an
abortion carries with it a very different timeframe depending on where a woman happens
to live. When interviews for this study were conducted in Fall 2014, the gestational age
limit for abortions in South Carolina was 24 weeks. After a multi-year effort by policy-
makers and anti-abortion advocates, as of May 2016 abortion in South Carolina is
prohibited after 20 weeks gestational age, with exception of endangerment to life or
health of the woman (47). Clinics in South Carolina provide abortion up to 14 weeks
gestational age, beyond which procedures are performed in a hospital.
Minor parental consent laws

The majority of U.S. states have laws requiring some level of parental involvement
(either consent or notification) in order for a minor to have an abortion. Most of these
states include an option wherein minors can seek to waive parental involvement by
instead obtaining permission from the court (48). In South Carolina, women under age 17
must obtain consent from a parent or adult relative, with the exception of cases of
medical emergency or abuse, assault, incest, or neglect (48). Judicial bypass is available

in the state.
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Lack of providers & isolation of abortion care

The number of medical providers who provide abortion services in the U.S. has
steadily declined over the past forty years; in 2011, there were 4% fewer of these
providers than in 2008 (19). A relatively small number of providers perform a relatively
large number of abortion procedures (19). This is the result of many factors, including the
declining number of medical students choosing to go into obstetrics and gynecology, the
declining number of medical schools providing elective training in abortion, and the
declining number of medical students choosing to train in abortion. Additional reasons
that we see fewer doctors offering abortion services include stigma, harassment, and
violence against those who are publicly known to perform abortions (49,50). Known
abortion providers and/or the practices in which they work are typically subjected to
shaming and threatening attacks (49).

Additionally, though this is not the case in South Carolina, there has been an uptick in
recent years of “targeted regulation of abortion providers” or TRAP laws. TRAP laws
include state policies that dictate abortion clinics should meet the same guidelines as an
ambulatory surgical center, for example, a standard that is generally recognized as
medically unnecessary (51). Another example is the requirement that doctors who
provide abortion have formal admitting privileges at local hospitals, a demand that is not
medically necessary, and is subject to the hospital’s stance on abortion.

In addition to threats and poor conditions that personnel providing abortions face,
efforts to isolate medical offices providing abortion affect the work environment.

Because abortion is so controversial and invites such extreme responses, it is very rare to
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see these services offered publicly at typical medical practices (50). Rather, for the
average person to pursue abortion care, they will likely need to go to a standalone clinic
which offers abortion services. These clinics may also offer a full range of reproductive
and sexual health care, but they are often known more for their abortion services. These
may be privately owned or owned by non-profits such as Planned Parenthood. When
abortions are largely only available at these known, conspicuous sites, it is more
challenging to go there for discrete care. Many of these clinics endure protestors at their
entrances whose goal is typically to persuade women not to go inside, regardless of what
their appointments may be for.
D. Stigma

Abortion stigma is often described as having three facets (49,52). Experienced stigma
is as it sounds—these are incidences in which women are actively shunned or poorly
treated as a direct result of knowledge of her abortion plans. This may be the refusal by a
friend to provide requested assistance, or, more subtly, a provider’s redirection from
abortion resources to anti-abortion resources. Anticipated or perceived stigma is
embodied by a woman assuming she will be treated poorly as a result of revealing her
abortion plans. For example, as seen in this project’s data, a woman may choose to not
disclose her abortion plans to a health provider specifically because she fears or senses
that the interaction will turn negative. Lastly, internalized stigma is the internalization of
external negative opinions of abortion and women who have abortions. This may be
evidenced by intense feelings of shame, guilt, and secrecy. Abortion stigma may be

perpetuated by the pragmatic challenges to healthcare access described above (49,52).
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E. Inequities in General Healthcare Access

For women accessing healthcare in the U.S., without looking at abortion specifically,
research shows that barriers to accessing necessary medical care include cost, language,
knowledge, and systemic problems such as long wait times and lack of transportation
(53). These types of barriers are often inequitably distributed in the population such that
accessing services is dramatically impacted by race, income, sexual orientation,
geographic location, etc. In the U.S. in 2011, 11.4% of U.S. adults reported a delay in
health care due to the types of structural or logistical reasons described above. Notably,
women were more likely than men to report these types of delays. Living in a household
below the poverty level increases the likelihood of delaying care due to logistics, and
certain racial/ethnic populations (non-White Hispanic and non-Hispanic American
Indian/Alaskan Native) experience similarly higher delays (53). Not having health
insurance is a great predictor of delayed medical care; while not without problems, the
Affordable Care Act of 2010 will increasingly offer remedy for this scenario.
F. Inequities in Abortion Access

All women seeking abortion services in the United States are affected by state-
specific abortion restrictions as described above, but some are impacted more
significantly than others. The Abortion Patient Survey and other studies show that poor
women, women of color, young women, and rural women are more likely to experience
negative impacts from these state-level laws (3,4,28). Evidence of this can be seen in a
study on the distance women traveled in 2008 to obtain abortion services (4), again based

on data from the nationally representative Abortion Patient Survey. While the average
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distance traveled was 30 miles, a small number of women (6% of the sample) traveled
over 100 miles for care. Rural women in particular frequently traveled long distances for
care, as well as those living in a state with a mandatory 24 hour waiting period, needing a
second-trimester abortion, or having to cross state lines for care. As more restrictions
have passed since this 2008 study, it is likely that women in the situations above face the
hardship of traveling a great distance to obtain care. An analysis from the Turnaway
Study found that delays in seeking abortion care can lead to denial of services due to
gestational age limits, with this happening most often among young women who didn’t
recognize their pregnancies early and among those who need time to gather financial
resources to pay for care (28). In addition to state laws as described in the previous
section, known structural barriers to accessing abortion care exist as well.

When it comes to obtaining abortion services, quick access to care is important for a
number of reasons. Depending on the gestational age of the pregnancy, a delay of a few
weeks or longer could mean crossing over into a more complex procedure that costs more
and takes longer, missing the window of opportunity to terminate in the location and with
the method desired, or potentially not being able to terminate at all (1,2,54). Data from
the Turnaway Study have shown that women who narrowly miss the opportunity to
obtain a desired abortion due to gestational age limits are disproportionately young and
poor women (28).

G. Gaps in Knowledge
The public health research community has a renewed focus on abortion-related

research that shines a light on the lived impact of policy-making and the politics of
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reproductive healthcare access in the U.S. Though federal funding for abortion research is
prohibited, funding for much of this emerging research has been found in private
foundations (55). Existing studies, including those described in depth above, illuminate
how women choose certain abortion providers over others and one method over another
(56); what many of the barriers to abortion services are, including finances and other
economic opportunity costs (1,3); the myriad reasons that women seek abortion services
(29,57); and consequences of delays to abortion care when women either narrowly obtain
services or are turned away due to gestational age (1,2,29,57). Few studies examine how
women navigate the obstacles they face as they plan for having an abortion, particularly
in the current climate of increasing legislative restrictions. Additionally, there is little
known regarding how women experience and perceive the process of obtaining abortion
services in the context of their other healthcare experiences. Lastly, more research is
needed on reproductive healthcare in the context of the U.S. South, where traditionally
such work has been less common. Using a combination of social science and health
services research methods, this dissertation will add to the knowledge on how abortion
access plays out in women’s lives in a U.S. Southern state in the context of their
healthcare experiences on the whole. These findings will be of immediate use to the
Referrals Training Program by Provide, and upon publication to abortion and women’s

health advocates, policy makers, and practitioners.
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CHAPTER THREE: Theoretical Framework

Three frameworks have been identified as useful for guiding this project. The
behavioral model of health services use (58) will be used to examine the multiple
predisposing, enabling, need factors that impact women’s pathways to abortion care in
South Carolina. A conceptual model of provider abortion referral behavior developed by
Zurek et al is used to elucidate women’s encounters with professionals prior to their
abortion appointments. Additionally, a theory addressing domains of social support is
used to inform questions regarding the specific supports that participants experienced.
Behavioral Model of Health Services Use

The Behavioral Model of Health Services Use (58) was originally published by
Ronald Andersen and Lu Ann Aday in 1974 (59) to help explain the domains that impact
a person’s interest in and ability to access health services. The original model recognized
the importance of the interrelationships between health policy, health care systems,
characteristics of the population “at risk” of needing health services, and the satisfaction
of those who do access services. The model recognizes that some aspects of all these
factors are fixed, or immutable, and that some are changeable. This model of health
services utilization has been used and expanded upon by many scholars and practitioners
over the years (58-65). I will utilize the most recent and sixth revision of this model
(shown in Figure 1) that includes many individual and contextual characteristics in
addition to health behaviors and outcomes. The concepts and flow of this model are

shown in Figure 1.
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Figure 1: A Behavioral Model of Health Services Use—6™ Revision (2014) (58)

Contextual characteristics are the circumstances and environment of health care access.

This is a group level unit that can range in size from family to neighborhood to health

plan, etc. This concept includes predisposing or existing conditions; enabling conditions,

i.e. those that either facilitate or impede health service access; and needs at the group

level, or conditions that are recognized by the public and/or by experts as needing

remedying (such as high rates of unintended pregnancy, for example).

Individual characteristics apply, as suggested, to specific persons. These include

predisposing or existing conditions, which are not in and of themselves directly

responsible for a person’s use or non-use of health services; enabling conditions, such as

the effective cost of health services to an individual and their access to resources, or

organizational factors such as travel time and means to see a provider; and individual
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needs as identified either by the person themselves or by a professional.

Health behaviors are the actions or inactions taken by a person, including personal health

practices and use of personal health services. This concept also includes a provider-level
measure called “process of medical care,” which refers to the behavior of a care
provider—this will be of great importance to the project at hand.

Health outcomes refer to the health status of a given person that is perceived by that

individual and evaluated by a professional. This concept also includes the idea of health-
related quality of life and consumer satisfaction, or how people perceive the care they’ve
received.

As seen in the figure above, each of these building blocks flow in multiple directions.
An arrow can be drawn directly from left to right, indicating an ever-narrowing concept
of larger structural forces influencing personal circumstances and choices, which lead to
actions and subsequent health outcomes. The model also notes less linear paths, such as
contextual characteristics directly impacting the available choices to a person and
therefore their very ability to access care if desired, no matter their individual
characteristics. Regarding abortion services for example, if state policies effectively
restrict the number and distribution of reproductive healthcare providers in a given
setting, a person’s individual desire to pursue those services is going to be severely
hampered. Likewise, a person’s health outcomes, including satisfaction and self-
perceived quality of life, can have either a positive or negative effect on their needs and
health behaviors. If someone feels they have not been treated well by a provider, the

likelihood that they will return to that provider, regardless of need, is likely to decrease.
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This model helps illuminate and give structure to the narratives that emerge in the
interview process, assisting in naming contextual aspects most at play for women seeking
abortion services. Seeing which aspects are immutable and which are subject to change is
crucial to considering ways of positively intervening. The interplay of concepts such as
enabling contextual characteristics (i.e. policies and other infrastructure) and
predisposing and enabling individual characteristics (such as personal beliefs and whether
or not one has support from friends or family) are highly applicable to the investigation
of women’s pathways to abortion care.

The Provide conceptual model of factors influencing provider referral behavior

Zurek et al have developed a conceptual model of factors that influence the process of
abortion referral-making by health and social service providers (12). The model is the
basis for Provide’s Referrals for Unintended Pregnancy program training health and
social service providers in U.S. sites on the provision of abortion referrals. Published in
2015, this conceptual model looks at factors that influence and support health and social
service provider abortion referral-making (12). The model was developed through study
of the existing literature, published professional norms, and field based practices
regarding referral-making, in general, and for abortion, in particular. It was created in
response a lack of models and a set of corresponding competencies to guide the
development of a program to train health and social service professionals to provide
consistent, high quality abortion referral. This model outlines two key domains of
referral-making from the provider perspective—the intention to refer and the capacity to

refer. The authors also describe a continuum of referral behaviors that range from passive
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to active. These behaviors are detailed in Figure 2 below.

Provider Beliefs
abortion is acceptable

Belief in Propriety of
Referral Provision

Professional Norms
abortion is acceptable

Non-judgmental, Continual updating and improvement of referral resources
All-options Pregnancy

Counseling
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\

Evaluation of referral quality

Knowledge of Need for
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\.
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Assistance in scheduling
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Lack of Stigma
Among Peers
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Establishment of Formal

Referral Protocols &
Infrastructure

Figure 2: Factors influencing provider referral behavior and Continuum of referral
facilitativeness (12)

Similar to Andersen and Aday’s health services utilization model, Provide’s model
includes factors that support or inhibit referral-making—ranging from proximal, such as
personal beliefs and the availability of referral materials, to distal, such as the societal
context. One of the model’s distinctions is its differentiation between individual provider
beliefs and their professional norms, dictated both socially by peers and formally by
professional organizations. Given the distinct place held by abortion within American
health services, it is helpful to clarify these fine points that may contribute to the
likelihood of clinicians and others giving appropriate abortion referrals.

Domains of Social Support

A domains of social support frame (66) is also employed to understand categories of
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supports women utilize when seeking abortion care. Social support has been linked with
the Andersen and Aday model described previously (67), but this model is distinct
because it offers helpful differentiation between different types of support that one may
desire, seek, or receive, in this case when pursuing abortion care. Informational support
refers to a source of facts and knowledge to give insight into what the options are in a
situation, or the details of a specific option. Emotional support, as it sounds, refers to
someone who provides affectionate or sympathetic support. Instrumental support refers
to the provision of material or logistical support, such as someone offering help with
transportation or childcare. Lastly, appraisal support refers to the assistance of a friend,
family member, professional, etc. who helps a person think through their options and

circumstances in order to make a necessary decision.
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CHAPTER FOUR: Women’s pathways to abortion care in South Carolina: A
qualitative study of obstacles and supports

The following chapter will be published in Perspectives on Sexual & Reproductive Health

in December 2016.

