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* We will discuss off-label use of mifepristone for cervical preparation
and adjunctive medication for medical induction in the second
trimester.
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Objectives

* Learn how to counsel patients on options for mterruption of
pregnancy in the second trimester.

* Become famihiar with second trimester uterine evacuation and
appreciate evidence-based recommendations for care.

* Review cervical preparation and mduction protocols in the second
trimesteras wellas how to manage complications.

* Discuss potential ways to enshrine and protect essential abortion
care and surgical uterine evacuation access at institutional levels.
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How to counsel patients on options for
interruption of pregnancy in the second
trimester.



Interruption of pregnancy in 2" Trimester

* Translatable care

* Uncommon

* Options for management may be limited
* Patient goals are of primary importance
* Options counseling

* Language matters
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Safety

* Termination vs continued
pregnancy
e Abortion mortality 0.6/100,000
* Maternal mortality 32.9/100,000

* Medical Termination vs surgical
procedure (D&E)

* 24% complication rate in IOL group
* 3% complication rate for D&E

* Delays in & legality care matter
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Figure 1.: Legal induced abortion mortality rates with plot of
exponential model, by gestational age—United States, 1972-1979,
1980-1987, and 1988-1997.Bartlett. Abortion-Related Mortality.
Obstet Gynecol 2004.
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Legal induced abortion mortality rates with plot of exponential model, by gestational age — United States, 1972-1979, 1980-1987, and 1988-
1997 Bartlenr. Abortion-Related Mortality. Obster Gynecol 2004.

Kortsmit, 2021; Bartlett, 2004; ACOG, 2013; Foster, 2013; Bryant 2011



Importance of patient choice

* Integral to patient satisfaction
* Choice has positive effect on psychological outcomes



Become familhiar with second trimester uterine
evacuation and appreciate evidence-based
recommendations for care.



2nd Trimester Uterine Evacuation

* Management options
* Medical
 Surgical (D&E)

EEEEEEEEEEEEE



Induced Fetal Demise

* Commonly done for legal reasons and patient preference

e Methods:

* Intra-cardiac KCL
* Intra-amniotic or intra-fetal digoxin
* Transection of umbilical cord

* Not recommended for improved safety
* Increased risk extramural delivery
e Exception: Placenta previa
* D&E: no difference
* |OL: possibly quicker IOL (if no mife)
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Dilation and Evacuation (D&E)

* Procedure:
e Cervical dilation
» Uterine evacuation with suction and forceps

 Patient selection:
* Informed consent
* Able to access the pregnancy
e Available provider
» Safer option in sicker patients
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Cervical prep

* In your toolbox:
* Misoprostol
Mifepristone

Laminaria | \\ \\\\

e Laminaria: 3x diameter @ 12-24h
 Dilapan: 4x diameter @ 12-24 hours, significant diameter by 4h, SS

Foley bulb
Surgical dilators
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Cervical prep- minimum

«140/7-176/7: * >18 weeks:

* Pre-procedure misoprostol OR * Overnight laminaria = 2 day
 Same-day osmotic dilators procedure
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Osmotic dilator placement

» Office procedure with paracervical block
* Tenaculum

+/- mechanical dilation (~29F)

Lams flush with external os

Sponges (2)

Precautions

* No perfect protocol
* Increase # for increasing GA or challenging cases
e Dilapan =2 lams (they do dumbbell!)

* Duration:
* 3-4 hours if same day < 18 wga
e Overnight recommended if >18 wga
* Multiday protocol

VANDERBILT UNIVERSITY
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Osmotic dilators- special considerations

* Infection
e Packing suggests antibiotics
* Doxycycline 200 mg PO with lams

* Incorrect count
* Fracture, migrate, fall out
* You must account for everything!

* Placenta previa
* PROM

* Request for dilators to be removed
* 30-80% incidence of healthy, term deliveries in case series

VANDERBILT |,/ UNIVERSITY Diedrich, 2020; Mark, 2019; Schneider, 1991.
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Osmotic dilators

* Dilators + mifepristone '
* Dilators + mifepristone + misoprostol = increased risk of delivery

VANDERBILT ./ UNIVERSITY Diedrich, 2020; Lambert, 2024.
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Cervical prep

* Absorb the data—> use clinical judgement to individualize.

