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INTRODUCTION AND METHODOLOGY

1.1 Introduction
Induced abortion is one of the commonly performed gynaecological procedures
in Singapore and the world over. In Singapore, every year there are on an
average 40,000 to 50,000 deliveries. At the same time there are 13,000-15,000
induced abortions being carried out. In other words, approximately one fourth
of the pregnancies are being terminated at different gestation for various
indications and by different methods. These procedures are not without risks
and complications. Therefore, the clinical practice guidelines have been
developed in relation to care and safety of women seeking abortion.
1.2 Aim of the guidelines
Clinical guidelines are systematically developed statements which assist clinicians
and patients in making decisions about appropriate treatment for specific
conditions.1 The aim of this guidelines is to ensure that all women considering
induced abortion have access to a service of uniformly high quality. It is hoped
that the guidelines will be implemented across all relevant healthcare sectors
and will promote a consistent standard, regardless of the sector in which an
individual woman is managed.
1.3 Who has developed the guidelines
The guidelines were developed by a working group of Obstetricians and
Gynaecologists from all the restructured hospitals and the private hospitals. The
group was convened by the Chapter of Obstetricians and Gynaecologists,
Academy of Medicine, Singapore. The workgroup was of the opinion that
individual interests did not conflict with the guideline development process.
1.4 Target group
These guidelines have been developed for all practising Obstetricians and
Gynaecologists in Singapore and may serve as a reference for other professional
groups who share in caring for women considering induced abortion.
1.5 Methods used in the development of these guidelines
•

Literature search strategy (Appendix 1)

•

Levels of evidence and grades of recommendations
The definition of the types of evidence used in this guideline originate from the
US Agency for Health Care Policy and Research2 (Table 1).
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Recommendations were based on, and explicitly linked to the evidence that
supports them. Recommendations were derived from available research evidence
using consensus methods. Where there were areas without available research
evidence, consensus was again used.
Table 1:

Levels of evidence

Level

Type of Evidence

Ia

Evidence obtained from meta-analysis of randomised trials.

Ib

Evidence obtained from at least one randomised controlled trial.

IIa

Evidence obtained from at least one well-designed controlled
study, without randomisation.

IIb

Evidence obtained from at least one type of well-designed quasiexperimental study.

III

Evidence obtained from well designed non-experimental descriptive
studies such as comparative studies, correlation studies and case studies.

IV

Evidence obtained from expert committee reports or opinions and / or
clinical experiences of respected authorities.

The recommendations were then graded according to the level of evidence upon which
they were based.
Table 2:
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Grades of recommendation
Grade

Recommendation

A
(Evidence levels Ia, Ib)

Requires at least one randomised controlled trial as
part of the body of literature of overall good quality
and consistency addressing the specific
recommendation.

B
(Evidence levels IIa,
IIb, III)

Requires availability of well conducted clinical studies
but no randomised clinical trials on the topic of
recommendation.

C
(Evidence level IV)

Requires evidence obtained from expert committee
reports or opinions and/or clinical experiences of
respected authorities. Indicates an absence of
directly applicable clinical studies of good quality.

✔
(Good practice points)

Recommended best practice based on the clinical
experience of the guideline development group.
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ABORTION LAW AND REGULATION IN SINGAPORE

2.1 The abortion act
In Singapore, termination of pregnancy was first legally approved to be carried
out only in government hospitals in early 1970. Present day regulation of
termination of pregnancy is based on the Termination of Pregnancy Act first
approved in 1974 and further revised in 1985 and 1999 respectively. In this
regulation only a licensed medical practitioner with the necessary qualifications
is allowed to perform termination of pregnancy up to 24 weeks gestation in an
approved institution.
•

Authorised medical practitioner

a. A medical practitioner who after being registered under the Medical
Registration Act and has had twenty four months experience or such period
as the Health Minister may determine in an Obstetrics and Gynaecological
unit of a hospital recognised by the Minister may apply to the Minister for
an authorisation to carry out treatment to terminate any pregnancy which
is not more than 16 weeks duration.
b. A medical practitioner who holds the degree of M.Med (O&G) or a member
or fellow of the Royal College of Obstetricians & Gynaecologists may apply
to the Minister for an authorisation to carry out treatment to terminate any
pregnancy which is not more than 24 weeks.
• Medical practitioner in restructured hospitals
Each medical practitioner practising in a restructured hospital who applies to
the Minister for authorisation to carry out treatment to terminate pregnancy
shall be approved to carry out treatment for termination of pregnancy at that
restructured hospital only.
• Medical practitioner in private practice
Each medical practitioner in private practice who applies to the Minister for
authorisation to carry out treatment to terminate pregnancy shall be approved
to carry out treatment for the termination of pregnancy at only one specific
clinic. However, where such an authorised medical practitioner is also accredited
to work in a hospital approved to carry out treatment for the termination of
pregnancy, the medical practitioner may also perform such treatment at that
approved hospital.
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• Approved institution
An approved institution must maintain its premises in a reasonable state of
cleanliness and to provide a qualified medical practitioner, a nurse and a trained
counsellor. Where general anaesthesia is to be induced, an anaesthetist must be
engaged during the procedure of termination of the pregnancy.
The guidelines on requirements for premises to be used for the treatment to
terminate a pregnancy are available from the Health Ministry. The approval of
any institution, hospital, maternity home, clinics and other places as approved
institution shall be made to the Minister on an approved form.
• Mandatory counselling
Every approved institution shall have amongst its personnel at least one doctor
or nurse who has undergone a course of training in termination of pregnancy
counselling conducted by the Director of Medical Services.
Pre-abortion counselling must be provided for each woman, married or single
who:
a.