ABSTRACT

Context: Women seeking timely and affordable abortion care face myriad challenges,
including high out-of-pocket costs, transportation demands, scheduling, and stigma.
State-level regulations exacerbate these burdens, impeding women’s access to a full
range of reproductive healthcare. Women’s reports of their experiences can inform efforts
to improve pathways to abortion care.

Methods: In 2014, semi-structured qualitative interviews were conducted with 45 women
obtaining abortions in South Carolina, a restrictive abortion environment. The study
sought to elucidate pathways to abortion, including how women learned about and
obtained abortion care; professional referrals; and logistic supports and obstacles. The
transcripts were analyzed to identify key themes along the pathway and to create a
process map visualizing women’s experiences.

Results: Twenty participants had contact with a health professional for pregnancy
confirmation, and 7 received referrals. Women located abortion clinics through online
searches, previous experience, and information from friends or family. Financial strain
was the most significant obstacle named, followed by transportation challenges. Women
reported emotional strain, stress, and stigma, and the value of social support. The most

impactful state regulation was the prohibition against most insurance coverage of
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abortion, resulting in financial burden for women.
Conclusions: Our findings demonstrate the impact of insurance bans and social stigma,
the importance of social and pragmatic assistance, and the potential usefulness of
professional referrals for women seeking abortions. Further research on the self-reported
experiences of women and providers, particularly how each are affected by evolving state
policies, will inform strategies to continuously improve pathways to abortion under
restrictive conditions.
INTRODUCTION

Although the right to abortion in the United States (U.S.) is federally protected (16),
women seeking timely, affordable, safe, legal abortion care face myriad challenges.
Financing is a major consideration for women seeking an abortion, regardless of whether
they are uninsured, insured but not covered for abortion, or insured but reluctant to use
insurance benefits due to confidentiality concerns (3). Women in the U.S. pay a median
of $370-575 out-of-pocket for abortion care—higher than the typical annual out-of-
pocket healthcare costs among uninsured women ages 25-34 (68,69). In one U.S.-based
study, half of the women paying out-of-pocket for abortion care found it financially
difficult, and half required outside assistance (3). Arranging transportation and childcare
are additional reasons for expenditures and coordination related to abortion care. For
example, in 2008, women traveled 30 miles on average to obtain abortion services (4),
and in 2011 the average transportation expense was $44 (3). Both figures have likely
increased due to regulations that have led to closure of abortion clinics or mandated

multiple visits, resulting in greater travel burden (51,70).
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Beyond financial concerns, obtaining accurate information affects abortion access. In
some settings it is relatively simple to consult a trusted medical provider (71); in others
searching can be challenging and yield inaccurate results (20,72). Abortion stigma—
anticipated, experienced, or internalized—may be perpetuated by these pragmatic
challenges to healthcare access (49,52). Social support can help women navigate
obstacles, and its absence can pose as an obstacle in itself (73).

Additionally, myriad state-level laws regulate access to abortion services, such as
mandatory counseling, waiting periods, and gestational limits (17). Provider-focused
laws, such as requirements regarding hospital admitting privileges, patient transfer
agreements, or ambulatory surgical center standards, contribute to a decrease in abortion
providers across the U.S. (74,75). Over 200 laws related to abortion services have been
passed since 2011 (76,77). These laws heavily impact many southern and Midwestern
states and disproportionately affect women of color, young women, and women living in
rural areas (3,28).

As described above, some barriers to abortion services have been well characterized,
yet others remain less well understood. Specifically, there is more to learn about
women’s experiences with health professionals prior to seeking abortion; whether and
how abortion referrals are offered; and how women seck abortion care without
professional referrals. To address these gaps, we conducted a qualitative study with
women who successfully obtained abortion care in South Carolina to explore their
pathways seeking information, speaking to professionals, receiving referrals (or not), and

preparing for their appointments. We sought to highlight supportive and hindering
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conditions along the path. Women’s reports of their experiences can inform public health
practitioners, social services providers, medical professionals, and advocates as they seek
to assure clear pathways to abortion care.

METHODS

Setting

This study was conducted in South Carolina in conjunction with Provide, Inc., a
national organization working to increase capacity for health and social service
professionals to support abortion access. Their Referrals for Unintended Pregnancy
training initiative (78) works with healthcare and social service staff in Southern and
Midwestern states which have limited abortion access. The goal of the program is to
increase the capacity of health and social services systems to deliver comprehensive
pregnancy options care, including quality abortion referrals.

South Carolina has steadily enacted increasingly restrictive abortion regulations (79).
Though currently restricted after 24 weeks gestation (7), as of May 2016, abortion will
soon be prohibited at 20 weeks with exceptions for endangerment to the pregnant
person’s life or health (80). For those under 18, the consent of a parent or adult relative or
judicial permission is normally required (48). Legislation enacted in 2010 mandates
documentation of receiving state-issued informational materials online or in-clinic at least
24 hours prior to a scheduled abortion (81,82). In addition to the long-standing
prohibition against using federal funds for abortion (38), South Carolina prohibits
coverage of abortion by most public and private insurances (7).

At the time of the study, abortion in South Carolina was provided in three
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freestanding abortion clinics (19) in distinct regions. In addition, there are over 30 crisis
pregnancy centers (CPCs) (83), some of which are located nearby the abortion clinics.
These centers typically offer free pregnancy testing and other related services, such as
ultrasounds, but are not professional medical providers. They do not refer for or offer
abortion services, and often provide misinformation regarding abortion (84).
Study Design

We conducted 45 in-depth, semi-structured interviews with women during their
abortion appointments in each of the three South Carolina clinics (13—16 per site).
Participants were recruited through convenience sampling from the pool of women who
came in for abortions on days when the interviewer (JM) was on-site in September and
October 2014. Participation was restricted to English-speaking women 18 years of age
and older who indicated interest in the study on a form included with registration
paperwork. Sample size was based on a typical qualitative goal of obtaining a range of
responses until interviews no longer reveal new themes (85).
Interviews

The interview guide centered on women’s experience finding information on abortion
services, experience with health professionals en route to abortion care, and perceived
barriers and facilitators to accessing abortion services. The guide was informed by three
theoretical frameworks. The first, domains of social support (66), distinguishes
emotional, instrumental, and informational support; the second, health services utilization
(65,67), encompasses systemic and individual factors that impact healthcare use; and the

third, Provide’s conceptual model of abortion referral-making (12), focuses on personal
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and systemic factors that may impact provider abortion referral behavior. We used these
frameworks to analyze the variety of supports that women reported, the range of
obstacles and facilitators impacting use of abortion care, and insight into the position of
health professionals women encountered during pregnancy confirmation. We also
collected participant demographic characteristics and previous abortion history.
Interviews lasting 10-30 minutes were conducted in private rooms in the clinics at a point
in participants’ appointments when they would have otherwise been waiting for
counseling or lab work. The interviews were digitally recorded. Participants received a
$40 gift card. The study was approved by Boston University Medical Campus
Institutional Review Board.
Analysis

The interviews were professionally transcribed verbatim and uploaded into NVivo
(Version 10). The first author and a research assistant read three interviews to identify
themes and domains, and develop a codebook. Ten interviews were double-coded, after
which NVivo was used to compare and evaluate intercoder reliability (Kappa score=0.7).
We engaged a thematic analysis approach (86) using domains specified a priori from our
conceptual models and the literature, while also allowing for unexpected themes to
emerge. Coding conflicts were resolved through discussion and consensus. Data analysis
was iterative; the emergence of new themes in later transcripts prompted review of earlier
transcripts to ensure they were applied as appropriate. We used process mapping (87) to
construct women’s pathways to abortion services. This technique helps visualize care

processes, understand common pathways, and identify points for improvements.
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RESULTS
Sample demographics

Based on state-reported statistics (88), the race and age demographics of women who
participated in the study are similar to those of women having abortions in South
Carolina (see Table 2). A majority of participants were Black, a third White, and the
remaining identified as multiracial; one individual identified as Hispanic. Most
participants were between 18 and 35 years of age. Equivalent numbers of women lived in
urban and rural settings. Almost half had private insurance and nearly a third public
insurance, however none of the plans covered abortion. The remaining were uninsured.
Participants most commonly traveled less than 25 miles to the clinic; nearly a third

traveled 2549 miles; 6 women traveled over 50 miles for their appointments.
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Clinic A | Clinic B | Clinic C Total
Sample
n=I13 n=16 n=16 n=45
Age
18-25 5 11 4 20
26-35 4 4 9 17
36+ 4 1 3 8
Residence
Urban 7 6 5 18
Rural 3 10 8 21
Suburban 3 0 3 6
Race/Ethnicity
Black (Non-Hispanic) 9 9 7 25
White (Non-Hispanic) 2 5 8 15
Multiracial (encompassing White,
Black, Asian, Puerto Rican, and 2 2 1 5
Native American identities)
Insurance
Private (Employer) 7 3 5 15
Private (Parent) | 2 1 4
Public (Medicaid & Veterans) 4 6 3 13
None 1 5 7 13
Distance Traveled to Clinic (in miles)
<25 7 10 8 25
25-49 4 5 5 14
50-100 2 1 2 5
100+ 0 0 1 1

Table 2: Participant Characteristics

Process mapping to construct a pathway to care

We created a process map to elucidate the steps from pregnancy confirmation to
abortion appointment. The process map showed variation in individual women’s care
pathways, but five specific steps were common to nearly all: 1) Discovering or
confirming the pregnancy; 2) Deciding to terminate pregnancy; 3) Learning where to go

for abortion; 4) Calling abortion clinic for information and appointment; 5) Preparing for
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abortion appointment. In the process map (see online: weblink), one can trace variations
of how an individual moves through these 5 steps regarding potential contact with a
variety of individuals and institutions at different points. Each potential contact is
represented by a vertical column that women may cross at different points. In all steps,
individual women may do one or more of each variation (e.g. seeking information from
multiple sources rather than one). The visual analysis revealed steps along the pathway
where participants experienced relatively direct sequences, and steps where the path often
became complex and convoluted. For example, the limited number of clinics made clinic
selection straightforward. In contrast, preparation for the appointment included multiple
decision points. In this step, participants often had crisscrossing pathways across multiple
contacts, some of which presented potential barriers. Creating a visual representation of
potential pathways provided the scaffolding for thematic analyses of the variation of
barriers and facilitators described by participants.
Thematic Analysis

We found distinct areas where women confront challenges and receive support. These
areas were loosely divided into intersecting pragmatic and emotional domains, mapping
especially well onto the domains of social support theory (66) previously mentioned. In
the pragmatic domain, participants describe the challenges of the practical tasks of
preparing for the abortion appointment—securing finances, arranging transportation, and
negotiating time away from work. In the emotional domain, participants revealed the
range of feelings they experienced related to the abortion, including their experiences or

anticipation of stigma.
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Throughout the process of seeking care and managing the pragmatic steps to obtain
an abortion, women confront (or fear confronting) the judgment of others and their own
self judgement. Some women indicated that the emotional aspect was their biggest
challenge and receiving emotional support was the most helpful part of preparing for the
appointment. Variations on the phrase “the hardest part is just knowing what I’'m doing”
were frequently used to describe the experience. Participants who expressed this feeling
about the abortion also expressed confidence that it was the right decision. This
complexity was demonstrated by some but not all of the women interviewed. Especially
noteworthy is how these feelings impacted women’s willingness and ability to seek
needed supports in advance of their appointment. In this section, we describe experiences
at each step en route to abortion care, illustrating the complex emotional and pragmatic
terrain women travel along the pathway.

1: PREGNANCY DISCOVERY & CONFIRMATION

Over half of the sample had no contact with medical professionals prior to their
abortion appointment. They described doing self-testing at home to confirm their
suspected pregnancies.

“I missed my period, and then I took a home pregnancy test.” (4ge 27,
Black, Rural)

Just under half of the sample (20 of 45) confirmed their pregnancy in a professional
setting or CPC prior to their abortion appointment. The professional contacts were in
primary care or gynecology offices, urgent care clinics, hospital emergency departments,

Title X-funded family planning clinics, or federally qualified community health centers.
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The proportion of participants who had professional contact prior to the abortion varied
by clinic site, with lower rates observed among rural participants (see Figure 3).
“I took a test at home. Then I had my yearly appointment...They check for
everything.” (Age 22, Black, Rural)

While most women visited these sites to confirm results of their home pregnancy test,
five women had pregnancy tests only with a medical professional. Of these five, three
were surprised by the positive results from testing during routine gynecological or
primary care exams, or an emergency department visit for an unrelated concern. Two
women followed their home testing with visits to a CPC for confirmation. In these cases,
one woman knew they would actively counsel against abortion, but desired convenience

and privacy; the other was surprised and angered by their anti-abortion stance.
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Figure 3: Professional/Crisis Pregnancy Center (CPC) Contact Prior to Abortion by Clinic
& Participant Residence
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2: DECISION TO TERMINATE PREGNANCY

Though decision making was not a specific focus of the study, many women
spontaneously described multifaceted reasons for their decision. Most described their
unpreparedness to care for a new child in the manner they would like. Often their
unreadiness was related to unstable finances, employment, housing, and/or their
relationship with the man involved in the pregnancy. A small subset of women focused
on their desire to preserve their capacity to continue their education and/or career.
Women shared feeling either unready for or finished with childbearing. A small number
of women noted that continuing the pregnancy would increase the difficulty of separating
from an abusive partner. Most women reported discussing their decision with the man
involved with the pregnancy, friends, or family; a small number reported discussing with
no one at all.
3: ACCESSING ABORTION SERVICES

There was wide variation in whether health professionals discussed comprehensive
pregnancy options with participants; whether they gave an abortion referral; and how
participants felt about their encounters. Of the 20 participants who had professional or
CPC contact, 7 were given a referral for abortion services. Of those who did not receive a
referral, only 4 explicitly wished one had been offered, including one woman whose
overtly anti-abortion doctor recommended a CPC for “unbiased” counseling.

