Incorporating medication abortion into
your ObGyn practice: Why and how

Step-by-step guidance for how to provide safe and effective medication
abortion services for your patients
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The Supreme Court’s Dobbs decision
on June 24, 2022, which nullified the
federal protections of Roe v Wade,
resulted in the swift and devastating dissolu-
tion of access to abortion care for hundreds
of thousands of patients in the United States.!
Within days of the decision, 11 states in the
South and Midwest implemented complete
or 6-week abortion bans that, in part, led to
the closure of over half the abortion clinics in
these states.? Abortion bans, severe restric-
tions, and clinic closures affect all patients
and magnify existing health care inequities.
Medication abortion is becoming
increasingly popular; as of 2020, approxi-
mately 50% of US abortions were performed
using this method.* Through a combination
of mifepristone and misoprostol, medication
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abortion induces the physiologic process
and symptoms similar to those of a miscar-
riage. Notably, this regimen is also the most
effective medical management method for
a missed abortion in the first trimester, and
therefore, should already be incorporated
into any general ObGyn practice.*

Although a recent study found that 97%
of ObGyn physicians report encountering
patients who seek an abortion, only 15% to
25% of them reported providing abortion
services.>® Given our expertise, ObGyns are
well-positioned to incorporate medication
abortion into our practices. For those ObGyn
providers who practice in states without
extreme abortion bans, this article provides
guidance on how to incorporate medication
abortion into your practice (FIGURE). Sev-
eral states now have early gestational limits
on abortion, and the abortion-dedicated
clinics that remain open are over capacity.
Therefore, by incorporating medication abor-
tion into your practice you can contribute to
timely abortion access for your patients.

Medication abortion:

The process

Determine your ability and

patient’s eligibility

Abortion-specific laws for your state have now
become the first determinant of your ability to
provide medication abortion to your patients.
The Guttmacher Institute is one reliable
source of specific state laws that your practice
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ricure Steps for providing medication abortion

Date the pregnancy
e Confirm GA is <11 weeks by last menstrual period
e Perform ultrasonography to rule out ectopic pregnancy or to confirm GA, as needed

Exclude potential contraindications

e Current IUD use e Chronic adrenal failure or long-term corticosteroid use
e Ectopic pregnancy e Acute porphyria
* Anemia e Allergy to mifepristone or misoprostol

* Anticoagulation use

¢ Sign state/institution consent forms as needed

¢ Sign mifepristone patient agreement; provide patient with medication guide

Administer the medication

¢ Administer mifepristone 200 mg orally once, to be taken in clinic or at home
(depending on patient preference)

e Prescribe ibuprofen/acetaminophen and antiemetic

e Discharge home with or prescribe misoprostol 800 ug to be taken 24-72 hours
after mifepristone administration
- Patients with GA between 9-11 weeks should take 2 doses (1,600 ng total)

Provide contraception

e Oral contraceptives, the patch, the ring, or an etonogestrel implant can be started
on the day of misoprostol administration

e Schedule follow-up appointment for IUD placement or DMPA administration?

Coordinate follow-up
Confirm results with 1 of the following options:
e Ultrasound follow-up in 1 week to evaluate for passage of the gestational sac

e Obtain B-hCG level on day of mifepristone administration; repeat testing in 7-10 days
to confirm 80% decline in B-hCG level

¢ Urine pregnancy test with phone call 4-6 weeks after medication abortion

aDMPA can be provided on day of mifepristone administration with appropriate counseling regarding the possible impact on the efficacy of
medication abortion.

Abbreviations: B-hCG, beta-human chorionic gonadotropin; DMPA, depot-medroxyprogesterone acetate; GA, gestational age; IUD,
intrauterine device.

I ——
can reference and is updated regularly.” abortion. First, you must be able to accu-

From a practice perspective, most rately determine the patient’s gestational
ObGyn physicians already have the technical  age by their last menstrual period, which is
capabilities in place to provide medication often confirmed through ultrasonography.
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After often
immediately taking
mifepristone,
patients are
discharged home
with ibuprofen
and an antiemetic
for symptom

relief to be taken
around the time of
administration of
misoprostol

Medication abortion is safe and routinely
used in many practices up to 77 days, or 11
weeks, of gestation. Authors of a recent retro-
spective cohort study found that medication
abortion also may be initiated for a pregnancy
of unknown location in patients who are
asymptomatic and determined to have low
risk for an ectopic pregnancy. In this study,
initiation of medication abortion on the day
of presentation, with concurrent evaluation
for ectopic pregnancy, was associated with a
shorter time to a completed abortion, but a
lower rate of successful medication abortion
when compared with patients who delayed
the initiation of medication abortion until a
clear intrauterine pregnancy was diagnosed.?

