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INTRODUCTION
Medical abortion is the termination of a pregnancy through the use of pills. Using
abortion pills to end an unwanted pregnancy is a safe and effective abortion
method, especially when used in the first trimester. The medications used for
medical abortion are called misoprostol and mifepristone. Misoprostol can be
used alone or in combination with mifepristone. These medications cause a
process similar to a miscarriage. Medical abortion is also called “abortion with
pills” or “medication abortion”.
Self-managed medical abortion is the use of abortion pills to end a pregnancy
outside of formal medical settings, by women themselves1. Women and other
pregnant people who want to end their pregnancy need information about how
to use the medications effectively, what to expect, the precautions needed and
when it is necessary to get medical care. When people have correct information,
self-managing an abortion with pills in early pregnancy has been proven to be
safe and effective and is common throughout the world. Information about selfmanaging medical abortion safely can be empowering because it helps women
in protecting their lives and health.
The purpose of this guide is to support advocates and community health workers
to disseminate information about self-managed first trimester medical abortion.
It is a practical guide that has been written by Women Help Women, (www.
womenhelp.org), whose staff have worked for more than a decade on programs
for self-managed abortions with pills in restrictive settings. This guide was created
specifically to support the Mobilizing Activists around Medical Abortion (MAMA)
Network, which works in several countries in Sub-Saharan Africa. The network is
co-convened by Women Help Women, Trust for Indigenous Culture and Health
(TICAH) in Kenya and Giwyn in Nigeria.
Women Help Women would like to acknowledge the excellent materials of the
World Health Organization2–4 and the Gynuity Health Project5–7. We have adapted
some of their resources to the context of self-managed abortion.
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Note on language:
Women Help Women recognizes
that gender-specific terms do not
encompass the rights and identities
of all people that may seek to end
a pregnancy. We believe everyone
has the right to feel supported and
respected during their abortion
experience.

Self-Managed Medical Abortion: A Practical Guide
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BACKGROUND

Why is

information

about

misoprostol and
mifepristone/
misoprostol

needed?
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Misoprostol and mifepristone tablets
are on the list of essential medicines of
the World Health Organization (WHO)8.
Women can use these medications
to have a safe abortion on their own
if they have the correct information
about how to use them. Misoprostol is
also an important medicine for treating
incomplete miscarriage and preventing
post partum hemorrhage (excessive
bleeding) after birth.
According to the World Health
Organization, 56 million9 women each
year choose to have an abortion for
many different reasons. Abortion is one
of the most common medical procedures
for women around the world. Yet many
women do not have access to safe
abortion services and are forced to risk
their lives and health. Unsafe abortion is
a leading cause of maternal mortality.
Almost all abortion-related deaths occur
in developing countries, with the highest
number occurring in Africa. Each year
between 4.7% – 13.2% of maternal deaths
can be attributed to unsafe abortion10.

restrictive abortion laws (223 maternal
deaths per 100 000 live births) compared
to countries with less restrictive laws
(77 maternal deaths per 100 000 live
births)11.
When considering all causes of maternal
death, almost all (99%) occur in
developing countries. More than half
of these deaths occur in sub-Saharan
Africa and almost one third occur in
South Asia12.
Information about safe abortion options
helps women protect their lives and
health. Abortion using mifepristone plus
misoprostol has proven to be safe and
is effective 95-98%13 of the time if taken
during the first 12 weeks of pregnancy.
Abortion using misoprostol alone has
also been shown to be very safe and to
be effective 75-90%13 of the time if done
during the first 12 weeks of pregnancy.
Abortion with this medications is a safe
way to end a pregnancy. Many times
women use unsafe methods when
desperately trying to end an unwanted
pregnancy.

30 in every 100 000 women who have an
unsafe abortion die from complications.
That number rises to 220 deaths per
100 000 unsafe abortions in developing
regions and 520 deaths per 100 000
unsafe abortions in sub-Saharan Africa9.
Globally, 22,500 to 44,00011 women die
unnecessarily each year due to unsafe
abortion. Many more women suffer longterm complications such as infertility and
chronic pain.
The average maternal mortality ratio is
three times higher in countries with more
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Misoprostol is inexpensive and heatresistant. It has many uses, including
the treatment of stomach ulcers, and
for postpartum hemorrhage prevention
and treatment, incomplete abortion,
missed miscarriage and labor induction.
It is available in most countries. It is sold
under several brand (commercial) names
including Cytotec, Arthrotec, Isovent and
many other brands around the world. It
can be stored at room temperature14
and is thought to be effective after the
printed expiration date 15 if kept in the
original blister.
Misoprostol was originally registered in
many countries for prevention of gastric
ulcers. In some Latin American countries,
such as Brazil, women realized that the
label read “Do not use if pregnant; may
cause a miscarriage”16. Women with
unwanted pregnancies began using
misoprostol. Later, physicians and
scientists established the most effective
doses of the medicine for first trimester
abortion (abortion in the first 12 weeks
of pregnancy).

Mifepristone was developed as an
abortifacient in the 80’s and was first
used in France in 1987. It is now widely
used in countries where access to
abortion is less restricted. Mifepristone
is usually not registered or available in
countries with very restrictive abortion
laws. However, internet providers are a
source of mifepristone in many countries
where it is not legally registered.

Research shows that many solid
dosage formulations stored under
reasonable conditions in their
original unopened containers retain
90% of their potency for at least 5
years after the expiration date on
the label, and sometimes much
longer 15.

WHO information about how to use misoprostol for safe abortion can be found here:
https://apps.who.int/iris/bitstream/handle/10665/278968/9789241550406-eng.pdf
https://www.who.int/reproductivehealth/publications/unsafe_abortion/en/
Information about mifepristone plus misoprostol, as well as clear protocols for using
misoprostol alone, can be found at the Women Help Women website here:
https://mamanetwork.org/resources/
https://consult.womenhelp.org/en/page/378/in-collection/377/medical-abortion
https://consult.womenhelp.org/en/page/540/what-are-the-instructions-for-doing-a-medicalabortion-with-Misoprostol-alone
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Legal rationale

for sharing
information about
misoprostol and
mifepristone/
misoprostol

“

Everyone has the right
to freedom of opinion
and expression; this
right includes freedom
to hold opinions without
interference and to
seek, receive and impart
information and ideas
through any media and
regardless of frontiers.

Article 19
Universal Declaration
of Human Rights
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Article 19 of the Universal Declaration
of Human Rights states, “Everyone
has the right to freedom of opinion and
expression; this right includes freedom to
hold opinions without interference and to
seek, receive and impart information and
ideas through any media and regardless of
frontiers.” Even in countries that have not
signed the International Treaty of Human
Rights, one can always share scientific
information that is widely available on
websites and established by the World
Health Organization (WHO).

inciting, participating in, or being an
accessory to a crime. While in many
countries around the world it is not legal
for a woman to manage her own abortion
without a physician, it is generally NOT a
crime to share information that is posted
on the WHO and other websites.

It is important to understand that the
sharing of information about misoprostol
and mifepristone/misoprostol is not the
same as giving advice or encouraging
women to perform an illegal act. In this
way, those that give information are
protected from being prosecuted for

• The status of freedom of information
laws (in most countries these laws are
found in the Constitution, giving them
a higher legal status and priority over
other laws). It is important to know
whether there have been court cases
concerning the freedom of information
law and what the decisions in these
cases have been.

In each country, it is important to find a
legal expert who can clarify local laws on:
• Whether it is mandatory to denounce
a woman who has induced or received
an abortion.

