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These recommendations present an evidence-based assessment of provision of contraceptives at the time of sur-
gical abortion. Most methods of contraception, including the intrauterine devices (IUD), implant, depot
medroxyprogesterone injection, oral contraceptive pill, contraceptive patch, monthly vaginal ring, barrier
methods and some permanent methods, can be safely initiated immediately after first- or second-trimester sur-
gical abortion. Provision of postabortion contraceptives, particularly IUDs and implants, substantially reduces
subsequent unintended pregnancy. IUD insertion immediately following uterine aspiration is safe. While this
may be associated with a higher risk of device expulsion than with interval placement, expulsion rates remain
low, and this risk must be weighed against the fact that patients often do not receive their desired IUD at an in-
terval insertion and therefore experience higher rates of subsequent unintended pregnancy.Many patients expe-
rience barriers that prevent access to the full spectrum of postabortion contraceptive options, particularly IUDs
and implants. Advancements in health-systems-based point-of-care provision and policies are needed to im-
prove comprehensive contraceptive availability following surgical abortion. These recommendations will ad-
dress clinical considerations for postabortion contraceptive provision and recommend interventions to
improve contraceptive access following uterine evacuation.

© 2018 Elsevier Inc. All rights reserved.
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Background

Ovulation can occur as early as 10 days after surgical abortion [1], and
more than 80% of women ovulatewithin 1month of a first-trimester sur-
gical abortion [2]. Fifty-one percent of women report having intercourse
within 2 weeks after an abortion [3]. Since both ovulation and sexual
activity resume quickly, women should be offered the opportunity to dis-
cuss contraception if they wish to avoid future pregnancy [4–6]. Women
with one unintended pregnancy are at risk for a subsequent unintended
pregnancy; subsequent abortion accounts for 45% of all abortions in the
United States [7], between 20% and 60% of abortions in the European
Union [8,9] and 50% in parts of Asia [10]. Women seeking a subsequent
abortion are as likely as [11] or more likely than [12,13] women seeking
a first abortion to have been using a contraceptive method at the time
of conception but are more likely to have used less-effective methods or
to have used their method inconsistently [14,15].

The abortion visit is an optimal time to initiate use of effective contra-
ceptives. The provider can be sure that a woman who has had a surgical
abortion is no longer pregnant once uterine evacuation is complete and
products of conception are confirmed in the evacuated tissue. The
woman, after experiencing an unintended pregnancy resulting in abor-
tion, may feel an urgent need to avoid a subsequent pregnancy and to
leave her abortion appointment with a contraceptive method [16,17].
Manywomen prefer to receive contraceptive services in the reproductive
care setting of abortion clinics rather than at other health care facilities
[16]. For womenwho do not regularly seek or have access to gynecologic
or preventive health services, the abortion visit may be one of their only
interactions with the health care system and an important opportunity
to discuss contraception. Thus, abortion care providers are uniquely posi-
tioned to offer counseling on and provision of contraceptives, and these
services should be integrated into the surgical abortion counseling and
visit. These recommendations provide the evidence for incorporation of
contraceptive counseling and provision into the context of first- and
second-trimester surgically induced abortion.
Clinical questions

1. How should contraceptive counseling be performed at the time
of abortion?

Contraceptive education and counseling should be integrated into
the abortion care of women who would like to prevent pregnancy
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(GRADE 1C) [4,5]. At a minimum, women should be made aware of the
imminent return of their fertility and of the contraceptive methods
available on the day of abortion. Many women find contraceptive
counseling in the abortion setting acceptable: In a large, population-
based study of 211,215 women receiving surgical and medical abortion
in the United Kingdom, 85% of women accepted contraceptive counsel-
ing, which followed a shared decision-making approach, and most of
these women then chose to receive a method of contraception from
the clinic [18]. In the general population, high-quality interpersonal
communicationmay influence uptake of highly effective contraceptives
and continuation of thosemethods at 6months [19,20]. This level of pa-
tient–provider interaction may be particularly essential in the abortion
care setting, where patients are significantly more likely to report a de-
sire for autonomous decision making about contraception than about
other health care needs [21].