is a Singapore citizen or permanent resident.

b.

has passed the primary school leaving examination

c.

has at least some secondary education and

d.

has less than three children

The Act requires the pregnant women to sign a declaration that she has been
counselled and that at least 48 hours should lapse after pre-abortion counselling
before the pregnant woman can give her written consent to treatment.
It is mandatory to refer an unmarried girl below 16 years of age for pre-abortion
counselling at the Institute of Health Counselling Centre (IOH) when she seeks
treatment to terminate pregnancy. A certificate of Attendance (COA) will be
issued to her by IOH. No termination of pregnancy can be performed unless
the girl produces the COA.
Each authorised medical practitioner shall provide counselling to a woman who
has her pregnancy terminated. Such counselling should be given on the day
when the abortion procedure is carried out.
All authorised medical practitioners must complete and submit the report on
request for the treatment to terminate pregnancy to the Director of Medical
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Services within 30 days of the pre-treatment of pregnancy counselling if no
treatment to terminate a pregnancy is carried out on a pregnant woman or
within 30 days of the post-termination of pregnancy counselling if treatment to
terminate pregnancy is carried out on the pregnant women.
2.2 Person qualified to undergo termination of pregnancy in Singapore
a.

a citizen of Singapore or the wife of a citizen of Singapore.

b. a holder or the wife of a holder of a work permit pass or employment pass
(excluding temporary work permit).
c. a person who has been resident in Singapore for at least 4 months.
If a person does not qualify under any of the above three criteria, termination
of pregnancy cannot be performed even on medical grounds eg for gross
fetal malformation unless it is immediately necessary to save the life of the
pregnant woman.
2.3 Indications for abortion
a.

unwanted pregnancy as requested by the pregnant mother for whatever
reason.

b. abnormal fetus not compatible with life irregardless of gestational age.
c. medical condition that will endanger the life of the pregnant mother
irregardless of gestational age.
d. mental disability that will affect the mental / physical health of the pregnant
mother.
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ORGANISATION OF SERVICES

3.1 Recommendations
The recommendations in this section are all good practice points. They are
based on the consensus view of the workgroup and practices in other countries.1
✔ Abortion services should have in place strategies to provide information to both
women and healthcare professions in the choices available with the service and
in routes of access to the service.
✔ Abortion information and support should be available for those who consider
but do not proceed to abortion.
5

✔ In the absence of specific medical or social contraindications, induced abortion
may be managed on a day-case basis.
3.2 Evidence for recommendations
The aim of an abortion service is to provide high quality, efficient, effective and
comprehensive care which respects the dignity, individuality and rights of women
to exercise personal choice over their treatment.
Day case care is recognised as a cost effective model of service provision. The
availability of abortion as a day-case procedure can minimise disruption to the
lives of women and their families.
Reasons why women might require to undergo induction abortion as in-patients
rather than day-cases include:
a. medical problems requiring anaesthetic assessment prior to procedure.
b. social indication such as lack of an adult companion at home.
c. patient choice.
d. planned day-cases requiring overnight stay because of surgical or medical
problem.
4

INFORMATION FOR WOMEN

4.1 Information
It is important that all verbal information shared in the initial consultation is
backed up by good, accurate important written information that is easy to
understand and well presented. It has generally been found that patients want
to receive written information about medical and surgical interventions and
that patients given written information are more likely to express satisfaction
with the patient-doctor relationship 3-5. Consideration should also be given to
providing the information in languages to suit racial representation.
Professionals involved in abortion care should be equipped to provide women
with information relating to the following topics:
a. abortion is generally safe and complications are uncommon.
b. description of methods of abortion available appropriate at her particular
gestation.
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c. immediate complications including:
-

haemorrhage requiring blood transfusion.

-

uterine perforation which may require immediate abdominal surgery.

-

cervical lacerations which may require suturing.

-

anaesthetic complications.

d. complications in the early weeks following abortion including:

e.

-

incomplete abortion requiring re-evacuation.

