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IMAP Statement on Safe Abortion

Introduction

An abortion is the termination of a pregnancy. It can be spontaneous (also called
miscarriage) or induced. Induced abortion is a procedure commonly used throughout
the world to terminate unwanted pregnancy. An abortion can be induced by surgical
techniques such as aspiration or dilatation and curettage or medically by means of
pharmacological agents. When performed in early pregnancy by well-trained
practitioners in adequate facilities, induced abortion has an excellent safety record.

Abortion is characterised by the World Health Organization as unsafe when it is
performed “by persons lacking the necessary skills or in an environment lacking the
minimal medical standards, or both”. Out of the 46 million abortion procedures
performed each year, at least 40% occur in unsafe circumstances. These unsafe
abortions carry a high risk of maternal mortality and morbidity, accounting for 68000
deaths each year. In almost all countries abortion is legal under certain circumstances.
Legality is not the prime determinant of safety: legal abortions are not always safe, nor
are illegal abortions always unsafe. Restrictive abortion legislation does not
substantially reduce the overall number of abortions but greatly increases the proportion
performed unsafely. Provision of, or referral for, abortion — the right to choice — is an
essential part of women’s sexual and reproductive healthcare. As with all sexual and
reproductive health services, the client’s confidentiality and privacy must be maintained.
To reduce unwanted pregnancies and the need for abortion, high priority should be
given to expansion and improvement of contraceptive services.

Although early abortion, properly performed, carries little health risk, the dangers
increase progressively beyond 10 weeks from the last menstrual period. Thus, efforts
should be made to inform the public that abortion is safest when performed early, and
women who contemplate abortion should be encouraged to attend as early in the
pregnancy as possible. Services should then ensure that abortion can be performed
promptly by skilled and well-trained personnel. A service that confines itself to early
abortions must know where it can safely refer clients whose pregnancies are of longer
duration.

Counselling and information

Every woman contemplating abortion should have access to supportive empathetic
counselling, responsive to her personal circumstances and cultural background. Such
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counselling should include the full range of options and the opportunities for assistance.
After a counselling session, some women require extra time to come to a decision.

In some circumstances, a woman may be under pressure from her partner, her family,
or other members of society to have an abortion or to continue the pregnancy.
Unmarried adolescents may be particularly vulnerable to such pressure. If coercion is
suspected, this possibility should be discussed with the woman on her own. Women
who may have been victims of sexual abuse should be referred for further support, as
needed.

Whichever method of abortion is chosen, women should be fully informed about what to
expect during and after the procedure, and how long it will take. The safety of the
procedures and their foreseeable immediate and late side-effects and complications
should be discussed and informed consent should be sought. When medical abortion is
contemplated, the client should be informed about the drug regimens, how long the
procedure will take, and the amount of bleeding and pain to be expected. Women who
request surgical abortion should likewise be fully informed about what to expect,
including the medication for pain management and the types of anaesthesia available.

The woman should be given contraceptive counselling both before an abortion and at
any follow-up visits, and should have access to contraceptive commodities; but
acceptance of contraception should not be a precondition for providing abortion.

A pregnant woman who is HIV-positive will sometimes feel under pressure to obtain an
abortion. However, just as with any other client, she should be counselled and allowed
to make her own informed decision. Nor should HIV positivity delay a woman’s access
to safe abortion services.

Pre-abortion care

The general health of the woman should be evaluated to detect any medical conditions
that might increase the risk of an abortion procedure. When a serious medical condition
exists, the abortion should be performed in a specialised facility where any risk can be
reduced to the minimum and complications can be properly treated. Women should be
screened for anaemia. Tests for ABO and Rh grouping should be provided where
indicated, especially at higher-level referral centres, in case of complications or risk of
complications that might require blood transfusion.

