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Induced Abortion

Most commonly performed gynaecological
operations

175,500 terminations in E&W annually

11,000 terminations in Scotland annually

1,500 from Northern Ireland  England

In Scotland 99.8% are done by NHS staff

In E&W 78% by NHS funded and 22%
through contracts with non-NHS providers

National UK Guidelines Levels of Evidence



Recommendations Information for Women

Presence of chlamydia, gonorrhoea and bacterial
vaginosis at time of abortion is associated with
increased risk

Long-term sequelae – tubal infertility and ectopic
pregnancy

Prevention of infective

complications

Level Ia evidence from a meta-analysis of RCTs

Use of antibiotic prophylaxis at the time of
abortion is associated with a reduction in the risk
of subsequent infective morbidity by around 50%
(Sawaya et al Obstet Gynecol 1996)



Substantial protective effect of antibiotics in ALL
subgroups of women undergoing therapeutic
abortion, even women in low-risk groups

No more placebo-controlled trials should be
performed, because women assigned to placebo
are exposed to preventable risk

Routine use of periabortal antibiotics in the
United States may prevent up to half of all cases
of postabortal infections

Compelling Evidence

Assuming a very low incidence of postabortal
infection of 1% in the 1.4 million average-risk
women undergoing abortion each year in the
United States, routine use of periabortal
antibiotics would prevent more than 6500 cases
of infection annually

Treating all average-risk women would cost
$336,000, but would save more than $965,000
annually in direct costs alone

Compelling Evidence

Controversies

Prophylaxis treatment to all – is it
cost effective?

Screen and treat

Penney et al 1998 compared
prophylaxis and a ’screen and treat’
strategy in terms of both clinical and
cost-effectiveness in a randomised trial

RCT data (PPenney et al 1998)

Primary outcomes measured:

Prevalence of post-abortion infective
morbidity as assessed by:

general practitioner

prescription rates

hospital re-attendances



RCT data (PPenney et al 1998)

1672 women recruited

Prevalence rates of:

C. trachomatis 5.6%

N. Gonorrhoea 0.19%

Bacterial vaginosis, 17.5%

RCT data (PPenney et al 1998)

Universal prophylaxis cost was less
than 50% that of screening with
treatment and follow-up of positive
cases

i.e. universal prophylaxis was at least
as effective as a policy of ‘screen and
treat’ in minimising short-term
infective sequelae of abortion and
could be provided at less cost

Other data

Scandinavian RCT of 1655 women
indicated that pre-operative treatment
with clindamycin cream reduced the
incidence of post-abortion infective
morbidity by a factor of four (Larsson PG et al
2000)

UK RCT indicated that peri-operative
metronidazole might reduce the risk of
infective morbidity by a factor of two
(Crowley T et al 2001)

Periabortion Prophylaxis

Evidence to support specific antibiotic regimens
for periabortion prophylaxis remains scant

Chosen regimen should cover both anaerobic
vaginosis and C. trachomatis



An updated guideline from the US
National Abortion Federation recommends
antibiotics at the time of surgical abortion
but does not suggest a specific regimen
(2003)

Recent UK and US guidelines on the
management of victims of sexual assault
recommend either the 7-day doxycycline
regimen or the immediate-dose
azithromycin regimen for prophylaxis in
that context (2002)

Periabortion Prophylaxis