-

continuing pregnancy.

-

pelvic infection.

-

short-term emotional distress.

-

ectopic pregnancy.

long term effects of abortion (which are rare or unproven) including:
-

infertility.

-

psychological sequalae.

The following represents a summary based on a literature review of currently
available evidence relating to significant sequalae of, and putative associations
with interval abortion.
B

Haemorrhage at the time of abortion is rare. It complicates around 1.5/1000
abortions overall. The rate is lower for early abortions (1.2/1000 at < 13 weeks;
8.5/1000 at > 20 weeks). 6

B

Uterine perforation at the time of surgical abortion is rare. The incidence is of
the order of 1-4 per 1000 6-15. The rate is lower for abortions performed early in
pregnancy and performed by experienced clinicians.

B

Cervical trauma: the rate of damage to the external cervical os at the time of
surgical abortion is no greater than 1%. 7, 9, 11, 16, 17
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B

Failed abortion: all methods of first trimester termination carry a risk of failure to
terminate the pregnancy, thus necessitating a further procedure. The rate for
surgical abortion is around 2.3/1000 18 and for medical abortion around 6.0/
100 19.

B

Post abortion infection: genital tract infection of varying degrees of severity,
including pelvic inflammatory disease, occurs in up to 10% of cases. 19-25 The
risk is reduced when prophylactic antibiotics are given or when lower genital
tract infection has been excluded by bacteriological screening. 26-31

B

Future reproductive outcome: there are no proven associations between induced
abortion and subsequent infertility 32-35 or preterm delivery. 36-39

B

Psychological sequalae: only a small minority of women experience any long
term adverse psychological sequelae after abortion. Early distress, although
common is usually a continuation of symptoms present before the abortion.
Conversely, long- lasting negative effects on both mother and children are
reported where abortion has been denied. 40
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PRE-ABORTION MANAGEMENT

5.1

Blood tests
Recommendations

C

Pre-abortion assessment should include:
- determination of ABO and Rhesus blood groups.
- haemoglobin concentration measurement if clinically indicated.

B

It is not cost effective routinely to cross-match women undergoing termination
of pregnancy.
Evidence for recommendations
Routine pre-operative testing found that haemoglobin is lower than 10gm/dl
in less than 5% of patients.41 However due to the nature of surgical abortion
and the possibility of excessive blood loss, routine haemoglobin estimations
are ideal.41
Pre-abortion ascertainment of the woman’s ABO and Rhesus blood group should
be carried out in order that Anti-D can be instituted to rhesus negative women
undergoing induced abortion.42
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Abortion statistics in United Kingdom reveal that in 1998, only 0.2% of women
required blood transfusion. It concluded that it is not cost-effective to request
cross-matched blood routinely to women undergoing abortion.43 This would
also be the situation in Singapore where a blood bank is available in close
proximity and the most cost-effective strategy for those very rare instances
where blood transfusion is required is simply to initiate cross-matching on the
basis of a newly submitted specimen of the woman’s blood as when the need
arises.
5.2

Ultrasound screening
Recommendations

C

Ultrasound scanning is not considered to be an essential pre-requisite of abortion
in all cases. However, when surgical abortion is being considered < 7 weeks
gestation and where gestation is in doubt or where extrauterine pregnancy is
suspected, ultrasound scanning should be done.
Evidence for recommendations
Evidence from observational studies indicate that while ultrasound may be useful
in pre-abortion assessment, its use was not mandatory in all cases. However,
there must be access to appropriate ultrasound facilities if it is necessary to
establish gestational age, viability and site. 44-46

5.3

Prevention of infective complications
Recommendations

A

Abortion care should encompass a strategy for minimising the risk of post
abortion infective morbidity. In high risk patients, clinicians should consider
prophylactic antibiotics or screening for lower genital organisms with treatment
of positive cases.
Evidence for recommendations
Genital tract infection, including pelvic inflammatory disease (PID) is a recognised
complication of abortion. Incidence rates among the control groups in trials of
prophylactic antibiotics for abortion suggest that infective complications occur
in up to 10% of cases. 20-25 Post abortion infection may result in the long term
sequalae of tubal infertility or ectopic pregnancy 20 as well as carry morbidity in
the immediate post abortion period.
Sawaya et al 26 in a meta- analysis of randomised trials demonstrated that the
9

use of antibiotic prophylaxis at the time of abortion is associated with a reduction
in the risk of subsequent infective morbidity by around 50%. Other authors
have suggested that bacteriological screening of the lower genital tract before
abortion with treatment of those found to be carrying genital tract organisms
would be a more appropriate strategy. 21, 27-31
Penny et al 47 compared prophylaxis and a ‘screen and treat’ strategy in terms
of both clinical and cost effectiveness in a randomised trial. The results indicated
that universal prophylaxis treating is at least as effective as a policy of ‘screen
and treat’ in minimising short term infective sequelae of abortion and can be
provided at a cost of less than half of screening with treatment and follow-up of
positive cases.
Metronidazole and Doxycycline is effective prophylaxis against chlamydia
trachomatis and bacterial vaginosis 48.
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FIRST TRIMESTER TERMINATION OF PREGNANCY