Pelvic examination must be performed to establish the duration of the pregnancy and to
identify possible ectopic pregnancy, concurrent infection, or uterine abnormalities. The
presence of a sexually transmitted infection (STI) increases the likelihood of post-
abortion pelvic infection. Routine prophylactic antibiotics reduce post-abortion
complications overall. Where infection is initially evident or identified by screening,
antibiotics should be started before the abortion is performed.
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Abortion techniques

The chosen method for inducing abortion will depend on the duration of the pregnancy,
the training and skills of the provider, the facilities and medications available, and the
preferences of the woman. In most cases the gestation can be determined from the
date of the last menstrual period and the findings on pelvic examination.
Ultrasonography may be useful when there is clinical doubt about the duration of
gestation or suspicion of ectopic pregnancy. Unless the woman has a serious pre-
existing medical condition or the chosen method requires an inpatient stay, both
surgical and medical abortion are outpatient procedures. Figure 1 illustrates the
appropriate methods in relation to gestation.
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Figure 1. Methods of abortion by duration of pregnancy

Surgical methods

Vacuum aspiration

Vacuum aspiration is the preferred surgical method up to 12 weeks since last menstrual
period, and some skilled practitioners can do it safely up to 15 weeks. The contents of
the uterus are evacuated through a plastic cannula attached to a vacuum source. The
vacuum can be generated either by an electric pump or with a hand-held plastic syringe.
For aspiration beyond 10 weeks, if an electric pump is not available, use of a double-
valve syringe is preferable to single-valve manual aspiration.

Surgical abortion requires local anaesthesia or light sedation, or both. General
anaesthesia should be avoided except in some cases of late abortion, because it
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increases the risk. Unless the pregnancy is very early, aspiration will require either
cervical dilatation by means of a mechanical or osmotic dilator (with or without a
prostaglandin) or cervical priming with a prostaglandin such as misoprostol or
gemeprost. The aspirated material can be examined to confirm the presence of
products of conception.

Dilatation and curettage

Dilatation and curettage (D&C) is applicable for abortion up to 12 weeks, and highly skilled
providers can do it up to 14 weeks. D&C should be used only where uterine aspiration or a
medical method is not available, since sharp curettage carries higher risks and is more painful.
Health service managers should make every effort to replace sharp curettage with vacuum
aspiration.

Dilatation and evacuation

Dilatation and evacuation is the preferred surgical method for pregnancies of more than 12
weeks. However, it does require special skills and is usually done under sonographic guidance.
It should be performed only in facilities where providers have a high enough caseload to
maintain their expertise.

Medical methods

Pregnancy can be terminated medically by use of a combination of the antiprogestogen
mifepristone and a prostaglandin, such as misoprostol or gemeprost. Up to 9 weeks this
method is very effective and safe, with less than 5% of women needing a subsequent
surgical intervention for incomplete abortion. Then follows a phase, from 9 to 12 weeks,
when surgical abortion is preferable, because medical abortion with current dosage
regimens is less effective, with greater blood loss and a higher likelihood that products
of conception will be retained. Beyond 12 weeks, medical methods again offer a safe and
effective alternative to surgical procedures. Services that offer medical abortion should have
access to facilities for surgical intervention.

Both early and later medical abortions involve the administration of mifepristone followed, after a
variable interval (up to 48 hours), by a prostaglandin. After 9 weeks, the prostaglandin
administration often needs to be repeated.

An alternative to the antiprogestogen/prostaglandin combination is the prostaglandin
misoprostol alone, although this seems less effective, slower to act, more painful, and more
prone to gastrointestinal and other side-effects. Treatment regimens with misoprostol alone
remain under investigation because of the wide availability and low cost of this agent. In view of
concerns about teratogenicity, women who use misoprostol to induce abortion should be
informed that, if it fails, abortion should be completed surgically.

The combination of methotrexate with a prostaglandin is not recommended since it is less
effective than mifepristone/prostaglandin, the procedure is slow, and in case of failure there is a
risk of fetal malformation.
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Other methods

The intra-amniotic or extra-amniotic instillation of various solutions is less safe and less
effective than dilatation and evacuation, and should be discouraged. Abdominal or
vaginal hysterotomy is very seldom indicated for late abortion. Hysterectomy should be
used only for women with a condition that would warrant the operation independently.