Not all participants wanted abortion information in these encounters. Some already
had the information they needed, and others felt uncomfortable requesting this

information, fearing judgment. One participant reported not receiving all-options
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information at a community health center with her positive pregnancy test, but
commented it was “kind of a good thing they didn’t assume the worst.” She interpreted
not being seen as someone who would pursue abortion as a positive reflection of her
character. Another participant described protecting herself by lying about her pregnancy
plans to the nurse at a family planning clinic:
“They [asked] me if I [would continue the pregnancy] and I just said yeah,
cause some people will judge you automatically...I didn’t tell them that I
had already pretty much decided...She seemed like she might be kind of
judgmental, just the way she asked me...I just got that vibe from her, like
she’ll probably treat me like crap, so I went ahead and lied.” (4ge 32,
White, Rural)

Of the 7 participants who were given referrals for abortion services, 4 reported feeling
they were well-treated and received non-judgmental, thorough information. These
women were seen in a family planning clinic, an urgent care clinic, and by their usual
gynecologist or primary care doctor. The interactions were characterized by direct
communication and lack of judgment.

“We discussed all of the options and he told me if you choose not to go
forward with the pregnancy, you can go here, and explained what would
be done, how the procedure would take place...I’ve been with him for
nine years, so the conversation was very easy.” (Age 37, Black, Urban)
For the 3 who indicated a negative or neutral referral experience, they received the

requested information but felt judged or treated indifferently. One woman noted that an
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urgent care clinic doctor provided the requested abortion referral handwritten on a

diabetes pamphlet, and reported that his demeanor changed from friendly to curt.
“After I said ‘Well maybe I don’t want to keep it,” he was like, ‘Wait,’
and walked out of the room. And then he gave me a brochure that
somebody had written on ‘Planned Parenthood’ and then he just left. I
thought it was rude. You’re a doctor, you’re a professional.” (Age 18,
Black, Urban)

Another woman was referred by a family planning clinic nurse, describing it as neutral.
She got the information she needed, and the interaction was neither good nor bad.
“It was more or less, ‘Good luck with your pregnancy, here’s some

information.” They didn’t go into detail as far as what I was gonna pursue.
It was cut and dry. There was no conversation. They didn’t discuss
options.” (Age 31, White, Rural)

As noted above, the majority of women interviewed either did not have professional
or CPC contact, or had contact that did not provide helpful information regarding
abortion. These participants used other means to learn where abortions were available.
Many looked for information online, typically searching “abortion South Carolina.”
Websites for the three clinics were described as easy to find by most, and as providing
accurate, comprehensive information.

In the search for a clinic, there were accidental encounters with CPCs. A few women
reported finding CPC websites online and calling these centers thinking they were “the

same as Planned Parenthood.” The resulting conversations in which CPC workers
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discussed religious and anti-abortion themes were reported as frustrating or upsetting.
“I accidentally called her trying to look for a clinic and she was at one of
the anti groups...It was kind of a difficult conversation. She was really
nice, but I just felt this kind of judging people.” (Age 37, Black, Urban)
“I thought it was going to be a place similar to Planned Parenthood, but it
wasn’t. They were very into the religious aspect of it...like you’re sinning,
you’re going to be punished for this if you do it, and trying to talk you out
of it... They said you have other options—there’s abortion or adoption or
raising it, but they mainly talked about raising it yourself or adoption...I
left kind of angry.” (Age 24, White, Urban)

In addition to online searching, women reported knowledge of the clinics due to past
experience—their own previous abortion, or that of a friend or family member.
Regarding previous experience, of the 21 patients who had had a previous abortion, only
a third had professional or CPC contact prior to the current appointment. Of the 24
participants with no abortion history, over half had professional or CPC contact prior to
the current appointment. Some had previously accompanied someone to an appointment,
or simply heard about it. Other participants got information from a friend or family
member. A few noted they knew where the clinic was because of protestors outside.

4: CONTACTING THE CLINIC

Women described clinic staff as thoughtful and thorough. Some spoke of feeling

nervous about clinic treatment, but uniformly reported feeling reassured once phone

contact was made.
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“That lady on the phone was so sweet, so nice and kind-hearted. She gave

me courage, just like it’s OK to come in here. Those protestors out there

say things that make you really think. And then all I remember was her,

how sweet she was, and kind. She was like, ‘Well, you know, that’s their

opinion.” They don’t know my situation.” (Age 25, Black & Native

American, Rural)

There were variations in the participant experience related to scheduling and timing.

In two clinics, abortions can be booked only on certain days based on the rotating
schedules of doctors. These clinics run separate clinic sessions for other services. Limited
appointment availability makes scheduling more difficult and may result in delays in
care.

“I made an appointment, which was for three weeks later, which was just

nerve-wracking and horrible.” (Age 24, White, Urban)

In the third clinic, two local doctors provide abortion services six days a week.
Their availability allowed women greater flexibility in scheduling. Participants reported
that the staff described their appointments as “penciled in,” giving them a sense of
unhurried reassurance. If women wanted more time to think or prepare, they were
reassured that rescheduling wouldn’t cause great delay.

Some women noted that their appointments in the first two clinics were delayed due

to unexpected clinic scheduling challenges. For example, one clinic introduced an
electronic medical record system and scheduled fewer patients during the transition

period. In another instance, a participant reported that her appointment was postponed
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due to physician scheduling problems. These delays resulted from occurrences common
to many medical settings, but highlight the precarious nature of abortion access in states
with few providers.

5: PRE-APPOINTMENT PREPARATION

The greatest logistical barriers occurred as women prepared for their abortion
appointments. Women described the financial burden of paying for the abortion,
arranging transportation, and negotiating time off work for the appointment and after-
care. Though the interviewer inquired about childcare, this aspect of preparation seemed
not to be a major challenge.

The majority of women described difficulty paying out of pocket for the abortion.
Many women described making adjustments to assemble the funds, including putting off
other payments, such as a car loan; refraining from “extras,” such as meals in restaurants;
and dipping into the “Christmas gift fund.” Multiple women described the abortion
expense as a temporary setback or one-time expense as compared to the long-term
financial commitment of raising a child.

“I’m emptying my bank account today...There are some things that are

not going to get paid that probably should have been paid today. But in the

long run, it’s going to actually benefit us because we’re not going to be

taking away from our earnings continuously. We’re just taking away this

time so that we can continue to build further.” (4ge 34, Black, Suburban)
For some, the fee required their whole paycheck, ensuring they would be “short” or

“tight” on money for a few weeks. Some said they could afford to make the payment, but
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“just barely.” Several participants noted that they have less money in general lately
because of lost wages due to pregnancy-related symptoms. Women borrowed or were
given money by friends, family, and the man involved with the pregnancy.

“I actually had to get a loan for some of it. And a dear friend...sold some

of his stuff and helped me pay for half...If it wasn’t for him and me

having a little bit of credit to fall back on, I don’t know what I would have

done.” (Age 31, White, Rural)

Some women described the need for financial help as frustrating and embarrassing,
regardless of whether they disclosed the reason for the request, and expressed concern
about others being short on money due to helping them. A few feared that asking for help
made them appear irresponsible, while some women saw receiving needed support from
a loved one as affirming. Some women reported using financial assistance from clinics
(e.g. military or student discounts) and abortion funds (local or national need-based
grants).

“The [clinic’s] financial assistance really did help...That’s an extra $200 to
$300 that’s just not there, and insurance doesn’t cover.” (Age 23, White,
Rural)
A subset of women reported that funds were difficult to access due to high demand on
both their dollars and their phone lines.
“I never did speak to anyone [at the fund] because the phone line is always

busy because it’s national.” (Age 24, White, Urban)
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A few participants expressed bitterness over the fact that the abortion is not covered
by their insurance. One woman pondered why her primary care doctor couldn’t simply
give her the pills for a medication abortion in their office. Though Medicaid does not pay
for abortion in South Carolina, regarding the broader challenge of health care access
another woman noted that she felt the state’s refusal to enable Medicaid expansion was
directly responsible for people being unable to afford raising children.

Respondents noted one positive aspect of the finances for abortion—the transparency
of costs. Participants reported that direct communication from clinics regarding all
possible costs was reassuring and clarified financial needs. For participants who’ve
received past medical care without clarity of the exact pricing, this was a great relief.

Among employed participants, there was a range of experience regarding taking time
off for the appointment, the time needed for medication abortion to take place at home,
and/or the suggested recovery period. Some participants managed their own schedules—
their concern was primarily over lost work time. Other participants needed supervisor
approval for time off, and here the experience split. Some had supervisors with whom
they felt comfortable explaining why they needed time off, anticipating a compassionate
response. Many participants, however, feared judgment if their supervisor knew of the
abortion.

“I just want to go to work afterwards, but I don’t know if I’'m going to be
able to. And then if I have to call out, I don’t know what to say. I don’t
feel like I should have to tell them what happened or what I’'m doing.”

(Age 26, White, Urban)
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Among some participants, anticipating stigmatizing reactions from others led to self-
protective secretive behavior. One participant compared it to mental healthcare stigma,
explaining that she would readily explain her work absence to a colleague if abortion was
viewed like any other medical procedure, but as it stands it would feel risky to do so.

“With appointments like this it’s more hush-hush...You don’t really want
to go into detail because you don’t know how some people might react.
It’s kind of the same way with mental healthcare, and everyone’s hush-
hush about that. It’s not as out in the open—people want to be more
secretive about it. You don’t want people to know you were here.” (4ge
24, White, Urban)

Several participants reported that their work schedules prevented them from
scheduling the abortion as they truly wished. In one case, a woman had an aspiration
abortion rather than the desired medication abortion due to work-related scheduling
delays; in another case, delays led to the woman having the abortion at a clinic that was
not her first choice. As described earlier, limited clinic schedules dictate when
appointments are available to begin with, which may lead to the need for time off work.

Due to scarcity and geographic separation of clinics, transportation can be another
puzzle to solve. At the clinics included in this study, sedation (oral or intravenous) is
recommended as standard of care for women receiving aspiration abortions, and many
women agree to this. These women require a ride home, as is standard with sedation for
any outpatient procedure. For some women, securing a ride is a simple thing to ask of

their partner, friends, or family. For others, this requirement presents a major challenge,
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and may necessitate unwanted disclosure.

Getting a ride requires an additional element of organization and planning. The driver
must be able to come at the scheduled time and often wait for hours, possibly rearranging
their work schedule to do so. For those traveling from a distance, this also means a longer
time commitment by the driver, and increased fuel costs.

“I don’t have my own car, so I had to get a friend to drop me off. It was a
challenge because I didn’t really tell too many people about it, and the
people who knew were busy or out of town.” (Age 21, Black, Urban)
This disclosure may result in unanticipated support.
“One friend committed to doing it and then backed out [this week]. I had
to ask my stepmom. It was difficult. She was understanding, though.”
(Age 37, White, Rural)
Some women got the negative response they anticipated, such as one who encountered
anti-abortion beliefs.
“My sisters wouldn’t give me a ride...so I had to ask an outsider for a
ride...I wish they could have understood this, be supportive.” (4ge 38,
Black, Urban)

Because one clinic was located next to a CPC, sharing a driveway and similar
signage, several participants described accidentally going into the CPC for their
appointment instead of the clinic. They were not aware of being in the wrong place and
CPC staff did not point this out. Rather, the staff attempted to redirect them from

abortion. These participants eventually went to the correct clinic for their appointments,
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but the experience was unnerving.
“I walked in and was telling the lady that I was there for the abortion pill,
and she [said], alright, come in this room...I [said], Oh gosh, I'm at the
wrong place, and she [said], No honey, you’re at the right place...I just
wanted to hurry up and get out of there cause I felt like she was judging
me. She [said], no, you came here for a reason, and I [said], No!” (4ge 32,
White, Rural)

None of the women interviewed expressed difficulty complying with state
requirements prior to the abortion, such as accessing the state-mandated information
online or printing the required form to bring to the clinic. Printing was done at home,
work, school, or in public libraries.

DISCUSSION

Our study is one of few to describe women’s self-reported experiences along the
pathway to abortion care. It focused on how women sought information, interacted with
professionals, received referrals (or not), and encountered supports and barriers during
the process of seeking abortion care. Conducted in South Carolina, our study offered a
window into women’s experiences in a restrictive setting. We identified a range of
interrelated logistic and emotional challenges women faced on the path to timely and
affordable abortion care, reinforcing and expanding upon prior studies (3,68,73,89-91).

Most striking was the low number of referrals women received despite contact with
medical professionals. While the majority of abortion patients interviewed used home

pregnancy tests, nearly half had subsequent contact with a health professional to confirm.



52

Only 7 out of 45 participants received abortion referrals, and one patient was given an
inappropriate referral to a CPC. This is similar to findings in a Nebraska-based study (89)
in which, of 365 abortion patients surveyed, nearly half had contact with a clinician prior
to their abortion appointment, but only 31 actually received an appropriate referral.
Similarly, a multi-state study using simulated patients (90) found that less than half of
calls to reproductive health centers that do not provide abortion resulted in a direct
abortion referral.