6.1

Methods for women presenting at under 7 weeks gestation
Recommendations

B

Early surgical abortion is an appropriate method for gestations of < 7 weeks
where there is preabortion ultrasound confirmation of a viable intrauterine
pregnancy, confirmation of products of conception at aspiration or ultrasound
confirmation of complete evacuation after the procedure. In such instances,
products of conception need not necessarily be sent for histological examination.

B

*Medical abortion using mifepristone plus prostaglandin or misoprostol
(prostaglandin E1 analogue) alone is an appropriate method for gestations of <
8 weeks.

B

Misoprostol (a prostaglandin E1 analogue), given vaginally is a cost-effective
alternative for all abortion procedures for which the E1 analogue, gemeprost is
conventionally used (early medical abortion, cervical priming, mid-trimester
medical abortion).
* However currently mifepristone is unavailable for use in Singapore
Evidence for recommendations
Surgical vacuum aspirations performed at less than 7 weeks gestation are three
times more likely to fail to remove the gestation sac than those performed
between 7-12 weeks 48-49 (Level IIb). Thus for women presenting at less than 7
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weeks gestation, an alternative recommended technique should ideally be
chosen.
Medical abortion may be considered at these earlier stages of pregnancy 50
(Level IIb). Combined mifepristone/prostaglandin regimens are recommended.
51
Mifepristone or RU486 administered as a single 600mg oral dose followed
36-48 hours by a prostaglandin analogue such a gemeprost 1mg vaginally is
recommended in the manufacturer’s data sheet. However evidence from a
randomised trial (Level Ib) indicates that a dose of 200mg has similar efficacy
when compared with 400mg or 600mg. 52
The conventional PGE1 analogue gemeprost is a 1mg pessary used for midtrimester abortion is effective for early medical abortion and cervical priming.
A series of studies has demonstrated that misoprostol, an alternative E1 analogue,
is also effective in all these contexts. 53-59 Moreover, misoprostol is also more
effective if administered vaginally rather than orally. 53-59 This indeed is useful as
misoprostol costs around Singapore $0.80 per dose as compared to Singapore
$51 per dose for gemeprost; secondly misoprostol can be stored at room
temperature without refrigeration.
The use of misoprostol tablets for abortion procedures by the vaginal route
constitutes an unlicensed indication and route of administration. However the
EC Pharmaceutical Directive 65/65/EEC 60 specifically permits doctors to use
licensed medicine for indications or in doses or by routes of administration
outside the recommendations given in the licence. This is endorsed in recent
articles in Drug and Therapeutic Bulletin 61 and Prescriber’s Journal 62. Patients
should be properly informed before a drug is prescribed for an unlicensed
indication. This would be of particular importance if there is even a small risk of
ongoing pregnancy.
In many countries, RU 486 or mifepristone will never be available due to stringent
government control. In Singapore, Singh et al 63 in a recent study have
demonstrated the efficacy of intravaginal misoprostol alone given for medical
abortion up to 8 weeks. A loading dose of 800µg misoprostol was given vaginally.
This was followed by three further doses of 400µg of misoprostol at three hourly
intervals. With this regime of intravaginal misoprostol over nine hours, medical
abortion was achieved in 96% of the women with minimal side effects. There
was also a significant drop in the mean and median serum beta hCG levels at
two weeks post abortion.
Creinin and Edwards 64 in a personal series (Level III) of early surgical abortions
have reported a complete abortion rate of over 99% in 2399 procedures
performed at <6 weeks gestation using a rigorous published protocol. This
includes ultrasound confirmation of gestational sac, inspection of aspirate
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products and follow-up by serum beta hCG estimation. However other than
this study, there have been no other randomised controlled trials comparing
early surgical abortion with the contemporary methods of medical abortion.
6.2

Methods for women presenting between 7 and 14 weeks gestation
Recommendations

B

Vacuum aspiration is an appropriate method at gestations of 7-14 weeks, though
individual specialists may prefer to offer medical abortion at gestation above
12 weeks. Products of conception removed in a confirmed viable intrauterine
pregnancy need not necessarily be sent for histological examination.

B

Suction termination can be done safely under local or general anaesthesia.

A

Medical abortion using combined regimens continues to be an appropriate
method for women in the 7-9 weeks gestation band.