* My practice:

* 600 mcgofbuccalmiso ~90m prior to procedure for pts 14-17w6d.
* Forprimips and adolescents, @ 12w0d iftime allows.

* Place overnight lammaria in those 18w and greater.
* Add Mifepristone @ 20w and above.
* Ido NOT give adjunct preop misoprostol to patients who have lammaria in

place unless laminaria placement extremely difficult/ few # AND no
mifepristone given.
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Extraction

* Antibiotics
e 200 mg Doxycycline once (Metronidazole if allergic)

e US guidance advised
 AROM for AFE risk reduction (Theoretical)
* Open forceps in the AP direction

* Placental removal with forceps

* Suction curettage
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Medical Management

e Again, translatable to IUFD

* Compared to D&E
* Less cost effective
* More risk of complication
* May be prolonged*

e Advantage to D&E

* |ntact fetus
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Method

e Use mifepristone (if available) before misoprostol

* Pregnancy continuation rate at 24 hours:
* Misoprostol only: 23%
* Mifepristone-misoprostol: 4%
e Shortens mean time to expulsion (5.8-8h)
e 48h advantage

* Serial misoprostol
* Loading dose of no benefit Mifepristone Provider
Agreement
* Frequency
* Vaginal route

VANDERBILT ./ UNIVERSITY Zwerling, 2023; Esteve, 2008; Prager, 2024.
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ACOG Practice Bulletin (2013)

e Recommends:
* Mifepristone
* Loading dose misoprostol
* Misoprostol “break” @ 5 doses
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Box 1: Regimens for Second-Trimester
Medical Abortion <

+ Mifepristone, 200 mg, administered orally, followed
in 24-48 hours by

— Misoprostol, 800 micrograms, administered
vaginally, followed by 400 micrograms adminis-
tered vaginally or sublingually every 3 hours for
up to a maximum of five doses.*

— Misoprostol, 400 micrograms, administered
buccally every 3 hours for up to a maximum of
five doses also may be used.

+ If mifepristone is not available:

— Misoprostol, 400 micrograms, administered
vaginally or sublingually every 3 hours for up
to five doses.* Vaginal dosage is superior to
sublingual dosage for nulliparous women.

— A vaginal loading dose of 600-800 micrograms
of misoprostol followed by 400 micrograms
administered vaginally or sublingually every
3 hours may be more effective.

+ If misoprostol is not available:

— Oxytocin, 20-100 units, infused intravenously
over 3 hours, followed by 1 hour without
oxytocin to allow diuresis. Oxytocin dosage
may be slowly increased to a maximum of
300 units over 3 hours.!




Society Z SFP: Medication abortion between 14 0/7 and 27 6/7

of
RTEAN \vecks of gestation

Society of Family Planning Recommends:

140/7-236/7 Give mifepristone 200mg 24-48h before misoprostol followed by misoprostol 400 mcg g3
hours vaginally, sublingually, or buccally. (1A)

400 mcg
When Mifepristone is not available in advance, co-administer mifepristone with misoprostol. (1B).

If mifepristone NOT available, 400 mcg miso every 3. A loading dose is NOT recommended as it does
not hasten abortion times or improve outcomes. (1B).

240/7-276/7 Give mifepristone 200mg 24-48h before misoprostol followed by misoprostol 200 mcg q3

hours. (2C)
200 mcg

When Mifepristone is not available in advance, we co-administer mifepristone with misoprostol. (1B).

If mifepristone NOT available, 200 mcg misoprostol every 3 hours. A loading dose is NOT
recommended as it does not hasten abortion times or improve outcomes. (1B)
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|IOL termination- special considerations

* Misoprostol:
* Pyrexia 5-10%

* TOLACGCs

* Rupture risk with miso for 2T IOL:
e Background risk: ~0.01%
* One priorCD 1.1%

* 3/12 required hysterectomy
e >1 prior CD 2.5% (RR 17.55, 95% CI 3.0-102.8)

* SFP : more than one prior CD1s NOTa contraindication to medication
abortion regimens using miso, particularly when alternative may be
hysterotomy. Recommend shared decision.