• The legal definition of intent to commit
a crime. Usually this is not an issue, as
these laws tend to refer to crimes with
very severe punishment. However, it
is important to confirm that the legal
definition does not include abortion.
• Whether there are any statutes that
specifically outlaw giving information
about abortion and whether anyone
has ever been prosecuted for giving
information about abortion.
• In almost every country there are
exceptions that allow abortion to save
the life and/or health of the woman.
Therefore activists can argue that
giving information saves lives in specific
cases.
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OVERVIEW OF THE

MENSTRUAL
CYCLE AND
PREGNANCY

Menstruation
When a young woman reaches puberty, she
begins to ovulate - a process in which an
egg cell is released from one of the ovaries.
When ovulation has started, a woman can
get pregnant. Pregnancy can happen if the
woman has sex and the sperm fertilizes the
egg. Menstruation happens each time the
egg cell is not fertilized by the sperm.
The first menstruation (menarche) usually
starts between 12-13 years, but every girl/
woman is different. Menstruation usually
happens 14-16 days17 after ovulation when
the woman has not become pregnant.
During menstruation the lining of the uterus
is shed with blood through the vagina. The
amount and duration of bleeding varies
from woman to woman and can be different
each month.
A woman’s cycle starts on the first day of
blood flow, and ends with the first day of

the next menstrual period. The average
duration of a cycle is 28 days but women
may have cycles as short as 21 days, or as
long as 35 days18. The average duration of
blood flow is 4 days but anything from 2 to
8 days is considered normal18.
Most women ovulate 10 to 16 days after the
first day of their menstruation18. However,
the time from the first day of the period to
ovulation can vary widely among people and
some women have irregular cycles. Stress,
various types of intensive exercise, and diet
can affect the onset of menstruation and
the regularity of the menstrual cycle. Also,
disorders of ovulation are very common
and they can include infrequent or irregular
ovulation (usually defined as cycles of ≥36
days or <8 cycles a year) or absence of a
menstrual period (amenorrhea) in a woman
of reproductive age, which can even last a
few months.
A woman is generally most fertile (able
to become pregnant) a few days before,
during, and 24h17,19 after ovulation, but a
woman can get pregnant at any point
in her menstrual cycle!! Sperm survival
in women’s bodies is usually 1-2 days but
research shows that the probability of
sperm surviving 4 days is less than 5% and
less than 1% survive up to 7 days inside a
woman’s body17.

Pregnancy
If a woman becomes pregnant, she notices
that she has not gotten her menstrual
period (although some women do have
light bleeding while pregnant so they may
be confused by this bleeding). Typical
symptoms of pregnancy include nausea
and vomiting, excessive tiredness, fatigue,
frequent urination (particularly during
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Women can also confirm a pregnancy
by doing an ultrasound 5-6 weeks after
their LMP (Last Menstrual Period). If an
ultrasound is done before 6 weeks it is
possible it won’t show anything even if the
woman is pregnant24.
If a woman continues her pregnancy, she
will give birth between 37-42 weeks after
her last menstrual period25.

14 days
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Most home pregnancy tests will give an
accurate result if done as soon as the
menstrual period is missed or 3 weeks after
unprotected intercourse.
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To confirm whether or not a woman is
pregnant, she can take a pregnancy test
that determines the presence of a hormone
called human chorionic gonadotropin
(hCG) in the blood or in the urine. For a
urine test, she can buy a pregnancy test at
the pharmacy. For a blood test she must
see a doctor or clinician.

Gestational age

L PLUHTAESAEL PHASE
A
E
T
LU

the night) enlarged and tender breasts, and
changes in appetite. However, not every
woman experiences these symptoms.
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To calculate the length of a pregnancy, a
woman can count the number of days that
have passed since the first day of her Last
Menstrual Period (LMP). The gestational
age can also be established by ultrasound
or through a physical exam done by a
nurse, midwife or doctor. An experienced
professional will be able to assess the
duration of pregnancy through a pelvic
examination, starting from approximately
six weeks after the first day of her last
menstruation.

Human chorionic gonadotropin (HCG) is a hormone initially
produced around 5 days after fertilization and it continues to be
produced by cells of the future placenta25 after implantation, which
generally happens )6-10 days after fertilization21. HCG becomes
detectable in the women’s blood and urine between 6 and 14 days after
fertilization22. During the first 8 weeks of a normal pregnancy with one
embryo, the hCG level doubles about every 24 hours23.
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Ultrasounds are especially recommended if
the woman isn’t sure of the first day of her
last menstrual period or if she has become
pregnant without resuming her period after
an abortion or childbirth.
Qualitative blood pregnancy tests that
measure hCG levels can also be used to
calculate the gestational age for pregnancies
of up to 7 weeks26. After 60 days of
gestation, human chorionic gonadotropin
concentrations vary widely and are of
little value in predicting gestational age27.
After 7 weeks hCG levels may lead to an
underestimation of gestational age. Usually
the hCG levels reach a peak at around 10
weeks of gestation and then levels decrease
until about the 16th week of gestation where
they remain fairly constant until term27.
Pregnancies are conventionally dated in
weeks, starting from the first day of the last
menstrual period and not dated from the
fertilization as some people might think.
If a woman has a regular cycle of 28 days,
ovulation usually occurs about 2 weeks
after a woman’s menstrual period starts,
and fertilization usually occurs shortly after
ovulation28. Consequently, the gestational
age is about 2 weeks more than the weeks
passed since fertilization (the date of
conception). If women are sure of the date
of conception they can also estimate the
approximate gestational age by counting
the days that have passed since the sexual
intercourse and adding 2 weeks.

Self-Managed Medical Abortion: A Practical Guide
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CONTRACEPTION AND
EMERGENCY CONTRACEPTION
Contraception
About 85% of sexually active women
who do not use contraceptives become
pregnant within a year29. A woman
can ovulate as soon as 25 days after
childbirth29 and 8 days30 after abortion
or miscarriage. Women can also
become pregnant during menstruation.
Withdrawal of the penis prior to ejaculation
during
intercourse
and
periodic
abstinence has a higher failure rate than
other contraceptive methods. According
to Planned Parenthood statistics, about
22 out of 100 (approximately 1 in 5)
women who use withdrawal become
pregnant every year31.
An unwanted
prevented by:

pregnancy

can

be

• Practicing total abstinence
• Use of contraceptives. No method of
contraception gives 100% protection;
but some methods are more effective
than others.
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Your birth control choices:
The information below comes from Birth Control Choices32 written by Reproductive
Health Access Project in the USA. Some of these choices may not be available in your
country.

How well does it work?

The Implant

> 99%

Pros
•
•
•
•
•

Long lasting (up to 5 years)
No pill to take daily
Often decreases cramps
Can be used while breastfeeding
You can become pregnant right after it is removed

How to Use
A health care provider places it
under the skin of the upper arm
It must be removed by
a health care provider

Cons
•
•
•

Can cause irregular bleeding
After 1 year, you may have no period at all
Does not protect against human
immunodeficiency virus (HIV) or other sexually
transmitted infections (STIs)

How well does it work?

Pros
•

Progestin IUD

> 99%

•
•
•
•

May be left in place 3 to 7 years, depending on
which IUD you choose
No pill to take daily
May improve period cramps and bleeding
Can be used while breastfeeding
You can become pregnant right after it is removed

How to Use
Must be placed in uterus by a
health care provider
Usually removed by a health care
provider

Cons
•
•
•

May cause lighter periods, spotting, or no period
at all
Rarely, uterus is injured during placement
Does not protect against HIV or other STIs

How well does it work?

