
Complications after Second Trimester Surgical and

Medical Abortion

Daniel Grossman,a Kelly Blanchard,b Paul Blumenthalc
a Senior Associate, Ibis Reproductive Health, c/o Department of Obstetrics and
Gynecology, San Francisco General Hospital, San Francisco CA, USA. E-mail:
dgrossman@ibisreproductivehealth.org

b President, Ibis Reproductive Health, Cambridge MA, USA

c Professor, Division of Gynecologic Specialties, Department of Obstetrics and
Gynecology, Stanford University School of Medicine, Stanford CA, USA
Abstract: Second trimester abortion is associated with higher rates of complications compared to
first trimester abortion. Dilatation and evacuation (D&E) and medical induction using misoprostol
alone or a combination of mifepristone and misoprostol are the methods most commonly used for
later abortion in developed countries, yet little research has directly compared them. We reviewed
the literature on PubMed and identified only one small randomised controlled trial and one
retrospective cohort study with comparative data for these methods, although the cohort study did
not include cases using the mifepristone regimen. We expanded our search to include case series
and cohort studies for a single method. In the randomised trial, women undergoing medical
induction reported significantly more pain and experienced more adverse events. In the cohort study,
incomplete abortion was significantly more common among women undergoing medical induction.
In the single method studies, serious complications such as uterine perforation, uterine rupture and
haemorrhage were rare, although the latter may be more common with medical induction. Mild
infection may also be more prevalent after medical induction. Current evidence suggests that, given
trained providers and where otherwise feasible, D&E is preferable to medical induction. A larger
randomised controlled trial is needed that directly compares outcomes between the two methods,
examines acceptability to women and explores clinicians’ perspectives on providing them. A2008
Reproductive Health Matters. All rights reserved.
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I
N developed country settings, although abor-
tion is very safe, mortality following second
trimester procedures is higher than after first

trimester abortion. In the United States, where
abortion-related fatalities are rare, the risk of
death has been found to increase significantly
with advancing gestation.1 Mortality data from
1988 to 1997 indicate that the mortality rate with
abortions performed at eight weeks or earlier was
0.1 deaths per 100,000 legal terminations, and
this rate increased to 1.7 deaths per 100,000 abor-
tions performed at 13–15 weeks. The mortality
ratio for abortions performed at 16–20 weeks was
3.4 deaths per 100,000 procedures, and 8.9 deaths
per 100,000 abortions for those at 21 weeks or
later. Although the absolute risk of death was
low, the relative risk of death with an abortion
performed at 21 weeks or later was more than
75 times higher than the risk associated with an
abortion at eight weeks.1 In this series, 85% of
abortion-related deaths were due to direct causes –
primarily haemorrhage and infection – and
approximately 15% were due to indirect causes
such as embolism and anaesthetic complications.1
A 2008 Reproductive Health Matters.
All rights reserved.
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Both surgical and medical abortion techniques
can be used in the second trimester of pregnancy.
In developed countries, dilatation and evacua-
tion (D&E) and/or medical induction with mife-
pristone and misoprostol (or misoprostol alone)
have become the most common second trimester
abortion procedures. In the United States (US),
D&E is the norm, while in much of Europe it is
medical induction.

D&E is usually a staged procedure. In the first
phase of the procedure, the cervix is slowly
dilated, usually using hygroscopic dilators such
as laminaria or other artificial dilators, or using
a prostaglandin such as misoprostol, or a combi-
nation of the two. These techniques for cervical
dilatation are preferable to direct mechanical
dilatation, which has been shown to increase the
risk of cervical trauma and uterine perforation.2

In some cases cervical preparation is repeated
over a period of 24–48 hours, usually as an
outpatient procedure. Following adequate cervi-
cal preparation, the amniotic fluid is drained
using vacuum aspiration and the fetal and pla-
cental tissue are removed in pieces using grasp-
ing forceps. In many settings where sonography
is readily available, physicians perform the pro-
cedure under ultrasound guidance.

Several regimens for second trimester medical
induction have been studied, and these were
recently compared in a review on the topic.3

The regimen that has been most widely studied4

involves administering mifepristone 200 mg orally
on an outpatient basis, followed 36–48 hours
later by admission to the clinic or hospital and
administration of misoprostol 800 mcg vagi-
nally. The woman is then given further doses of
misoprostol 400 mcg orally as necessary, every
three hours, until abortion occurs, to a maxi-
mum of four doses. If this is unsuccessful,
another oral dose of mifepristone 200 mg is
given, followed every three hours by misopros-
tol 400 mcg administered vaginally to a max-
imum of five doses. Or, surgical evacuation of
the uterus can be carried out instead.