Motivational interviewing (MI) is a patient-centered counseling
approach that uses open-ended questions, reflective listening and
patient empowerment to develop a collaborative dialog between cli-
nician and patient and to tailor motivation for behavioral change
[22]. Motivational interviewing has been adapted for education
about contraception in the abortion setting and has been found to
be feasible, acceptable and helpful for continuation of use of effective
contraceptives in patients at risk for subsequent pregnancy (GRADE
1B) [23,24]. In a feasibility study assessing this approach, counselors
inquired into the level of importance the patient placed on avoiding
pregnancy, discussed the patient's contraceptive history and current
priorities, and reviewed contraceptive method options. Method ef-
fectiveness was emphasized [23]. This collaborative counseling
method was tested in a 1:1 pilot randomized controlled trial [24] in
which 60 women were randomized to either nonstandardized con-
traceptive counseling or contraceptive counseling incorporating MI
techniques. MI was associated with greater satisfaction: 92.0% of
women who received MI vs. 65.4% in the control arm reported
being satisfied with their counseling (p=.04). Longer-term contra-
ceptive use and satisfaction beyond 4 weeks were not measured.
Those who received the MI intervention were also twice as likely as
control subjects to obtain a highly effective method, such as an intra-
uterine device (IUD) or implant, within 4 weeks of the abortion
(65.5% vs. 32.3%, p=.01), although more women in the intervention
group than in the control group had considered an IUD or implant at
baseline prior to counseling.

Other studies of contraceptive counseling prior to abortion show
mixed effects on contraceptive initiation. Standardization with
structured counseling on all methods utilizing a visual aid developed
by the World Health Organization [25] or a video that promoted
awareness of IUDs and implants [26] resulted in no difference in
contraceptive uptake or method choice. A systematic review of
periabortion counseling models showed no effect on subsequent
unintended pregnancy, although the sample size of studies was
small and heterogeneous [27].

Time and patient stress levelsmay limit the length and depth of con-
traceptive counseling in the abortion setting. In one study, womenwere
surveyed prior to their counseling and their abortion procedure. Sixty-
four percent reported that they did not want to talk to a counselor or
physician about contraception; half of these women stated that they al-
ready knew which method they wanted [28]. In another study, women
who had received an IUD at the time of their abortion were surveyed
2–3 months later. Many of these women were not able to recall impor-
tant IUD-related counseling information [29].

Appropriate counseling at the time women seek abortion services
involves acknowledging that contraception may not be a current
priority for some patients. Frequently, obtaining abortion services
requires overcoming stressors and barriers that may leave patients
fatigued, frustrated and vulnerable on the day of abortion. Some
women report feeling pressure from providers to choose a birth control
method at the time of abortion [16,30]. Clinicians should respect patient
autonomy, including the choice to not adopt a contraceptive or to
choose a less-effective method, and take care to avoid contraceptive
coercion [31–33].

2. Which short-acting reversible contraceptive methods can be initiated
after surgical abortion?

Any short-acting contraceptive methodmay be started immediately
after first- or second-trimester surgical abortion (GRADE 1B). The
Centers for Disease Control's US Medical Eligibility Criteria (US MEC)
for Contraceptive Use categorize the hormonal injection, pill, patch and
ring under Category 1 for use immediately after an abortion as long as
the patient has no medical conditions that contraindicate use [34].

Barrier and spermicidal methods
Abstinence (“pelvic rest”) is often recommended for approximately

1 week following a surgical abortion. The rationale for this practice is
that it might minimize the risk of excess bleeding and infection; how-
ever, there is no scientific evidence to support this one way or the
other. Once patients resume intercourse, spermicide and barrier
methods such as diaphragms, male and female condoms, cervical caps
and sponges may be used. Providers can recommend and distribute
these methods at the time of abortion.

Diaphragms are available in two forms: a round silicon device that is
individually fit and a single-size, “one size fits most” device (Caya®).
Diaphragms may be initiated immediately after abortion; however, pa-
tients may prefer to delay fitting to avoid discomfort. In addition, a new
fitting would be required 2 weeks after abortion, once cervical changes
of pregnancy have regressed (GRADE 2B) [35]. Devices such as the
Caya® diaphragm or the FemCap® cervical cap have not been studied
specifically within the context of surgical abortion, but given that they
are nonfitted, they can be initiated immediately after first- or second-
trimester abortion. The cervical cap is available in three sizes: 22 for
nulligravid women, 26 for women with a history of any pregnancy but
no vaginal delivery and 30 for women who have had a vaginal birth;
the appropriate size should be selected for a woman initiating the
cervical cap after surgical abortion.

