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Recommendations: an overview

Below is a summary list of all recommendations from the monodisciplinary guideline

‘Treatment of women undergoing termination of pregnancy’.

What is the most efficient and effective method in first trimester termination of

pregnancy?

Where a surgical method is preferred, the study group considers vacuum aspiration
as the first choice, in view of the low percentage of complications.

Are there any differences in success rate, patient contentment or the number of
complications between first trimester surgical termination of pregnancy and medical

termination of pregnancy?

A woman with an amenorrhoea length under 63 days must be informed about the

treatment options: surgical or medical.

A woman must be informed about the differences between both forms of treatment; it
must be made clear to her that medical termination of pregnancy takes more time
and has a higher risk of complications, such as continuing pregnancy, incomplete
abortion and bleeding, compared to surgical termination of pregnancy.

What evidence can be inferred from the (inter)national literature for the application
of priming by prostaglandins and their administration route in first trimester

termination of pregnancy?

Routine priming of the cervix with prostaglandins (e.g. misoprostol) has no added
value in first trimester surgical termination of pregnancy.

What is the most efficient and effective medical treatment in first trimester

termination of pregnancy?

Women with amenorrhoea under 63 days must be informed about the treatment

options open to them: surgical or medical.

Women must be informed about the differences between both treatment courses and
be told that medical termination of pregnancy takes longer and has a higher risk of
complications, such as continuing pregnancy, incomplete abortion, and haemorrhage,
compared to surgical termination of pregnancy

The preferred medical intervention is by 200 mg mifepristone orally followed up by a
minimum of 800 mcg misoprostol vaginally




An interval of eight to seventy-two hours between the administration of mifepristone
and misoprostol should preferably be maintained.

For this indication, the recommended dosages of mifepristone and misoprostol, have
not been registered; neither has the administration protocol. It is therefore a legal
requirement to inform the woman about this, preferably in writing.

The importance of follow-up checks must be emphasized - also in writing - because
even after severe haemorrhages it cannot be excluded that the pregnancy is still
intact. Follow-up must take place after one to four weeks, depending on the stage of
the pregnancy at the start of the intervention.

In the case of a continuing pregnancy or incomplete expulsion of the amniotic sac
after medical treatment, suction curettage is offered as a rule. A second medical

termination procedure may be considered at follow-up after one week.

What is the optimal method for termination of pregnancy in the second trimester of
pregnancy?

For women in their second trimester of pregnancy, D&E is recommended for use in
abortion clinics.

In hospitals, women should be offered a choice between medical termination of
pregnancy and D&E; for the latter option, the woman should be referred to an
abortion clinic.

The study group recommends the institution of a national working group to develop a
registration system for late complications of second trimester termination of
pregnancy.

What evidence can be derived from the (inter)national literature with respect to the
application of priming with prostaglandins and their course of administration in first
trimester termination of pregnancy?

| Cervical priming by misoprostol in the first trimester is recommended.

Is it possible to use misoprostol combined with D&E after a sectio caesarea?

It is recommended to apply D&E, with misoprostol priming if necessary, for second

trimester termination of pregnancy in the case of women with one low transversal C-

section in their anamnesis.




Which genital bacterial infections are common in women undergoing termination of

pregnancy and how should they be treated?

As Chlamydia trachomatis is most common among women between 15 and 25, it is
recommended to treat them prophylactically for this condition after a surgical
termination of preghancy.

What antibiotic policy should be preferred in the case of surgical termination of

pregnancy?

After surgical termination of pregnancy, it is recommended to administer 1.000 mg
azithromycin as a prophylaxis to the patient on the same day.

When there is a suspicion of bacterial vaginosis four times 500 mg metronidazol is to

be prescribed.

What antibiotic policy should be preferred in the case of medical termination of

pregnancy?

The study group takes the position that antibiotic prophylaxis in medical termination

of pregnancy is not necessary.

When should ultrasound scanning be applied in termination of pregnancy?

What is the function of ultrasound scanning in establishing the diagnosis of
pregnancy?

In termination of pregnancy ultrasound must be employed to establish the diagnosis

of pregnancy, multi-foetal pregnancy and abnormal pregnancy.

What is the role of ultrasound in determining pregnancy length?

Pregnancy length must always be determined by ultrasound and be documented.
Ultrasound will also show if there is a vital intra-uterine pregnancy inside a normal

uterus.

What is the role of ultrasound during surgical termination of pregnancy?