Post-abortion care

Post-abortion care, especially counselling and information on post-abortion
contraception, should be offered promptly and is recommended after all abortions,
whether medical or surgical.

Women should receive information on possible side-effects and complications and how
to care for themselves after leaving the service delivery site. After surgical abortion,
spotting and light bleeding may occur for several days or even weeks; nausea, with or
without vomiting, may also be troublesome but generally subsides within 24 hours. After
medical abortion the bleeding can be heavier, resembling menstruation. Cramping is
common and can be treated with non-prescription pain relievers. Information on how to
recognise complications and how to seek follow-up care should be provided.

After abortion, tests for continuing pregnancy are not generally needed and should not
be performed routinely. However, if there is clinical suspicion of pregnancy, ultrasound
or a pregnancy test may be indicated.

Counselling and contraception

The post-abortion period is an opportunity to address concerns, to explain symptoms,
and to discuss future contraception. Women should be made aware that they can
conceive as early as ten days after an abortion.

All methods of contraception can be considered for use after abortion, provided that the
medical eligibility criteria are met. The diaphragm and cervical cap should not be used
until 6 weeks after a second-trimester abortion, and intrauterine devices are more likely
to be expelled if inserted just after a second-trimester abortion.

The time of an abortion is not usually an ideal moment for a woman to make a major
decision such as whether to be sterilised. However, where a woman will have difficulty
returning later for the procedure and makes the request, sterilisation by minilaparotomy
or laparoscopy can be safely combined with the abortion.

All women should be informed about emergency contraception and how it can be
obtained. For some, advance provision of emergency contraception is desirable. All
women should be given information on the prevention of STls including HIV. The
importance of careful and consistent use of condoms should be emphasised, even if
another method of contraception is being used.
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Complications and late sequelae

Complications of abortion include haemorrhage, infection, and incomplete evacuation
and in the case of surgical abortion cervical lacerations and uterine perforations. These
complications, rare in early abortion, arise with greater frequency in late abortion. All
service delivery sites should be equipped to recognise abortion complications, with staff
trained either to deal with them or to refer appropriately for immediate care.

There is no evidence that having an uncomplicated abortion has any bearing on future
fertility, causes adverse outcomes in subsequent pregnancies, or affects a woman’s
mental health. Evidence does not suggest an increased risk of breast cancer after
induced abortion.

Protecting existing laws
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Figure 2. Continuums of care and advocacy for abortion services

What Member Associations can do

IMAP supports the inclusion of abortion as a core strategy of IPPF’s Strategic Plan. An
important task for IPPF Member Associations is to increase awareness of and access to
safe abortion services within their countries. Those with clinical remits should provide
comprehensive safe abortion services to the full extent of the local law.

Figure 2 illustrates continuums of care for abortion services and advocacy efforts. The
activities in the inner (clinical) and outer (advocacy) circles should be carried forward
together. The clinical aspects have already been discussed. Advocacy strategies for
safe abortion should begin with an examination of the law in relation to actual practice
and to women’s cultural rights. This would include issues of access to safe abortion
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services, regulations concerning who can undertake abortion and where, and parental
or spousal consent. Next, opinions should be gathered from politicians, religious
leaders, educators, leaders of professional organisations, the general public, women
denied abortion, and women who have had abortions. The third stage is to establish
systems that allow monitoring of abortion incidence, complications, and related
mortality. This would include data collection on problems associated with unsafe
abortion and on abortion-related complications. If decision-makers understand the
public-health impact of unsafe abortion, they are more likely to push for legal reform.
Campaigners for safe abortion services must tailor their messages for various target
audiences — parliamentarians, politicians, health ministry officials, community and
religious leaders, and the general public. Finally, public information campaigns are
needed to reach women who do not know their rights to abortion under existing law.

This Statement was developed by the International Medical Advisory Panel (IMAP) in May 2006. The Statement was last revised
and updated by IMAP in 2001. IMAP reserves the right to amend this Statement in the light of further developments in this field.
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