B

Medical abortion using misoprostol alone is an appropriate method for women
up to 8 weeks gestation.
Evidence for recommendations
In current practice, surgical vacuum aspiration is the standard method at
gestations of 7-12 weeks. However there is evidence that medical abortion is
also effective at these gestations especially in the 7-9 weeks band. 63, 65
The method of choice at gestation of 12-14 weeks varies according to the
preferences and expertise of the clinician. Surgical abortion by conventional
vacuum aspiration, without the need for specialised instruments, can be
undertaken up to 14 weeks gestation. Alternatively medical abortion using
mifepristone/prostaglandin is appropriate at all gestations after 12 weeks.
In cases where a viable intra-uterine pregnancy is confirmed by ultrasound scan
before termination of pregnancy, the products of conception removed at vacuum
aspiration need not necessarily be sent for histological examination.
A number of observational and partially randomised studies have investigated
the safety of vacuum aspiration performed with either local or general
anaesthesia. Evidence to date seem to suggest that local anaesthesia appears
to be safe, efficacious, less expensive with a relatively lower risk of complications
when compared to procedures performed under general anaesthesia. . 66-68
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7

PRE-OPERATIVE CERVICAL PREPARATION FOR SURGICAL TERMINATION
OF PREGNANCY

7.1

Recommendations

B

Cervical priming is beneficial before surgical vacuum aspiration and therefore
should be considered when clinically indicated such as when difficulty in cervical
dilatation is expected eg nulliparae or higher gestation.

A

Prostaglandin analogues are the most effective cervical priming agents currently
and are able to reduce short term complications of vacuum aspiration.

A

Gemeprost is the commercially available prostaglandin pessary. Misoprostol, a
prostaglandin E1 analogue is shown to be a cost effective alternative. The vaginal
route for misoprostol is preferred over the oral route due to lower incidence of
side effects and increased effectiveness.

7.2

Evidence for recommendations
Cervical dilatation is a critical step in surgical vacuum aspiration. Technically
difficult dilatations are associated with increased risks of haemorrhage,
incomplete evacuation and uterine perforation. 69 (Level III)
Risk factors include young patient age for cervical damage
increasing gestation for uterine perforation. 71 (Level III)

70

(Level III) and

Cervical priming prior to surgical termination reduces the risks of cervical injury
and uterine perforation 70-72 by making the cervix softer and easier to dilate and
is therefore recommended, for the high risk groups.
Several randomised trials have demonstrated that routine cervical priming with
prostaglandins significantly reduces the risk of short term complications of
vacuum aspiration. 73-77
Gemeprost is the conventional PGE1 analogue that is currently commercially
available. Misoprostol, an alternative E1 analogue is set to substitute gemeprost
as a cost effective alternative. 57, 78-87 The vaginal route for misoprostol is preferred
over the oral route due to lower incidence of side effects and increased
effectiveness for larger pregnancies. 84-87

13

Published regimens for cervical priming
• Gemeprost 1mg vaginally, 3 hours prior to surgery.
• Misoprostol 400µg (2 x 200µg tablets), 3 hours prior to surgery either
vaginally (preferred) or orally.
* Regimens are unlicensed as discussed above and patients should be
counselled that due to the potential of fetal teratogenesis, it is not
recommended to continue with a pregnancy once misoprostol has been
administered.
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SECOND TRIMESTER TERMINATION OF PREGNANCY

8.1

Recommendations

B

* For women beyond 12 weeks gestation, medical abortion with mifepristone
followed by prostaglandin has been shown to be safe and effective.

A

Mid-trimester abortion by dilatation and evacuation (D&E), preceeded by
cervical preparation, is safe and effective when undertaken by specialists with
access to the necessary instruments.

B

Surgical evacuation of the uterus is not required routinely following mid-trimester
medical abortion. It should be undertaken if there is clinical evidence that the
abortion is incomplete.
* However currently mifepristone is not available for use in Singapore