Pre-operative abdominal ultrasound scanning must be used in the case of complex
interventions (like deviant positioning, congenital abnormalities, pathology) and in
surgical abortion in the second trimester.

The use of ultrasound scanning during first and second trimester interventions is

appropriate

| Macroscopic inspection of the curettement must be carried out.

What is the role of ultrasound scanning after surgical termination of pregnhancy?

| There are good reasons to carry out ultrasonography at the conclusion of the
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| treatment, to exclude the presence of retained tissue.

It is advisable to conduct ultrasound scanning when new or lingering complaints are
observed during the period of time after the termination of pregnancy, such as
severe abdominal pain, loss of too much blood or continuing haemorrhage.

If a woman has no complaints after a termination of pregnancy, ultrasound scanning
has little added value. Generally, no abnormalities are found.

If the pregnancy test is still positive after four weeks, it is necessary, however, to
conduct ultrasonography.

What is the role of ultrasound after medical termination of pregnancy

It is advisable to carry out a sonography after a medical termination of pregnancy, in
the case of continuing abdominal pains, excessive blood loss or prolonged bleeding,
or continuing symptoms of pregnancy.

It is advisable to carry out sonography at one to four weeks after a medical

termination of pregnancy, depending on the stage of the pregnancy.

When must rhesus factor determination take place and what is the treatment in the
case of Rh-?

Up to 7/0 weeks (49 days) of amenorrhoea there is no need to administer anti-d

immunoglobulin.

Starting at 7/0 weeks (49 days) of amenorrhoea Rh(D) negative women undergoing
termination of pregnancy must be protected with an adequate dose of anti-d, of 250
IE in the first and 375 IE in the second trimester, with the exception of already

isosensitized women.
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Chapter 1 Introduction

1.1 Background

Approximately 33,000 abortions take place in The Netherlands each year . In our
country, termination of pregnancy is regulated by law. The Termination of Pregnancy
Act (Waz (1984)) is the most important legal rule, specifying the framework in which
the intervention may be carried out.

The Netherlands can be ranked among the countries with the lowest abortion figures
worldwide (Netherlands Health Inspectorate, 2009).

The law was evaluated in 2005 (Visser et al., 2005). It was concluded that the Waz is
generally well respected, a view shared by the inspectorate; this also applies to the
heart of the legal rule, the various aspects of the decision making process. The
overall balance between a woman’s right to assistance and the protection of unborn
life that the legislators had in mind is borne out in practice. The quality of the care
delivered is good, but may be further improved; recommendations were made for
improving the quality in referrals, counselling and decision making (Visser et al,
2005; p. 183-186). On the basis of this evaluation, the government saw no reason to
adapt the law and endorsed most recommendations (Parliamentary Papers I
2005/06, 30 371, nr. 2).

The Dutch Association of Abortion Specialists (NGVvA) received funding from the
Ministry of Health, Wellness and Sport for a period of four years starting in 2008, to
stimulate the quality of abortion care, by developing and realizing, i.e., an integrated
quality policy. An important part of the project plan under funding is the development
of a number of evidence-based guidelines. Second in this series is the current

guideline “Treatment of women undergoing termination of pregnancy”.

1.2 Objective of this guideline

The object of the guideline is to improve the quality of abortion care by optimizing
the treatment of women undergoing termination of pregnancy. Thus, the guideline is
designed to function as a directive for a uniform care offer in the treatment of women

undergoing a termination of pregnancy in The Netherlands.



1.3 Target group

This guideline is primarily intended for abortion specialists involved in performing
terminations of pregnancy. In addition, this guideline is also directed at all care
providers involved in the treatment of women undergoing termination of pregnancy,
in particular: general practitioners, gynaecologists, nurses, (medical) psychologists
and social workers. As a secondary objective this guideline may also serve as
information document for policy makers and funding agencies involved in this
particular care offer.

1.4 Procedure

Composition and working method of the study group

For the development of this guideline a monodisciplinary study group of
abortion specialists was instituted by the NGvA Board in 2009. Members were
mandated by the NGVA to take part. The study group participants share
responsibility for this guideline. Gynaecologists were asked to supply their critical

comments in the final stages of its drafting.

Guiding questions

1. What is the most efficient and effective treatment for termination of
pregnancy in first trimester pregnancies, either surgical, medical or by
mixed approach?

2. What is the most effective an efficient treatment for termination of
pregnancy in second trimester pregnancies, either surgical, medical or by
mixed approach?