Copper IUD

> 99%

Pros
•
•
•
•

May be left in place for up to 12 years
No pill to take daily
Can be used while breastfeeding
You can become pregnant right after it is removed

How to Use

Must be placed in uterus by a
health care provider
Usually removed by a health care
provider

Cons

•
•
•
•

May cause more cramps and heavier periods
May cause spotting between periods
Rarely, uterus is injured during placement
Does not protect against HIV or other STIs

Self-Managed Medical Abortion: A Practical Guide
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How well does it work?

96%
The Shot

Pros
•
•
•
•
•
•

Each shot works for 12 weeks
Private
Usually decreases periods
Helps prevent cancer of the uterus
No pill to take daily
Can be used while breastfeeding

How to Use

Cons
•

Get a shot every 3 months

•
•
•
•
•

May cause spotting, no period, weight gain,
depression, hair or skin changes, change in sex
drive
May cause delay in getting pregnant after you
stop the shots
Side effects may last up to 6 months after you
stop the shots
Does not protect against HIV or other STIs

How well does it work?

93%
The Pill

Pros
•
•
•
•
•

Can make periods more regular and less painful
Can improve PMS symptoms
Can improve acne
Helps prevent cancer of the ovaries
You can become pregnant right after stopping the
pills

How to Use

Cons
•

Must take the pill daily

•
•

May cause nausea, weight gain, headaches,
change in sex drive – some of these can be
relieved by changing to a new brand
May cause spotting the first 1-2 months
Does not protect against HIV or other STIs

How well does it work?
93%
Progestin-Only
Pills

Pros
•
•

Can be used while breastfeeding
You can become pregnant right after stopping the
pills

How to Use

Cons
•

Must take the pill daily

•
•

Often causes spotting, which may last for many
months
May cause depression, hair or skin changes,
change in sex drive
Does not protect against HIV or other STIs

How well does it work?
93%
The Patch

Pros
•
•
•

Can make periods more regular and less painful
No pill to take daily
You can become pregnant right after stopping
patch

How to Use
Apply a new patch once a week for •
three weeks
•
No patch in week 4
•

18

Cons
Can irritate skin under the patch
May cause spotting the first 1-2 months
Does not protect against HIV or other STIs
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How well does it work?

The Ring

93%

Pros
•
•
•
•
•
•

One size fits all
Private
Does not require spermicide
Can make periods more regular and less painful
No pill to take daily
You can become pregnant right after stopping
the ring

How to Use
Insert a small ring into the vagina
Change ring each month

Cons
•
•
•

Can increase vaginal discharge
May cause spotting the first 1-2 months of use
Does not protect against HIV or other STIs

How well does it work?

External
Condom

87%

Pros
•
•
•
•
•
•

Can buy at many stores
Can put on as part of sex play/foreplay
Can help prevent early ejaculation
Can be used for oral, vaginal, and anal sex
Protects against HIV and other STIs
Can be used while breastfeeding

How to Use
Use a new condom each time
you have sex
Use a polyurethane condom
if allergic to latex

Cons
•
•
•

Can decrease sensation
Can cause loss of erection
Can break or slip off

How well does it work?

Internal
Condom

79%

Pros
•
•
•
•
•
•

Can put in as part of sex play/foreplay
Can be used for anal and vaginal sex
May increase pleasure when used for anal and
vaginal sex
Good for people with latex allergy
Protects against HIV and other STIs
Can be used while breastfeeding

How to Use
Use a new condom each time you
have sex
Use extra lubrication as needed

Cons
•
•
•
•
•

Can decrease sensation
May be noisy
May be hard to insert
May slip out of place during sex
Requires a prescription from your health care
provider

How well does it work?
Withdrawal
Pull out

80%

Pros
•
•

Costs nothing
Can be used while breastfeeding

How to Use
Pull penis out of vagina before
ejaculation (that is, before
coming)

Cons
•
•
•
•

Less pleasure for some
Ineffective if penis is not pulled out before
ejaculation
Does not protect against HIV or other STIs
Must interrupt sex

Self-Managed Medical Abortion: A Practical Guide
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How well does it work?
Diaphragm

83%

Pros
•
•
•
•

How to Use
Must be used each time you have
sex
Must be used with spermicide

Cons
•
•
•

How well does it work?
85%
Fertility
Awareness

•
•
•

79%

•
•
•
•

•
•
•

How to Use

Emergency
Contraception
Pills

•
•
•
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May raise the risk of getting HIV
May irritate vagina, penis
Cream, gel, and foam can be messy
Pros

•
•
•

How to Use
Works best the sooner you take it
after unprotected sex
You can take EC up to 5 days after
unprotected sex
If pack contains 2 pills, take both
together

Can buy at many stores
Can be put in as part of sex play/foreplay
Comes in many forms: cream, gel, sponge, foam,
inserts, film
Can be used while breastfeeding
Cons

How well does it work?
58 - 94%
Ulipristal acetate EC works better than
progestin EC if you are overweight
Ulipristal acetate EC works better than
progestin EC in the 2-5 days after sex

Must use another method during fertile days
Does not work well if your periods are irregular
Many things to remember with this method
Does not protect against HIV or other STIs

Pros

•

Insert spermicide each time you
have sex

Costs little
Can be used while breastfeeding
Can help with avoiding or trying to become
pregnant
Cons

How well does it work?

Spermicide

Using spermicide may raise the risk of getting HIV
Should not be used with vaginal bleeding or
infection
Raises risk of bladder infection
Pros

How to Use
Predict fertile days by: taking
temperature daily, checking
vaginal mucus for changes,
and/or keeping a record of your
periods
It works best if you combine with
other contraceptive methods
Avoid sex or use condoms/
spermicide during fertile days

Can last several years
Costs very little to use
May protect against some infections, but not HIV
Can be used while breastfeeding

Can be used while breastfeeding
Available at pharmacies, health centers, or health
care providers: call ahead to see if they have it
People of any age can get progestin EC without a
prescription
Cons

•
•
•
•
•
•

May cause stomach upset or nausea
Your next period may come early or late
May cause spotting
Does not protect against HIV or other STIs
Ulipristal acetate EC requires a prescription
May cost a lot

Emergency
contraception (EC)
Emergency contraception is birth
control that can prevent pregnancy
after unprotected sex. Emergency
contraception is also called “the morning
after pill” or EC. A woman can use
emergency contraception right away, or
up to five days after sex, if a woman thinks
that her birth control failed or if she had
unprotected sex without contraception.
The sooner she uses EC the more effective
it will be.
When used correctly, the emergency
contraceptive pill reduces the chances
that women will get pregnant after
unprotected sex, BUT:
• It is not 100% effective at
preventing
pregnancy
after
unprotected intercourse. It is less
effective than birth control that is
used before or during sex, such as
condoms, birth control pills, or an
IUD.
• It does not prevent pregnancy
if the woman has unprotected
intercourse again after taking it.
• Women who don’t want to get
pregnant can start using effective
contraception immediately or as
soon as possible after using EC.