Few medical contraindications exist for
patients who seek a medication abortion.
These contraindications include allergy to or
medication interaction with mifepristone or
misoprostol, chronic adrenal failure or long-
term corticosteroid therapy, acute porphyria,
anemia or the use of anticoagulation therapy,
or current intrauterine device (IUD) use.

Gather consents and

administer treatment

Historically, mifepristone has been dis-
pensed directly at an ObGyn physician’s
office. However, the US Food and Drug
Administration (FDA) regulations requir-
ing this were lifted during the COVID-19
pandemic, and as of December 2021, the in-
person dispensing requirement was perma-
nently removed.® To provide mifepristone in
a medical practice under current guidelines,
a confidential prescriber agreement must be
completed once by one person on behalf of
the practice. Then each patient must read the
manufacturer’s medication guide and sign
the patient agreement form as part of the
consent process (available on the FDA’'s web-
site).!? These agreement forms must be filled
out by a physician and each patient if your
practice uses mifepristone for any pregnancy
indication, including induction of labor or
medical management of miscarriage. Given
the multiple evidence-based indications for
mifepristone in pregnancy, it is hoped that
these agreement forms will become a routine
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part of most ObGyn practices. Other consent
requirements vary by state.

After signing consent forms, patients
receive and often immediately take mifepris-
tone 200 mg orally. Mifepristone is a proges-
terone receptor antagonist that sensitizes
the uterine myometrium to the effects of
prostaglandin.'' Rarely, patients may experi-
ence symptoms of bleeding or cramping after
mifepristone administration alone.

Patients are discharged home with ibu-
profen and an antiemetic for symptom relief
to be taken around the time of administra-
tion of misoprostol. Misoprostol is a syn-
thetic prostaglandin that causes uterine
cramping and expulsion of the pregnancy
typically within 4 hours of administration.
Patients leave with the pills of misoprostol
800 pg (4 tablets, 200 pg each), which they
self-administer buccally 24-48 hours after
mifepristone administration. A prescription
for misoprostol can be given instead of the
actual pills, but geographic distance to the
pharmacy and other potential barriers should
be considered when evaluating the feasibility
and convenience of providing pharmacy-
dispensed misoprostol.

We instruct patients to place 2 tablets
buccally between each gum and cheek, dos-
ing all 4 tablets at the same time. Patients are
instructed to let the tablets dissolve buccally
and, after 30 minutes, to swallow the tab-
lets with water. Administration of an auto-
matic second dose of misoprostol 3-6 hours
after the first dose for pregnancies between
9-11 weeks of gestation is recommended to
increase success rate at these later gestational
ages.'?'® Several different routes of adminis-
tration, including buccal, vaginal, and sub-
lingual, have been used for first trimester
medication abortion with misoprostol.

Follow up and confirm the results
Patients can safely follow up after their medi-
cation abortion in several ways. In our prac-
tice, patients are offered 3 possible options.

1. The first is ultrasound follow-up, whereby the
patient returns to the clinic 1 week after their
medication abortion for a pelvic ultrasound
to confirm the gestational sac has passed.
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2. The second method is to test beta-human
chorionic gonadotropin (B-hCG) levels.
Patients interested in this option have a
baseline B-hCG drawn on the day of pre-
sentation and follow up 7-10 days later for
arepeat B-hCG test. An 80% drop in B-hCG
level is consistent with a successful medi-
cation abortion.

3. The third option, a phone checklist that is
usually combined with a urine pregnancy
test 4-6 weeks after a medication abortion,
is an effective patient-centered approach.
The COVID-19 pandemic and the subse-
quent compulsory shift to providing medi-
cal care via telemedicine highlighted the
safety, acceptability, and patient prefer-
ence for the provision of medication abor-
tion using telehealth platforms."

Outcomes and complications
Medication abortion using a combined regi-
men of mifepristone followed by misoprostol
is approximately 95% effective at complete
expulsion of the pregnancy.’*'® Complica-
tions after a first trimester medication abor-
tion arerare. In aretrospective cohort study of
54,911 abortions, the most common compli-
cation was incomplete abortion.'” Symptoms
concerning for incomplete abortion included
persistent heavy vaginal bleeding and pelvic
cramping. An incomplete or failed abortion
should be managed with an additional dose
of misoprostol or dilation and evacuation.
Other possible complications such as infec-
tion are also rare, and prophylactic antibiot-
ics are not encouraged.’®

Future fertility and

pregnancy implications

Patients should be counseled that a medica-
tion abortion is not associated with infertil-
ity or increased risk for adverse outcomes in
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