✔

8.2

Locally most clinicians would use prostin or gemeprost pessaries or intramniotic
carboprost.
Evidence for recommendations
Second trimester medical abortion with mifepristone followed by a prostaglandin
is effective and is associated with shorter induction-abortion intervals than
methods using prostaglandin alone, or supplemented by oxytocin infusion. 8889
The gestation at which specialists adopt medical rather than surgical abortion
will vary with individual preference and expertise. Some may choose to use
medical methods for all women at gestations above 12 weeks, whereas others
will have the experience and technical competence to perform surgical abortion
up to 14 weeks gestation.
Medical abortion remains a method of choice and generally combined
mifepristone/prostaglandin regimens are recommended below. 59, 89-109
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In the non availability of mifepristone, Dinoprostone, a PGE2 analogue (Prostin)
approved by the Food and Drug Administration in the United States as an
abortificient may be considered. 110-111 The recommended dosing regimen of
Prostin for second trimester termination is 3mg administered as an intravaginal
pessary every 3 to 4 hours with a maximal exposure of 24 hours. This results in
a mean induction-to-delivery intervals of 9 to 14 hours. 97-109 Gemeprost, PGE1
analogue may also be used and the induction to delivery interval ranges from
15 to 17 hours. 95, 98, 108, 112 As mentioned earlier, for all abortion procedures for
which gemeprost is conventionally used including mid-trimester pregnancy
termination, misoprostol given vaginally provides a cost-effect alternative. Intraamniotic Carboprost, a PGE2 alpha analogue is also known to be effective. For
gestations up to 18 weeks the usual dose is 1mg; for gestations between 18-22
weeks the dose is 1.25mg and for gestations beyond 22 weeks the dose is
1.5mg. These doses could be repeated 24 hours later to a maximum of 2
doses.
Surgical evacuation of the uterus is not required routinely following mid-trimester
medical abortion. In a large series of 500 cases of mid-trimester abortion 113
only 9.4% of cases needed surgical evacuation following medical abortion.
Contemporary methods of mid-trimester medical abortion have not been
compared with dilatation and evacuation (D&E) by means of a randomised
trial. However, it has been demonstrated by a small randomised control trial90
and a large observational study 91 that D&C is safer than older instillation methods
of mid-trimester medical abortion. It is stressed that D&E can be undertaken
only by gynaecologists who have been trained in the technique, have the
necessary instruments and have a case-load sufficient to maintain their skills.
For gynaecologists lacking the necessary expertise and case-load, mid-trimester
medical abortion may be appropriate.
Hysterotomy or hysterectomy is rarely indicated because of the increased risk,
but may be required after failed medical abortion when D&E cannot be safely
performed eg multiple obstructing myomas, with pelvic peritoneal malignancy
or after an abdominal cerclage.
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MANAGING COMPLICATIONS OF ABORTION

9.1

Recommendations

✔

Oxytocics are effective in reducing intra-operative blood loss.

✔

In cases of suspected uterine perforation, laparoscopy is the investigation of
choice.
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9.2

Evidence for recommendations
Two randomised controlled trials have looked at the role of oxytocics during
surgical abortion have shown a significant reduction in immediate blood loss
114 ,115
Syntometrine appears to be more effective than oxytocin or ergometrine
alone. 114
The rate of serious sequalae as a result of uterine perforation is generally low
and thus a conservative approach would be satisfactory. 9-11 However when a
serious complication is suspected, laparoscopy would confirm the presence of
a perforation and may be of use in deciding whether a more formal surgical
laparotomy is needed. If bowel injury is excluded, one should continue with
the termination of pregnancy under laparoscopic guidance.
In all cases meticulous attention should be paid to post-operative complications
and suspicion of infective sequalae treated promptly.
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AFTER CARE

10.1 Recommendations
B

Anti-D Ig G should be given to all non-sensitised Rhesus negative women
following abortion, whether by surgical or medical methods and regardless of
gestational age.

✔

After an abortion, women must be informed of the symptoms they may
experience and a list of those that would make an urgent medical consultation
necessary. Clinical assessment and emergency gynaecological admission must
be available when necessary.

C

Referral for further counselling should be available for the small minority of
women who experience long term postabortion distress. Risk factors are
ambivalence before the abortion, lack of supportive partner, or a psychiatric
history.

B

During the first follow-up following abortion, future contraception should be
discussed with each patient and contraceptive supplies offered if required. The
chosen method of contraception should be initiated immediately following
abortion.

B

Sterilisation can safely be performed at the time of induced abortion.

A

In suitable cases, it is safe and effective to insert an IUCD for contraceptive use
immediately following induced abortion.
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10.2 Evidence for recommendations
The audit and guidelines sub-committee of the RCOG recommends that Rhesus
negative women be given anti-D IgG immunoprophylaxis following abortion.
116
The recommended dose is 250iu before 20 weeks gestation and 500iu
thereafter. A 500iu dose gives protection for feto-maternal haemorrhage of up
to 4ml. It is recommended that the Kleihauer’s test be performed to estimate
the size of feto-maternal haemorrhage and if necessary addition
immunoprophylaxis be administered. 116
A follow-up appointment within two weeks is a requirement for early medical
abortion. Early follow-up as a routine for all women following abortion is
advocated. 117 Two weeks is the time period during which immediate
complications of abortion will present and during which any problems with
contraception should be resolved.
Ovulation occurs within a month of first trimester abortion in over 90% of
women.118 It is essential therefore that contraception be commenced soon
following abortion.
Sterilisation can be carried out safely at the time of induced abortion. However
it is questionable whether such operations should be carried out in pregnant
women. 119 Apart from the potential increased risk of failure, the possibility of
feelings of regret has been cited as a reason for performing sterilisation as an
interval procedure 120 In one randomised control trial 121 where woman had
requested sterilisation at the time of abortion, women were randomised to
sterilisation in combination with abortion, or an interval procedure. Some 32.6%
of women randomised to the interval procedure failed to attend suggesting a
change of mind once they had been able to distance themselves from the
abortion itself. 123 This study emphasises the need for careful counselling at the
time of sterilisation requested at the time of abortion.
Evidence from randomised studies 122-124 showed that IUCD insertion following
induced abortion was an effective form of contraception. There was no
significant increase in post abortive infection rates associated with the insertion
of an IUCD and similarly, the devices were tolerated. However in the presence
of prolonged bleeding and confirmation of retained products of conception,
IUCD will have to be removed and reinserted after evacuation of the uterus.
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Literature Search Strategy (Appendix 1)
The aim of the literature review was to identify and synthesize relevant evidence
within the published literature, thus enabling clinical practice recommendations to
be based on evidence wherever possible.
Searches were carried out for each topic of interest. The electronic database, MEDLINE
(CD Ovid version) was searched for the period of January 1966 to date. The searches
were performed using relevant medical subject headings, terms and text words. The
Cochrane Library was searched to identify systemic reviews, meta-analyses and
controlled clinical trials. Reference lists of non-systemic review articles and studies
obtained from the initial research were identified and hand-searched to identify articles
not indexed.
•