Emergency contraception
around the world include:

options

•
•
•
•

Copper-T Intrauterine Device (IUD).
Ulipristal acétate (30 mg).
Mifepristone (25mg).
Progestin only EC (Levonorgestrel 1,5
mg) Should ideally be taken within 24h
after unprotected sex.
• “Combined” emergency contraceptive
pills (2 doses of 0,5 mg
of
levonorgestrel and 0,1 mg of ethinyl
estradiol taken 12 hours apart).
• Yuzpe method - certain birth control
pills can be used as EC.
On this website, http://ec.princeton.edu/,
there are lists by country of which birth
control (contraceptive) pills are available
which can also be used as EC and how to
use them as emergency contraception.
This website can also answer most of the
questions you might have about EC.
The most effective EC is the copper-T
intrauterine device (IUD) with less than
0.01% of women getting pregnant33.
Both ulipristal acetate and mifepristone
are effective within 5 days after
unprotected intercourse. With these
types of emergency contraception, only
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1.2% of users34 will become pregnant. It
is the preferred method when compared
to progestin only contraception or
“combined” emergency contraceptive.
When progestin only EC (levonorgestrel
1,5 mg) is taken within 72h after
unprotected intercourse only 0.6–2.6%33
will become pregnant. Studies show this
method could be used up to 96 hours/ 4
days after unprotected sex35.

Women
who
start
hormonal
contraception soon after the use of EC
are advised to do a pregnancy test even
if they have bleeding; bleeding associated
with the contraceptive method may not
represent menstruation. Pregnancy (or
lack of pregnancy) can be determined by
a urine pregnancy test taken 21 days after
unprotected sexual intercourse33.

‘Combined’ emergency contraceptive
pills and the Yuzpe method have been
shown to be less effective than other EC
methods and should only be chosen if all
other methods are unavailable.
The effectiveness of EC is difficult
to study. In general pharmaceutical
companies advertise the effectiveness
of their products based on studies that
include all women that have taken EC
and not only the ones that were at risk
of becoming pregnant. A significant
number of the women enrolled in these
studies would not have become pregnant
in any case33. A trial suggested that the
percentage of pregnancies prevented by
LNG-EC taken within 72 hours would be
estimated 69% 36 and 85%36 for UPA.
Pregnancy testing is advised if, after EC,
the next menstrual period is delayed by
more than 7 days, is lighter than usual
or is associated with abdominal pain
that is not typical of the woman’s usual
dysmenorrhoea and/or if the woman
has any other symptom of pregnancy. In
summary, EC does not always prevent a
pregnancy and contraception used before
intercourse is more effective. After using
EC, a woman should still monitor her body
for signs of an unplanned pregnancy.
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MEDICAL
ABORTION
Self-Managed Abortion With Pills: A Practical Guide
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MEDICAL
ABORTION

Mifepristone plus misoprostol, or misoprostol
alone, will cause a process similar to a
miscarriage. The uterus will contract and push
out the products of conception; this process
involves bleeding, passing tissue and/or clots
and cramping.

Medical abortion is the termination of a
pregnancy through the use of pills. Medical
abortion has been thoroughly researched and
is recommended as a safe abortion method
by the World Health Organization (WHO)
and other research organizations2,7,37,38. As a
reminder, the information in this manual only
applies to pregnancies of up to 12 weeks.

The recommended types of medical abortion
that are safe and most effective are:

Mifepristone and misoprostol
(95-98% effective)13

+

Misoprostol alone
(75-90% effective)13
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Medical abortion In the manual
these two medical abortion methods
will be presented simultaneously, giving
an opportunity to better understand
the differences and similarities of
both methods. At pp 43-44 you will
find a check-list that can be used for
counseling women seeking a medical
abortion.
Effective

medical abortion in this
manual signifies that no additional
medical treatment was needed. Failure
of medical abortion refers to all cases
where medical or surgical intervention
was needed for a complication or due
39
to a continuing pregnancy .
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Misoprostol alone
availability
Misoprostol is available in most countries
including where access to abortion is
restricted. It is sold under the brand names of
Cytotec, Arthotec, Misotac and many others.
Misoprostol is inexpensive, heat resistant and
can be stored for years.

Mifepristone availability
Mifepristone is currently available in 68
40
countries ; in most of these countries
abortion is authorized under certain
conditions.

How misoprostol
alone works

What is supposed
to happen?
If the medical abortion is effective,
the woman will experience
cramping
and
menstrual-like
bleeding (usually longer and more
intense) with visible clots and
products of conception depending
on pregnancy length. The risk of
a complication during medical
abortion is very low and is the
same as when a woman has a
miscarriage. Up to 20 percent of
all recognized pregnancies end in
miscarriage42.

Misoprostol softens and opens the cervix and
causes the uterus to contract and push out
the products of conception.

How mifepristone
and misoprostol
combination work
Mifepristone
blocks
receptors
for
progesterone, a hormone necessary to
maintain a pregnancy41. It also makes the
uterus more receptive to misoprostol.
Misoprostol causes contractions of the
uterus, which result in the expulsion of the
pregnancy.

In the IPPF website https://
www.medab.org/ it is possible
to get information of the brands
available in each country.
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Before using the medications
What are the few medical conditions
that can be a problem?
Almost all women can do a self-managed medical abortion but in very few cases
some medical conditions can be a problem.

Using misoprostol alone
Women who shouldn’t attempt to self-manage abortion with misoprostol
alone13 are those with:
•
•

Previous strong allergic reaction to misoprostol.
Known or suspected ectopic pregnancy.

Using mifepristone and misoprostol

+

Women who shouldn’t attempt to self-manage abortion with mifepristone
and misoprostol13 are those with:
•
•
•
•

Previous strong allergic reaction to mifepristone and or misoprostol.
Known or suspected ectopic pregnancy.
Inherited porphyryria.
Chronic adrenal failure or hepatic failure.

Usually a woman knows if she has one of these last two medical conditions.

Ectopic (outside of the uterus) pregnancy

is an uncommon, but
potentially life-threatening event, occurring in 1.5–2% of pregnancies 13. If
the medications are used they will not be harmful or cause rupture, but they
will not be effective in terminating the pregnancy.
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Recommended precautions
(Condition

What to do)

If a woman presents severe/unstable health problems,13,37 which include
hemorrhagic (bleeding) disorders, heart disease, severe anemia and/or other
severe/unstable health problems. Some serious illnesses, such as severe anemia or
hemophilia can create problems because of the heavy blood loss involved.
If the
woman has no other safe abortion options she can consider medical abortion but should
have someone with her and be near medical care in case of a complication.
If the woman has been diagnosed with an STI like Chlamydia or Gonorrhea
advised to see a doctor so that the infection can be treated.
If she has an intrauterine device (IUD), in this case
first .

she is

she should have the IUD removed

IUD In case the woman cannot remove the IUD (if no doctor or health
professional agrees to remove it) she can still do the medical abortion. There
are no studies to verify whether having an IUD in place poses actual risks
during medical abortion37. Miscarriage with an IUD in situ is probably quite
common and is not necessarily life-threatening43.

Self-Managed Medical Abortion: A Practical Guide

27

Prior to using medication:
• A woman should make sure she is pregnant. Pregnancy can be confirmed by
pregnancy test (urine or blood) or ultrasound.
• A woman should be less than 12 weeks pregnant, 84 days since the first day of the
last menstrual period. Medical abortion after 12 weeks requires a different protocol
and different information about the process and what to expect. The chance of a
complication is higher and the experience can be physically, and for some women
emotionally, more difficult. Like with a miscarriage, the risks and severity of
complications increases with the length of the pregnancy.

Using
misoprostol alone

12 MISOPROSTOL
200mg

Get 12 misoprostol 200 mcg and make sure she
knows how to use the pills, the normal symptoms
and the signs of a complication.

Using mifepristone and
misoprostol
Get 1 mifepristone 200mg and 4 misoprostol
200 mcg and make sure she knows how to use
the pills, the normal symptoms and the signs of
complication.