Several participants who asked about abortion referrals felt judged by their clinician.
Among those who encountered a provider and did not request or receive an abortion
referral, most had already decided to seek an abortion. Some indicated they didn’t ask
about abortion for fear of judgement, or that their clinician preemptively spoke
dismissively of abortion. In addition, self-judgement was also a common theme in
women’s descriptions of their biggest challenges regarding the abortion.

As some study participants indicated, scheduling their abortion promptly was often
challenging. Similar to other studies (6), reasons noted for this delay included
unavailability of appointments, work schedules, and transportation challenges. Contrary
to much of the literature (3,68), while finances were a burden for many in our sample,
few participants spontaneously named this as a reason for delaying their abortion
appointment. We don’t know whether this finding would remain if there had been more
direct questions about reasons for delays.

Nonetheless, paying for care was a significant challenge for most, but not all

participants, regardless of insurance coverage. Though nearly 75% of our participants had
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health insurance, none were covered for abortion services, and faced appointment costs
ranging from $400 to $1000 (based on author’s phone inquiries to clinics). The low end
of this cost is similar to the national average first trimester abortion cost, and 2—4 times
the average annual out of pocket healthcare spending for uninsured women ages 25-34
(69). Our findings were similar to recent research on abortion costs and payment (3).
Many women reported financial assistance from friends, family, or the man involved with
the pregnancy; using clinic discounts and abortion funds when possible; and in one case
taking out a loan. Also mirroring related research, some reported that this expenditure
would temporarily prevent payment of necessities or “extras.” For a small number of
women, asking for financial help was either a source of embarrassment or an opportunity
for welcome support.

Our study adds weight to other small, similar studies based on women’s self-reported
experiences as they seek abortion care. Collectively, the findings point to the need for a
widened net of professionals who are committed and trained to offer practical and
emotional support to women as they navigate the sometimes difficult terrain of receiving
timely, affordable, and non-judgmental abortion care. Likewise, expansions of abortion
funds for low-income women and clinic discounts based on income and student or
veteran status would smooth the road to abortion for many women in light of fragmented
insurance coverage. Recognizing the uneven and constantly shifting legal and social
environment surrounding abortion care, and wide variations across the country, such
initiatives will be best served by state or region-specific research to identify specific gaps

and opportunities.
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Limitations

The main study limitation is related to the nature of the sample. By recruiting
participants in clinics during abortion appointments, we limited our sample to those who
successfully obtained abortion care. We did not include the perspectives of women who
considered abortion but couldn’t locate services or overcome obstacles to obtain this care,
or those who did not attempt to seek abortion services despite their desire because they
believed it would be impossible. The sample did not include women who traveled out of
state for abortions, who were seen by a private doctor or in a hospital, or who performed
a self-induced abortion outside of a professional setting.

It is possible that this convenience sample may differ from eligible women who did
not participate in the study. Based on available data, 13—-21% of eligible women agreed to
participate in a given session. The logistical considerations surrounding off-site or
different-day interviews precluded these options, which may have increased study
participation. Lastly, we were not able to distinguish which obstacles would have been
the same in any state, regardless of its similarity to South Carolina.

Conclusion

Our study points to a range of challenges that women encounter as they seek abortion
care in one state. Further research on how women’s and providers’ experiences interact,
and how each relates to evolving state policy environments, will help shape initiatives to

support timely, affordable, and safe abortion care in a climate of increasing restrictions.
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CHAPTER FIVE: Understanding the role of professional referrals in accessing
abortions
Introduction

With growing specialization within medicine, no individual clinician can provide all
needed care. Therefore, an essential component of contemporary American health care is
the practice of assisting patients to obtain necessary or desired services through medical
referrals from a health care provider. For some services, referrals may be necessary
because insurance plans require referrals to initiate payment; for others, referrals provide
critical information which assist women to obtain services, particularly when it is not
easy to identify qualified providers or know what steps are needed to efficiently access
services. Abortion is an example of the latter—a service for which referral is extremely
important because of the scarcity of providers, stigma, and obstacles typically
encountered to access care (19,46,50).

Because the majority of abortions in the U.S. are performed in specialized abortion
clinics and these clinics are not available in many communities, professional referrals
may play an important role in promoting equitable access to care and a full range of
pregnancy options (19) (20,70). Delays in access to abortion services can result in later
procedures that are more complex (1,2,6) and increase financial and other opportunity
costs.

Abortion referrals from health or other providers are not sought or needed by all
women seeking abortion care. Some women are already familiar with their local abortion

providers; others may succeed at locating a provider via information obtained from
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friends, family or an internet or telephone directory search. Women’s success depends
widely on a number of factors including but not limited to the local number and visibility
of abortion providers and a woman’s individual resources and capacity to perform an
effective search. In all circumstances but especially those where services are scarce and
stigma is high, a referral from a reliable professional has the potential to facilitate timely
access to care in a manner that is responsive to the patient’s circumstances and needs.

Unlike most medical services, the policy climate and attitudes of a given provider or
health system affect the abortion referral process (92). Zurek et al have developed a
conceptual model of factors that influence the process of abortion referral-making by
health and social service providers (12). To our knowledge, no research has been done to
evaluate the fit of key concepts of this model based on patient/consumer experiences with
abortion referral. Therefore, we undertook a study to answer the following two questions:
are referrals useful to women seeking abortions, and does the conceptual model
developed by Zurek et al provide a good fit when viewed through the lens of the patient
experience. We hypothesized that 1) referrals have value for patients, and 2) fitness of the
organizing domains, constructs, and sub-constructs of the model would be demonstrated.
Background
Professional Referrals in Abortion Services

Professional referral for specialty services is a recognized standard of high quality
health care (93). Various Federal and State initiatives, including Accountable Care
Organizations and Patient-Centered Medical Home (PCMH) certification (94,95), have

been developed to improve care coordination and access to specialty services. The
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PCMH principles provide an example of a well-defined referral process. The U.S.
Department of Health and Human Services Agency for Healthcare Research and Quality
defines the following five characteristics as key components of the PCMH:1) provision of
comprehensive care; 2) a focus on patient-centeredness; 3) coordination of care across the
health care system; 4) accessible services responsive to patient needs; 5) a commitment to
quality and safety (95) (96). Referrals are a critical component of coordinated care. They
should be responsive to a patient’s needs and preferences, provide accurate information
on the risks and benefits of a given service, and include a discussion of what to expect at
the medical appointment (93).

Professional organizations such as the American College of Obstetricians and
Gynecologists (ACOG) and the American Academy of Family Physicians (AAFP)
provide additional guidelines for patient centered care that include standards of referring
patients to specialty care. These standards include respect for patient autonomy and a
duty to provide information on all options for a given situation (97,98). As with other
specialty services, high quality referrals should be expected as standard for abortion care.

Abortion care in the U.S. is regulated and delivered in a way that differs from most
other health services. Unlike most specialty services, health insurance plans do not
require a referral by a primary care provider to access to abortion services. Women
seeking abortions need not go through their provider to access abortion care if they do not
wish to. Abortion care may be simpler to access than some other services because the
gate-keeping role of primary providers is bypassed.

While referrals may not be required, they may play an important role in helping women
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navigate the requirements and steps necessary to access abortion. Referrals may serve a
critical function, as the relative scarcity of abortion providers and clinics across the
country can make abortion services challenging to locate and access. As of 2011, 89% of
U.S. counties had no abortion clinic (19). During this same time period over one in three
U.S. women of reproductive age lived in a county with very limited access to abortion
services (4). Stigma and harassment of abortion providers and patients have contributed
to the isolation of, and consequent difficulties accessing, abortion care. The majority of
abortions in the U.S. are provided in standalone abortion clinics (63%), with 31% in non-
specialized clinics, and 4% in hospitals (19). The complexity of accessing abortion care is
further increased due to state-specific regulations such as limits on insurance coverage of
abortion, required receipt of state-written informational materials, mandatory ultrasounds,
and waiting periods (41,46,99). Such policies have increased dramatically since 2011
(37). They heavily impact many southern and Midwestern U.S. states and
disproportionately affect women of color, young women, and women living in rural areas
(3,4,28).

It is not well known how many US women who have abortions receive a professional
referral beforehand. A 2012 study by Dodge, Haider, and Hacker, which used simulated
patient calls to reproductive health clinics that do not provide abortion, found that even
after prompting staff members for referrals less than half (48.5%) resulted in a direct
referral (90). Fewer direct referrals were provided in states with more legal abortion
restrictions, though this difference was attenuated when the caller made a direct request.

Hebert, Habiyi, Hasselbacher et al examined publicly funded family planning clinics in
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the Midwest and found that reports of abortion referral-making varied by site type.
Comprehensive reproductive health centers were significantly more likely to provide
abortion referrals than health departments or community health centers (92). Additional
research by Bryant has documented that if a woman contacts a crisis pregnancy center
(CPCQ) in her search for abortion information, she is likely to be given misleading
information that does not include an abortion referral (100,101).

Even less is known about how referrals impact patient care. A 2016 study by French
conducted in Nebraska found that having a referral did not reduce the time between a
woman’s decision to obtain an abortion and the appointment itself. However, the study
only sampled women who had successfully obtained an abortion and notes that further
research is required (89). While there is documented evidence of predictable delays and
obstacles to abortion care, the relative dearth of evidence regarding abortion referral-
making is a real lack in the public health pursuit of improving access to needed health
care. Questions that would be helpful to answer include whether and how abortion
referrals are made, the impact of these referrals, and whether and how to improve their
frequency and utility.

A conceptual model of factors influencing provider referral behavior

Given the absence of a standardized approach to abortion referral, a conceptual model,
could help both understand current practice and guide future practice Such models are
useful for understanding complex processes across a variety of settings (102). In this
case, the subject is the context in which quality abortion referrals are made, which is

particularly important given the systematic obstacles one may encounter en route to such
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care. Published in 2015, Zurek et al developed a conceptual model of factors that
influence health and social service provider abortion referral-making (Figure 4) (12). It
was developed through study of the existing literature, published professional norms, and
field based practices regarding referral-making. While there is a strong literature that
describes competencies for pregnancy options counseling, there is a dearth of similar
material relating to abortion referral-making. Thus, Zurek et al created a model and set of
corresponding competencies, in part to guide the development and evaluation of a
program from Provide, Inc. to train health and social service professionals to provide
high quality abortion referral. The model delineates two domains of referral-making from
the provider perspective—the intention to refer and the capacity to refer. Specific
constructs and sub-constructs, are encompassed within each domain. In the intention to
refer domain, the constructs and sub-constructs describe beliefs, knowledge, and action
of providers. In the capacity to refer domain, the constructs and subcontracts detail the
environmental and policy context in which referral are made. Zurek et al also describe a

continuum of referral behaviors ranging from minimal to highly facilitative and adaptive.
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Similar to Aday and Andersen’s patient-focused health services utilization model
(59,60), Zurek et al.’s model includes factors that support or inhibit referral-making—
ranging from proximal (e.g. personal beliefs, availability of referral materials) to distal
(e.g. societal context). One of this model’s distinctions is its differentiation between
professional roles, both socially and formally communicated, and individual provider
beliefs. Given the unique place held by abortion within American health services, it is
helpful to how delineate how these constructs may contribute to the likelihood of
clinicians and others giving appropriate abortion referrals.

Methods
The South Carolina Pathway Study

As described previously (103), we conducted a qualitative study with women accessing
abortion care in South Carolina to assess their experiences of obstacles and facilitators
from the point of pregnancy discovery to arriving for their abortion appointment,
including whether and how they received a professional referral.

Setting: South Carolina has three freestanding abortion clinics located in the metropolitan
areas of Charleston, Columbia, and Greenville. These clinics cover different regions of
the state, but 72% of the state’s reproductive age women live in counties without an
abortion provider (19). South Carolina has instituted multiple abortion-related regulations
that affect access to care. At the time the study was conducted, documentation of
mandatory online or clinic-based counseling was required and had to be completed at
least 24 hours prior to a scheduled abortion (45,81,82). Consent of a parent or adult

relative, or judicial bypass was required for minors under age 17 (1,2,48). Coverage of
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abortion was prohibited for most public and private insurance (7) with the exception of
cases where the woman’s life was endangered or the pregnancy resulted from rape or
incest. Women incurred out of pocket costs ranging $400 to $1000.'

Sample: We interviewed 45 women on the day of their abortion appointment. Of the 45
women, 20 had contact with a health care provider prior to their scheduled abortion
procedure. This group of 20 women constituted the sample for this study. All participants
were at least 18 years of age and spoke English. These semi-structured interviews were
conducted in one of the three abortion clinics prior to a woman’s procedure.

Interviews: Following an informed consent process, participants were asked to describe
their experiences leading up to their abortion appointment that day. Participants were
asked whether they had contact with a health or social service professional, whether that
contact yielded a referral, and what that experience entailed. The interviews were
digitally recorded.

Analysis: The interviews were transcribed and thematic analysis was conducted by two
researchers. Interrater reliability was established, and coding was done iteratively. We
identified relevant aspects of the data, such as all conversations with providers (present in
20 interviews) and whether abortion was discussed (7 interviews). These data were
examined in relationship to the Provide model in order to illuminate provider attitudes
and behavior. Below, we highlight how our patient-level data supports the model, and

describe areas that should be emphasized or added for greater utility.