There has been little research directly com-
paring D&E and modern medical methods using
mifepristone alone or mifepristone–misoprostol.
One randomised controlled trial compared D&E
to intra-amniotic instillation of prostaglandin
F2-alpha, a medical method that is no longer
widely used. This study found that women
undergoing medical induction with this method
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were significantly more likely than those under-
going D&E to have a complication (RR 5.7, 95%
CI 2.1–15.3) and had significantly higher rates
of vomiting and diarrhoea compared to D&E
patients.5 This paper reviews the limited compar-
ative data on D&E and medical induction with
misoprostol alone or mifepristone–misoprostol
combined, as well as separate data on both types
of procedure, focusing on complications reported.
It also suggests areas for further research.

Methods
We searched PubMed in September 2007 using
the following keywords: second trimester abor-
tion, mid-trimester abortion, dilation and evacu-
ation, mifepristone and misoprostol. Only English
language studies were included. All randomised,
controlled trials and comparative cohort studies
were included in the analysis. Given the small
number of studies found that met our criteria,
we expanded our analysis to include cohort
studies and consecutive case series that included
more than 400 cases for the two methods.
Studies that focused on medical methods other
than misoprostol or mifepristone–misoprostol
were not included. The primary outcomes looked
for were uterine perforation or rupture, haemor-
rhage requiring transfusion, incomplete abortion
requiring surgical evacuation, cervical laceration,
infection and any other reported complication.

Results
Only one randomised controlled trial was iden-
tified that compared outcomes between D&E and
mifepristone–misoprostol medical abortion in the
second trimester.6 A recent Cochrane review on
this topic also identified this study as the only
randomised trial comparing D&E to medical
induction with the mifepristone regimen.7 Unfor-
tunately, the study, which took place in the US,
had difficulty recruiting women who were will-
ing to be randomised. Hence, the study was
stopped after one year with only 18 enrolled sub-
jects. Women assigned to receive mifepristone–
misoprostol reported significantly more pain than
those undergoing D&E (p=0.03). Although there
were no statistically significant differences in
complications between the two groups, six of nine
women randomised to mifepristone–misoprostol
had one or more adverse events associated with
the procedure, compared to one woman who
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underwent D&E (RR 6.0, 95% CI 0.9–40.3). In the
medical induction group, the complications
included the following: three women had retained
placental tissue that required instrumental
removal; three had a fever greater than 388C;
and one woman delivered a fetus that showed
signs of life. One woman had a delayed compli-
cation; she returned six days after the procedure
andwas found to have retained tissue that required
a suction curettage. The woman in the D&E group
who had complications aborted spontaneously
after laminaria were placed; she required removal
of the placenta and also experienced superficial
burns to her abdomen after using a heating pad
for her labour pains. Women undergoing medical
abortion reported more symptoms such as nausea,
vomiting, dizziness and headache compared to
those who had D&E, although these differences
were not statistically significant.

One retrospective cohort study was identified,
which compared the outcomes of 139 women
who underwent D&E to those of 158 women
who underwent medical abortion by any method
at two hospitals in the US in 1994–2001.8 For
79% of the women undergoing medical induc-
tion, the misoprostol-alone regimen was used;
none received mifepristone. The induction
method used in the other 21% of cases was
unspecified but can be assumed to be an older
method. There were significant differences
between the two groups: the medical induction
group underwent abortion later in pregnancy
than the surgical group (20.3 weeks compared
with 18.4 weeks, pV0.001); the surgical group
were more likely to have had laminaria placed
to dilate the cervix (92% vs. 65%, pV0.001);
and women undergoing surgical abortion were
more likely to have a medical indication for
the procedure (4% vs. 1%, p=0.05). Overall, the
proportion of women who experienced an
adverse event was higher among those under-
going medical induction compared to surgical
abortion (29% vs. 4%, pb0.001). As shown in
Table 1, of all the specific complications that
were recorded, women undergoing medical
induction were significantly more likely than
those undergoing surgical abortion to experi-
ence a failure of their initial abortion method
(pb0.01) and to have retained products of
conception that required curettage (pb0.001).
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After controlling for gestational age, gravidity
and length of hospital stay, the odds ratio of
experiencing an adverse event was significantly
lower for surgical abortion compared to medical
abortion (OR 0.1; 95% CI 0.0–0.3).

