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Abstract

Background: Most pregnancy terminations in Norway are carried out as medical
abortions, either in a hospital or in the patient’'s home. Abortions must be carried out
according to the same standards as other health services, but existing knowledge leads
us to question whether this is actually being done.
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Objective: The objective of this study was to shed light on women’s experiences with the
health service provision for medical abortions in Norway.

Method: The study had an exploratory-descriptive design, and involved individual
interviews with 24 women who had undergone a medical abortion at home before the end
of the twelfth week of pregnancy. The data were analysed using systematic text
condensation.

Results: The women mostly reported negative experiences with healthcare personnel and
the health service. The main findings relate to the women'’s perceptions of themselves as
a burden on resources and not deserving of care, their encounters with a standardised,
one-dimensional service that focuses on physical aspects rather than a person-centred
approach, and their perceived lack of freedom of choice, co-determination and
preparedness.

Conclusion: The women found that there was limited opportunity to talk about their
abortion choices. They also considered there to be insufficient information and access,
and felt there was no individual approach when they felt uneasy or there were unexpected
developments. Other experiences included being met with an attitude of remoteness and
a lack of respect on the part of healthcare personnel, as well as a feeling of loneliness.
Access to personnel with in-depth knowledge of the abortion process, for example
midwives, can strengthen the service provision and ensure professional reliability.

Introduction

Access to abortion is an essential part of the service provision within sexual and
reproductive health, and it must meet the same standards as other health services. In
Norway, women have the right to a self-determined abortion up to the twelfth week of
pregnancy. Medical abortions, i.e. pregnancies terminated using medication as opposed
to surgery, were introduced in 1998. In 2021, 10 349 out of a total of 10 841 abortions
were carried out using this method (1).

The World Health Organisation (WHO) (2) has estimated that half of all abortions
worldwide are carried out in the least safe or dangerous conditions. Unsafe abortions are
pregnancies that are terminated by people who do not have the necessary skills, and/or
occur in an environment that does not conform to minimum medical standards.

Medical abortions normally involve the woman taking a tablet containing the active
ingredient mifepristone at a gynaecological clinic after the pregnancy has been confirmed.
Two days later, the woman takes a tablet called misoprostol, which causes the uterus to
contract and the foetus to pass (3).



The Norwegian abortion register does not have statistics on the proportion of women who
carry out the second part of the abortion at home. According to Helsenorge'’s information
pages, women in Norway must be given the option of a surgical or medical abortion (3). If
the woman chooses a medical abortion, she must also be able to choose whether she
wants to carry it out in hospital or at home.

This study shines a spotlight on medical abortions at home. The practice for carrying out
abortions at home is standard throughout Norway. The woman must be healthy, and some
hospitals set a lower age limit of 18. The women are advised to have someone with them
during the abortion. At some hospitals, a registered nurse (RN) will call the woman after a
few days to find out how things went. After four weeks, it is recommended that the
woman takes a pregnancy test to confirm that the abortion was successful (4).

Medical abortions must be carried out in a respectful and responsible manner based on
openness, understanding and equality, thereby protecting the individual's right to self-
determination (3, 4). Recent research shows that on a global scale, health services fail to
provide a person-centred approach to pregnancy termination. Many women find having an
abortion a lonely and challenging process with existential dimensions (5-7).

The women may feel ambivalence, and some are still unsure of their decision when they
arrive at the gynaecology clinic (3, 6). A meta-synthesis of six qualitative studies indicates
that healthcare personnel take care of women’s physical health after an abortion, but that
little or no attention is paid to their psychological and emotional needs (8). The option of
carrying out a medical abortion at home can give women a sense of autonomy, depending
on what information is provided and their perceptions of the interaction with the
healthcare personnel (9-11).

Deeply rooted social stigmas, institutional limitations, and laws and regulations can all be
barriers to a person-centred approach to pregnancy termination (12). Stigmatisation often
leads women to keep their abortion secret, often for many years (13-15). Negative
attitudes to abortion in general can be seen both within and outside the health service
and can impact on the women'’s experience of the pregnancy termination process (9, 13).