" There is a long-standing prohibition against using federal funds for abortion (38).
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Results
Study Sample
Of the 20 women participants who reported professional contact, a great majority were

Black (70%), a quarter were White, and one individual identified as multiracial. None of
these participants identified as Hispanic. Most participants were between 18 and 35 years
of age. Equivalent numbers of women lived in urban and rural settings, with a small
number living in suburban areas. While four participants reported having no insurance,
the remaining were evenly split between private and public insurance coverage. Half of
the participants traveled less than 25 miles to the clinic, nearly half traveled 2549 miles,
and 2 women traveled 50—100 miles for their appointments. Compared to the total sample
(n=45) that includes those with and without professional contact, this smaller sample is
similar regarding distribution of age and residence types. The proportion of Black
participants in the smaller sample is much larger compared to the total sample (70%
versus 56%), with both White and multiracial populations less common. Compared to the
total sample, there is a greater proportion of participants reporting Medicaid coverage in
the smaller sample, and fewer who are uninsured. Based on state-reported statistics (88),
the race and age demographics of all women who participated in the study are similar to
those of women having abortions in South Carolina.

Overall, we found that few study participants received professional referrals. Of the 20
participants who reported encounters with health professionals prior to their abortion
appointment, 7 participants received referrals. Below, we present each element in the

Provide model—organizing domains, constructs, and sub-constructs—accompanied by
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relevant results from our analyses.

Domain: Provider Intention to Refer

In this domain, the authors propose three primary constructs within a referring provider’s
intention to refer: 1) their belief in the propriety of abortion referrals, which includes sub-
constructs of their individual beliefs and the norms of their profession; 2) their
knowledge of the client’s need for such a referral, which may be based on sub-constructs
of provision of non-judgmental all-options pregnancy counseling and existing knowledge
of the barriers to abortion care; and 3) their knowledge of the need for supportive services
to make abortion access possible. Our findings supported these constructs and sub-
constructs as necessary to a provider’s intention to refer, and suggest a need for further
sub-constructs in the area of knowing about barriers to abortion care.

Construct: Provider belief in propriety of referral provision

The 7 participants who were offered a referral reported a range of experiences. For some,
the interaction regarding abortion was positive. The following interaction between a
participant and her primary care doctor, from whom she received an unexpected positive
pregnancy test during an annual exam, is an example of a positive interaction

“[My doctor] talked to me a little bit, provided me some options of what I
want to do. It wasn’t hard. I think she can tell from my reaction that I
didn’t know. She was pretty open and friendly about it...She even gave
examples of when she got pregnant and how she felt and everything.”
(Participant 19, Age 29, Black, Suburban)

For others, the interaction with a provider regarding abortion was negative. Another
participant told of her provider’s assumption that she would continue the pregnancy, and

her discomfort with correcting this assumption.
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And they were asking me if I felt like I was going to full term and I just
said yeah, you know cause some people will judge you automatically if
you say that [you want an abortion] and so I didn’t tell them that I had
already pretty much decided...I just kind of felt like she seemed like she
might be kind of judgmental, just the way she asked me, you know, was I
gonna go through with the pregnancy. I just kind of got that vibe from her,
like she’ll probably treat me like crap the rest of the [visit], so I just went
ahead and lied. (Participant 26, Age 32, White, Rural)

Subconstructs: Provider beliefs, Professional norms

Study participants reported encounters in which health professionals’ personal beliefs
affected their referral to abortion services. Participant 6 described her experience when
she asked for an abortion referral. Her gynecologist gave an inappropriate referral due to
her personal beliefs.

“She was very adamant that I consider everything and her personal beliefs
do not support abortion. She said she didn’t want to counsel me personally
because it conflicts with her beliefs, which I understand. She said she was
going to get me contact information for people that could counsel me
without a conflict of interest. She gave me a phone number for Low
Country Pregnancy Center, and they do not perform or refer for abortions.
So that was very unhelpful and a little passive aggressive.” (Participant 6,
Age 24, White, Urban)

Construct: Provider knowledge of client need for abortion referral
Subconstruct: Non-judgmental, all-options pregnancy counseling

While all-options pregnancy counseling was not discussed in participant interviews, per
se, the lack of conversations with professionals that included abortion information was
notable. Providers did not ask most women about their pregnancy intention. In response,
women were reluctant to disclose their desire or decision to terminate the pregnancy. The

end result was that these women did not obtain abortion referral information. Some
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women reported that they did not disclose their abortion plan to their provider because it
did not feel “safe” to reveal their interest in pregnancy termination. Other women
interviewed were not initially familiar with the legality and regulation of abortion in their
state.

Of the women interviewed who had contact with a health professional before their
abortion (n=20) thirteen had conversations that did not yield an abortion referral. Several
providers refused to give abortion information or did not offer it spontaneously. One
participant who visited in a publicly-funded clinic described a straightforward,
informative conversation about abortion access.

“She said if I am planning [to continue], she gave me a pamphlet for WIC
and to get prenatal care. [And] she said adoption or abortion...I told her
[about planning to terminate]. She said, okay, that’s your decision. But if
you change your mind, then she told me everything [about all the
options]...She gave me the pamphlet that had the Planned Parenthood in
Columbia and Augusta, and adoption agencies and all that...She was very
friendly. She was nice. I like her.” (Participant 37, Age 23, Black, Rural)

Providers can communicate their support or judgment about their patients’ decisions
through choice of words, attitude expressed vocally or physically, provision of specific
information, and how that information is given. One participant told of how the doctor in
an urgent care clinic, with whom she had had previous positive interactions, gave her the
requested abortion clinic information written on a diabetes pamphlet. She described
feeling the doctor’s attitude toward her change when she declared her interest in abortion,
and she felt that his response was discourteous.

“After I said ‘“Well maybe I don’t want to keep it,” he was like, ‘Wait,” and
walked out of the room. And then he gave me a brochure that somebody
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had written on ‘Planned Parenthood’ and then he just left. I thought it was
rude. You’re a doctor, you’re a professional.” (Participant 35, Age 18,
Black, Urban)

From the participant’s perspective, the encounter lacked social grace and left her with a
negative impression.
Subconstruct: Knowledge of barriers to abortion care

In our interviews, as in other studies, participants described the experience of facing
multiple challenges, both logistical and emotional, when seeking abortion care. These
challenges include amassing the necessary finances; arranging transportation, especially
for procedures involving sedation; arranging time from work (if employed); and
arranging for child care or coverage of other obligations. Women seeking abortions may
not know ahead of time what barriers or facilitators they will encounter, making the
knowledge of their referring provider even more helpful. One participant described the
obstacle of needing the arrange financing for her abortion, and the ways she navigated
this challenge.

“I actually had to get a loan for some of it. And a dear friend...sold some
of his stuff and helped me pay for half...If it wasn’t for him and me
having a little bit of credit to fall back on, I don’t know what I would have
done.” (Age 31, White, Rural, Clinic B)

Construct: Provider knowledge of need for supportive services to enable care
utilization

Our data did not include many instances of providers who referred for abortion, and
no specific instances of referring providers who discussed supportive services. However,

the data suggested a great need for this type of support, confirming the value of referrals
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and validating the model’s construct that providers should have knowledge of this need.

Domain: Provider capacity to refer

In the second domain, two main constructs dictate a referring provider’s capacity to
refer: 1) whether and how their practice environment is conducive to abortion referral,
including the lack of both prohibiting policies and stigma among peers; and 2) their
access to referral resources, including the availability of appropriate abortion providers
and an established, formal referral protocol and infrastructure.

Construct: Environment conducive to provider referral
Subconstructs: Lack of policy prohibiting referral, lack of stigma among peers

The previously described story of a participant feeling rudely treated when an urgent
care clinic physician gave her abortion clinic information handwritten on a diabetes
pamphlet is an example in which it appears there was no clear protocol on how to provide
abortion referrals. Per the participant’s report, her physician’s approach felt
unprofessional and unusual. Another participant compared the stigma-fueled secrecy of
abortion to similar sentiments regarding mental health. Her potent comparison highlights
the normalizing, anti-stigma power of clear referral protocols and materials.

“With appointments like this it’s more hush-hush...You don’t really want
to go into detail [with anyone] because you don’t know how some people
might react. It’s kind of the same way with mental health care, and
everyone’s hush-hush about that. It’s not as out in the open, and people
want to be more secretive about it, and you don’t want people to know you
were here.” (Participant 20, Age 24, White, Urban)
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Construct: Provider’s access to referral resources
Subconstruct: Availability of appropriate abortion provider

Appropriate referrals for abortion assume that the person making the referral is familiar
with the scope of the referred abortion provider’s practice, as well as their quality of care.
One participant shared her experience of a previous abortion wherein the referral from
her usual doctor led her to a physician whom she felt gave sub-par care. The participant
shared her belief that the provider she was sent to was conveniently located, but not
skilled.

“[In my first abortion] the guy used unsterile [instruments] and I ended up
getting an infection. So I had to go back to the hospital and geta D & C
done...I don’t think he’s allowed to do them anymore. [My OB referred us
to] him and we just thought, at that point you gotta go where there’s
actually people that do it so...They were in the same building and he was
like, “Oh, well they do it.” So I ended up going but he didn’t do
everything correctly.” (Participant 2, Age 23, White, Rural)

Some interviewees expressed concern about the quality of care they would receive, and
relief about their overall positive experiences on the day of the interview. They learned of
the clinics through professional referrals and other sources, but did not know what to
expect.

“Personally I don’t know anyone who’s been here, but it helps that the
clinic has a good reputation on the web. And it also helped that there was
more than just myself coming here this morning because it shows me that
other people have done their research, or other people have called and now
they’re here as well.” (Participant 11, Age 34, Black, Urban)

Some participants also described their own or others’ experiences having abortions in

out-of-state clinics where the cost was lower and so was the patient’s estimation of the
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quality of care.”
Subconstruct: Establishment of formal referral protocol and infrastructure

Study participants provided examples of encounters with providers who did not have
professional materials on abortion available, as well as examples of receiving clear,
printed information. As shown above, one participant described a nurse giving her a
“pamphlet that had the Planned Parenthood in Columbia and Augusta, and adoption
agencies and all that.” While there are other facets to having a protocol in place, the
provision of printed materials was viewed positively by participants, and the lack of such
materials was seen as unprofessional.
Discussion

Overall, study findings support the need for further training of health care providers.
Participants experienced a very low rate of professional referrals, which is consistent with
two recently published studies (89,90). Just under half of the women sought pregnancy
confirmation with a professional, though nearly all women did home tests. The majority
of women interviewed who had professional contact prior to their abortions did not
receive a referral. Findings from interviews with abortion patients provide examples of 3
positive referrals, 4 negative or neutral referrals, and 13 professional contacts with no
referral.

Women with no prior abortion history were more likely to have had contact with a

health professional before their appointment had no prior abortion history, 65% vs 44%.

> While abortion in the U.S. is extremely safe (110), quality of abortion care is a complex topic
due to pervasive abortion stigma. Emerging research is identifying aspects that impact women’s
satisfaction with care (111).
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While our findings are not representative, this difference suggests that women with no
personal abortion history may seek and potentially benefit more than their experienced
peers from receiving a high quality abortion referral. While abortion clinics are typically
very skilled at informing their patients about how to prepare for their appointments,
referring providers may help their clients by discussing predictable obstacles.

Though all participants were by definition successful in their search for abortion care, a
small number of women reported obstacles to locating specific clinics. Women reported
unintended encounters with crisis pregnancy centers (CPCs); assumptions that all
Planned Parenthoods provide abortion, which is not the case in South Carolina; and
instances in which direct requests for abortion information were unfulfilled.

Participants reported that their health providers often had nothing official prepared and
printed regarding abortion. Availability of comprehensive, written materials can be
especially controversial for sites who wish to provide abortion information in a
professional way but receive mixed instruction from management and funders regarding
what is allowable. Clear protocols and availability of printed materials could improve a
crucial aspect of quality referral-making.

The low proportion of referrals suggests missed opportunities in which health
professionals could have offered information on all pregnancy options. From the patient
perspective, study data illustrate the value of providers who are willing to make abortion
referrals and do so with thoroughness and compassion. Likewise, they illustrate the
negative impact of poorly done referrals, such as those that provide information without

context, compassion, or institutional support (e.g. readily available printed materials).
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Those who received more thorough, sympathetic referrals viewed them as positive and
helpful.

We found strong support in our data for the fitness of the Provide model’s two
organizing domains, providers’ intention and capacity to refer, through both positive and
negative examples. We affirmed from the patient perspective the utility of the model’s
constructs and aspects, such as the importance of medical providers recognizing and
distinguishing between their personal beliefs and professional norms. The need for
infrastructure and protocols to make quality abortion referrals was reinforced by our data.
Likewise, the potential usefulness of referring providers including support to navigate the
predicable obstacles was confirmed through participants’ stories of challenges related to
finances and transportation. Informed by our participants’ reports of their greatest
challenges and supports, we offer recommendations for several areas of the model that

can be expanded, seen as additions in the figure below.
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In the Intention to Refer domain of the model, we propose specifying two additional
aspects of the awareness of barriers to abortion care sub-construct: 1) familiarity with
abortion laws where practicing (and ideally in nearby states) and subsequent obligations
of patients in this context (i.e. out-of-pocket payment due to prohibition of insurance
coverage); and 2) familiarity with the social and economic circumstances of the patient
population. In the Capacity to Refer domain of the model, we propose expanding the sub-
constructs already in place, and adding one additional construct. We suggest expanding
access to referral resources in two ways: 1) the availability of an appropriate abortion
provider sub-construct incudes the aspect of the referrer’s knowledge of that provider’s
scope of practice and quality of care; and 2) the referral protocol and infrastructure sub-
construct should include two new aspects: a) prompts to assist the patient in identifying
pragmatic and social supports, and b) the provision of quality support hotlines as
necessary. Our final recommendation is the addition of a third construct in the Capacity
to Refer domain. We recommend specific development of referral-making skills,
including the sub-construct of developing self-reflective communication skills on
“uncomfortable” topics.