3. What is the appropriate antibiotic policy for each method of treatment and
in either phase of the pregnancy?

4. What circumstances make it necessary to apply ultrasound scanning
before termination of pregnancy?

5. What circumstances make it necessary to determine a woman’s Rhesus
Factor and what is the treatment for RH-negative women?

This guideline does not discuss the technical aspects of the surgical
method(s) for termination of pregnancy. Neither will the subjects of other
guidelines, specifically counselling, pain management and aftercare, be
treated here; the relevant guidelines have been - or will be - developed
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separately. When the current guideline reached the final stage, it became
clear that (too) little attention was paid to late(r) complications. It is
suggested that this issue be addressed by a joint study group of
gynaecologists and abortion experts in the near future.

Method of guideline development

This guideline was drafted following the “Appraisal of Guidelines for Research &
Evaluation” (AGREE) (www.agreecollaboration.org). This instrument is a widely (and
internationally) accepted instrument for judging the quality of guidelines.

The study group worked on the creation of the draft guideline for two years. Desktop
searches were undertaken and group members assessed the content and quality of
the literature. As a next step the study group members would write a section for the
guideline, in which the relevant literature had been incorporated. If no relevant
scientific literature was available the text was written on the basis of the group
members’ own expertise. During meetings the texts were elucidated and discussed.
Next, texts were edited by the editing committee and then finalized in a plenary
session. The Department of Professional Quality Support of the Dutch Order of
Medical Specialists supported and made recommendations to the study group.

Strategy for literature search and assessment
First, a quick scan was carried out of existing guidelines in Dutch or English and of
the databases of the National Guideline Clearinghouse (http://www.guideline.gov/),

NICE (http://www.nice.org.uk/), SIGN (http://www.sign.ac.uk/) and of the Medical

Reference Organisation for quality of care CBO

(http://www.cbo.nl/thema/Richtlijnen/). In addition, the SUM Search search engine

(http://sumsearch.uthscsa.edu/) was used to trace guidelines in Dutch or English.

Finally, systematic reviews in de Cochrane Library were identified. Next, for each of
the initial questions the Medline electronic databases (OVID) (1967-2008) were
browsed on the basis of specific browsing terms for scientific studies published in
Dutch or English. Furthermore, an additional search “by hand” was undertaken for
studies in Dutch or English taking the literature lists of the articles identified as a
starting point. As a first step (systematic reviews or meta-analyses of) randomized
controlled studies (RCTs) were focused on. If more than one systematic review was
available, the most recent was chosen. Where RCTs were not available the search
was widened to include prospective controlled studies, comparative studies,
prospective non-comparative and retrospective studies.
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The articles selected were then assessed by study group members on their
applicability, the quality of the research, and finally graded for degree of evidence.
For this purpose the division as shown in table 1 was used.

In studying and interpreting the results of scientific research the study group
members were frequently confronted with problems. Sometimes hardly any, or only
obsolete literature could be found on a particular topic. The quality of the literature
varied, with some studies falling short of current quality standards; the populations
under study were sometimes very small, rendering the validity of the results
questionable. Besides, termination of pregnancy is an intervention which is valued
differently in different cultures, causing the results of the studies to be hard or
impossible to transfer to the Dutch situation.

Table 1. Classification of the methodological quality of individual studies

Evidence Intervention study Diagnostic accuracy Impairment or side-
level study effects, aetiology,
prognosis

Al Systematic review / meta-analysis of at least 2 studies at A2 level
independently carried out

A2 Randomized double blind Study in relation to a Prospective
comparative clinical study reference test (‘golden cohort study of
of good quality and standard’) with cut off adequate size and
adequate size values defined beforehand follow-up, adequately

and independent checked for

assessment of the results, ‘confounding’ and with
with a sufficiently large selective follow-up
series of consecutive sufficiently excluded.
patients who all underwent

both index and reference

test
B Comparative study but not Study by reference test Prospective cohort
with all the features method, but lacking some study, but lacking
mentioned under A2 (also of the features mentioned some of the features
case-control study, cohort under A2 mentioned under A2 or
study) retrospective cohort
study or case-control
study
C Non-comparative study
D Expert opinion

Table 2. Level of evidential value of the conclusions based on the evidence
underlying the conclusion

Level Conclusion based on

1
2

Research at level Al, or at least 2 studies at level A2 carried out independently
1 study at level A2 ,or at least 2 studies at level B carried out independently
1 study at level B or C
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Expert opinion

Drafting of recommendations

The ‘recommendations’ were phrased in reply to each guiding question and were
based both on data from scientific studies and on the study group’s most important
deliberations. In their deliberations the validity of the literature selected and its
applicability to the Dutch situation were discussed. The patients’ preference,
availability of the facilities and organisational aspects also played a role.