1 MIFEPRISTONE
200mg

&

4 MISOPROSTOL
200mg

Medications aren’t dangerous but the side effects of the medicine
can be unpleasant and there is no reason to take any medicine that
is not needed.

28

Self-Managed Medical Abortion: A Practical Guide

Making a plan
While having the abortion, even if it isn’t necessary, it can be helpful to have someone
close by; this can be a partner, friend or relative who knows about the abortion and who
can help in the rare cases of complications. It is also good to have someone available for
emotional support. If a woman has any issues such as depression, post-traumatic stress,
or another condition that may make the experience particularly difficult or less safe, it is
critical not be alone. It is important to acknowledge that for some women informing the
partner, a friend or family member can result in violence, isolation or being blocked from
doing a self-managed abortion.
Women may want to arrange for childcare or other tasks ahead of time, and make a
plan so that the experience is as convenient and stress-free as possible.

Women can buy painkillers, anti-nausea medicine (so that she does not vomit up the
pills) ahead of time.

Women shouldn’t be more than a couple of hours away from a hospital or medical
facility so that, if complications occur, medical aid will be near. Nevertheless if women live
in very isolated areas and cannot be near a medical facility it will be much safer to have
an early medical abortion than to continue the pregnancy, go into labor and deliver44.
Women can think about where to go in case of a complication and what to say when she
sees the medical staff.
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Doing a self-managed abortion with
misoprostol alone
1st dose: A woman should put 4 pills of 200 micrograms (in total 800 mcg) of misoprostol
under the tongue . She should not swallow the pills for at least 30 minutes until the tablets
are dissolved! (She can swallow her saliva). After 30 minutes it is OK to swallow the remnants
of the pills).
2nd dose: After 3 hours she should put another 4 pills of misoprostol under the tongue and
let dissolve.
3rd dose : After 3 hours she should put another 4 pills of misoprostol under the tongue and
let dissolve.
Women shouldn’t eat or drink anything while the pills are dissolving to avoid swallowing them
before the 30 minutes. Anything left in the mouth after 30 minutes can be swallowed. Before
and after using the misoprostol she can eat and drink normally, but should not use drugs or
alcohol that could affect her consciousness; she needs to be able to pay attention to her body.

12 pills in total
to be taken in 3 doses of
4 pills every 3 hours:

Place 4
misoprostol pills
under the tongue

30

min

For 30 minutes
Do not swallow, let it dissolve

After 3 hours place
another 4 pills
under the tongue

30

min

For 30 minutes
Do not swallow, let it dissolve

After 3 hours place
another 4 pills
under the tongue

30

min

For 30 minutes
Do not swallow, let it dissolve

The success rate in the first 12 weeks of pregnancy is 75% - 90%13. This means that
8 to 9 of every 10 women who use misoprostol correctly will have a safe abortion after
this procedure, without needing additional medical care. The research shows that after a
medical abortion with misoprostol alone in the first 12 weeks, 4-8 %45–48 of women will have
a continuing pregnancy.
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Doing a self-managed abortion with
mifepristone and misoprostol
In the first 12 weeks of pregnancy, a woman will need 1 mifepristone 200mg and 4 misoprostol
tablets (200 mcg each)
1st: Mifepristone should be swallowed with a glass of water.
2nd : 24 hours later, the woman should take 4 pills of 200 micrograms (in total 800 mcg) of
misoprostol - place the tablets between the gum and cheek, two on the left side and two
on the right side. She should not swallow the pills for at least 30 minutes until the tablets are
dissolved! (She can swallow her saliva). After 30 minutes it is OK to swallow the remnants of
the pills).

MIFEPRISTONE
200mg

MISOPROSTOL
200mgc each

1 Mifepristone tablet (200 mg) plus
4 Misoprotol tablets (200 mg each)

+

MIFEPRISTONE

The mifepristone
shold be swallowed
with a glass of water.

24 hours later the woman can use
4 pills of misoprostol bucally

24
hours

between the gum and the
cheek, two on the left side and
two on the right side.
All four pills shoud be left in the mouth
for approximately 30 minutes to dissolve.

30
min

The success rate in the first 12 weeks of pregnancy is 95-98%13. This means that only 1
of every 20 women who use mifepristone and misoprostol correctly will still need additional
medical care. The research shows that after a medical abortion with mifepristone and
misoprostol in the first 12 weeks around 1,3% of women will have a continuing pregnancy49.
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Additional
information
Anti-nausea medications - The most recommended
medications to treat nausea and vomiting (antiemetics) while
doing a medical abortion are domperidone and metoclopramide.
There are other types of antiemetics that might interfere with
the abortion process. The woman might also preventively get
antidiarrheals (medications that stop or slow diarrhea).

Route of administration - Misoprostol can be administered
sublingually (under the tongue), bucally (between the gum
and cheek) or vaginally (inside the vagina). When used for
abortion misoprostol is NOT very effective when swallowed50,
because it is digested in the stomach. When misoprostol is
used sublingually, bucally or vaginally the medicine is directly
absorbed into the blood.
Vaginal route - Because pills used in the vagina
may be found by a doctor up to 4 days after using
them it is recomended to use misoprostol under the
tongue (sublingual). If a woman decides to use the
pills vaginally, it is important to know that in most
countries it is illegal to self-induce an abortion. In case
of a complication or if she wants to see a doctor or go
to the hospital she should make sure to take out all
the remains of the medications before she sees the
doctor or she could face legal problems. If she does
not have a doctor she trusts, she can say she was
having a miscarriage; the symptoms of a miscarriage
and a medical abortion are exactly the same.
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Misoprostol
alone
Buccal route is less recommended since it is associated with more continuing pregnancies51
when using misoprostol alone.
Interval dosing - If administration is sublingual, the intervals between misoprostol doses
need to be short, 3h is the recomended interval. When the pills are used vaginally interval
dosing can be increased from 3h to 12h52.
Number of doses - An important study showed that repeating 3 doses of 800 mcg of misoprostol
48
4
for a first trimester abortion is more or less 84% effective . Recent WHO guidelines refer that
repeating doses of misoprostol can be considered as needed to achieve success of the abortion
process. They do not establish a maximum number of doses of misoprostol, so it is possible to
use more than 3 doses to successfully complete the abortion. Precaution should be taken in
4
cases of individuals with prior uterine incision and with advanced gestational age , but normally
this doesn’t concern first trimester abortions.

+

Mifepristone and
misoprostol

Vomiting - If a woman vomits the mifepristone less than 1,5 hours after she took it, the effect
of the medicine may be impaired41.
Interval between mifepristone and misoprostol - misoprostol should be used approximately
24-48 hours after swallowing the mifepristone for best results. However, research has shown
that misoprostol can be used with success in the first trimester if taken from 8 hours up to 72
hours48 after mifepristone.
Repeating misoprostol - If there is no bleeding 4h after the first dose of misoprostol it is
possible to take an additional dose of 400mcg of misoprostol. Success rates are higher when
misoprostol dosing is repeated, some reasearch show it lowers the number of continuing
pregnancies53–55.
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What to expect after
medical abortion
Bleeding
Bleeding and cramping will be experienced by women undergoing medical abortion and are
necessary for the process to occur. Bleeding is the first sign that the abortion is starting. If
the abortion continues successfully, bleeding and cramps will become more intense and the
expulsion of the products of conception will occur. But this can take more or less time. The
expulsion can be noticed with a peak of heavier blood and tissue loss and more pain and cramps.
Heaviest bleeding may last for 1 to 4 hours as the pregnancy is being expelled. Bleeding is often
heavier than a normal menstruation with clots. The longer the pregnancy, the more heavy the
cramps and the bleeding might be. Generally, cramping will subside after the pregnancy and
tissue passes. The bleeding will gradually decrease over the next few days, and light spotting
often continues for one to three weeks, but sometimes more or less. Every woman’s experience
is different. The normal menstrual period usually returns after four to six weeks but this can also
vary.
Bleeding after using misoprostol alone
56
Bleeding usually starts within 2-4 hours after using the pills, but sometimes
begins sooner or later. The expulsion of the products of conception will normally
occur 6h-11h52 after the first dose of misoprostol.