Rezk, 2015; Zwerling, 2023; Henkel, 2023; Latta, 2023.
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|IOL termination- special considerations

* Prolonged IOL:

* Consider rescanning

* Unlimited dosing advised

* Retained placenta:
* Incidence 8-33%
* Decreased risk if mifepristone used
* Ok to wait 4 hours—> 6% operative incidence

e Consider 10 units Pitocin IM or hemabate with delivery as opposed to more
miso

Zwerling, 2023; Ashok, 2004; Dickinson, 2009; Jacques, 2020.
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Best practice for minimizing complications:

* Good dating & localize placenta
* Previa and > 14 weeks--> MFM scan

 \Vasopressin in paracervical block

* 4uin 20 cc of 1% lidocaine or injectable saline >15 weeks or @ risk of
bleeding

* Adequate provider training
* Adequate cervical dilation

* Oxytocin
* 30u oxytocin in 500 IVF @ 300 ml/hr with speculum > 18 weeks

* Perform D&E under US guidance

VANDERBILT §/ UNIVERSITY Seewald, 2019; Kerns, 2021; Kerns, 2024; Whitehouse, 2019.
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Post-Abortion Hemorrhage

* Clinical response to
excessive bleeding or
EBL > 500 ml.

 Underestimated EBL
likely

* If you draw labs—> red
top tube
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Assessment

Primary
treatment

Secondary
treatment

Tertiary
treatment

i

Visual and digital

Cervical laceration Atony
inspection of cervix

Bimanual exam
Cannula test

Hematometra
Ultrasound

~
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Repair of cervical laceration
Uterine massage
Uterotonics

L

Resuscitative measures
Laboratory evaluation
Re-aspiration

Balloon tamponade

< W

Uterine artery embolization
Laparoscopy

Laparotomy

Hysterectomy

Fig. 2. Algorithm for a systematic approach to treatment of postabortion hemorrhage.

Kerns, 2024




Speaking of bleeding...

e Severe anemia, bleeding disorder or anticoagulated
 D&E recommended over IOL

 Patients with bleeding disorder or anticoagulated
* 15t Trimester D&C: anticoagulation can be continued without interruption
» d/c antiplatelet therapy with specialist

« 2" Trimester D&E: Holding anticoagulation should be individualized.

* SFP has guidelines for Anticoagulation discontinuation and re-initiation in peri-abortion
time period.
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Be systematic:

* Make rules (and stick to them)

e Labs:
* CBC before all D&Es
e Coags if demise > 3 weeks
* Creatinine for D&E’s over 20 weeks (or high risk)

* Vasopressin in PCB if > 15 weeks

 Pitocin infusion if > 18 weeks

e Always use US!

e Step in and then step aside when trouble shooting needed
* Red top blood draw for all PPH’s

* Re-aspirate only once—> Balloon next.
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Lactation Suppression

« Common after 18 weeks (97% with breast symptoms)
* Supportive management

* Medical management
* Cabergoline 1 mg given within one day (after uterine evacuation at 19-28w)
* Must avoid in uncontrolled HTN and those with valvular disease.

Ecker, 2019; Henkle, 2023.
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Discuss potential ways m which to enshrme
and protect essential abortion care access at
institutional levels.



Interpreting exceptions

* How much risk is enough risk?
* Who gets to decide

Patient?

Clinician? ‘

Attorney General? '
Courts? -

* Consequences if | get it wrong? -

e Criminal
* Medical malpractice
* Moral injury

VANDERBILT . UNIVERSITY Shacher, 2024; Reingold, 2022.
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Protecting access to care

* Know your laws

* Resist over-compliance/withholding of
indicated care

* Build consensus
* |nstitutional
* Community
e State
* Medical Society
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Where abortion bans are in effect
M Full ban M Six weeks 12 weeks 18 weeks

NYT. As of May 29, 2025




Institutional

Ethical framework for establishing maternal risk

Formalize an Abortion Policy or SOP

e Consider naming what is NOT ABORTION
Consider pros/cons of non-exhaustive list of some
conditions

* Previable PPROM

* |Inevitable AB

Ensure criminal defense for care provided within
the institution’s policy

Insulate your deliberations
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Regional

* Engaging and partner with regional mmstitutions
* Share mterpretations oflaw and immplications for clmical practice.