The PCMH model reminds us that referrals should be patient-centered, respond to
women’s needs and preferences, and improve access to services. The quality of referrals
includes the way they are delivered, not just the provision of the correct phone number to
call. PCMH principles dictate that patient-centered referrals include conversation on what

to expect, as well as accurate information on a service’s risks and benefits.
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The reputation of a referring professional and their institution may be diminished when
they appear to falter in providing accurate, compassionate care. As seen in the experience
of the participant at the urgent care clinic in which she received the abortion referral
written on a diabetes pamphlet, her confidence in the doctor was significantly eroded
after their awkward interaction. This type of referral is inconsistent with PCMH
principles of patient-centeredness, coordination of care, and full information on the
referred service. A visible structure and protocol, and professional, printed referral
materials are convenient and convey normalcy to both the provider and the patient.
Limitations

There are limitations on our analyses presented. Based on the patient-level data being
used, we were not able to directly investigate provider-level aspects such as clinic
protocols or provider beliefs. Additionally, the patient-level data used was based on
interviews with women who successfully obtained abortion services and who consented
to be interviewed on the day of their abortion. Therefore, the perspectives of women who
were not successful in seeking professional abortion care or those who did not consent to
be interviewed are not included in our analyses.

Conclusion

In this article, we analyzed the benefit of abortion referrals and the fit of a provider-
level model of abortion referral-making using data from qualitative interviews with
abortion patients in 3 clinics in South Carolina. With regard to the benefit of referrals, we
found evidence of actual and potential value in referrals. With regard to the Provide

model, we found that its domains and constructs were generally well supported by the
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data, illuminated by both positive and negative examples. Additionally, based on
women’s narratives, we identified areas in the model where further detail is warranted.
The suggested refinements will further enable this valuable provider-level model to
reflect a greater range of patient experiences. An enhanced model can better inform

training and other efforts to improve women’s timely access to abortion services.
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CHAPTER SIX: Conclusion
Through this qualitative study, we have provided a rich description of South
Carolinian women’s experiences on the path to abortion care, including obstacles and
supports encountered and experiences with professional referrals. The data have enabled
a nuanced look at a model of factors influencing professional abortion referrals and led to
recommendations for patient-centered improvements to an abortion referrals training
program. A summary of findings can be found below, followed by recommendations.

Experiences with referrals: Nearly half (20 out of 45 participants) reported encounters

with health professionals prior to their abortion appointment. Of these, 7 participants
received appropriate abortion referrals, 12 received no referrals, and 1 was given contact
information for a crisis pregnancy center (CPC). The majority of women interviewed
who had professional contact prior to their abortions did not receive a referral, supporting
the need for training or improvement. There were many missed opportunities in which
health professionals providing pregnancy confirmation could have offered information on
all pregnancy options. This finding is similar to those of a Nebraska-based study (89) in
which, of 365 abortion patients surveyed, nearly half had contact with a clinician prior to
their abortion appointment, but only 31 actually received an appropriate referral.
Similarly, a multi-state study using simulated patients (90) found that less than half of
calls to reproductive health centers that did not provide abortion resulted in a direct
abortion referral.

Three of the reported referrals were described positively—for example, the provider

was compassionate, informative, and non-judgmental. The remaining referrals were
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either neutral, in which information was conveyed without concern or context, or
negative, in which information was conveyed but the patient felt judged. Women also
reported the internet, friends or family, and previous experience seeking abortion as other
sources of information that women utilized to locate abortion care. A small number of
women had contact with a CPC—intentionally for a free pregnancy test, unintentionally
when seeking abortion information, or accidentally due to a specific CPC’s proximity to
one of the abortion clinics. In this sample, women with no previous abortion experience
were more likely to seek professional pregnancy confirmation than women who had had
previous abortion(s).

As seen in Chapter 5, much of women’s referral experiences were understood through
and have the potential to contribute to improving the Provide model of factors
influencing abortion referrals by providers. Participants’ stories of successful, negative,
and absent referrals highlighted the need for structural and individual-level improvements
when it comes to offering excellent abortion-related referrals.

Financial challenges: Paying for care was a significant challenge for most, but not all

participants, regardless of insurance coverage. This structural barrier is seen through the
Behavioral Model of Health Services Use by Andersen and Aday as a contextual
characteristic. The near-total ban on insurance coverage of abortion in South Carolina
played a big role in women’s capacity to easily access care when faced with the resulting
financial burden. Though nearly 75% of our participants had health insurance, none were
covered for abortion services, and faced appointment costs ranging from $400 to $1000

based on author’s phone inquiries to clinics. The low end of this cost is similar to the
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national average first trimester abortion cost, and 2—4 times the average annual out of
pocket healthcare spending for uninsured women ages 25-34 (69). Our findings were
similar to recent research on abortion costs and payment (3). Many women reported
financial assistance from friends, family, or the man involved with the pregnancy. Some
used clinic discounts and abortion funds when possible, and one woman reported taking
out a loan. Also consistent with related research, some explained that this expenditure
would temporarily prevent payment of necessities or “extras.” Asking for financial help
was an embarrassment for some. However, for others the responses to their request was
reaffirming and supportive.

Transportation challenges: Most women were required by the clinics to have someone

else drive them home after their appointment if they elected to have sedation with an
aspiration abortion. While some women reported this was easily resolved, for others this
necessitated disclosing their situation when they may not have wanted to do so. In a few
cases, women encountered judgment from the person from whom they requested
transportation help, which added another element to this practical challenge. Other
women reported that a family member or friend responded with both empathy and
pragmatic assistance. This challenge is structural, as it is a medical safety-based
requirement at the clinical level.

Scheduling challenges: As some study participants indicated, scheduling their abortion

promptly was often challenging. This can be seen as a structural challenge, as most
clinics are not able to schedule abortion providers on a more frequent schedule due to a

shortage in providers and the challenges of providing this care in a restrictive
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environment. Similar to other studies (6), reasons noted for delays in scheduling an
appointment included unavailability, work schedules, and transportation challenges.
Contrary to much of the literature (3,68), while finances were a burden for many in our
sample, few participants spontaneously named this as a reason for delaying their abortion
appointment. We do not know whether this finding would remain if there had been more
direct questions about reasons for delays.

Emotional or stigma-related challenges: As women managed the pragmatic steps to

obtaining an abortion, some reported confronting or fearing the judgment of others and
their own self judgment. This challenge is both structural and individual in character,
given the many levels operating simultaneously. For some, this was the biggest challenge
of the process surrounding the abortion, with some women saying that though they were
sure of their decision, “the hardest part is just knowing what I’m doing.” These feelings
appeared to negatively impact women’s willingness and ability to seek support prior to
their appointment. Some women reported stigmatizing encounters with family or the men
involved with the pregnancy, while others avoided disclosure for fear of this response.

Other challenges: Less frequent obstacles include navigating work schedules and

supervisors, and a few women reported heightened concern regarding secrecy due to the
presence of abusive men involved with the pregnancy. The absence of individual-level
predisposing characteristics, such as personal belief in choosing to have an abortion, and
enabling characteristics, such as support from friends and family, came through in

women’s reports of the most difficult aspects of preparing for the abortion.
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Social supports: As seen in the domains of social support theory referenced in Chapter 3,

there are different types of support one may need, desire, or receive—informational,
instrumental, appraisal, and emotional. The most common supports reported included
instrumental support such as monetary or transportation assistance, and emotional
support such as nonjudgmental listening and acceptance. Less frequent supports reported
included informational support found the clarity of information provided by clinics both
online and by phone, and emotional support seen in women’s own confidence in their
abortion decision. A few women discussed appraisal support, in which they discussed and
ruminated about their decision with a loved one. Individual-level predisposing
characteristics, such as personal belief in choosing to have an abortion, and enabling
characteristics, such as support from friends and family, play a large role in women’s
reports of what was the most helpful as they prepared for the abortion.

Abortion access in the larger context of health care access: Women’s descriptions of how

their experience accessing abortion care compared to their experiences accessing health
care in general varied. Some saw the experience as similar, whether it was just as easy or
just as difficult as it normally is. Others described accessing abortion services as harder
than their usual health care experiences. Reasons they noted for this included emotions
and anxiety; a sense of secrecy and stigma; involvement of the man involved with the
pregnancy; longer wait time for an appointment; the preparation involved; cost; and the
protestors encountered outside clinics. Women who saw the experience as easier pointed
to ease of scheduling; clarity and transparency of information, process, and costs;

compassionate staff; ease of self-pay access compared to Medicaid-covered care; and an
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easier experience choosing a provider because there are so few to choose from.

The role of a provider-level model of abortion referral-making: Provide’s provider-level

model of abortion referral-making was generally well supported by the experiences that
women reported in the qualitative interviews. We identified areas where additions are
warranted. From the patient perspective, the data illustrate the value of providers who are
willing to make abortion referrals with thoroughness and compassion. Likewise, the data
illustrate the negative impact of poorly done referrals, such as those that provide
information without context, compassion, or institutional support.

The data provided strong support for the Provide model’s focus on both providers’
intention and capacity to refer through both positive and negative examples. Patient
perspectives affirmed the importance of medical providers recognizing and distinguishing
between their personal beliefs and professional norms. The need for infrastructure and
protocols to make quality abortion referrals was reinforced by our data. Likewise, the role
of referring providers in helping women navigate predicable obstacles was supported
through participants’ stories of challenges related to finances and transportation.

Regarding the /ntention to Refer domain, the data lead me to propose articulating two
additional sub-constructs within awareness of barriers to abortion care: 1) familiarity with
abortion laws where practicing (and ideally in nearby states) and subsequent obligations
of patients in this context; and 2) familiarity with the social and economic circumstances
of the patient population. Regarding the Capacity to Refer domain, language regarding
the referral resources construct can be expanded in two ways: 1) availability of an

appropriate abortion provider includes the referrer’s knowledge of that provider’s scope
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of practice and quality of care; and 2) the referral protocol and infrastructure should
include prompts to assist the patient in identifying pragmatic and social supports, and the
provision of quality support hotlines as necessary. Finally, I recommend a third construct
in the Capacity to Refer section regarding the development of specific referral-making
skills, including sub-constructs of self-reflection and practice discussing “uncomfortable”
topics.

Recommendations for Provide, Inc.’s Referrals for Unintended Pregnancy Training

Program

Based on the study’s findings, the following patient-centered recommendations are
made for improving Provide’s already-strong referral training program.

For the referral training program curriculum:

1. Emphasize the importance of referring providers being aware of improving their
verbal and non-verbal communication in order to best convey abortion
information in a professional and non-judgmental manner.

2. Encourage familiarity with the scope of practice of abortion providers within
driving distance.

3. Encourage familiarity with abortion-related regulations and how patients can
comply with these, both in state where practicing and in nearby states to which
women may travel.

4. Emphasize the reality that women seeking abortions will most likely need to pay
out of pocket, and be prepared to share resources that may be helpful. These

include clinic discounts and abortion funds.
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5. Emphasize that women will need to arrange for transportation home from her

appointment if she has sedation, which is a common option with aspiration
abortion.

Encourage awareness of other challenges to abortion access, such as the presence
of protestors outside clinics. Referring providers should also know that some
women will encounter a lack of support from their loved ones, and may struggle
with reconciling their confidence in the decision to abort with the anti-abortion
stigma around them. Non-judgmental support hotlines, such as Exhale and
Backline, are good referrals to be aware of.

Encourage awareness of the supports that women find most helpful when
preparing to have an abortion, such as practical help with finances or
transportation, clear and accurate expectations of what to expect at their
appointment, and emotional support. As able, encourage women to seek these

types of support.

For the technical assistance following training:

1.

Provide assistance to agencies to standardize abortion referral protocols and
printed materials. Normalizing and routinizing abortion referrals, without
sacrificing an empathetic approach, can encourage open communication, provide
anti-stigma support, and potentially ensure an ongoing relationship with the
patient in the future.

Provide assistance to health care providers to deliver abortion referrals accurately,

without judgment, and in a manner that keeps the patient’s needs at the center. It’s
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normal to need practice in developing these skills, especially if a provider isn’t
accustomed to discussing abortion.

Recommendations for Future Research

This study points to a range of challenges that women encounter as they seek abortion
care in a restrictive state. Further research on how women’s and providers’ experiences
interact, and how each relates to evolving state policy environments, is needed to shape
initiatives to support timely, affordable, and safe abortion care in a climate of increasing
restrictions.

More research is needed to understand the behaviors and experiences of both
abortion-referring and non-referring providers, as well as what would enable more
providers to engage in this vital patient service. Additionally, more research is needed
with women receiving pregnancy tests in professional settings (regardless of the result or
their pregnancy plans) to learn how they experienced the interaction, what information
was provided, what was conveyed socially (support, stigma, etc.), and whether they felt
they got what they needed from the provider. Collectively, these types of evidence can
inform training and other efforts to improve women’s timely access to abortion services.
Summary

This dissertation provided insight into the obstacles and supports encountered by
women in South Carolina en route to abortion care. There are few qualitative studies
documenting women’s steps to terminating a pregnancy, and even fewer conducted in a
southern state. This study provided a deeper look into whether women had contact with

health professionals on the path to abortion care, and whether that yielded an abortion
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referral. In the case of referrals, which were rare, women experienced a range of positive
and negative experiences. The most common obstacles that women encountered as they
prepared for their appointments were structural (finances) and individual (transportation).
The most common supports reported were pragmatic (finances and transportation) and
emotional (support from loved ones). These findings demonstrate the need for improved
training and availability of supportive abortion referrals, illustrate the negative impact of
bans on insurance coverage for abortion, and highlight the importance of financial

supports such as clinic discounts and independent abortion funds.
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APPENDIX 1: Interview Guide for Patients

Introduction

Thank you for talking with me today about your experiences. I know it's a busy day, and I
appreciate your time. I’'m doing this study because I'd like to learn more about how
women in South Carolina make their way to abortion services if they decide that's what
they want or need to do. I'm also interested to know if getting to this appointment is the
same or different from getting to other types of healthcare appointments.