Bleeding after using mifepristone and misoprostol

+

57
Bleeding usually starts within 1-2 hours after using misoprostol, but
sometimes begins sooner or later. Women should be informed that before
using the misoprostol 11%57 of them may bleed anyway and 3%41 of them will
have a miscarriage without the second medication. Around 67% will have a
complete abortion 4 hours after using misoprostol and 90% after 24h58.

Ovulation after MA
Ovulation can can occur as soon as 8 days30 after the abortion was induced,
so menstruation can resume 3-7 weeks after the abortion or even later.
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Side Effects
Side effects of misoprostol
Misoprostol DOES have side effects. If a woman has no side effects at all, it is possible that
she does not have genuine misoprostol. Side effects of the misoprostol can include cramps,
59
chills, slight fever, nausea, vomiting, diarrhea and skin rash . Numbness in the tongue
or palate is also a possible side effect when using misoprostol sublingually or buccaly. These
side effects usually do not last for more than a few hours after using the misoprostol and not
all women experience all of them. The intensity of the side effects can also vary.Women using
misoprostol alone normally report more intense side effects60 than women using mifepristone
and misoprostol. This can be explained by the fact that in the combined method the amount of
misoprostol used is 3 times lower and because mifepristone increases uterine contractility and
sensitizes the uterus to misoprostol61.

Side effects of mifepristone
Generally, mifepristone has no side effects.

Pain
Most women will experience some pain. Cramps are part for the process. The cramping causes
the bleeding and expulsion of the pregnancy. Not all women feel pain but most describe the
pain as more intense than during normal menstruation or similar to the pain during miscarriage
for those who have experienced it.
Cramps after using misoprostol alone
56
Cramps generally start within 1,5h- 3h hours after the first dose of
misoprostol.

+

Cramps after using mifepristone and misoprostol
57
Cramps generally start within 0-2h hours after misoprostol, and around 7%
of women57 will have cramps before using the misoprostol.
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Handling pain
It is possible to take painkillers preventively and/or when the pain arises. According to current
research the most appropriate painkiller for the cramps during medical abortion is ibuprofen62.
Women can also use other nonsteroidal anti-inflammatory medications or paracetamol. Other
examples of known NSAID’s are Diclofenac, naproxen; aspirin is not recomended. If the woman
needs it, she can alternate an NSAID with paracetamol every 3h. She is advised to check the
maximum daily dosage.
Hot water bottles or a heating pad also help. Other methods for reducing pain are relaxing with
music, a movie, or whatever a woman generally uses when dealing with menstrual cramps.

What will be seen
Depending on the length of pregnancy, a small gestational sac, which is white and looks like
a small piece of sponge may be seen. If the woman is five to six weeks pregnant, there will be
no visible embryo and the gestational sac will measure 1-3 cm41; it is unlikely that the woman
will see the products of conception. From 7 weeks onwards, a small embryo might be visible
inside the sac. At 9 weeks the embryo measures around 2,5 cm41; by 12 weeks the fetus will be
approximately 9 cm63 crown to heel.
If the woman prefers she can flush the products of conception down the toilet to avoid seeing
anything. Nevertheless, for some women, viewing the tissue can be very reassuring to confirm
that the abortion was successful.
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Needing additional
medical care
While combined medical abortion (mifepristone and misoprostol) and misoprostol
alone are safe and effective methods of ending an unwanted pregnancy when used
in the first 12 weeks of pregnancy, there is a small risk of needing additional care.
The risk of complications is very low, but it slightly increases with the pregnancy
length. The risk is the same as when a woman has a miscarriage (miscarriage
happens in 15-20% of all pregnancies).

Signs of a complication:
There are 4 signs of complication women need to know. When a woman presents
one or more of the following signs of complication she should seek medical care:
Heavy bleeding that soaks more than 2 sanitary maxi pads per hour for
more than 2 or 3 hours (if the stream of blood is like a stream of water from
an open faucet). Feeling dizzy or light-headed can be a sign of too much
blood loss, and dangerous to the woman’s health (very rare).
Strong pain that does not go away with painkillers within a few days after
taking the medications.
Vaginal discharge that smells bad.
Fever of over 38o C for more than 24 hours, or if she has a fever of more than
39o C degrees at any time.
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The treatment of any complication of abortion is exactly the same as the treatment for
complications of a miscarriage. The treatment of miscarriage is routine and available
in all hospitals and basic medical centers. Treatments can involve antibiotics and/
or vacuum aspiration to empty the uterus in case of infection, or an extra dose of
misoprostol to help with incomplete abortion.
If there is a complication, a woman can always go to the hospital or to any doctor and
say she had a miscarriage. The doctor will treat her as if she had a miscarriage. There
will be no way that the doctor can know she has taken medications unless the woman
discloses.

Detecting misoprostol
It is recommended that women use the pills under the tongue because
they will dissolve completely and the medicine will be absorbed into
the body directly through the skin inside that part of the mouth.
There is no routine blood or urine test that can be done to prove that
a woman used misoprostol. Even if it is technically possible, the few
facilities with the capacity to detect misoprostol in blood are in Europe
and Asia, and the assays are very expensive and rarely used64.
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Additional medical care while using
misoprostol alone
Around 10-25%13 of women using misoprostol alone during the first 12
weeks of pregnancy will need additional medical care.
Overall % of women that require surgical
intervention after using misoprostol
alone
Gestational age
Up to 7 weeks

14,10%47

Between 7-9 weeks

16,80%47

Between 9-13 weeks

21,40%46

Additional medical care while using
mifepristone and misoprostol
Around 2-5%13 of women using mifepristone and misopostol during the
first 12 weeks of pregnancy will need additional medical care.

+

Overall % of women that require surgical
intervention after using mifepristone and
misoprostol
Gestational age
Up to 7 weeks

2%55

Between 7-9 weeks

2,5%55

Between 9-13 weeks

3,2%49
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Possible Complications
As described above, the risk of complications is low and serious complications are
extremely rare. Specific complications include:

After using misoprostol alone
• Continuing pregnancy this means that the pregnancy continues to develop despite the
use of the medications. It happens in around 4-8 % 45–48 of cases.

• Incomplete abortion means that although the pregnancy has ended the woman
presents signs of complication and a vacuum aspiration is performed. It happens in around
10%52 of cases.
• Infection - the overall frequency of diagnosed or treated infections reported after medical
abortion was 0.92%68.
• Serious complications requiring hospitalization or transfusion was estimated at most
0.2%48. Reports of death are extremely rare and are comparable to that for early surgical
abortion (0.1 deaths per 100,00069 surgical abortions up to 9 weeks) and for miscarriage
(UK recent records show 0.22 deaths per 100,000 miscarriages69).