Emergency contraception
At the time of abortion, advance provision of a prescription for

ulipristal acetate or levonorgestrel emergency contraception has been
shown to significantly improve emergency contraception use outside
abortion care settings (GRADE 2C) [36].

Injectable contraception
Depot medroxyprogesterone acetate (DMPA) is an intramuscular or

subcutaneous injection administered every 12–14weeks and can be ini-
tiated immediately after the first- or second-trimester surgical abortion
procedure [37]. DMPA has lower continuation rates than IUDs and im-
plants in the US: 26%–54% at 1 year (though higher, 69%, with self-
administration) [38,39]. Continuation rates may be even lower when
this method is initiated immediately after abortion, with only 22% of
women continuing postabortion DMPA at 1 year and up to 22%
experiencing new pregnancy within 1 year (GRADE 1A) [37].

Contraceptive pill, patch and ring
The progestin-only pill, combination estrogen and progestin contra-

ceptive pill, monthly vaginal ring and transdermal patch can be safely ini-
tiated on the day of a first- or second-trimester surgical abortion (GRADE
1B) [34,40–42]. Although there are no comparative studies of immediate
postabortion initiation of combined hormonal contraception, extensive
clinical experience supports this practice, and the US MEC classifies
first- and second-trimester abortion as category 1 for these methods
[34]. While coagulation factors increase with initiation of combined oral
contraception after surgical abortion, this has not been shown to be clin-
ically significant [43]. Best estimates suggest that the incidence of
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pulmonary embolism is 10–20 per 100,000 abortions; this rate is lower
than the incidence of pulmonary embolism after third-trimester delivery,
which is fewer than 50 per 100,000 [44,45]. Therefore, estrogen-
containing contraception may be used immediately after first- or
second-trimester surgical abortion unless prohibited by other medical
conditions [34]. Extrapolating from the data on combined hormonal con-
traceptives [40–42] and the safety data regarding progestin-only pills
after third-trimester delivery [46], progestin-only contraceptive pills are
assumed to be safe to start immediately after first- and second-
trimester surgical abortion.

The use of combined oral contraceptives immediately after surgical
abortion is associated with fewer bleeding days following recovery than
nonuse [42]. Themonthly vaginal ring,when insertedwithin 5 days of sur-
gical abortion, had no serious adverse events, including no lower or upper
genital tract infections on follow-up over the 3months after abortion [47].

The newly approved annual combined hormonal vaginal ring has
not yet been studied after surgical abortion.

3. Can permanent contraception procedures be performed immediately af-
ter surgical abortion?

Tubal ligation through laparoscopy or minilaparotomy can be safely
performed at the same timeasfirst- and second-trimester surgical abor-
tion (GRADE 2C) [48–50]. Hysteroscopic sterilization should be delayed
for at least 6 weeks after interruption of pregnancy to allow time for the
endometrial repair needed to adequately visualize the bilateral tubal
ostia (GRADE 2C) [51].

In an effort to curtail the practice of involuntary sterilization and
coercion among disenfranchised populations in the United States, the
federal government enacted a law in 1978 that instatedwaiting periods,
typically 30 days, and specific consent forms for women receiving fed-
eral assistance funding for sterilization. As a consequence of this law,
women relying on federal funding are prohibited from consenting for
sterilization if they are “[s]eeking to obtain or obtaining an abortion at
the time of sterilization” [52]. Some states have extended this restriction
to women with private insurance as well. A decision analysis estimated
the impact of this law in Oregon and found that for every 1000 women
who desire but cannot obtain concurrent sterilization with abortion,
there would be more than 1200 additional unintended pregnancies,
more than $4 million in additional direct medical costs and a loss of 40
quality-adjusted life years [53].

Therefore, the ability to offer a permanent contraceptive method at
the time of an abortion procedure depends on patient insurance and
federal and state law. For eligible women who desire sterilization at
the time of surgical abortion, providersmust also discuss reversible con-
traceptive alternatives and counseling on the risk of regret, which has
been reported to be the same for permanent contraception procedures
performed concurrently with surgical abortion and those performed
separately [54]. Specialized abortion clinics within the United States
are rarely set up to provide sterilization at the time of abortion. This
may be more feasible practice in private gynecology practice or in loca-
tions where waiting periods are not required.

4. Which long-acting reversible contraceptive methods can be initiated af-
ter surgical abortion?

Any long-acting contraceptive method may be started immediately
after first- or second-trimester surgical abortion (GRADE 1A). According
to the US MEC, levonorgestrel (LNG-IUD) and copper (Cu-IUD) intra-
uterine devices and subdermal implants are approved for use immedi-
ately after abortion as long as the patient has no medical conditions or
surgical complications that contraindicate use [34].