Several studies of more than 400 cases of
D&E were identified. The largest included 11,747
cases between 1972 and 1981 in the US.9

Another case series from Canada between 1986
and 1990 included 547 D&E cases at 15–
20 weeks of pregnancy.10* Another case series
from the US reported on 1,392 consecutive
D&E cases at 13–16.5 weeks of pregnancy
between 1979 and 1980.11 We also included a
retrospective cohort study of 2,218 women
undergoing D&E with cervical preparation with
176

*This study also likely included D&E cases performed at

less than 15 weeks, but the complication data from all

cases 14 weeks and earlier were combined in the report.
buccal misoprostol, with or without laminaria,
at 19 sites in the US in 2002–2003.12 Another
case series from Viet Nam of 439 women
undergoing D&E between 1999 and 2002 was
also reviewed.13 No cohort studies or consec-
utive case series with at least 400 women using
misoprostol alone were identified. The only case
series examining the mifepristone–misoprostol
regimen that met the search criteria was from
Scotland. It included 1,002 consecutive women
undergoing abortion at 13–21 weeks in 1994–
2001.4 In the remainder of the paper, we review
the complications reported with both D&E and
medical induction in these case series. The
findings are summarised in Table 2.
Uterine perforation and uterine rupture
Among the D&E studies reviewed, the incidence
of uterine perforation was rare. It varied from
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0.2% in the most recent study from the US12

and the Canadian study,10 to 0.4% in one of
the older US series9 and 0.5% in the Viet Nam
study.13 The latter two studies with the higher
rates of perforation both included physicians
with less experience of doing D&E, suggesting
that this complication decreases with increas-
ing experience, which has also been shown else-
where.2 No cases of perforation were reported in
the 1979–80 US series, despite the fact that 87%
of the procedures were performed by resident
physicians in training.11 In other retrospective
analyses, the following factors were found to
be associated with uterine perforation: under-
estimation of the duration of pregnancy, inad-
equate cervical dilatation and failure to use
ultrasound during the procedure.14,15

Uterine perforation can also occur in cases of
medical induction when the medication fails
and a surgical abortion becomes necessary. In
the retrospective cohort study in the US, one of
the 158 women (0.6%) who underwent an
unspecified method of medical induction had a
failed procedure, followed by D&E, which was
complicated by a uterine perforation that
required laparotomy for repair. Another woman
in this study, who had had a previous caesar-
ean delivery, underwent induction with vaginal
misoprostol and had a uterine rupture requiring
urgent laparotomy.8

Uterine rupture has also been reported after
medical induction with second trimester mife-
pristone–misoprostol. In the case series from
Scotland, a primiparous woman (0.1%) had a
successful induction that was complicated by
prolonged haemorrhage requiring laparotomy.4

At the time of laparotomy, a small tear in the
uterine wall was noted that needed suturing.
Haemorrhage

Excessive bleeding can occur with both D&E
and medical induction. Blood loss with D&E is
usually between 100 ml and 400 ml; 0.9% of
cases were estimated to have lost more than
500 ml of blood in the largest and oldest case
series from the US.9 In this study and the series
from Canada,10 0.2% of women required a blood
transfusion. In the other older series from the
US, four women had immediate haemorrhage
requiring transfusion and another four required
transfusion at a later date (cumulative incidence
0.6%).11 In the more recent series, a lower pro-
portion of women have required transfusion. In
the most recent D&E study from the US included
here, six women had haemorrhage of more than
500 ml, of which two (0.09%) required trans-
fusion.12 No cases of blood transfusion were
reported in the series from Viet Nam, although
one woman required a hysterectomy because of
haemorrhage.13 Factors that have been associ-
ated with increased blood loss at the time of
D&E include increasing gestational age, use of
general anaesthesia, prolonged operating time,
placenta praevia and placenta accreta.9,16,17 Use
of vasopressin in the paracervical block has
been shown to reduce blood loss.18

In the case series of medical induction from
Scotland, 0.7% of women required blood trans-
fusion. This incidence is higher than that of the
D&E studies included here, especially compared
to the most recent D&E study that found that
0.09% required transfusion.13 The retrospective
cohort study found no significant difference in
the proportion of women requiring transfusion
among those undergoing D&E compared to
those undergoing medical induction.8
Incomplete abortion
Another common cause of excessive bleeding
is incomplete abortion. In the retrospective
cohort study, as noted above, this complication
was found to be significantly more common
among women undergoing medical induction.8