After using mifepristone and misoprostol
• Continuing pregnancy this means that the pregnancy continues to develop despite the
•
•
•
•

use of the medications. It happens in around 0,7%49 of cases.
Incomplete abortion it means that although the pregnancy has ended the woman
presents signs of complication and a vacuum aspiration is performed. It happens in around
2-5%13 of cases.
Bleeding excessive enough to warrant either a blood transfusion or back-up curettage
(aspiration) is extremely rare (0%-0.2% and 0.3%-2.6% of cases, respectively)41.
Infection - the overall frequency of diagnosed or treated infections reported after medical
71
abortion was 0.016% .
Serious complications requiring hospital admission or emergency care occur in around
0,16 %71 of cases. Reports of death are extremely rare and are comparable to that for
early surgical abortion and for miscarriage65 (0.1 deaths per 100,00066 surgical abortions
up to 9 weeks) and for miscarriage (UK recent records show 0.22 deaths per 100,000
miscarriages67).
Incomplete Abortion
Abortion is a process that can last for several weeks before the uterus is empty so the concept
of incomplete abortion can be confusing. Remaining material in the uterus without other
symptoms is not considered an incomplete abortion. If there are no signs of complication
there is no need for medical attention. Misoprostol or expectant management
(wait for the
65
tissue to pass out of the womb naturally) are good and safe alternatives .
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After doing a self-managed
medical abortion
Making sure it was
successful
If a woman had a successful abortion, the pregnancy symptoms (like nausea, fatigue) should
disappear within a few days and she should not feel pregnant anymore41. Breast tenderness can
continue for up to 3 weeks. Some women know the abortion is successful because they see the
products of conception. Even if the woman feels she is not pregnant anymore, it is important to
confirm the abortion was successful.
Women should either do an ultrasound or do a pregnancy test, because the hormones of
pregnancy stay in the body for several weeks even if the abortion was successful. A pregnancy
test will usually not be accurate until at least 3-4 weeks after an abortion. If the test is done too
early a woman might have a false positive test result.
Ordinary urinary pregnancy tests can be positive for up to 6 weeks
after a successful abortion,41 30 days after the medical abortion,
25% of women will still have detectable hCG in the urine72.
Another alternative is for women to get a blood pregnancy test when they have the abortion (it
can also be done just before or after the abortion) and then repeat the test 4-5 days after the
abortion. If the level of hormone called hCG reduces significantly, this is a sign the abortion was
successful.
When the abortion is successful the hCG levels reduce 50 % every 2
73
days .
If a woman has no pain, fever or heavy bleeding, nor a strong suspicion of an ongoing pregnancy,
she should not have the ultrasound before 10 days. Even several weeks after a successful
abortion it is normal for some blood and tissue to remain in the uterus, and if a woman has her
ultrasound too soon a doctor might perform a D&C or vacuum aspiration that is unnecessary.
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If there is a continuing
pregnancy
In some cases, Medical Abortion will not end the pregnancy
(this is different than an incomplete abortion; see pp 40).
40

After using misoprostol alone
A continuing pregnancy will happen in about 4-8%45 of cases after use of misoprostol alone
for medical abortion in the first trimester.
Overall % of women that have a continuing
pregnancy after using misoprostol Alone
Pregnancy Length
47

Up to 7 weeks

4,7%

Between 7-9 weeks

7,1%

Between 9-13 weeks

7,2%

47
46

After using mifepristone and misoprostol
A continuing pregnancy will happen in about 0,7%49 of cases after use of misoprostol alone
for medical abortion in the first trimester.

+
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Overall % of women that have a continuing
pregnancy after using mifepristone and
misoprostol
Pregnancy Length
63

Up to 7 weeks

0,1%

Between 7-9 weeks

0,5%

Between 9-13 weeks

1,5%
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Signs that the abortion
wasn’t successful
If no bleeding or little bleeding occurs, the abortion did not take place. There
are 4 possible reasons that the abortion did not happen:
1. The medications were fake. Unfortunately there are many scams that take
advantage of a woman who has an unwanted pregnancy. If the pills caused
NO chills, nausea, diarrhea or cramps, it was likely not genuine medicine.
2. The pregnancy is ectopic (outside of the uterus). Medical abortion
medications will not increase the risk of complication but it won’t treat an
ectopic pregnancy either. If the woman can get an ultrasound, an ectopic
can be diagnosed. This is a potentially life–threatening situation and will be
treated in all situations if identified.
3. The woman did not have the proper instructions and did not use the right
quantity or dosage of pills, or did not use them as directed.
4. Medical abortion isn’t 100 % effective.
Even after using misoprostol alone
correctly 4-8%45–48 of women will
have a continuing pregnancy.

Even after using mifepristone and
misoprostol correctly up to 0,7 %55,74
of women will have a continuing
pregnancy.
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Repeating medical
abortion
If the pregnancy continues the woman can try to use the
medications again (pp. 28-29). Women should know that even
if they repeat the procedure, it could fail again. If the woman is
unsure about whether she bled enough to end the pregnancy,
the only way to confirm that she is no longer pregnant is to
have an ultrasound as soon as possible.
If the woman believes that the medication did not work, she
is sure she is pregnant and cannot confirm if the pregnancy
continues she can try the medications again. Medical abortion
with mifepristone and misoprostol or a surgical abortion are
more effective methods.
If the pregnancy continues, the use of misoprostol is
associated with a slightly increased risk of birth defects such
as deformities of the hands or feet and problems with the
nerves of the fetus .

Malformation
It is important to know that there is a small risk of
malformation due to the use of misoprostol. Around
1% of exposed fetuses develop fetal abnormalities
associated with the use of misoprostol50. These
abnormalities include Moebius syndrome, limb
defects, club foot, central nervous system anomalies
and anomalies of the palate.
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Bleeding and contraception
after medical abortion
After the abortion, a woman can expect light bleeding for 1-3 weeks, but this can vary,
every woman is different. In some rare cases, a woman can bleed up to 7 weeks75 after
the abortion and sometimes bleeding will only resume after the first menstruation
after abortion. Prolongued spotting up to 5 weeks75 can also occur.
Women are advised not to insert anything into the vagina (tampons, fingers), avoid
taking a bath (showers are okay) or engaging in sexual intercourse until heavy bleeding
stops, approximately for 2 days, after a medication abortion.
It is important women know they can get pregnant immediately after an abortion!
If they don’t want to get pregnant immediately they should be advised to start
contraception to prevent a new unwanted pregnancy.
Women may start hormonal contraception (pill, skin patch, shot, implant) up to 5
days after taking misoprostol37,41,72. That way they will be immediately protected.
Women who choose the vaginal ring for birth control should insert it 2 or 3 days after
using misoprostol.
If a woman starts any hormonal method more than 5 days after the abortion she
should use a barrier method (like condoms) in the first 7 days (9 days if she uses
pills called Qlaira), until the hormonal method reaches its maximum efficacy in her
body37,41,72.
An Intrauterine Device (IUD) can be inserted as soon as a complete abortion has
been confirmed or during the first menstruation after the abortion. Condoms, caps,
sponges, diaphragms, spermicidal foams, jellies or vaginal tablets can be used
as soon as sexual intercourse is resumed. Methods based on fertility awareness can
be used once regular menstrual cycles have resumed37,41,72.
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Check-list to support women
doing a self-managed abortion
Pregnancy
1. Did the woman confirm the pregnancy?
a) If she did not confirm, she should do a pregnancy test or ultrasound.
2. How many weeks pregnant? When was the first day of her last menstruation?
3. Is she less than 12 weeks pregnant (84 days since her last menstruation)?
a) If she is more than 12 weeks and has decided to do an abortion herself, refer her to
someone who can provide her with more information about second trimester abortion.