Some of the questions will be easy to answer, and others may feel more difficult. If
there’s anything you don’t feel like answering, it’s fine if you tell me that. While I’ll be
asking about people you may have spoken with about this topic, I request that you not tell
me full names for any of these individuals. I’'m more interested in the types of people you
may have spoken with rather than their actual names.

So you can know a bit more about my background, I’ve worked in a clinic similar to this
before, and have had many conversations with women about their decisions regarding
pregnancy and abortion. I’ve heard about lots of different kinds of situations from many
women. I’'m looking forward to hearing about your experiences and learning from you.

1. Background
To start with, I’d love to know some more about you. Will you please tell me a bit
about yourself?

2. Pregnancy & Decision

a) Now I'd like to talk about today's visit, and how you got here. Can you start by telling
me briefly about how you learned you were pregnant and the first steps you took after
that?

Prompt: Where did you do the pregnancy test?

b) If you confirmed the pregnancy with a health professional (like a nurse, doctor, or
counselor), what kinds of things did they talk with you about when you did the test
and got the results?

c) What was it like figuring out what to do once you knew you were pregnant? What
kinds of things did you do or think about at that time? Who did you talk with?
Prompt: What options were you aware of? How did you learn about them?
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b)

&9

Figuring out what to do next

Once you decided you would have an abortion, what were your next steps? Can you
walk me through step by step what you did in order to be here today for this
appointment? I’d like to hear the details, even if they seem small.

Prompt: How did you first hear about this clinic?

What information was sought & given

What are the things you wanted or needed to know as you were figuring out how to
get an abortion?

Where did you look to find this information, and what was it like to seek this out?

Probe: How did you decide to look at this source in particular?
Confidentiality?
Convenience?
Trustworthiness?

Tell me about the different sources of information you found. What was helpful and
what was confusing?

Talking to professionals

When making a decision or a plan about what to do in this kind of situation, some
women may talk with someone like a health professional or a counselor. Did you talk
to anyone like that? How did you decide whom to talk to? What happened when you
spoke with that person? As a reminder, please don’t tell me any full names of people,

just what types of people they were (such as a counselor or nurse).

Referrals

Did anyone refer you to this clinic or help you get your appointment? What was that
like?

Probe: Was this person a professional or more of a friend or family member?
Support

Can you tell me about what or who were really helpful to you as you were making
this appointment and getting here? [Reminder if needed re no full names.I]
Barriers

It's common for people to run into challenges when making appointments for health
care services, including abortion. What kinds of things got in the way or made it
harder to make this appointment?

Probe: Were there any financial challenges? Transportation? Work? Childcare or
other obligations?
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b)

11.
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Comparison to other health care

I’d like to learn how the experience of seeking abortion services is the same or
different as other healthcare services. Thinking back on the last time you went to a
doctor's appointment—Iike for an annual exam or some other reason—can you tell
me step by step what it was like to arrange the appointment and get there? I’d love to
hear all the details you remember.

Probe: Overall, was getting to today’s appointment easier or more challenging
compared to other healthcare you 've needed?

Have you ever received a referral for other types of health care? What was this like?
Probe: A referral could be a medical or other professional helping you make the
appointment, or making sure you have the phone number, for example.

Overall experience
What was the most helpful thing that happened as you planned for this appointment?

What was the one thing that made it the most difficult to get here?

Open Ended

We're just about done with the interview, and I've learned a lot from you. Now that
we've been talking for a little while, is there anything else you'd like to tell me about
this topic?

Thank you very much for your time.

Interviewer: Complete Demographics Questionnaire with patient now.

[This is where your appendix goes. You can have as many appendices as you wish. If you

have additional appendices, insert a Section Break (Next Page) between them and apply

the Heading 1 style to the heading of each appendix. Don’t forget to update the Table of

Contents.]
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APPENDIX 2: Interview Guide for Clinic Staff

Thank you for your time today—I understand you have many responsibilities, and I’'m
glad for the opportunity to learn more about how things work at this clinic. In particular,
I’'m going to ask you some questions about referrals for abortion services from other
medical or social services offices, and your impressions of women’s experiences figuring
out what they need to do to get here for their abortion appointments.

So you can know a bit more about my background, I’ve worked in a clinic similar to this
before doing counseling and administrative work. I’ve had many conversations with
women about their decisions regarding pregnancy and abortion, and have heard about lots
of different kinds of situations. I’'m looking forward to learning from you about what
things are like at this clinic.

1. What are some typical stories you've heard from women about how they learned
where to go for an abortion and how to navigate their way to this
appointment?

2. Please tell me about how well-informed women are about what to expect when
they come in. I know women may hear different things about abortion—
some of it true, some of it not true—before they show up for an appointment.
Can you give me some examples of both that you’ve heard from patients?

3. What are your impressions of the biggest barriers or delays that women face
when obtaining abortion services?

4. How do outside professional referrals for abortion function in your clinic
(frequency, typical sources, follow-up, etc.)?

5. What is your impression of the impact these referrals have on the experience of
women coming here for services? What kinds of differences have you
observed between women who had professional referrals and those who did
not?

6. What are one or two suggestions you have for how it could be made easier for
women in South Carolina to obtain abortion services at this clinic or others
already in operation in the region?
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7. Now that we’ve been talking for a little bit about these topics, are there any other
thoughts you’d like to share?

Thank you very much for your time today.
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EXECUTIVE SUMMARY

In collaboration with Provide, this qualitative research project was conducted to gain
better understanding of women’s experiences accessing abortion care in South Carolina,
from the discovery of the pregnancy through arriving at the abortion clinic for an
appointment. A primary purpose of this study was to learn whether and how women
received professional abortion referrals, with the goal of sharing resulting insights and
recommendations to Provide’s Referrals for Unintended Pregnancy training and
technical assistance program.

Briefly, 45 interviews with abortion patients in South Carolina revealed the most
common challenges as finances, transportation, and stigma-related. Many participants
reported on sacrifices small and large made to afford abortion services, as well the
emotional upset of judgment from friends, family, or the man involved with the
pregnancy. The most valued types of support reported included financial and
transportation assistance, as well as compassionate responses from loved ones.
Professional referrals were rare, reported by 7 of the 20 participants who had professional
contact prior to their abortion appointment. Referrals varied in quality and completeness.

Stemming from these findings, this report includes patient-centered recommendations
to strengthen Provide’s training and technical assistance program. The most primary
recommendations are to emphasize the common challenges women face en route to
abortion (i.e. finances and stigma), and to underscore the importance of provider
communication skills. The appendix includes anonymous quotes from interviews

highlighting main themes, and a process map illustrating women’s pathways to care.
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INTRODUCTION

This qualitative research project was done in collaboration with Provide, Inc. to learn
more about the experiences of women in South Carolina seeking abortion care for the
purpose of providing this perspective in the Provide Referrals Training program. Forty-
five women were interviewed in 3 different abortion clinics to learn more about their
pathways to this care. Topics discussed topics included their experiences with
professional contact prior to the abortion appointment, whether and how they received a
professional referral for the abortion, other methods of locating abortion services,
obstacles and supports along the way, and how their abortion-seeking experience
compared with other health care experiences. These interviews were conducted with
women who successfully obtained abortion care, and there were a wide range of
experiences. Qualitative data of this type is not meant to be representative of all women
seeking abortion in South Carolina or elsewhere, but provides a strong foundation of
understanding and indicators of what would be helpful to women seeking abortions.

Overall, Provide’s curriculum addresses many of the issues raised by women in these
interviews, such as their experience of not always getting what they want or need in
interactions with service providers, feeling judged for their desire to terminate their
pregnancy, and encounters with crisis pregnancy centers that are confusing or angering
(in the case of misdirection regarding the nature of their services), and sometimes helpful
(in the case of free pregnancy testing). In this report, recommendations are presented on
some topics already covered in the curriculum, such as the obstacles of finances and

transportation, that could benefit from greater emphasis, and suggested coverage of new
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topics, such as the importance of non-verbal cues indicating that a site provides respectful
abortion referrals. This report includes recommendations for incorporating the needs and
perspectives of abortion-seeking women into Provide’s abortion referrals curriculum, as
well as recommendations for technical assistance.
STUDY BACKGROUND AND METHODS
The South Carolina Pathway Study

This qualitative study interviewing women accessing abortion care in South Carolina
was conducted in order to learn: what steps they took to access abortion care, including
compliance with state regulations; whether and how they received professional abortion
referrals; which were the biggest supports and obstacles on the path to abortion; and how
their experience accessing abortion compares to their usual health care experiences.
Setting: In South Carolina, there are three freestanding abortion clinics in distinct
metropolitan areas (Charleston, Columbia, and Greenville). The clinics are spaced along
the state’s primary highway, providing relatively central access, though 72% of women
of reproductive age in the state live in counties without an abortion provider (19).
Insurance coverage of abortion is prohibited for most public and private insurance (7)
with the exception of cases where the woman’s life is endangered or the pregnancy
results from rape or incest. Women incur out of pocket costs, ranging $400 to $1000.’
Documentation of mandatory online or clinic-based counseling is required and must be
completed at least 24 hours prior to a scheduled abortion (81,82). Consent of a parent or

adult relative, or judicial bypass is required (with some exceptions) for minors under age

® There is a long-standing prohibition against using federal funds for abortion (38).
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18 (48). Abortion in South Carolina is currently prohibited (with exception of
endangerment to the pregnant person’s life or health) after 24 weeks (46), though there
are ongoing attempts to lower that gestational age limit to 20 weeks (104,105).

Sample: Forty-five women were interviewed on the day of their abortion appointment.
All participants were at least 18 years of age and spoke English. These semi-structured
interviews were conducted in one of the three abortion clinics prior to their procedure.
Interviews: Following an informed consent process, participants were asked to describe
their experiences leading up to their abortion appointment that day—how they learned
they were pregnant, what steps they took to seek abortion care, whether they had
professional contact along the way and whether that contact yielded a referral, and what
obstacles or facilitators they encountered along the way. The interviews were digitally
recorded.

Analysis: The interviews were transcribed and uploaded into NVivo (106). Thematic
analysis (86) was conducted using domains specified a priori from the literature, while
also allowing for unexpected themes to emerge. Data analysis was iterative; the
emergence of new themes in later transcripts prompted review of earlier transcripts to
ensure they were applied as appropriate. In addition, process mapping (87,107,108) was
used to construct women’s pathways to abortion services. This technique helps visualize
care processes, understand common pathways, and identify points for improvements. The

process map can be seen in Appendix B.
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SUMMARY OF STUDY FINDINGS

Examples of quotes illustrating many aspects of findings below can be found in
Appendix A.

Experiences with Referrals

Few study participants received professional referrals. Nearly half (20 out of 45
participants) reported encounters with health professionals prior to their abortion
appointment. Of these, 7 participants received appropriate abortion referrals, 12 received
no referrals, and 1 was given contact information for a crisis pregnancy center (CPC).
There were many missed opportunities in which health professionals providing
pregnancy confirmation could have offered information on all pregnancy options. Three
of the reported referrals were described positively (for example, the provider was
compassionate, informative, and non-judgmental), and the remainder were either neutral
(information was conveyed without concern or context) or negative (information was
conveyed but patient felt judged).

For the 7 women who did get referrals, in some cases this was because they expressed
an interest in pursuing abortion. In these situations, the provider either responded easily
and with full information verbally and sometimes printed, or uneasily and with minimal
information (i.e. just a clinic name and phone number). In a small number of cases,
providers gave information on all pregnancy options without necessarily requiring that
the patient tell them which path they would pursue. The most positive experiences were
those in which providers gave abortion information readily, without judgment, and in a

way that gave the woman space to consider the options. The most negative experiences
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among those who received referrals were those in which a clinic name and phone number
was given with no other context, and in a way that conveyed judgment or discomfort.

Of the 20 women who had professional contact prior to their abortion, 13 did not
receive referrals. In two cases, one with a gynecologist and one at a CPC, the woman’s
request for abortion information was met with a refusal. In other cases, women didn’t
seek referrals because they already had knowledge of where to go, and simply wanted to
confirm the pregnancy or learn its gestational age. In yet other cases, women noted that
they did not feel safe or comfortable bringing up the topic because the health professional
with whom they were speaking clearly communicated their disapproval of abortion, or
their assumption that abortion would not be of interest. This was done verbally by simply
not mentioning abortion and providing only information on continuing the pregnancy,
and non-verbally in ways described by study participants as something they picked up on
as a feeling, a vibe, or something they knew without knowing how. One woman reported
feeling glad that the nurse with whom she was speaking did not offer her abortion
information because that meant she wasn’t seen as someone who would have an abortion.
This experience of stigma—yperhaps internalized, perhaps anticipated—may have
prevented the participant from asking for information regardless, and was affirmed in her
eyes by the nurse’s apparent disapproval of abortion.