In the case series of medical induction with
mifepristone–misoprostol, incomplete abortion
was noted in 8% of women.4 In the retrospec-
tive cohort study, where misoprostol alone or
other medical induction methods were used,
19% of women had a failed medical induction.8

These findings are consistent with other stud-
ies that have demonstrated that the combined
mifepristone–misoprostol regimen results in sig-
nificantly improved efficacy compared to miso-
prostol alone.3 However, incomplete abortion
after D&E is still far less likely than after med-
ical induction with mifepristone-misoprostol.
In the different case series of D&E reported
here, the proportion of cases requiring a repeat
surgical procedure for incomplete abortion
varied from as low as 0.05%12 in the most
recent study to 0.3%,9 0.4%10 and 1%11 in the
older studies.
177
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Cervical laceration
Cervical laceration can occur after either D&E
or medical induction. The retrospective cohort
study found no significant difference in the inci-
dence of cervical laceration needing repair among
women who underwent D&E compared to those
who underwent medical induction.8 In the case
series examined, cervical laceration requiring
repair was not reported among those under-
going mifepristone–misoprostol induction.6 Cer-
vical laceration was noted in 0.1% and 0.2%14

of women in two of the D&E case series. In the
oldest D&E study, cervical laceration (1% of
cases) was more common in later gestations, and
this was also before the use of laminaria
for cervical preparation became routine.9 In the
other two D&E case series,11,12 there were no
cases of cervical laceration requiring repair.
Infection
Antibiotic prophylaxis around the time of sur-
gical abortion performed before 16 weeks of
pregnancy was shown in 1996 in a meta-
analysis of studies to result in a significant
reduction in the relative risk of infection (RR
0.58, 95% CI 0.47–0.71)19 and is now standard
practice. No such studies exist for medical
induction in the second trimester, but most
protocols do not involve routine use of anti-
biotic prophylaxis.

In the D&E case series we reviewed, antibiotic
prophylaxis was used in all cases, except in the
1979–80 series.11 In the older case series from
the USA and Canada, mild infection was noted
in 0.8%9 to 2%10 of cases with follow-up, and
0.05%9 to 0.4%10 required hospitalisation for
infection. In the 1979–80 series, 4.1% of women
with follow-up were diagnosed with infection.11

In the more recent study of over 2,000 women
from the US, two cases of fever not requiring
intervention and one case of sepsis leading to
coagulopathy and death were reported.12 No
cases of infection were reported in the study
from Viet Nam.13

In the case series of medical induction with
mifepristone–misoprostol, no serious infections
were reported, although 2.6% of the 354 women
with follow-up data (35% of the total) were
given antibiotics at the time of a follow-up visit
for presumed pelvic infection.4 The retrospective
178
cohort study found no significant difference in
the proportion of women with infection requir-
ing intravenous antibiotics between those who
underwent D&E and those who underwent
medical abortion; however, the only two cases
were in the medical induction group.8
Discussion
Second trimester abortion is associated with
higher rates of complications compared to first
trimester terminations. Although the risk of
complications is relatively higher in the second
trimester, the absolute risk is low when the
termination is performed (in the case of surgi-
cal abortion) and managed (in the case of med-
ical induction) by skilled practitioners. Very little
published data exist that directly compare D&E
and second trimester medical abortion using
mifepristone and misoprostol. The one small ran-
domised controlled trial that suggests D&E is
superior to medical induction with mifepristone–
misoprostol, both in terms of complications and
acceptability, did not have the necessary power to
definitively demonstrate a difference in the main
outcomes between the procedures. Yet despite
the few studies, the data that do exist, reviewed
here, show that complication rates with both
methods – especially serious complications – are
low or rare. It is also notable that D&E appears
to have become safer over the years; the fre-
quency of complications is lower in more recent
studies compared to older studies.

The complication for which there is a highly
significant difference in prevalence between
second trimester medical and surgical abortion
is incomplete abortion. Although the efficacy of
medical abortion regimens continues to improve,
8% of women in the case series from Scotland
reviewed here required surgical completion of
abortion4 compared to 0.05% in the most recent
US case series with D&E who required repeat
surgical evacuation.13

Although direct comparisons between the two
abortion methods cannot be made for the other
individual complications, the findings reviewed
here can be used to generate suggestions for
future research. The higher proportion of women
requiring blood transfusion after medical induc-
tion compared to D&E is concerning and
deserves further study. This makes intuitive
sense, since incomplete abortion, which is so
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much more commonly associated with medical
induction, is associated with haemorrhage. It
may be that earlier intervention to perform a
surgical evacuation in the case of bleeding with
medical induction will result in fewer trans-
fusions, but it would also increase the propor-
tion requiring a surgical evacuation.