Good reproductive and sexual health is a goal in public health work, with a view to
promoting welfare and counteracting social inequality. Society has an obligation to
prevent unwanted pregnancies (5). Women who choose to have an abortion must be able
to have it as quickly as they want, using the best method based on medical criteria and
the women's own wishes (4). A person-centred approach is a key dimension in the quality
of health services, where the care they receive encompasses the patients’ personal
perspectives, needs and values.



Objective of the study

The objective of this study was to shed light on women’s experiences with the health
service provision for medical abortions in Norway.

Method

The study had an exploratory-descriptive design (16) and involved individual interviews
(17). The study is part of a larger research project that explores various aspects of
women’s experiences with medical abortions, such as guilt, shame and a lack of emotional
availability (5, 9).

Sample and data collection

The sample consisted of 24 women. The inclusion criterion were women who had
undergone a medical abortion before the end of the twelfth week of pregnancy. We
posted an announcement on Facebook in our search for participants, providing a link to
the university where we are employed. Within a day, 27 women had expressed an interest
in participating, and the advertisement was subsequently removed.

After receiving written informed consent from the informants by email, they were
distributed among six researchers in the group, who conducted the interviews from
October 2019 to January 2020. Three women declined to participate when we contacted
them to arrange an interview date.

We interviewed two informants via Zoom (18) due to the distances involved. The others
were interviewed at a location of their choice, in private settings, often at nearby colleges
or universities or in their own home. We used an interview guide with the following open-
ended questions:

Introductory question: ‘Can you tell me about the abortion you had some time ago?’

Additionally: ‘What was your experience of having a medical abortion at home? How did
you find the interaction with the health service during the process? What follow-up were
you offered after the abortion?’

The informants were encouraged to talk about specific experiences related to the health
care they received in connection with their medical abortion. The women spoke freely,
and we requested further information when there was a need for elaboration and
clarification.

The interviews lasted from 19 to 71 minutes, with an average of 47 minutes. We made
audio recordings during the interviews and transcribed them verbatim. The total scope of
the data material was approximately 360 pages of text.



Analysis

We analysed the data using systematic text condensation (STC), a four-step strategy for
cross-sectional thematic analysis of qualitative written data material (19). In the first step
of the analysis, all the interviews were read to get an impression of preliminary themes as
a basis for further analysis.

We then identified meaning units in the data material that related to the informants’
experiences with the health service. These were systematically coded into groups dealing
with the same phenomenon, and then sorted into subgroups. The content of each
subgroup was condensed into an artificial quotation that reiterates and summarises the
content of the subgroup.

Finally, we used the condensates to develop an analytical text consisting of three themes.
The first analysis was performed by two of the authors (AL and BMS). All the authors then
discussed the analysis before reaching a consensus. We are from different disciplines in
the health service, i.e. midwife, public health nurse, mental health worker and
psychologist.

Ethical considerations

We submitted the study to the Norwegian Centre for Research Data (NSD) (reference
number 22708). The Regional Committee for Medical and Health Research Ethics (REC)
determined that the study is outside the remit of the Health Research Act (reference
number 36616).

The participants received oral and written information about the study before the
interviews, and signed an informed consent form. They were informed that they could
withdraw from the study at any time without any repercussions, and that all the data they
had provided would be deleted before the analysis began.

Results

The informants were women aged 24-45, from seven counties in Norway spread from
north to south. The women had had a medical abortion between 2008 and 2019, most of
which had taken place in the past four years.

The women mainly reported negative experiences with healthcare personnel and the
health service in general. Based on the data analysis, we can categorise the women'’s
experiences in the following themes: ‘Treated like a second-class citizen’, ‘A standardised
approach’ and ‘Duped by the health service’.

Treated like a second-class citizen

Informants with previous patient experiences felt like a burden on resources. They did not
receive the same care from the health service that they had experienced previously in
other contexts.