Reviewing the literature

A preliminary scouting of titles and abstracts were undertaken and full papers were
obtained if relevant to the topic. Articles not relevant to the subject in question were
rejected, as were articles where relevant outcomes were not reported. For all the
subject areas, published systematic reviews or meta-analyses have been used if available.
If these did not exist, randomised controlled trials were sought. For subject areas
where a body of systematic review and or randomised trial evidence was available,
studies of less relevant designs were not systematically sought. Where there were no
relevant published randomised controlled trials, other appropriate experimental or
observational studies were sought.
•

Synthesising the evidence

Identified articles were assessed methodologically and the best available evidence
29

was used to form and support the recommendations. If a good systematic review,
meta-analysis or randomised controlled trial existed in relation to a topic, studies of a
weaker design were ignored. The evidence was synthesised using qualitative methods.
These involved summarising the contents of identified papers in the form of evidence
tables and agreeing to brief statements that accurately reflect the evidence.
•

Peer review

Successive drafts of the guideline were written and discussed by the guideline
workshop. Thereafter a formed peer review process was undertaken. Each member
of the group suggested names of individuals and the drafts guideline was submitted
to these individuals for appraisal and comments. The comments by the peer reviewers
were taken into consideration by the guideline group before generation of the final
guideline.
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SUMMARY OF RECOMMENDATIONS
3

ORGANISATION OF SERVICES

✔

Abortion services should have in place strategies to provide information to both
women and healthcare professions in the choices available with the service and
on routes of access to the service.

✔

Abortion information and support should be available to those who consider
but do not proceed to abortion.

✔

In the absence of specific medical or social contraindications, induced abortion
may be managed on a day-case basis.

4

INFORMATION FOR WOMEN

B

Haemorrhage at the time of abortion is rare. It complicates around 1.5/1000
abortion overall. The rate is lower for early abortions (1.2/1000 at <13 weeks;
8.5/1000 at >20 weeks).

B

Uterine perforation at the times of surgical abortion is rare. The incidence is of
the order of 1-4 per 1000. The rate is lower for abortions performed early in
pregnancy and performed by experienced clinicians.

B

Cervical trauma: the rate of damage to the external cervical os at the time of
surgical abortion is no greater than 1%.

B

Failed abortion: all methods of first trimester termination carry a risk of failure to
terminate the pregnancy, thus necessitating a further procedure. The rate for
surgical abortion is around 2.3/1000 and for medical abortion around 6.0/1000.

B

Post abortion infection: genital tract infection of varying degrees of severity,
including pelvic inflammatory disease occurs in up to 10% of cases. The risk is
reduced when prophylactic antibiotics are given or when lower genital tract
infection has been excluded by bacteriological screening.

B

Future reproductive outcome: there are no proven association between induced
abortion and subsequent infertility or preterm delivery.

B

Psychological sequelae: only a small minority of women experience any long
term adverse psychological sequelae after abortion. Early distress, although
common, is usually a continuation of symptoms present before the operation.
Conversely, long lasting negative effects on both mother and children are reported
when abortion has been denied.
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5

PRE ABORTION MANAGEMENT

5.1 Blood tests
C

Pre abortion assessment should include:
• determination of ABO and Rhesus blood groups.
• haemoglobin concentration measurement if clinically indicated.

B

It is not cost effective routinely to cross-match women undergoing termination
of pregnancy.

5.2 Ultrasound scanning
C

Ultrasound scanning is not considered to be an essential pre-requisite of abortion
in all cases. However, when surgical abortion is being considered < 7 weeks
gestation and where gestation is in doubt or where extrauterine pregnancy is
suspected, ultrasound scanning should be done.