* Enhance consistencyin practice and mmimize variation
* Which may in turn reduce legalrisk

VANDERBILT UNIVERSITY

MEDICAL CENTER



Elise.Boos@vumc.org
Cell: 985-290-2057

VANDERBILT E? UNIVERSITY
MEDICAL CENTER


mailto:Elise.Boos@vumc.org

References

1. Kerns JL, Light A, Dalton V, McNamara B, Steinauer J, Kuppermann M. Decision satisfaction amongf women choosing a method of pre%nanc(:)y termination in the setting of fetal
anomalies and other pregnancy complications: A qualitative study. Patient Educ Couns. 2018;101(10):1859-1864. doi:10.1016/j.pec.20T8.06.012 )
2. Ma%uwe M, L?ht A, upPermann M, Dalton VK, Steinauer JE, Kerns JL. Grief after second-trimester termination for fetal anomaly: a qualitative study. Contraception.
20715;91(3):234-239. do1:10.1016/j.contraception.2014.11.015 o ) ) ) i o
3. Kerns J, Vanjani R, Freedman L, Meckstroth K, Drey EA, Steinauer J. Women's decision making regarding choice of second trimester termination method for pregnancy
complications. Int J Gynaecol Obstet. 2012;116(3):244-248. doi:10.1016/}.jgo.2011.10.016 ) ) . i
4. MacDonald A, Gershéngorn HB, Ashana DC. The Challenge of Emergency Abortion Care FoIIome.the Dobbs Ruling. JAMA. 2022;328(17):1691-1692. doi:10.1001/jama.2022.17197
5. Sium AF, Teklu H, Reeves M, Tolu LB, Prager S. One-day Versus two-day mifepristone-misoprostol interval prior to initiation of misoprostol during late second trimester medication
abortion: A cohort study. Contraception. 2024;132:110356. doi:10.1016/j.contraception.2023.110356 ) ] )
6. Diedrich J, Drey E; Society of Family Planning. Induction of fetal demise’ before abortlon..Contraceftzon._ 2010;81 (68_:462-473. doi:10.1016/j.contraception.2010.01.018
7. Ilufa1gl-1|,0q%a/ger S, Iz%v2e6a1n0e('§oﬁ% Kim C. Drugs used to induce fetal demise prior to abortion: a systematic review. Contracept X. 2020;2:100046. Published 2020 Nov 9.
0i:10. .CONX. .
8. Lichtenber JES. Complications of osmotic dilators. Obstet Gynecol Surv. 2004;59(7):528-536. doi:10.1097/00006254-200407000-00022 )
9. EAI a1r205| \ 10H§:17I’T%Lé;0 A, Kltggg%é Misugi T, Tachibana D. Spontaneous Pregnancy After the Removal of Long-Term Retained Laminaria. Cureus. 2024;16(2):e54278. Published 2024
e . doi:10. cureus.
10.  Mark K, Merchant RM, Hu K. Pre nan%y outcomes after removal of osmotic dilators in patients who presented for second-trimester abortion. Contraception. 2019;99(5):285-287.
doi:10.1016/j.contraception.2018.09.007 ) ) ) ) ) ) ) o
11. ?cg:gqe;g(eé ?,1g$lz%1r112A3, Langer R, Caspi E, Bukovsky |. Outcome of continued pregnancies after first- and second-trimester cervical dilatation by laminaria tents. Obstet Gynecol.
12.  Diedrich JT, Drey EA, Newmann SJ. Society of Famil Planning clinical recommendations: Cervical preparation for dilation and evacuation at 20-24 weeks' gestation. Contraception.
2020;101 55:.286-2_92. doi:10,1016/j.contraception.2020.01,00 ) ) ) ) L )
13.  Fox MC, Krajewski CM. Cervical gre‘Paratlon for second-trimester surgical abortion prior to 20 weeks' gestation: SFP Guideline #2013-4. Contraception. 2014;89(2):75-84.
doi:10.1016/j.contraception.2013.11.001 . . ] ) )
14. 50rt1s(r)n1|tslé,8lgl uyen A 7M%nc1lel MG, et al. Abortion Surveillance - United States, 2020. MMWR Surveill Summ. 2022;71(10):1-27. Published 2022 Nov 25.
0i:10. mmwr.ss a
15.  Kortsmit K, Mandel MG, Reeves JA, et al. Abortion Surveillance - United States, 2019. MMWR Surveill Summ. 2021;70(9):1-29. Published 2021 Nov 26. doi:10.15585/mmwr.ss7009a1
16.  Society of Family Planning. #WeCountReport for April 2022 to June 2023. October 24, 2023. Accessed March 23, 2024 https://societyfp.org/wp-
content/uploads/2023/10/WeCountReport_10.16.23.pdf. DOTL https://doi.org/10.46621/218569gkgmbl. ) - ) )
17.  Vinekar K, Karlapudi A, Nathan L, Turk JK, Rible R, Steinauer J. Projected Implications of Overturning Roe v Wade on Abortion Training in U.S. Obstetrics and Gynecology Residency
Programs. Obstet (g[ynecol. 2022;140(2):146-149. doi:10.1097/A0G.0000000000004832 i ) )
18.  Vinékar K, Karlapudi A, Bauer CC, et al. Abortion training in U.S. obstetrics and gynecology residency programs in a post-Dobbs era. Contraception. 2024;130:110291.
d0|:10.1016/Mcon_tracept|on.2023.110_291 ) ) ) ; o ) )
19. Seewald M, Martin LA, Echeverri L IZUUI’\ uru J, Hassmger JA, Harris LH. Stigma and abortion complications: stories from three continents. Sex Reprod Health Matters.
2019;27(3):1688917. doi:10.1080/26410397.2019.1688917 i i . ) ) )
20. Martin LA Debbink M, Hassinger J, Youatt E, Harris LH. Abortion providers, stigma and professional quality of life. Contraception. 2014;90(6):581-587.