Other sources of information participants reported on where to go for abortion care
included the internet, friends or family, and previous abortion experience. A small
number of women had contact with a CPC either intentionally for a free pregnancy test,

unintentionally when seeking abortion information, or accidentally due to a specific
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CPC’s immediate proximity to one of the abortion clinics. In this sample, women with no
previous abortion experience were more likely to seek professional pregnancy
confirmation than women who had had previous abortion(s).
Supports

When asked what was most helpful during the lead-up to the abortion appointment,
the most common answers included practical support such as monetary or transportation
assistance, and emotional support such as nonjudgmental listening and acceptance. Less
frequently reported as most helpful were the clarity of information provided by the
abortion clinics both online and by phone, and women’s own certainty about their
decision to terminate the pregnancy.
Obstacles

When asked what made things more difficult during the lead-up to the abortion
appointment, the most common responses included difficulties paying for the
appointment, transportation to and from the clinic, and emotional or stigma-related
distress. Less frequent obstacles include navigating work schedules and supervisors, and
for a couple women there was a heightened concern regarding secrecy due to the
presence of abusive men involved with the pregnancy.
Comparing Abortion Access to Other Health Care Access

Women'’s descriptions of how their experience accessing abortion care compared to
their experiences accessing health care in general varied. Some saw the experience as
similar, whether it was just as easy or just as difficult as other health care. Others

described accessing abortion services as harder than their usual health care experiences
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due to emotions and anxiety, a sense of secrecy and stigma, involvement (for some) of
the man involved with the pregnancy, longer wait time for an appointment, the
preparation involved, cost (regardless of insurance status), and the protestors encountered
outside clinics. Women who saw the experience as easier pointed to ease of scheduling,
clarity and transparency of information, process, and costs, compassionate staff at the
abortion clinic, ease of self-pay access compared to Medicaid-covered care, and an easier

experience choosing a provider because there are so few to choose from.

RECOMMENDATIONS: INCORPORATING PATIENT NEEDS AND
PERSPECTIVES INTO REFERRAL TRAINING

Provider approach to referrals

Providers can communicate their support or judgment about their patients’ decisions
through choice of words, attitude expressed vocally or physically, provision of specific
information, and how that information is given. One participant told of how a doctor in
an urgent care clinic, with whom she had had previous positive interactions, gave her the
requested abortion clinic information handwritten on a diabetes pamphlet. She described
feeling the doctor’s attitude toward her change when she declared her interest in abortion,
and she felt that his response was discourteous. The doctor’s perspective in this scenario
is unknown—whether he approved, disapproved, or had no opinion. He provided the
basic information the patient desired, but his presentation lacked professionalism,
compassion, and additional contextual information.

Referrers should be aware of:
* what they communicate both verbally and non-verbally
*  how to convey accurate abortion information in a manner that is professional
and non-judgmental
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Familiarity with appropriate abortion providers

Regardless of how women learn where to go for an abortion, they may not know what
to expect regarding the quality and scope of practice of the provider. Some interviewees
expressed that they would have come to the clinic where interviews were conducted even
if it seemed to them to be low-quality because of their strong desire for an abortion, and
they were relieved to get high quality care. Some participants described past experiences
(their own or others’) of abortions in other settings where the quality of care seemed to be
lower.

Referrers should be able to describe abortion providers both nearby and within
driving distance, including their:

* Scope of practice (i.e. limits of gestational age, type of procedures)

* Quality of care, reputation

Familiarity with state abortion regulations

Our participants reported little difficulty complying with the South Carolina abortion
regulation that requires viewing state-written information online at least 24 hours in
advance of their appointments and printing a form to document this. However, all
participants were impacted by the state’s near-total prohibition of abortion coverage by
most public and private insurances. It is crucial that referring providers are aware of what
is required and help to set a realistic expectation of what will be needed.

Referrers should be able to inform women of the steps that must be taken to be in
compliance with state abortion regulations in the state where they practice, as well
as nearby states to which patients may travel.

Planning for the abortion appointment

In referrals trainings, strongly emphasize the key obstacles that many women
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encounter en route to an abortion, and the referrer’s role in helping women begin to
consider these facets of planning. See below for further details.

Preparing to address financial needs

In the majority of U.S. states, women must pay out of pocket for abortion care
regardless of their insurance status. For many, this is a significant challenge, and may
require forgoing spending on necessities or extras. Paying out of pocket often requires
asking others for monetary help. As seen in the data from this study, some women may
discover they are given assistance gladly, and feel affirmed and supported. Other women
may find their requests for help met with judgment and disdain, regardless of whether the
money is in fact given or loaned. Either way, the need common need for financial help
may entail disclosure that wouldn’t have otherwise been made.

Referrers should be prepared to include referrals for financial assistance with
abortion referrals. Their knowledge should include:
* Range of potential costs (variables include gestational age, anesthesia, etc.)
* Insurance coverage bans and exceptions
* Potential sources of institutional financial supports
o Clinic discounts (based on status as student or veteran, financial
qualifications, etc.)
o Abortion funds (local or national)
= Stress the importance of perseverance when calling funds, as
they are often very busy

Preparing to address transportation needs

Patients are instructed to have a ride home on the day of the abortion if sedation will
be used (a common option for aspiration abortion). Similar to the financial need noted

above, this requires asking for help and risking the possibility of a negative encounter.
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Referrers should be able to alert women to the possibility that they will need to
arrange transportation following their abortion appointment.

Other challenges to abortion access

In addition to financial and transportation needs described above, following are the
additional salient aspects that some women reported as challenges as they prepared for
their abortions.

Judgment and lack of support from others

Women reported experiences of being judged and denied requested help when
discussing the abortion—whether with health professionals from whom they were
seeking help or with personal contacts (friends, family members, men involved with the

pregnancy).

Difficult emotions

While all interviewees confirmed that they were sure about the decision to have the
abortion, some experienced difficult emotions. A number of women reported a cognitive
dissonance in which they were sure of their decision, but that “just the thought of what
I’m doing” was upsetting.

Protestors

Several women named protestors outside clinics as a challenge, and at many clinics

their presence is pervasive. Being ready to acknowledge this can improve preparation.

Referrers should be aware of and acknowledge these challenges, and be able to offer
information and referrals as needed in these areas.

What women found most helpful

Following are the most salient aspects that women reported as supportive as they
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prepared for their abortions. I recommend emphasis on these areas during training.

Knowing what to expect at the appointment

Having clear expectations ahead of the abortion appointment provided great relief to
women. As they are managing multiple pragmatic and emotional details, clarity regarding
what is needed and what will happen during the abortion appointment makes a big
difference. It is not a referring provider’s obligation to supply a/l these details, and
abortion clinic staff are typically very good at this. But any factual and supportive points
provided during a referral may offer both comfort and a bolster to preparation. It is better
to provide slightly less information than to provide information that is inaccurate or
unconfirmed.

Emotional support

Many women reported that what helped them most to prepare for the abortion
appointment was acceptance and kindness from people who knew of the abortion. These
expressions of support may be a vital antidote to pervasive abortion stigma that women
may encounter, anticipate, or internalize as shame or embarrassment.

Referrers should be aware of and acknowledge these supports, and be able to offer
information and referrals as needed in these areas.

RECOMMENDATIONS: TECHNICAL ASSISTANCE

Referrals should be professional, easily done, and normal. Their quality includes the
way they are delivered, not just the provision of the correct phone number to call. Study
participants sometimes assumed that providers would treat them poorly if they revealed
their intentions to terminate the pregnancy, and thus chose not to disclose their abortion

plans. One participant expressed relief that her provider assumed she would continue the
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pregnancy because she felt it indicated that the provider “didn’t assume the worst” about
her—i.e. that she would consider an abortion. Several participants said their opinion of
the provider and their institution was diminished when they either offered no opening for
safe discussion of abortion or gave a referral but faltered in doing so compassionately.
What follows are recommendations of areas to emphasize in providing technical
assistance to sites wishing to improve their abortion referral-making, as well as examples
of each.

Standardized abortion referral

It is a benefit to both patient and provider to establish clear paths for abortion
referrals that don't seem secretive or unprofessional. This includes having printed
materials available, communicating accurately and non-judgmentally, and treating
abortion as part of the full spectrum of reproductive health care. A visible structure and
protocol is professional, convenient, helpful to providers less familiar with making
abortion referrals, and conveys normalcy to both the provider and the patient.

Printed Materials on-hand

Interviewees confirmed that while a handful received printed abortion referral
information, many health providers have nothing official prepared and printed to hand
out regarding abortion. If there are no professional abortion referral materials available
(or possibly allowed), providing a high quality referral is more challenging. This is
especially tricky when there are differences in what’s permissible or required by
management, overseeing agencies, and/or funding sources. Temporary or permanent

resolution of these grey areas improves a crucial aspect of quality referral-making.
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Development and practice of non-judgmental referral-giving

Several interviewees described referrals in which they were given accurate
information on abortion clinics, but the interaction was subpar due to the referring
provider’s apparent low skill or unwillingness to deliver the information professionally
and non-judgmentally. Additionally, some interviewees noted their impression that
expressing interest in abortion would result in poor treatment by their provider, thereby
preventing them from seeking or receiving a referral that may have been useful. Sites
requesting technical assistance may benefit from extended development and practice of
their communication skills, keeping their patients’ needs at the center, and ensuring their
own potential discomfort is resolved or set aside.

Models for this type of work include:

* American Balint Society (www.americanbalintsociety.org)

* Empathic communication in medical encounters (109)
Each of these approaches aim in some way to develop empathy and self-reflection, and

keep the needs of patients centered.
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Report Appendix A: Quotes from Women Obtaining Abortion Care
The following quotes may be useful illustrations in the curriculum.

Provider approach to referrals

Negative abortion referral experience

“After I said ‘Well maybe I don’t want to keep it,” he was like, ‘Wait,” and walked out of
the room. And then he gave me a brochure that somebody had written on ‘Planned
Parenthood’ and then he just left. I thought it was rude. You 're a doctor, you're a
professional.” (18 years old, African American, Urban, Clinic B)

Negative provider encounters without abortion referral

“And they were asking me if I felt like I was going to full term and I just said yeah cause
some people will judge you automatically if you say that [you want an abortion] and so 1
didn’t tell them that I had already pretty much decided...I just kind of felt like she seemed
like she might be kind of judgmental, just the way she asked me, you know, was I gonna
go through with the pregnancy. I just kind of got that vibe from her, like she’ll probably
treat me like crap the rest of the [visit], so I just went ahead and lied.” (32 years old,
White, Rural, Clinic C)

“At the family planning clinic, they basically just answered any questions that I have.
They told me what I would need to do—because they know I didn’t have any kids—to go
get my Medicaid started, things like that, to keep me and the baby healthy. But they didn’t
know the decision that I was making. They didn’t assume the worst. So that’s kind of a
good thing, though.” (24 years old, African American, Rural, Clinic B)

Challenges reported by patients

Financial arrangements and hardship

“I'm emptying my bank account today... There are some things that are not going
to get paid that probably should have been paid today. But in the long run, it’s
going to actually benefit us because we’re not going to be taking away from our
earnings continuously. We're just taking away this time so that we can continue to
build further.” (Age 34, Black, Suburban, Clinic C)

“I actually had to get a loan for some of it. And a dear friend...sold some of his
stuff and helped me pay for half...If it wasn’t for him and me having a little bit of
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credit to fall back on, I don’t know what I would have done.” (Age 31, White,
Rural, Clinic B)
Judgment and lack of support from others

“My sisters wouldn’t give me a ride, so I had to go ask an outsider for a ride. And I
really didn’t—[my sisters] didn’t understand the situation so I don’t expect them to
because they’ll say it’s my situation. But I wish they could have understood this, be
supportive, you know. My mom was, so that was OK.” (38 years old, African American,
Urban, Clinic A)

“[What was hardest] was just the stubbornness of everyone at my gyn’s office. Just being
so kind of pushy as to trying to keep me away from getting an abortion. It was frustrating
but not insurmountable.” (24 years old, White, Urban, Clinic A)

Emotional upset

“Getting out of bed this morning it just hit me hard, like yeah, this is what you 're about
to do. And then I was debating whether I was going to come, whether I was not going to
come, and thinking about the pros and cons. And I was like, yeah, I have to go.” (24
vears old, African American, Urban, Clinic A)

Protestors

“You're already in a very vulnerable place. But you feel like the way that the people are
approaching you is that you re going to have to be defensive, and who wants to get into a
confrontation on a day like this, you know?...I know it’s their right to do it, but [ mean
it’s almost just more horrendous than anything that they could possibly think is going on
in here.”(37 years old, White, Suburban, Clinic A)

“That lady on the phone [from the clinic] was just so sweet, so nice and kind-hearted.
She gave me more like kind of courage, just like, it’s OK to come in here. And those
protestors out there, ...they say things that make you really think. And then all [ remember
was her, how sweet she was, and so kind. And she was like, ‘Well, you know, that’s their
opinion.’ They don’t know my situation.” (25 years old, Multiracial, Rural, Clinic A)
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Supports reported by patients

Practical support reported by patients

“She explained everything that I would need to do and bring before I actually got here,
so 1 felt like I was prepared. Because you 're already emotionally a wreck coming in, so it
felt like I was a little bit more prepared and it helped me being more centered coming
in.” (31 years old, African American, Suburban, Clinic C)

Emotional Support

“The most helpful thing was support from the people I told. Just letting me know that they
supported my decision and didn’t really try and push me towards anything. [They] have
been supportive in trying to be there as much as they can for me.” (24 years old, White,
Urban, Clinic B)
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