The findings related to infection suggest that
more research is needed on this outcome after
second trimester medical abortion. No conclu-
sions about the comparative risk of infection
can be drawn from the data reviewed here
because of the small number of women in the
medical abortion study who were seen in
follow-up and because they did not receive
prophylactic antibiotics. The D&E case series in
which prophylactic antibiotics were provided
had very few cases of infection, particularly
severe infection. Future studies of medical
induction with mifepristone–misoprostol should
ensure adequate follow-up and measure the
incidence of clearly defined infection complica-
tions in order to determine whether this is an
outcome of concern and whether there is any
benefit to the use of prophylactic antibiotics.

Uterine rupture can occur with medical induc-
tion, and there is much debate about whether
women who have had a prior caesarean delivery
are at higher risk for this complication. Uterine
rupture has been reported in both women who
have had prior caesareans and those who have
not, and the data are not conclusive about the
association between the two. Two retrospec-
tive observational studies indicate that there is
no increased risk of uterine perforation among
women with prior caesarean who undergo
medical induction with misoprostol in the
second trimester,20,21 while another retrospec-
tive study of mifepristone–misoprostol suggests
that prior caesarean is a significant risk fac-
tor.22 Women with a prior caesarean are also at
higher risk when they undergo D&E. In the
most recent D&E study from the US reviewed
here, women with a history of caesarean
delivery were three times more likely to expe-
rience an adverse event than those with no prior
caesarean.12 Women with a history of prior
caesarean who undergo second trimester abor-
tion should be considered to be at higher risk
regardless of which procedure they undergo;
there are no data to suggest that one method is
preferable to the other.
This paper does not examine existing data
on acceptability of surgical vs medical methods
among women or providers. The findings of the
randomised controlled trial suggest that, at least
in the US, women prefer to undergo D&E. In
that study, recruitment was slow because only a
minority of eligible women agreed to be ran-
domised, and 93% of those who declined to
participate stated they preferred D&E.6 This
preference might vary in other settings depend-
ing on cultural norms and which procedure is
considered standard, but this outcome must
be studied further and should inform service
delivery. However, any discussion of which
method to offer and which is considered to be
preferable needs to take into account not only
the safety and efficacy of the method but also
the experience of the abortion. Proponents of
surgical abortion have long argued that D&E
is far more efficacious, faster and more com-
passionate toward women, and spares women
having to endure labour and the delivery of a
bruised, dead fetus. While the mifepristone–
misoprostol regimen has reduced the median
induction-to-abortion interval to as low as
six hours,23 it is still a difficult experience for
women. Where mifepristone is not available
and misoprostol must be used alone, the median
induction-to-abortion interval is even longer
and more unpredictable. In addition, for the
woman who experiences an incomplete abor-
tion after medical induction, who must then also
have a surgical evacuation, incomplete abortion
is surely perceived as an adverse event.

Conversely, D&E is exceedingly predictable with
respect to the amount of time required. After the
prelude of cervical preparation described above,
the actual surgical procedure requires 15 to
20 minutes, even in later gestations. For the
woman, such a predictable scenario is often
psychologically preferable to the unknowable
number of labouring hours intrinsic to induction
procedures. Also, because of the additional tran-
quilising effect of the pain medication used, as
well as the more passive involvement of the
woman (who is ‘‘operated on’’ but is not an active
participant in the actual procedure), D&E may
be less emotionally traumatic than induction
approaches.24 However, contrary to the lesser
involvement of physicians (as opposed to nurses)
during induction abortions, D&E requires total
physician involvement, and as gestational age
179



D Grossman et al / Reproductive Health Matters 2008;16(31 Supplement):173–182
increases, much of the emotional burden of the
procedure is borne by the physician.