doi:10.1016/j.contraception.2014.07.011

VANDERBILT UNIVERSITY

MEDICAL CENTER


https://societyfp.org/wp-content/uploads/2023/10/WeCountReport_10.16.23.pdf
https://societyfp.org/wp-content/uploads/2023/10/WeCountReport_10.16.23.pdf
https://doi.org/10.46621/218569qkgmbl

References

21.

22.
23.

24.
25.
26.

27.
28.

29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.

Steinauer JE, Turk JK, Pomerantz T, Simonson K, Learman LA, Landy U. Abortion training in US obstetrics and gynecology residency programs. Am J Obstet Gynecol.
201 8;219(1?_:|86.e1 -86.e6. doi:10.101 6/{_.|ajog.2018.04.01 1 i i ) . i i .
Martin LA, Hassinger JA, Debbink M, Harris LH. Dangertalk: Voices of abortion providers. Soc Sci Med. 2017;184:75-83. doi;10.1016/j.socscimed.2017.05.001
Autry AM, Hayes EC, Jacobson GF, Kirby RS. A comparison of medical induction and dilation and evacuation for second-trimester a@bortion. Am J Obstet Gynecol. 2002;187(2):393-
397.°d0i:10.1067/mob.2002.123887 i ) ) ) ] N .
B(r)yant AG, Grimes DA, Garrett JM, Stuart GS. Second-trimester abortion for fetal anomalies or fetal death: labor induction compared with dilation and evacuation. Obstet Gynecol.
2011;117(4):788-792. d0|:10.1097ﬁAOG.ObO13e31820c3d26 ) . i ) ) .
Jackson RA, Teplin VL, Drey EA, Thomas_LJ, Darney PD. Digoxin to facilitate late second-trimester abortion: a randomized, masked, placebo-controlled trial. Obstet Gynecol.
2001;97(3):471-476. doi;10.1016/s0029-7844(00)01148-0 =~ i ) o i )
Borgfatta L, Kapp N; Society of Family Planning. Clinical guidelines. Labor induction abortion in the second trimester. Contraception. 2011;84(1):4-18.
doi10.1016/j.contraception.2011.02.005 i )
ACOG Practice Bulletin No. 135: Second-trimester abortion. Obstet Gynecol. 2013;121(6):1394-1406. doi:10.1097/01.AO0G.0000431056.79334.cc
Bartlett LA, Berg CJ, Shulman HB, et al. Risk factors for legal induced abortion-related mortality in the United States. Obstet Gynecol. 2004;103(4):729-737.
doi:10.1097/017A0G.0000116260.81570.60 i ) . ; . )
Goyal V. Uterine ruBture in second-trimester misoprostol-induced abortion after cesarean delivery: a systematic review. Obstet Gynecol. 2009;113(5):1117-1123.
doi:10.1097/A0G.0b013e31819dbfe2 i i ) . ) T ) .
Schreiber CA, Sober S, Ratcliffe S, Creinin MD. Ovulation resumption after medical abortion with mifepristone and misoprostol. Contraception. 2011;84(3):230-233.
doi:10.1016/j.contraception.2011.01.013 ) o ) o . ) o )
Lee JK, Zimrin AB, Sufrin C. Sooe;cIy of Family Planning clinical recommendations; Management of individuals with bleeding or thrombotic disorders undergoing
abortion. Contraception. 2021;104(2):119-127. d0|:10.1016(J.contracept|_on.2021.03:016 ) ) - i ) )