Implementation and evaluation

In the various stages of guideline development the implementation of the guideline
and the practicability of the recommendations were taken into account. Explicit
attention was given to factors which may promote or impede the introduction of this
guideline in practice.

This guideline is only available in digital format and was distributed among all
relevant professional groups and all abortion clinics and hospitals. The document can
also be downloaded from the website of the Dutch Association of Abortion Specialists
(www.ngva.nl). This guideline is intended to be used for the development or
evaluation of local protocols. The guideline is not intended as a list of points for
attention or checklist in decision making.

1.5 Conflict of interests / independence of study group members
Declarations by the members of the study group about potential (economic) conflicts
of interest are open to inspection and can be viewed at the Department of
Professional Quality Support of the Dutch Order of Medical Specialists; an overview
has been added in appendix 3. No conflict of interest was reported.

1.6 Legal implications of guidelines

Guidelines contain recommendations based on a maximum of scientific evidence.
Recommendations are part of the ambition to provide good or ‘optimal’ quality care.
As these recommendations are based on ‘general proof of optimal care’ and the
study group’s relevant insights brought up by its members, professionals may
deviate from this guideline in individual cases where appropriate. If the patient’s
situation demands, such a deviation may even be absolutely necessary. There must
be good arguments for such a step, however; it must be well-documented, and
discussed with the patient where relevant.
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1.7 Review

No later than 2017 the Board of NGVA will determine if this guideline is still up to
date. If necessary a new study group will be installed to see to its revision. The
validity of the guideline will terminate earlier if new developments make it prudent to
have it revised.

As holder of this guideline the NGVA is the first responsible for its up-to-date status.
The users of this guideline share the responsibility for it and shall inform the first
responsible about relevant developments within their professional fields.

1.8 References

Inspectie voor de Gezondheidszorg. (2009). Jaarrapportage 2008 van de Wet
afbreking zwangerschap
Den Haag: Inspectie voor de Gezondheidszorg. (Netherlands Health
Inspectorate, 2008 annual report.)
M. Visser et al (2005). Evaluatie Wet afbreking zwangerschap. (Waz
Evaluation.)
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Chapter 2 First trimester termination of
pregnancy

Guiding question
What is the most efficient and effective treatment in first trimester pregnancies:
surgical, medical or by mixed approach?

2.1 Introduction

The NGVA members drew a sharp demarcation line between first an second
trimester, because they felt a need to define the necessary competence of abortion
doctors - and so their training - according to clearly distinguishable areas. Ultrasound
scans render foetal size an objectifiable parameter; in the NGvA general meeting of
September 2009 the line between first and second trimester was drawn at a BPD
(biparietal diameter) < 23 mm (12 weeks + 6 days amenorrhoea = first trimester)
and =23 mm (13 weeks am. = second trimester). In the guideline ‘Counselling of
women considering termination of pregnancy’ this criterion was subsequently
redefined: pregnancies up to 91 days are now considered first trimester pregnancies.
Abortion techniques in both pregnancy trimesters can be either surgical or medical in
nature, but this distinction is clearly too simplistic in practice. Because studies do not
strictly differentiate between purely surgical approaches and surgical approaches
after initial medical priming, conclusions from a scientific perspective are hard to
draw. The same is true with regard to the absence of the degree of dilatation. It is to
be expected that mixed approaches will be developed more and more.

On 21 September 2005 the Cochrane, Medline, Embase en Popline literature D-bases
were screened for literature allowing the answering of the guiding question above. By
applying filters for systematic reviews and for randomized controlled trials, efforts
were made to detect and collect literature for first trimester termination of pregnancy
(‘first trimester’, ‘early abortion’). In particular, a search was made for literature on
surgical methods (‘curettage’, ‘vacuum curettage’, ‘curettage and dilatation’,
‘vacuum extracti*’, ‘surgical methods’) and medical interventions (‘abortive agent’,
‘mifepristone’, ‘misoprostol’, ‘prostaglandin’, ‘methotrexate’) under ‘induced
abortion” and ‘cervical ripening’. A language filter was applied, allowing only the
selection of articles in English, Dutch, French and German. As the Cochrane Database
of Systematic Reviews turned up three reviews discussing the literature up to 2000
(at least), it was decided to restrict further desk research to the period between 1999
and 2005. By this strategy 195 articles were uncovered in total. On 20 December
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2009 a renewed literature search with respect to surgical termination of pregnancy
was undertaken in the same D-bases, this time for the period from 2005 through
2009. This search did not yield new literature or perspectives regarding the surgical
termination of pregnancy. However, several studies were published which attempt to

compare surgical and medical termination of pregnancy.
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2.2 Surgical interventions in first trimester pregnancies

Guiding question
What is the most efficient and effective method for surgical termination of pregnancy

in first trimester pregnancies?