Provision of D&E requires an investment in
training of health professionals who can sub-
sequently maintain their skills by performing a
minimum number of procedures each year.
Research is needed to better understand what
that training should include, what level of pro-
vider with surgical skills can safely carry out a
D&E, and what service volume is needed to
maintain skills. Research is also needed to better
understand provider preferences regarding meth-
ods of second trimester abortion. Most providers
today, it seems, at least in Europe, prefer women
to have a medical induction than carry out a
D&E, and few gynaecologists have sought out
training in D&E. A recent review of mid-
trimester abortion stated that, although D&E is
both safe and effective, ‘‘some practitioners feel it
very distressing to perform this procedure at an
advanced gestation.’’3 However, it may also be
true that some nurses attending the delivery of a
fetus after medical induction in mid-trimester
abortion find it equally difficult.24 Studies that
examine how clinicians and nurses cope with
these difficulties would be useful for education
and training purposes. Providing second trimester
abortion is challenging for providers whatever the
method, yet those willing to be providers are also
highly committed to meeting women’s needs.
180
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Résumé
L’avortement du deuxième trimestre est associé
à des taux plus élevés de complications que
l’avortement du premier trimestre. La technique
de la dilatation et évacuation et l’induction
médicamenteuse avec le misoprostol seul ou en
associant mifépristone et misoprostol sont les
méthodes les plus fréquemment utilisées pour
l’avortement tardif dans les pays développés,
pourtant peu de recherches les ont directement
comparées. Nous avons passé en revue la
documentation sur PubMed et identifié un seul
petit essai contrôlé randomisé et une étude
rétrospective de cohorte avec des données
comparées pour ces méthodes, même si l’étude
de cohorte ne comprenait pas de cas utilisant la

Resumen
El aborto en el segundo trimestre está asociado
con tasas más altas de complicaciones que las del
primer trimestre. Aunque en los paı́ses desarrollados
se utiliza más la dilatación y evacuación (D&E) y la
inducción médica con misoprostol solo o una
combinación de mifepristona y misoprostol para
el aborto tardı́o; pocas investigaciones los han
comparado directamente. Al revisar el material en
PubMed, encontramos sólo un pequeño ensayo
aleatorizado y un estudio de cohorte retrospectivo
con datos comparativos para estosmétodos, aunque
en el estudio de cohorte no se incluyeron casos
donde se utiliza el regimen de mifepristona.
Ampliamos nuestra búsqueda para incluir series de
casos y estudios de cohorte para un sólo método.
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mifépristone. Nous avons élargi notre recherche
pour y inclure des séries de cas et des études de
cohorte sur une seule méthode. Dans l’essai
randomisé, les femmes avortant par induction
médicamenteuse ont signalé sensiblement plus
de douleurs et d’effets indésirables. Dans l’étude
de cohorte, les avortements incomplets étaient
nettement plus fréquents pour l’induction
médicamenteuse. Dans les études portant sur
une seule méthode, les complications graves
comme la perforation ou la rupture utérine et
l’hémorragie étaient rares, bien que cette dernière
soit plus courante avec l’inductionmédicamenteuse.
Les infections légères semblent aussi plus
nombreuses après l’avortement médicamenteux.
Les données disponibles suggèrent qu’avec du
personnel formé et quand c’est faisable, la technique
de la dilatation et évacuation est préférable à
l’avortement médicamenteux. Un essai randomisé
contrôlé plus vaste est nécessaire pour comparer
directement les résultats des deux méthodes,
examiner leur acceptabilité par les femmes et étudier
les perspectives des cliniciens qui les pratiquent.

En el ensayo aleatorizado, las mujeres que se
sometieron a la inducción médica informaron
considerablemente más dolor y experimentaron
más efectos adversos. En el estudio de cohorte, el
aborto incompleto era más común entre las mujeres
que se sometieron a la inducción médica. En los
estudios de un sólo método, rara vez hubo
complicaciones graves, como perforación uterina,
ruptura uterina y hemorragia, aunque esta última
podrı́a ser más común en la inducción médica. Una
infección ligera también podrı́a ser más prevalente
después de la inducción médica. La evidencia actual
indica que, donde se cuenta con prestadores de
servicios capacitados y es factible, la D&E es
preferible a la inducción médica. Es necesario
realizar un ensayo controlado aleatorizado más
amplio que compare directamente los resultados
entre los dosmétodos, examine su aceptabilidad por
parte de lasmujeres y explore los puntos de vista del
personal de salud en cuanto a su práctica.

D Grossman et al / Reproductive Health Matters 2008;16(31 Supplement):173–182


	Complications after Second Trimester Surgical and Medical Abortion
	Methods
	Results
	Uterine perforation and uterine rupture
	Haemorrhage
	Incomplete abortion
	Cervical laceration
	Infection
	Discussion
	Acknowledgements
	References