Whitehouse K, Tschann M, Soon R, et al. Effects of Prophylactic Ox%/tocm on Bleedln? Outcomes in Women Undergoing Dilation and Evacuation: A Randomized Controlled Trial
ublished correction appears in Obstet Gynecol. 2019 Jun;133(6):1287-1288]. Obstet Gynecol. 2019;133(3):484-497T. doi:10.1097/A0G.0000000000003104
erns_JL, Pearlson G, Mengesha B, Harter K, Jackson RA, Drey EA. A randomized controlled trial of methylergonovine prophylaxis after dilation and evacuation
abortion. Contraception. 2 21;103(2):]16—120: d0|:10.1.016/Jt._contracept|on.2020.10.009 . ) ) )
The Society for Maternal-Fetal Medicine. Clinical considerations for management of severe complications when abortion care is restricted. July 11, 2022. Accessed March 24, 2024.
Available at: https://www.smfm.org/publications/450-clinical-considerations-for-management-of-severe-complications-when-abortion-care-is-restricted. )
Kerns JL, Brown K, Nlp‘,olta S, Steinauer J. Society of Famlgl Planning Clinical Recommendation: Management of hemorrhage at the time of abortion. Contraception.
2024;129:110292. doi: 0.101'6/{contracefot|on.2_ 23.110292 ) ) o ) .
Kerns JL, Ti A, Aksel S, Lederle L, Sokoloff A, Steinauer J. Disseminated Intravascular Coagulation and Hemorrhage After Dilation and Evacuation Abortion for Fetal Death. Obstet
Gynecol. 2019;134(4):708-713. doi:10.1097/A0G.0000000000003460 . o i i .
Ashok PW, Templeton A, Wagaarachchi PT, Flett GM. Midtrimester medical termination of pregnancy: a review of 1002 consecutive cases. Contraception. 2004;69(1):51-58.
d0|:1Q.1016€.contracept|on. 03.09.006 . . . . i o . )
Zvyerlmg B, Edelman A, Jackson A, Burke A, Prabhu M. Society of Fam|g Planning Clinical Recommendation: Medication abortion between 14 0/7 and 27 6/7 weeks of gestation:
Jointly developed with the Soaetg for Maternal-Fetal Medicine. Am J Obstet Gynecol. Published online October 9, 2023. doi:10.1016/j.2jog.2023.09.097 )
Esteve JL, Gallego FG, Llorente MP, et al. Late second-trimester abortions induced with mifepristone, misoprostol and oxytocin: a report 6f 428 consecutive cases. Contraception.
2008;78(1):52-60. d0|:10.1016/{..co_ntracepthn.2008.(_)2.016_ ) ) ) o ) . ]
Dickinson JE, Evans SF. The o;]) imization of intravaginal misoprostol dosing schedules in second-trimester pregnancy termination [published correction appears in Am J Obstet
Gynecol. 2005 Aug;193(2):597]. Am J Obstet Gynecol. 2002;186(3):470-474.doi:10.1067/mob.2002.121085

VANDERBILT UNIVERSITY

MEDICAL CENTER


https://www.smfm.org/publications/450-clinical-considerations-for-management-of-severe-complications-when-abortion-care-is-restricted

References

41.
42.
43.
44,

45.

46.
47.
48.
49.
51.

52.