Summary of the literature

In a Cochrane systematic review, carried out by Kulier et al. in 2001, different
surgical methods for first trimester termination of pregnancy were compared. A
search of mutual comparisons of manual vacuum aspiration, electric vacuum
aspiration and dilatation and curettage was conducted, with a specific view to
excessive blood loss, blood transfusion, perforation of the uterus, cervical
impairment, reoperation, fever, rehospitalisation and mortality. No more than three
(older) RCTs were included in this study.

In the trials no maternal mortality or perforations of the uterus were found. In those
trials which compared vacuum aspiration with dilatation and curettage a reduced
length of surgery was found of 1.09 minutes (95% BI: 0.65-1.53) for women
undergoing vacuum aspiration. At a pregnancy length of less than 9 weeks this
difference was even somewhat larger (1.84 minutes). Other comparisons showed no
differences. Not much value should be attached to this systematic review, in the light
of the small number of studies in the underlying comparisons and the obsolete
nature of the material underlying the results.

2001 was also the year of a study by Hemlin et al., in which manual and electric
vacuum aspiration were compared in a randomized trial. In it, 197 women with a
pregnancy length of up to 57 days, who opted for surgical termination, were
randomized across the two approaches under study. 179 interventions were carried
out in the end, all of them successful in the sense that there was no trace of ongoing
pregnancy afterwards. The percentage of necessary repeat curettages and incurred
infections was equal in both groups, just like the average haemorrhage length and
the percentage of women suffering haemorrhage for a longer period of time.

Dean et al., too, compared manual and electric vacuum aspiration in women
presenting for a termination of pregnancy during the first trimester of their
pregnancy. In their study, 84 women with a length of pregnancy up to 10 weeks were
randomly assigned to one of two groups. In particular, acceptance of either method
was reviewed; acceptance was primarily assessed on the parameter ‘disturbance by
the noise of the intervention’. Other subjective measures were also analyzed. There
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appeared to be no significant differences in intervention length, blood loss,
complications, pain relief and recovery time. Neither could a difference be
established between the pain experienced by the patient and the doctor’s estimation
of that pain. Women who underwent electric vacuum aspiration more frequently
reported their observation of the accompanying noise; 19% found this noise slightly
disturbing. This finding was higher than for the group who underwent manual
vacuum aspiration (p = 0.03).

Conclusions

Vacuum aspiration and dilatation and curettage do not apparently differ
from each other in terms of complications and side-effects. Surgery length
Level 2 |is a little shorter for vacuum aspiration.

A2 Kulier 2001

It seems plausible that manual and electric vacuum aspiration are both
safe methods for termination of pregnancy. Randomized trials did not
Level 2 |reveal differences in effectiveness, side-effects or complications.

B Hemlin, Dean 2003

Discussion and evaluation

Suction curettage is a safe method for pregnancy termination in the first trimester;
this method shows good results and few complications. Success and complication
scores vary between 0 and 5% across studies. Scores will also depend on the
abortion doctor’s degree of experience.

In the - mostly non-Dutch - literature many surgical terminations of pregnancy were
performed under general anaesthesia. This is different for the Dutch situation,
although daily practice seems to show an increase in the patients’ wish for sedation
or general anaesthesia. The pain experienced may be reduced, but the costs are
higher; these concern for instance the purchase of surveillance appliances, the
training of professional staff and the involvement of an anaesthesiologist.

The option to receive sedation (or not) is at the patient’s discretion and must be
respected and facilitated.

Recommendations
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Where a surgical method is preferred, the study group considers vacuum aspiration
as the first choice, in view of the low percentage of complications.
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2.3 Surgical versus medical termination of pregnancy in the first
trimester

Guiding question
Are there any differences in success rate, patient contentment or number of
complications between surgical and medical termination of pregnancy in the first

trimester?

