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Abortion History 

· 1700’s - abortion not illegal, widely practiced; 1/3 of all pregnancies ended in abortions
· 1800’s - abortion restrictions placed, for safety regulations, “race suicide” fear, and AMA lobbying

· AMA self-interest - abortions practiced by non-allopathic doctors; attempt to put out of business
· 1966-1973 - appearance anti-abortion statutes in states; some altered/repealed
· 1973 - Roe vs. Wade ( abortion legal in USA:

· 1st Trimester - decision to have abortion is private, between woman & physician
· 2nd Trimester - state can ban/restrict abortion on health safety basis, not ethical
· 3rd Trimester - state can ban abortion on ethical basis, only if maternal health not threatened

· “Health” Exception - includes psychological, emotional ( very loosely used term
· 1980 - Harris vs. McCrae ( okay for Medicaid not paying for abortion

· 1992 – Planned Parenthood v Casey – 24 hour waiting period and consent for minors
· 2000 – Stenberg v Carhart: parital birth abortions ban not consitutional b/c vague and had no health exception
· 2003 - Bush outlaws D+X abortions, even though safer than D+E 
· 2007 – Carhart v Gonsalez: partial birth abortion ban held up b/c of new court, doctors disagree on what’s better, ban protects women ( women don’t get safest procedure, doctors can’t do safest procedure, opens floodgates of “protecting women”
· Michigan - has every legal restriction on abortion: mandatory 24 hr wait, parental consent, non-funded, no counseling in publicy funded clinics

USA Abortion Prevalence - about ​25% of all pregnancies end in abortion! 35% of women have had an abortion
1st Trimester Medical Abortion 

· Mechanisms - must stop growth (methotrexate,mifepristone) & induce uterine contraction (misoprostol)
· Methotrexate - stops embryo divisions (recall Tx cancer ( rapid division)
· Mifepristone - progestin antagonist; blocks progestin receptor ( more predictable than MTX
· Misoprostol - can be used to induce labor, stimulates uterine contractions
· FDA-Approved Regimen - involves mifepristone & misoprostol, then follow-up:
· Day 1 - receive 600mg mifepristone orally (endometrium injury) and RhoGam (if Rh neg)
· Day 3 - receive 400ug misoprostol orally ( induce menstruation
· Day 14 - follow-up; see if abortion complete ( if not, receive surgical abortion

· Results - 3 major trials with FDA regimen; 92-98% success

· Side Effects - due to SM contraction induction ( nausea, vomiting, diarrhea

· Evidence-Based Alternative Regimen - involves less mifepristone, more misoprostol:
· Mifepristone - only need 200mg orally, and even this seems to be a lot
· Misoprostol - give more ( 800ug vaginally, creates a less acute absorption (fewer SEs)
· Results - higher efficacy rate 97-99% success, and more rapid pregnancy expulsion
· Side Effects - same, but lower rates
· Complications – rare; ongoing pregnancy, hemorrhage, infection, toxic shock syndrome:
· Clostridium sordelli - can cause a rare fatal toxic shock syndrome w/ misoprostol
· Adjustment - recently now administer buccal misoprostol (still mucosal absorb), not vaginal
Emergency Contraception - give Plan B ( progesterone; can’t disrupt pregnancy, only stop implantation
2nd Trimester Medical Abortion 

· IV/IM Agents - used to induce uterine contractions:
· IV Pitocin - an oxytocin analogue ( uterine contraction

· Regimen - administer increasing concentrations of pitocin, 90% expulsion 24 hrs

· Retained Placenta - 27% retained, need dilatation & curettage
· IM PGF2α (hemabate) - a prostaglandin with oxytocin-like effects ( uterine contraction

· Side Effects - intense nausea/vomiting

· Intravaginal Agents - also used to induce uterine contractions:

· Misoprostol - induces uterine contractions just like 1st trimester abortions

· Regimen - 200-400ug vaginally every 4-12 hours, 90% expulsion by 24 hrs

· Retained Placenta - 42% retained, need dilatation & curettage
· PGF2α  - can also be applied intravaginally, similar oxytocin-like effects as misoprostol

· Intraamniotic/intrafetal instillations - give hypertonic saline, urea, PGF2α , KCl, digoxin ( stop fetal heart, not done in US

· Mifepristone – oral;, in research stage for 2nd trimester abortions, but might possibly be used in future

1st Trimester Surgical Abortion 

· Outpatient - all 1st trimester surgical abortions can be done on outpatient basis, unless significant illness

· Anesthesia - may want local anesthetic, conscious sedation, or general anesthesia:
· Local anesthetic + Ibuprofen - give paracervical block, adequate for most abortions
· Conscious Sedation - IV narcotic + BZD in addition to paracervical block ( 1st/2nd trimester
· General Anesthesia - not required in majority of cases, over twice rate of serious complications
· Procedure - conduct a cervical dilation & vacuum aspiration:
· Cervical dilation - done with mechanical dilator, osmotic dilator (laminaria, Dilapan), or cervical softening agent (lamicel, misoprotsol)
· Vacuum Aspiration - can be done with electric vacuum aspiration, or manual vacuuum aspiration (up to 12 weeks); MVA has lower complication rates
· Products of Conception (POC) - need to ID miscarriage/aborted embryo/fetus to complete procedure
2nd Trimester Surgical Abortion 

· Dilation & Evacuation (D+E) - requires a long cervical dilation, longer mechanical removal:

· Dilation - cervical dilation w/ osmotic dilators over 12-24 hours
· Evacuation - often perform feticide, use forceps to remove uterine contents/fetal parts
· Tradeoff - can puncture uterus, but doesn’t require as intensive a Tx
· Dilation & Extraction (D+X) - requires even more extensive cervical dilation, intact extraction
· Dilation - cervical dilation very extensive, over several days
· Extraction - generally no feticide, remove fetus intact
· Tradeoff - less risk of uterine puncture, but very (emotionally & physically) intense procedure

· Hysterectomy/hysterotomy – not a primary method

Abortion Complications 

· Post-abortal hematometra - 1/100, fetal bleeding into uterus, fills up like water balloon ( suction

· Retained tissue - some fetal/placental tissue left behind in uterus ( scarring

· Hemorrhage - can be acute (at time of abortion) or delayed

· Infection - from tissue trauma & inoculation

· Failed attempted abortion - occurs when embryo is very small & hard to spot

· Uterine Injury - very rare, but can puncture uterus

· Non-Dx ectopic pregnancy
Abortion Complication Rates & Considerations 

· Mortality - have 0.4 deaths/100,000 abortions (compared to 9.1 deaths/100,000 live births)
· Gestational Age - complications increase with advanced fetal age

· Procedure Type - less for suction curettage, more for D+E/D+X

· Anesthetic - use of general anesthesia over 2x riskier

· Rh Negative - women need RhoGam in order to avoid immune response

· Prophylactic Atbx - will have 40% reduction of post-abortal infection ( doxycycline, metronidazole