Some women were subjected to comments such as ‘Don’t you know how you get
pregnant?’, or what one informant described as a ‘damning silence’. Others felt that
hospital personnel had a judgemental attitude. They were doing something that was
‘completely legal’, but which they found to have a great deal of shame attached to it:

‘No one was rude exactly, but they didn’t go out of their way to make me feel better. But
it's difficult for me to say whether that was to do with how she treated me or whether it
was my own feeling of shame, and that | myself felt that | didn't deserve care.’ (informant
23)

The women felt that few people cared about how they felt. When they tried to talk about
the difficult choice, some felt rejected and were told ‘This is your choice and you don’t
need to talk to us about it’, or they were not given more time to consider the abortion
decision:

‘When | arrived to take the tablet, they said that when you take it, all life ends. So | said:
“No, we'll think have a think about it”, and she replied: “You don’t have any more time to
think about it now”, and | said: “Okay, yes, no, then I'll take the tablet here.” It was pretty
brutal. | wasn’t strong enough to say stop.’ (informant 22)

The women described a situation where they were shown little empathy or care from the
healthcare personnel throughout the abortion process. Once they had taken the tablet
that ends the life of the foetus, they were left to their own devices. They were given the
medication to pass the foetus. Some were given painkillers. Then they went home, and
the process was underway. Most women received no follow-up after the abortion:

‘When you have an operation, they call you after three days and ask how you’re doing and
stuff like that. So you feel kind of looked after. | wish it was the same here.’ (informant 10)

A standardised and mechanical approach

The women considered the healthcare personnel’s approach to the medical abortion to be
standardised and mechanical, and in terms of examination and information it was ‘a bit like
an assembly line. The women described the focus as being on quick physical
examinations and practical procedures, with little dialogue. For some, it was fine because
it meant they didn’t have to deal with their thoughts and emotions. The informants did not
feel that they were seen and respected by the healthcare personnel:

‘If you only got some confirmation that it's your choice, and it’s perfectly okay that you've
made this choice. And | think that’s really important for how you process it all afterwards.’
(informant 4)

Several of the women were not asked if they wanted to look at the ultrasound images of
the foetus. Those who spoke up felt that their wishes were not being met. Some of the
women were shown the images and the healthcare personnel talked about what they
were looking at in the images even when the woman did not want this information. Several
women who had asked to see the images were not allowed to do so:



‘| asked, but they said, “No, you can't” .... | was actually a bit in doubt as to whether |
should have an abortion, so if | had been able to see the images, it might have been
different.’ (informant 6)

Several women found that there was no room for dialogue. The healthcare personnel gave
the impression of knowing what was in the women’s best interests. Some women felt
inferior and were unable to assert their needs. Several were still in doubt about their
decision when they arrived at the hospital, but there was no one to talk to. One woman
said she did not make a conscious choice, that it just happened. Another thought that if
she had been treated with understanding and had been able to talk about the decision, it
might have been different: ‘And it’s quite difficult to deal with afterwards.’

For some, it was good not to have to talk about the abortion and to be able to put it
behind them:

‘In a way, I'm kind of done with the process, so if | have to go in again and get a follow-up,
then maybe you start to feel that bad conscience again... in a way.’ (informant 3)

Several women said that abortion is not something they talk about with friends and family,
because the subject was taboo and shameful for those who have been through it:

‘There probably hasn't been a day since when | haven't... uh... thought about it.... So really,
they should offer you a follow-up conversation afterwards as well... about how it went/
(informant 6)

Duped by the health service

For some informants, contacting the hospital was uncomplicated, while for others, it
presented challenges. Some received help from their local midwife to book an
appointment at the hospital, and others went through their GP or contacted the hospital
directly. Some did not know how many weeks they had been pregnant. They found that
this was not taken into account when they booked an appointment, and felt de-prioritised:

‘So then | called the hospital again, and | was allowed to come the next day. But it was a
bit like: “Yes, but you're at the bottom of the priority list, so you'll just need to sit and wait.
You may need to wait all day. In the waiting room. But that’s the way it is.”’ (informant 8)

Only a small number of the women were given the choice between carrying out the
abortion at home or in hospital. Those who were given this choice felt they had been
listened to:

‘The offer was there, but | thought it would be nice to go home. | don't know if that’s usual,
or if you just get sent home. | felt they really listened to me. | think it’s important to be
given the choice of whether you want to be at home or in hospital.’ (informant 8)



Some women found that they consented to a medical abortion at home on a flawed basis.
Others felt they were not given a real choice. The information they received about the
home abortion gave the impression that it was an uncomplicated process. Others thought
that the only difference between an abortion at home and in the hospital was where they
took the remainder of the tablets. It was tempting to be at home in familiar surroundings.
Very few felt adequately prepared:

‘She asked me, “Do you want to have the abortion in the hospital, or at home?” So | asked
her, “What's the difference?” | had no idea what it might be, and she didn't explain it to me
either, she just said, “You'll get some tablets, some vaginal tablets, and then you can
decide for yourself whether you want to take them here or at home.”’ (informant 12)

The information they received about what was going to happen during the abortion
process contrasted strongly to what most of the women experienced at home alone or
together with their family, boyfriend or friend:

‘No one prepared me for how intensely painful it was. It's the worst thing that's ever
happened to me, it's much worse than giving birth. | remember thinking that this can't be
normal, because if it had been normal, you wouldn't have been sent home to do it/
(informant 23)

Several informants were left with a feeling of having been deceived, and would advise
others against a medical abortion at home:

‘When | think about medical abortions, | wonder: “Who is this benefitting the most? Is it
the health service, or is it the patient?” It was presented to me as if this is how it happens,
and not as a choice.’ (informant 18)

The women found the information they received prior to the abortion difficult to
understand. They felt alone and insecure, and lacked safe surroundings and contact with
a specialist. They felt that no one cared about how much pain they were in, and how
scared they were:

‘I can’t think of anything else that causes such severe pain, which you're asked to deal
with at home alone.’ (informant 6)

Several women were afraid of dying during the treatment. Although most had followed the
recommendation to have someone with them, they felt that the situation was unsafe and
unacceptable. The person helping them (not a healthcare professional) had no knowledge
of what constituted a normal abortion process. Help and support were therefore limited.
Many of the helpers also found the situation traumatic:



‘To send someone home and say that you just have to manage this on your own in your
own home, that’s .... It'll all be fine. They don't even say that, they just send you home with
a tablet and say “Go home now and follow the instructions.”. | think it’s irresponsible, just
sending someone home. | don’t think anyone should be alone in a situation like that, with
only an unqualified person present. There should definitely be qualified staff in
attendance. It should be in a hospital. | think this practice is misogynistic, really, in lots of
ways. (informant 20)

Discussion

The objective of this study was to shed light on women’s experiences with the health
service provision for medical abortions at home. The women who were interviewed felt
alone in making their choice and also that they were left to their own devices during the
actual abortion. A medical abortion at home is regarded by medical professionals as an
effective and acceptable method of pregnancy termination (20).

According to Kjelsvik et al. (6), women who wish to terminate their pregnancy expect to
be treated with respect by the health service. Aiken et al. (21) describe how women
seeking an abortion are treated with a lack of understanding, and counselling and support
are rarely offered.

Findings from our study show that women were made to feel that they were a burden on
the health service. They interpreted both verbal and non-verbal communication to mean
that the healthcare personnel felt they should not have become pregnant in the first
place.

It is conceivable that women seeking abortions are particularly sensitive to how they are
treated in this vulnerable situation. Healthcare personnel are subject to a special
requirement to show respect and understanding for the women'’s situation. The results of
this study provide a basis for asking questions about whether the quality of the health
service provision is good enough, and whether women'’s patient rights are adequately
protected.

In the study by Makenzius et al. (22), the need for a continuous evaluation of the abortion
provision is emphasised. Furthermore, Mariutti et al. (23) conclude that there is a need to
create an environment in which more attention is paid to women who need to discuss
their situation and explore their often mixed emotions about the abortion.

Lack of a person-centred approach

In Norway, it is a guiding principle that women have bodily autonomy, as provided for in
the Abortion Act. Women'’s right to information, co-determination and self-determination is
formulated in the wording of the Act (24). According to Kjelsvik et al. (6), the health
service may be overlooking the existential questions that a decision about abortion can
raise.



Kjelsvik and Gjengedal (25) revealed that 10-20 per cent were still unsure whether they
should have an abortion when they arrived for the initial procedure. Consultations in which
healthcare personnel are open to discussing the issue could help create a sense of
empathy and give the women new perspectives without compromising their self-
determination. Such consultations can strengthen women'’s ability to make autonomous
and informed choices (26, 27).

The informants in our study found that the healthcare personnel’s focus tended to be on
physical aspects and examinations, and that they followed standardised procedures
rather than taking a person-centred approach. The person-centred approach seems to be
missing in relation to women considering an abortion. A person-centred approach is about
empowerment, equality, respect and protecting the individual's needs (28).