Intrauterine devices
LNG-IUDs and Cu-IUDs are highly effective contraceptive methods

with 0.2% and 0.8% typical-use failure rates, respectively [38]. Both IUD
types can be safely inserted immediately after surgical abortion with
low risk of bleeding, pain and infection (GRADE 1A) [55,56]. IUD inser-
tion adds minimal time and discomfort to the procedure because the
cervix is already dilated. Advantages and risks of IUD insertion immedi-
ately after abortion are reviewed in detail below. In a study of women
receiving the Cu-IUD immediately or 2weeks after first-trimester surgi-
cal abortion, cramping and bleeding length and severity did not differ
by timing of insertion [57]. Postabortion continuation does not differ
for LNG-IUDs versus Cu-IUDs. Amenorrhea, number of spotting days
and hemoglobin levels were higher in the LNG-IUD group than in the
Cu-IUD groupwhen thosemethodswere placed immediately postabor-
tion [58].

Subdermal implant
The etonogestrel-releasing subdermal implant boasts the highest ef-

fectiveness of any contraceptive method, with typical-use failure rates
of 0.05% per year [38]. The implant is placed in the upper arm, and
therefore, surgical abortion does not alter the logistics or risks of the in-
sertion process, though sedation provided during the abortion proce-
dure may ease insertion-related discomfort. We are not aware of any
data regarding how placement of the implant affects bleeding patterns
following abortion.

5. What are the advantages of providing immediate postabortion IUDs and
implants?

Up to half of women who have an abortion will not start or will
discontinue short-acting methods, such as oral contraceptives, within
the first two 2months after their procedure [59]. The risk of subsequent
unintended pregnancy with immediate postabortion initiation of IUDs
and implants was lower than with interval initiation (GRADE 1A)
[60–63] or with postabortion initiation of less-effective methods
(GRADE 1A) [64–66]. In a large retrospective cohort study, 673
women who received an IUD immediately after surgical abortion were
compared with 1346 date-matched controls who also had a surgical
abortion but initiated another form of contraception (not including
the implant); the rate of subsequent abortion over a 3-year follow-up
period was more than twice as high in the control group as in the
study group (15.3% vs. 6.1%, pb.001) [64]. Both a large prospective
study (n=510) [65] and a retrospective study (n=4698) [66] of
abortion patients in New Zealand confirm the public health benefits of
postabortion IUDs and implants; women who chose these methods at
the time of surgical abortion had significantly lower rates of subsequent
unintended pregnancy and abortion than women who chose short-
acting contraceptive methods.

Women aremore likely to initiate use of an IUD or implant if they are
available immediately after abortion (GRADE 1A). In a randomized trial
of immediate versus delayed postabortion implant initiation, the place-
ment rate was 100% for those who were offered the method immedi-
ately after abortion and 42.7% for those who were offered it later
(pb.01) [67]. In a randomized trial of immediate versus delayed post-
abortion IUD initiation, 90.1% of those randomized to immediate place-
ment, but only 29.5% of those randomized to delayed placement,
received the IUD [61]. Only one third to one half of women who intend
to return for interval IUD placement after abortion do so [63,68,69]. In a
retrospective study of first-trimester surgical abortion patients in a New
York City academic practice, IUD and implant use at 12 months in-
creased from 11% to 46% after immediate postabortion IUD and implant
provision was introduced (pb.001) [63]. In a second retrospective co-
hort study from an Oregon abortion clinic, only 19% of women who
intended to have an interval IUD insertion actually returned by
6 weeks after their abortion, and 32% returned by 6 months [68]. Lack
of time or lack of ability to return for a follow-up appointment were
the primary barriers to interval IUD placement in this study [68].
Same-day access is an important factor in preventing future unintended
pregnancy: immediate postabortion DMPA initiation was significantly
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superior to delayed IUD initiation at preventing unintended pregnancy
in the 12 months following surgical abortion [69].

For womenwho receive immediate postabortion IUDs and implants,
method satisfaction and continuation rates are high (GRADE 1B)
[67,70–72]. In two prospective studies, the subdermal implant contin-
uation rates at 12monthswere similar forwomenwho had the implant
placed immediately after abortion and women who had an interval
placement [70,72].