Carbonell JL, Torres MA, Reyes R, Ortega L, Garcia-Gallego F, Sdnchez C. Second-trimester pregnancy termination with 600-microg vs. 400-microg vaginal misoprostol and
systematic curettage postexpulsion: a randomized trial. Contraception. 2008;77(1):50-55. doi:10.1016/j.contraception.2007.09.007

Jacques L, Heinlein M, Ralph J, et al. Complication rates of dilation and evacuation and labor induction in second-trimester abortion for fetal indications: A retrospective cohort
study. Contraception. 2020;102(2):83-86. doi:10.1016/j.contraception.2020.04.01

Dickinson JE, Doherty DA. Optimization of third-stage management after second-trimester medical pregnancy termination. Am J Obstet Gynecol. 2009;201(3):303.e1-303.e3037.
doi:10.1016/j.ajog.2009.05.044

Rezk MA, Sanad Z, Dawood R, Emarh M, Masood A. Comparison of intravaginal misoprostol and intracervical Foley catheter alone or in combination for termination of second
trimester pregnancy. J Matern Fetal Neonatal Med. 2015;28(1):93-96. doi:10.3109/14767058.2014.905909

Ecker J, Abuhamad A, Hill W, et al. Substance use disorders in pregnancy: clinical, ethical, and research imperatives of the opioid epidemic: a report of a joint workshop of the
Society for Maternal-Fetal Medicine, American College of Obstetricians and Gynecologists, and American Society of Addiction Medicine. Am J Obstet Gynecol. 2019;221(1):B5-B28.
doi:10.1016/j.aj0og.2019.03.022

Henkel A, Johnson SA, Reeves MF, Cahill EP, Blumenthal PD, Shaw KA. Cabergoline for Lactation Inhibition After Second-Trimester Abortion or Pregnancy Loss: A Randomized
Controlled Trial. Obstet Gynecol. 2023;141(6):1115-1123. doi:10.1097/A0G.0000000000005190

Foster DG, Kimport K. Who seeks abortions at or after 20 weeks? [published correction appears in Perspect Sex Reprod Health. 2019 Sep;51(3):185]. Perspect Sex Reprod Health.
2013;45(4):210-218. doi:10.1363/4521013

Schreiber CA, Creinin MD, Atrio J, Sonalkar S, Ratcliffe SJ, Barnhart KT. Mifepristone Pretreatment for the Medical Management of Early Pregnancy Loss. N Engl J Med.
2018;378(23):2161-2170. doi:10.1056/NEJMoa 1715726

Shachar C, Baruch S, King LP. Whose Responsibility Is It to Define Exceptions in Abortion Bans?. JAMA. 2024;331(7):559-560. doi:10.1001/jama.2024.0001

Reingold RB, Gostin LO, Goodwin MB. Legal Risks and Ethical Dilemmas for Clinicians in the Aftermath of Dobbs. JAMA. 2022;328(17):1695-1696. doi:10.1001/jama.2022.18453
Henkel A, Miller HE, Zhang J, Lyell DJ, Shaw KA. Prior Cesarean Birth and Risk of Uterine Rupture in Second-Trimester Medication Abortions Using Mifepristone and Misoprostol: A Systematic
Review and Meta-analysis. Obstet Gynecol. 2023;142(6):1357-1364. doi:10.1097/A0G.0000000000005259

Latta K, Barker E, Kendall P, et al. Complications of second trimester induction for abortion or fetal demise for patients with and without prior cesarean delivery. Contraception. 2023;117:55-60.
doi:10.1016/j.contraception.2022.06.011

VANDERBILT UNIVERSITY

MEDICAL CENTER



BILT §7 UNIVERSITY
MEDICAL CENTER



	Slide Number 1
	Disclosures
	Objectives
	How to counsel patients on options for interruption of pregnancy in the second trimester.
	Interruption of pregnancy in 2nd Trimester
	Safety
	Importance of patient choice 
	Slide Number 8
	2nd Trimester Uterine Evacuation  
	Induced Fetal Demise 
	Dilation and Evacuation (D&E) 
	Cervical prep
	Cervical prep- minimum
	Osmotic dilator placement
	Osmotic dilators- special considerations 
	Osmotic dilators 
	Cervical prep
	Extraction 
	Medical Management
	Method 
	ACOG Practice Bulletin (2013) 
	SFP: Medication abortion between 14 0/7 and 27 6/7 weeks of gestation� 
	IOL termination- special considerations 
	IOL termination- special considerations 
	Best practice for minimizing complications:
	Post-Abortion Hemorrhage 
	Speaking of bleeding… 
	Be systematic: 
	Lactation Suppression
	Discuss potential ways in which to enshrine and protect essential abortion care access at institutional levels.
	Interpreting exceptions 
	Protecting access to care
	Institutional 
	Regional 
	Slide Number 35
	References
	References
	References
	Slide Number 39