5.3 Prevention of infective complications
A

6
B

Abortion care should encompass a strategy for minimising the risks of post
abortion infective morbidity. In high risk patients, clinicians should consider
prophylactic antibiotics or screening for lower genital organisms with treatment
of positive cases.
FIRST TRIMESTER TERMINATION OF PREGNANCY
Ideally abortion services must be able to offer a choice of recommended methods
for all relevant gestation periods.

6.1 Methods for women presenting at under 7 weeks gestation
B

Early surgical abortion is an appropriate method at gestation of < 7 weeks when
there is preabortion ultrasound confirmation of a viable intrauterine pregnancy,
confirmation of products of conception at aspiration or ultrasound confirmation
of complete evacuation after the procedure. In such instances, products of
conception need not necessarily be sent for histological examination.

B

*Medical abortion using mifepristone plus prostaglandin, or misoprostol
(prostaglandin E1 analogue) alone is an appropriate method for gestations of <
8 weeks.

B

Misoprostol (a prostaglandin E1 analogue), given vaginally is a cost-effective
alternative for all abortion procedures for which the E1 analogue, gemeprost is
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conventionally used (early medical abortion, cervical priming and mid-trimester
medical abortion).
* However currently mifepristone is unavailable for use in Singapore.
6.2 Methods for women presenting between 7-14 weeks gestation
B

Vacuum aspiration is an appropriate method at gestations of 7-14 weeks, though
individual specialists may prefer to offer medical abortion at gestation above 12
weeks. Products of conception removed in a confirmed viable intrauterine
pregnancy need not necessarily be sent for histological examination.

B

Suction termination can be done safely under local or general anaesthesia.

A

Medical abortion using combined regimens continues to be an appropriate
method for women in the 7-9 weeks gestation band.

B

Medical abortion using misoprostol alone is an appropriate method for women
up to 8 weeks gestation.

7

PRE-OPERATIVE CERVICAL PREPARATION FOR SURGICAL
TERMINATION OF PREGNANCY

B

Cervical priming is beneficial before surgical vacuum aspiration and therefore
should be considered when clinically indicated such as when there is difficulty in
cervical dilatation is expected eg nulliparae or higher gestation.

A

Prostaglandin analogues are the most effective cervical priming agents currently
and are able to reduce short term complications of vacuum aspiration.

A

Gemeprost is the commercially available prostaglandin pessary. Misoprostol, a
prostaglandin E1 analogue is shown to be a cost effective alternative. The vaginal
route for misoprostol is preferred over the oral route due to lower incidence of
side effects and increased effectiveness.
Published regimens for cervical priming
* gemeprost 1mg vaginally, 3 hours prior to surgery.
** misoprostol 400mg (2 x 200µg tabs) 3 hours prior to surgery either
vaginally (preferred) or orally.
Regimens are unlicensed as discussed above and patients should be
counselled that due to the potential of fetal teratogenesis, it is not
recommended to continue with a pregnancy once misoprostol has been
administered.
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8

SECOND TRIMESTER TERMINATION OF PREGNANCY

B

* For women beyond 12 weeks gestation, medical abortion with mifepristone
followed by prostaglandin has been shown to be safe and effective.

B

Surgical evacuation of the uterus is not required routinely following mid-trimester
medical abortion. It should be undertaken if there is clinical evidence that the
abortion is incomplete.

A

Mid-trimester abortion by dilatation and evacuation (D&E), preceded by cervical
preparation, is safe and effective when undertaken by specialists with access to
the necessary instruments.
* However currently mifepristone is unavailable for use in Singapore.

✔ Locally most clinicians would use prostin or gemeprost pessaries or intramniotic
carboprost.
9

MANAGING COMPLICATIONS OF ABORTION

✔ Oxytocics are effective in reducing intra-operative blood loss.
✔ In cases of suspected uterine perforation, laparoscopy is the investigation of
choice.
10
B

AFTERCARE
Anti-D IgG should be given to all non-sensitised rhesus negative women following
abortion, whether by surgical or medical methods and regardless of gestational
age.

✔ After an abortion, women must be informed of the symptoms they may
experience and a list of those that would make an urgent medical consultation
necessary. Clinical assessment and emergency gynaecological admission must
be available when necessary.
C

Referral for further counselling should be available for the small minority of women
who experience long term post abortion distress. Risk factors are ambivalence
before the abortion, lack of supportive partner, or a psychiatric history.

B

During the first follow-up following abortion, future contraception should be
discussed with each patient and contraceptive supplies offered if required. The
chosen method of contraception should be initiated immediately following
abortion.
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B

Sterilisation can safely be performed at the time of induced abortion.

A

In suitable cases, it is safe and effective to insert an IUCD for contraceptive use
immediately following induced abortion.
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