Decision
4. Is the pregnancy unwanted? Is it her decision? It is her choice or is she being pressured to
do an abortion against her will?
5. Is she sure about her decision? Does she need more time or to talk to make a decision?
Does she have concerns?

Health
6. Does she have any medical condition that can be a problem (ectopic pregnancy or allergic
reaction to misoprostol and or mifepristone; Inherited porphyryria; Chronic adrenal failure
or hepatic failure)?
7. Does she have any other serious medical condition?
8. Does she have an IUD in place?
9. If she is clear in her decision to end her pregnancy, she is under 12 weeks and she has no
health problems, she is eligible for a safe abortion with pills.
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Giving information
10. She is advised to have someone with her during the abortion, prepare everything that
could be helpful for the procedure and make a plan in case she has a complication and needs
to seek medical care. The plan should include having anti-nausea medications if needed and
ibuprofen for pain.
11. Explain how much misoprostol or mifepristone and misoprostol she needs and the most
effective way to use it.
12. Detail the possible side-effects of the pills (bleeding, cramps, chills, diarrhea, vomiting).
13. Explain what is expected to happen (onset of bleeding, cramping which may be painful,
and expulsion of the pregnancy).
14. Describe the signs of complications (excessive bleeding, fever, abnormal vaginal
discharge, severe pain that isn’t relieved with painkillers).
15. Talk about what to do if no bleeding occurs (confirm quality of medications, rule out ectopic
pregnancy, confirm the length of the pregnancy and repeat the procedure if appropriate; she
can consider to use mifepristone and misoprostol if she has access).
16. Inform her about what will happen to pregnancy symptoms if abortion is successful and
what to expect in terms of bleeding and pain.
17. Underline the need to confirm that the abortion was successful (ultrasound or pregnancy
test 3-4 weeks later).
Ask the woman to repeat this information to you and if needed correct
her. Make sure she understands and ask if she has any questions.
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COMPARING DIFFERENT TYPES OF MEDICAL ABORTION
METHODS FOR A FIRST TRIMESTER ABORTION
Misoprostol alone
12 misoprostol 200mcg

Medications

Place 4
misoprostol pills
under the tongue

How to use

After 3 hours place
another 4 pills
under the tongue

After 3 hours place
another 4 pills
under the tongue

Efficiency

First step: put 4 misoprostol 200mcg under the
tongue and let dissolve for at least 30 minutes then
swallow with water.
Second step: 3 hours later put another 4
misoprostol 200mcg under the tongue and let
dissolve for at least 30 minutes then swallow with
water.
Third step: 3 hours later put another 4 misoprostol
200mcg under the tongue and let dissolve for at
least 30 minutes then swallow with water.

10-25% of women will need additional medical
13
care .
The continuing pregnancy rate is between 4-8%

Side effects

The side effects like nausea, pain, vomiting, diarrhea,
shivering are more intense.

Abortion normally occurs 7,5 hours after the first
52
dose of misoprostol .

Process

Access

48

.

45-48

12 hours after using first dose misoprostol alone
70% of the women have expelled the pregnancy,
45
80% after 24h .

Misoprostol is cheaper and available in many
countries for several uses (ulcers, arthritis,
prevention of heavy bleeding after birth), so it can
be easier to get.
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Mifepristone and misoprostol
Medications

MIFEPRISTONE

MISOPROSTOL

1 mifepristone 200mg
4 misoprostol 200mcg

First step: Swallow the mifepristone with a glass of
water.

MIFEPRISTONE

How to use
24
hours

Second step: 24 hours later put another 4
misoprostol 200mcg under the tongue and let
dissolve for at least 30 minutes then swallow with
water.

13

2-5% of women will need additional medical care .

Efficiency

Side effects

Process

Access

The continuing pregnancy rate is extremely low,
49
around 1,3% .

The side effects like nausea, vomiting, pain,
diarrhea, shivering are less intense.

Abortion normally occurs 3,5 hours after using
49
misoprostol .
6 hours after using misoprostol 80% of the women
41
have expelled the pregnancy .

Mifepristone is more expensive and is generally
not available in countries where abortion is legally
restricted.
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Frequently asked
questions
Ectopic pregnancy
An ectopic pregnancy occurs when an embryo
implants somewhere other than the uterus
(womb), like in one of the fallopian tubes. Ectopic
pregnancy is an uncommon, but potentially lifethreatening condition, occurring in 1.5–2% of
pregnancies and can only be confirmed by an
13
ultrasound after 6 weeks of pregnancy .
If a woman cannot get an ultrasound, it is fine to
use pills for abortion, as they will not worsen her
condition. Medical abortion pills will not work if a
woman has an ectopic pregnancy. She may have
some bleeding, but will not see clots or pregnancy
tissue, because the pregnancy continues outside
of the uterus.
Ectopic pregnancy can be asymptomatic in the
initial stages. Symptoms of an ectopic pregnancy
can often be vague, and include vaginal bleeding,
abdominal or pelvic pain (usually stronger on one
side), shoulder pain, weakness or dizziness. These
symptoms can also occur in other conditions such
as ovarian cysts, miscarriages, or even in a normal
pregnancy, so these symptoms alone do not mean
a woman has an ectopic pregnancy. If an ectopic
pregnancy is suspected, blood tests for betahCG, the hormone which is in the blood during
the pregnancy, and ultrasound after 6 weeks can
be used to help confirm the diagnosis. A ruptured
ectopic pregnancy can be life threatening and
76
needs emergency care .
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If the woman is Rhesus negative

Previous caesarean section

There are different blood groups in humans.
Most women have blood groups that are Rhpositive.

The safety and efficacy of early medical
abortion when conducted in the first
trimester are unaffected by previous
41
caesarean section(s) . Uterine rupture is
a rare complication and is associated with
13,80
.
later gestational ages and uterine scar

Rh incompatibility occurs when a pregnant
woman has Rh-negative blood and the fetus
has Rh-positive blood. If the fetus’s Rhpositive blood enters the bloodstream of a
woman with Rh-negative blood, the woman’s
immune system may recognize the fetus’s
red blood cells as foreign and produce
antibodies. This may cause a problem in a
77
future pregnancy .
For pregnancies of up to 84 days (12 weeks),
there is no evidence that any problem
related to blood groups can occur this early
78
in pregnancy . So there is no need for a
woman to get any injection or treatment
13
related to the blood types .
For women that are more than 12 weeks
pregnant and know that they are Rhnegative, the woman should get an Rhimmunoglobulin injection the same day
they take the mifepristone or misoprostol
or maximum up to 72h after the abortion to
13
avoid Rh incompatibility .

Multiple pregnancy
Even if there is a multiple pregnancy, the
medications and protocol recommended to
end the pregnancy are the same as for a
41
single pregnancy .

Weight
The medications and protocol recommended
to end a pregnancy is the same for all women,
regardless of their weight. The medications
work exactly the same in women of all
41
weights, heights and sizes .

Age
Neither adolescence nor older age should be
regarded as conditions that can be a problem
for medical abortion. The medications work
41
exactly the same in women of all ages .
Nevertheless addtional considerations might
be needed for adolescents concerning
confidentiality, financial constraints and
4
access to post-abortion care .

HIV
HIV positive women can use medical
abortion. Antiretroviral therapy doesn’t
interfere with medical abortion safety or
81
efficacy .

Breastfeeding
Because of the extremely low levels of
misoprostol in breast milk, amounts
ingested by the infant are trivial and are
unlikely to cause any adverse effects in
41
breastfed infants . No special precautions
79
are required .
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