Logistically, immediate postabortion placement of an IUD or implant
obviates the need to rule out a new pregnancy as is necessary during an
interval insertion visit. Eliminating the diagnosis of a new pregnancy
prior to interval placement of an IUD or implant can be challenging be-
cause of variable return to ovulation and the persistence of positive
pregnancy tests after pregnancy termination. Inability to rule out a
newpregnancymay further delay IUD or implant initiation and increase
the risk of a subsequent unintended pregnancy [73]. Intrauterine device
insertion adds minimal time and discomfort to the surgical abortion
procedure. Any local or systemic anesthesia provided for the abortion
also benefits the IUD insertion.

From an economic perspective, immediate postabortion initiation of
an IUD or implant can result in significant public health cost saving
(GRADE 1C) [74]. In one analysis, immediate postabortion IUD place-
ment was more effective than interval IUD placement in preventing fu-
ture direct costs of contraceptive- and pregnancy-related care, saving
public health programs $111 per patient per year. After accounting for
the public health insurance that a patient would become eligible for
with a subsequent pregnancy, the cost savings amounted to $4296
over the 5-year life of an IUD [75].

6. What are the risks of providing immediate postabortion IUDs and
implants?

The subdermal implant does not raise concerns specific to postabor-
tion initiation. However, the postabortion provision of an IUD needs to
be considered in relation to potential risks related to placement at the
time of abortion.

Expulsion
Because the cervix is dilated and uterine tone is greater following

surgical abortion, there is concern that IUD expulsion occurs more
readily after postabortion placement than after interval insertion.
While IUD expulsion after postabortion placement is not common,
the overall rate may be higher than that after interval insertion
(GRADE 2A). In a randomized controlled trial by Bednarek and
colleagues [60], 575 women seeking first-trimester aspiration for
termination or miscarriage were randomized to immediate or
delayed (2–6 weeks postprocedure) insertion of the IUD of their
choice: LNG-IUD or Cu-IUD. After 6 months, the expulsion rate
was 5.0% in the immediate group and 2.7% in the delayed group
(p=.19). In a retrospective analysis of 2172 IUD insertions over a
3-year period at a California abortion clinic, rates of expulsion were
2.1% for women who received an IUD immediately after their abor-
tion and 0.7% for women who had an interval insertion [76].

In this same retrospective analysis, the risk of IUD expulsion
associated with second-trimester abortion was significantly higher
than the risk associated with first-trimester abortion (7.0% vs. 1.6%,
p=.02) [76]. In a small randomized controlled trial, 88 women un-
dergoing second-trimester dilation and evacuation had an LNG-IUD
expulsion rate of 6.8% after immediate postabortion insertion; this
was not statistically significantly different from the 5.0% expulsion
rate following delayed IUD insertion experienced by women in the
same study [77]. Prospective studies of immediate postabortion
IUD insertion suggest a trend toward greater risk of expulsion with in-
creasing gestational age, although the differences were not statistically
significant: 0.8%–2.0% after first-trimester abortion and 3%–7% after
second-trimester abortion [78,79]. The US MEC reflects these differing
expulsion risks by designating first-trimester abortion as category 1 for
IUD initiation and second-trimester abortion as category 2 [34]. Expulsion
rates after both first- and second-trimester abortion are lower than
expulsion after third-trimester postplacental insertion, which can occur
in 10%–27% of cases [80].

Patients should be counseled about the possible increased risk of ex-
pulsion for IUDs placed immediately after abortion. For most patients,
the convenience and effectiveness of immediate postabortion IUD in-
sertion will outweigh a minor increase in expulsion risk. The absolute
risk of expulsion after first-trimester surgical abortion remains low.
From a public health standpoint, regardless of the expulsion risk, IUD
placement at time of surgical abortion ultimately results in a signifi-
cantly higher rate of IUD initiation for those who desire this method
and a significantly lower risk of subsequent unintended pregnancy
[60–63].

Pelvic infection
Pelvic infection is uncommon after surgical abortion, and as

evidenced by two systematic reviews, immediate postabortion IUD
insertiondoes not appear to increase this risk [55,56]. In a large random-
ized controlled trial [60], pelvic infection rates within 6 months of IUD
insertion were statistically similar for the immediate postabortion in-
sertion arm and the delayed insertion arm (1.9% and 1.6%, respectively,
p=.76). All patients in the study were screened for Chlamydia
trachomatis prior to uterine aspiration, and only 1 of the 10 women
who subsequently developed pelvic infection had been diagnosed
with Chlamydia.