Midwives should be included in the health service provision

A British study describes how the responsibility for providing medical abortions has been
moved from the specialist health service to primary health care (29). The intention is to
give the women local access to professionals who can talk to them and answer their
questions throughout the abortion process. Users’ evaluations of this have been positive
(29).

Providing for medical abortions in primary health care may make the adoption of a
person-centred approach in the treatment process more straightforward. In this context, it
is opportune to suggest that midwives should be included as part of this service
provision. Midwives work in the specialist health service and in primary health care and
are knowledgeable about all aspects of women’s reproductive health, including the
abortion process (30). A midwife can be good support for women who want contact
before, during and after the pregnancy termination.

The RNs must be able to communicate well

The informants in the study found that the oral and written information they received
about what to expect was in strong contrast to their experience of abortion in their own
home. Aamlid et al. (9) describe in their study how the information is perceived as
insufficient, to the extent that many women are fearful and unprepared for severe pain
and heavy bleeding during the process. A study from Sweden also shows that many
women receive insufficient information and have heavier bleeding and more pain than
expected (13).

This is consistent with our findings. Many reported heavy, prolonged bleeding and pain.
Several informants claimed that they would never have subjected themselves to a medical
abortion at home if they had understood what was involved. Women must be free to
choose a surgical or medical abortion as long as it is clinically safe. They must be given
the choice of whether they want the abortion to take place at home or in hospital (3).



Few of the study’s informants were given a choice about where the medical abortion
would take place, and none were given a choice about the method of abortion. This does
not sufficiently allow for informed decisions as required by law (24).

The overall results from our study give reason to assert that healthcare personnel, mainly
RNs, who carry out abortion-related work, should have good communication skills. It can
be a difficult balancing act for female nurses who are ambivalent about pregnancy
termination, and they must have respect for women's autonomy (6). Good communication
is nevertheless crucial to protecting women'’s rights and experience of being seen, heard
and taken seriously.

Strengths and limitations of the study

Individual interviews were well suited to exploring the informants’ experiences with a
medical abortion. Open-ended interview questions helped the informants talk freely about
their experiences, and this provided rich data.

As with qualitative study designs in general, our results cannot be generalised to the
entire population as a relatively small sample cannot be considered representative.
Advertising on the social media channel Facebook enabled us to reach a large number of
people within a short period of time, and it is purely random who sees such an
advertisement within the given timeframe.

Such a random selection process can reduce the risk of bias and thus strengthen the
validity of the results. We cannot, however, rule out the possibility of bias in the sample.
Potentially, a preponderance of the women who wanted to participate may have had
negative experiences with a home abortion or been critical of the follow-up by the health
service. Some experiences that are open to criticism date as far back as 2008. There is a
risk that it is the negative experiences that women remember best, see Bierbrauer et al.
(31).

Our results will nevertheless be transferable to other women who have a medical abortion
at home in a similar socio-cultural context. It is also a strength that the informants are
geographically dispersed throughout Norway and have received health care from all four
different health authorities.

Conclusion

The women in our study found that the health service provides a standardised abortion
process where the emphasis is on the physical aspects of the abortion. Few informants
were given the opportunity to choose the abortion method or decide where it should take
place.

The study shows that there is little provision for discussing abortion choices, and that
where this option exists, there is insufficient information and a lack of an individual
approach and of access to help in the event of psychological reactions and/or an
unexpected course of events.



Women who sought an abortion found that the contact with the health service was a
barrier to seeking help. Many experienced being met with an attitude of remoteness and a
lack of respect by healthcare personnel, as well as a feeling of loneliness. Pregnancy
termination can be made safer through access to personnel with in-depth knowledge of
the abortion process, for example midwives.

FACT BOX

The study’s contribution of new knowledge

« Most pregnancy terminations — abortions —in Norway are carried out using medication
and can take place in hospital or in the woman’s own home, in line with the woman'’s
wishes. Research suggested that it could be personally challenging for women to
undergo a medical abortion. However, less was known about the women'’s
experiences with the health service during the process.

« We interviewed women who had had a medical abortion.

« The results of the study provide an insight into women'’s experiences of the medical
abortion process, from the time the decision was made until the abortion was carried
out. Seeing the process from the perspective of women can help nurses and midwives
be more aware when dealing with women in a potentially vulnerable situation.

The authors declare no conflicts of interest.
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