Summary of the literature

In 2010, a Cochrane review by Say et al. was published. This review covers seven
studies comparing medical methods versus vacuum aspiration. Four different
interventions, prostaglandins only, mifeprostone only, mifegyne plus misoprostol,
and methotrexate plus misoprostol are compared with vacuum aspiration. The most
important outcomes concern effectiveness, side-effects and patient comfort. This
review shows that women undergoing medical termination of pregnancy generally
suffer more blood loss than women undergoing vacuum aspiration. As regards
experienced pain comparisons are difficult to make, as women undergoing surgical
termination of pregnancy very often received one or other form of - general -
anaesthesia. In The Netherlands, local anaesthesia is still applied in many cases. The
authors conclude - admittedly on the basis of limited evidence - that, in the first
trimester, vacuum aspiration is more effective than medical termination with
prostaglandins alone, and that vacuum aspiration proceeds faster, with less bleeding
and less pain.

In 2004 an RCT by Rorby et al. was published. This study included 1.033 women with
a pregnancy length under 63 days. Part of these women were randomly assigned to a
surgical or medical approach, the other part were free to choose. Surgical
termination entailed vacuum aspiration under general anaesthesia, the medical
intervention entailed 600 mg. of mifeproston and 1 mg. of gemeprost. These regimes
thus differ somewhat from the Dutch situation. At two and eight weeks after the
intervention the women filled out questionnaires with respect to contentment, side-
effects and expectations. In both questionnaires, after two and eight weeks, the
same patterns were found; women who had opted for surgical termination were
satisfied to highly satisfied at 92%, versus 94% in the randomized surgical group.
Satisfaction was lower for the medical group; of the women who had opted for
medical termination, 82% were satisfied to highly satisfied, while in the randomized
group this was true for 68%. Satisfaction in the medical group was inversely related
to gestation length, intensity of the pain experience and the prevalence of nausea
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and vomiting. In the case of surgical termination these factors had no influence. The
authors conclude that satisfaction is high in both groups, but higher after surgical
termination of pregnancy. They also conclude that contentment figures are higher if
women are allowed to choose which method they wish to undergo for the termination
of their pregnancy.

The study 'Randomised preference trial of medical versus surgical termination of
pregnancy less than 14 weeks gestation’ by Robson et al appeared in Health
Technology Assessment in 2009. (TOPS). The surgical intervention included women
with a preghancy length of 6 to 14 weeks. Two hours before the intervention each
woman was administered 400 micrograms of misoprostol, the intervention was
carried out by suction curettage under general anaesthesia. The medical intervention
was carried out under 14 weeks of pregnancy. Each woman took 200 milligrams of
mifeproston orally and presented at the clinic 36 to 48 hours later. Under 9 weeks of
pregnancy the regime was 800 micrograms of misoprostol vaginally and sometimes
400 micrograms of misoprostol 4 hours later if there had been no onset of the
termination. In pregnancies over 9 weeks 800 micrograms of misoprostol vaginally
was again the starting dose, followed by 400 micrograms (vaginally) every 3 hours,
up to a maximum of 4 doses. If no effect was observed, 200 micrograms of
mifeproston were administered vaginally, followed by a mg. of gemeprost, every 3
hours, with a maximum of 5 doses. If no onset of the termination was observed, the
surgical approach was applied. The outcome measure in this study was whether
women would again choose to undergo the same method in a possible next
termination of pregnancy. 1,877 women were included in total. The medical
approach was more negatively appreciated than vacuum aspiration. More pain was
reported. There was no difference across the two groups as regards anxiety or
feelings of depression after three months. With the medical approach, there were
more emergency requests: 4.2% versus 0.7% of the women presented at the
emergency department. Despite the latter effect, the authors calculated that the
surgical method is more expensive than the medical termination, also due to the
general anaesthesia and hospitalisation involved.

In 2004 and 2005, the American Food and Drug Administration (FDA) reported on
septic shock as a potential complication after using mifepristone and misoprostol.
Five women died as a result of septic shock, caused by Clostridium sordellii. This

happened within a week after medical termination of pregnancy.
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The authors of the articles reviewed indicate that the pathophysiology is not fully
clear; there was no clear-cut explanation for these deaths. Further research is
required.

Besides, the authors point out the extremely small risk of incurring this complication.
In Europe, around 1.5 million women have made a choice for medical termination
over the past 15 years. The complication mentioned was described no more than
once in Europe (Fischer et al.. 2005; Greene et al. 2005; Fiala et al. 2005). In Portugal
one Chlostridium sordellii infection with fatal consequences was reported in 2009
(21 European Congress