To minimize the risk of an upper genital tract infection following
postabortion IUD insertion, standard practice for infection prevention
at the timeof surgical abortion should be followed. The Society of Family
Planning recommends universal antibiotic prophylaxis prior to the sur-
gical abortion procedure, as well as screening for Chlamydia and gonor-
rhea in abortion patients who are younger than 25 or are otherwise at
increased risk for sexually transmitted infection [81].

Perforation
Myometrial softening during pregnancy may contribute to perfora-

tion resulting from IUD placement after delivery [82]. Studies of imme-
diate and delayed IUD insertion after abortion have not reported
perforations in either group, and the absolute risk of perforation after
postabortion IUD placement is very low [55,56,60,83]. Ultrasound guid-
ance during postabortion IUD insertionmay furtherminimize the risk of
perforation.

Contraindications to providing immediate postabortion IUDs
Postabortion IUD insertion should be avoided in the setting of septic

abortion (GRADE 1C) [84]. It is also reasonable to defer insertion in the
event of a surgical complication at the time of abortion, such as uterine
perforation, atony or heavy bleeding, because IUD placementmay exac-
erbate these conditions or complicate postoperative assessment. Fur-
thermore, continued postprocedural atony and heavy bleeding may
increase the risk of IUD expulsion or the need to remove the IUD in
the setting of reaspiration.

7. How can health systems facilitate provision of immediate postabortion
contraception?

A large national cross-sectional study showed that 96% of US
abortion clinics incorporate contraceptive counseling into abortion
care and that many are able to provide women with short-acting
reversible contraception [85]. However, there are significant
barriers to provision of IUDs and implants at many clinics (GRADE
1B) [86,87]. In a survey of National Abortion Federation member fa-
cilities, 36% provide immediate postabortion IUDs and 17% provide
postprocedure implants, with the highest rates noted in states with
contraceptive coverage mandates or Medicaid family planning
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expansion programs [87]. From the perspective of clinics, the high
cost of these contraceptive devices, reimbursement restrictions on
contraceptive provision within abortion care and high patient
volume that requires efficient flow can all negatively affect access
to IUDs and implants at the time of surgical abortion [86,88,89].
Most women pay out of pocket for their abortion care and therefore
may not be able to afford the additional cost of an IUD or implant on
the same day as the procedure [90], and for womenwhose procedure
is covered by private insurance or Medicaid, additional services are
often not included. These restrictions on reimbursement to abortion
providers results in denial of postabortion contraception, which in
turn increases subsequent unintended pregnancy rates.

Progressive changes to clinic policy and national and local repro-
ductive health care law can improve access to contraceptives. Clinic-
based initiatives such as rigorous staff training in contraceptive
counseling and IUD and implant placement [76,90,91] (GRADE 1B)
and simplified STI screening protocols [76] (GRADE 1C) have in-
creased access to IUDs and implants and decreased pregnancy
rates. Other clinic-based initiatives that may improve contraceptive
provision include adjusting patient flow to allow for improved
preprocedure contraceptive counseling and ability to place IUDs
and implants at time of procedure [88] and conducting educational
outreach via phone, text or e-mail prior to the clinic appointment
to aid decision making [92–94].

When patients are offered immediate postabortion IUDs and im-
plants at no cost, they are significantly more likely to select these
methods [95]. Therefore, expansion of contraceptive insurance cover-
age, under the Affordable Care Act or through other funding initiatives,
gives patients awider range of contraceptive options at the time of their
abortion. As postabortion IUD and implant placement becomes more
common, Medicaid and other insurance plans may improve reimburse-
ment models by designating specific billing codes for postabortion
insertions.

8. Which methods of postabortion contraception are appropriate for
adolescents?

Adolescents are more likely than adult women to become
pregnant while using contraceptives; in the first year of reversible
contraceptive use, the failure rate is 13% for women younger than
20 and 8% for women older than 30 [96]. Adolescents may safely
initiate any contraceptive method immediately after their abortion
[96,97] (GRADE 1A). However, while only 11% of adolescents who
initiate such short-acting hormonal methods as the pill, the patch,
the ring and the injection continue to use these methods after
1 year [98–100], 82%–86% of those who start an IUD or implant con-
tinue to use these methods after 1 year [99]. In a recent meta-analysis
examining social and reproductive predictors of multiple pregnancies
among general adolescent populations [101], use of an IUD or implant
was the most influential factor in reduction of subsequent pregnancy
(pooled odds ratio, 0.19; 95% confidence interval, 0.08–0.45) (GRADE
1A). However, young women may be less aware than older women of
the option of IUDs and implants for contraception [102]. Since adoles-
cents have high fertility rates and since IUDs and implants are effective
and safe for young, nulliparous women, adolescents presenting for abor-
tion should be offered and counseled on IUDs and implants in addition to
other methods [103].

Conclusions

There is good and consistent evidence that initiation of a contracep-
tive method immediately after surgical abortion reduces the risk of fu-
ture unintended pregnancy. This is true regardless of the method of
contraception adopted. Hormonal methods of contraception have
been used widely immediately after surgical abortion. Despite the lack
of formal comparative studies, there is no evidence of any harmful effect
of immediate use of hormonal contraceptives. Immediate use of all
short-acting forms of combined and progestin-only hormonal contra-
ceptives after surgical abortion at any gestational age meets the criteria
for Category 1 in the USMEC. The use of implants and IUDs has been ex-
amined in formal studies of safety, which show no increase in adverse
events after immediate postabortion initiation. IUDs can be safely
placed at the time of surgical abortion and do not increase the risk of in-
fection or perforation. IUD expulsion rates are significantly higher after
second-trimester surgical abortion than after first-trimester surgical
abortion, but expulsion rates after first-trimester surgical abortion
may not differ significantly from interval placement. Continuation
rates of IUDs and implants placed immediately after abortion are high.

Recommendations

The following recommendations are based primarily on good quality
scientific evidence:

• All reversible hormonal contraceptive methods can be started im-
mediately after first- or second-trimester surgical abortion
(GRADE 1A).

• Women who desire an IUD or implant should be offered place-
ment at the time of abortion (GRADE 1A).

• Adolescents can safely initiate any reversible contraceptive, in-
cluding IUDs and implants, at the time of abortion (GRADE 1A).

The following recommendations are based primarily on moderate-
or low-quality scientific evidence:

• Dedicated contraceptive counseling at the time of abortion can im-
prove contraceptive use. Patient-centered approaches, such as MI,
may be the most successful approach (GRADE 1B).

• Staff training in contraceptive counseling and IUD placement and
simplified STI screening protocols are associated with increased
access to IUDs after abortion (GRADE 1B).

• Permanent contraception via laparoscopy or minilaparotomy can
be provided immediately after abortion (GRADE 1C).

The following recommendations are based primarily on consensus
and expert opinion:

• IUD insertion should be deferred in the setting of septic abortion or
such abortion complications as hemorrhage or perforation
(GRADE 1C).

Recommendations for future research

• Methods of periabortion contraceptive counseling that balance
contraceptive use and reproductive autonomy

• Optimal timing of periabortion contraceptive counseling
• Approaches to contraceptive counseling for adolescents
• Initiation of barriermethods, fertility-tracking applications and the
annual vaginal ring after surgical abortion

• Clinic-based, local, state and federal initiatives that expand access to
the full range of contraceptive options on the day of surgical abortion

• Factors that influence expulsion of IUDs placed immediately after
abortion

Sources

The authors used the following search terms in the Ovid MEDLINE
databases to identify relevant references published from 1946 to 2017:
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contraception counseling, patient-centered counseling, motivational
interviewing + contraception, induced abortion + contraception, post-
abortion contraception, combined hormonal contraception, contraceptive
patch, contraceptive ring, sterilization, intrauterine devices, contraceptive
implant, intrauterine device expulsion, abortion + contraception provi-
sion, adolescent contraception. Search terms were used singly and in
combination with each other to optimize the search. English- and
Spanish-language abstractswere reviewed and relevant articles obtained.
Authors used similar search terms in PubMed to identify articles in press.
Authors used the citations within those references to supply additional
sources for review.

Intended audience

This guideline is intended formembers of the Society of Family Plan-
ning and other health care professionals who are involved in the
counseling and provision of contraceptive or abortion care. This docu-
ment may also serve as a resource for health care advocates, clinics or
institutions, and insurance companies in determining policies regarding
periabortion contraception provision. The purpose of this document is
to review the medical literature evaluating contraceptive management
following surgical abortion with suction curettage. Although this
evidence-based review can be used to guide medical decision making,
it is not intended to dictate care.
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