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1. Integrate new evidence-based recommendations for 
mifepristone-misoprostol abortion up to 10 weeks gestation into 
practice

2. Assess pregnant patients for suitability for low - or/ no touch 
medication abortion

3. Use newly developed clinician and patient-facing information 
tools, and clinical mentorship to support abortion care.
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1969

• Abortion legalized 
for life and health 
of the woman

1988

• Abortion 
decriminalized, 
considered a right 
under the Charter

• Abortions were 
surgical and relied 
on access to MD 
with procedural 
skill and a providing 
facility

2017

• Mifepristone 
available with initial 
restrictions on use

• By 2017 most 
restrictions 
removed and both 
MDs and NPs can 
provide

2024

• Medical abortion ≈ 
40% of abortions

• Increase in 
community primary 
care and rural 
abortion providers

• Telemedicine and 
low/no touch self-
managed abortion  

Introduction:
Transformation in Abortion Care



Medication Abortion is Increasing

Interrupted time-series of all abortions in 
Ontario 2012-2020

• MA increased from 2.2% of all abortions 
to over 30% and was 40% by the end of 
the study

• Abortion rate did not change

• CIHI 2022 Canada-wide data MA was 40% 
of all abortions

Canadian Institute for Health Information. Induced abortions in Canada

Schummers et al. Abortion safety and use with normally prescribed 
mifepristone in Canada. NEJM 2022

https://www.cihi.ca/en/induced-abortions-in-canada


Family Physicians are The Largest 
Providers of Abortion
Canadian Abortion Provider Survey (CAPS) Renner R, et al.  CMAJ Open 2022

Survey of 465 abortion providers across Canada about practice in 2019

• Respondents reported providing approximate ½ of estimated abortions in 
Canada

• 28% were medication abortions (MA)

• 44% of abortions in rural areas were medical vs 26% in urban areas

• Primary care clinicians provided 71% of all abortions and 98% offered MA and 
70% exclusively MA

• Most were community based and took up abortion practice in past 5 years

• NPs provided 2.4% of all MAs

• Median # of MAs was 5 for rural and 10 for urban PCPs

Ennis M, et al. Provision of first-trimester medication abortion in 2019: Results from the Canadian abortion 
provider survey.  Contraception 2022



OVERVIEW
Medication Abortion 

THE CANADIAN PRESS PHOTO ARCHIVES 



Medical Abortion Evidence Based Regimens

Regimens Success 
Rate (%)

Advantages/ 
Disadvantages

Gestation Age 
Limit

Mife/miso
Mife 200 mg PO
Miso 800 mcg PV, 
Buccal, or SL 24-48hrs 
later

95-99% Less time to 
completion, fewer 
side effects, but
higher  cost

70 days
(Health Canada: 
63 days)

MTX/miso 
MTX 50mg/m2 IM
Miso 800 mcg PV 1-7 
days later x 2

81-96% Low cost and 
readily available 
but longer time to 
completion

63 days

Miso only
Miso 800 mcg PV or SL 
q3hrs x 3 doses

84-85% Low cost and 
readily available 
but less effective

63 days

Soon JA, Costescu D, Guilbert E. Medications used in evidence-based regimens for medical abortion: an overview. Journal of Obstetrics and Gynaecology Canada. 2016 Jul 1;38(7):636-45.



Mifepristone
• Antiprogestin with antiglucocortoid properties 

• Rapidly absorbed, terminal half life 18 hours 

• Mechanisms of action:

– Blocks the action of progesterone

– Induces uterine contractility

– Causes decidual necrosis 

– Cervical ripening

– Increases the sensitivity of the uterus to 
prostaglandins

• Does not work directly on the trophoblast (like 
methotrexate)

Soon JA, Costescu D, Guilbert E. Medications used in evidence-based regimens for medical abortion: an overview. Journal of Obstetrics and Gynaecology Canada. 2016 Jul 1;38(7):636-45.



Misoprostol
• Synthetic prostaglandin analog

• Peak levels in 80 mins, half life 20-40 mins 

• Peak uterine activity after 4 hours

• Mechanism of action: 

– Causes uterine contractions

– Can be used buccally, vaginally, or sublingually

– Less effective orally (swallowed) 

– Causes expulsion of products of conception 

Soon JA, Costescu D, Guilbert E. Medications used in evidence-based regimens for medical abortion: an overview. Journal of Obstetrics and Gynaecology Canada. 2016 Jul 1;38(7):636-45.



Indications
• Product monograph:

– Mifegymiso is indicated for pregnancy termination up to 63 days

– No absolute lower gestational age limit

• Robust data supporting its use as an effective regimen up to 
70 days

• Used for missed abortion and second trimester cervical prep 
also

Hsia, Jennifer K., et al. "Medical abortion with mifepristone and vaginal misoprostol between 64 and 70 days' gestation." Contraception 100.3 (2019): 178-181
Mifegymiso Product Monograph Dec 2022 revision
.



Contraindications
• Known or suspected ectopic pregnancy

• Uncontrolled asthma

• Anemia (Hgb <95 - relative contraindication)

• IUD in place – remove first

• Inherited porphyria

• Long term systemic corticosteroid use

• Chronic adrenal failure

• Hemorrhagic disorder and concurrent anticoagulant use 

• Hypersensitivity to mifepristone or misoprostol 

Mifegymiso Product Monograph Dec 2022 revision



Rates of Ongoing Pregnancy
Gestational age Ongoing pregnancy

22-28 days 0.72%

29-35 days 0.46%

36-42 days 0.16%

43-49 days 0.27%

50-56 days 0.73%

57-63 days 1.63%

64-70 days 3.0%

Overall 0.5%

Gatter, M et al. "Efficacy and safety of medical abortion using mifepristone and buccal misoprostol through 63 days." Contraception 91.4 (2015): 269-273.
Winikoff, B et al. "Extending outpatient medical abortion services through 70 days of gestational age." Obstetrics & Gynecology 120.5 (2012): 1070-1076.

• Overall rate of major congenital malformations was 4.2%



Administration

Day 1: Mifepristone 
200mg PO

Day 2-3: 

(24-48 hrs) 
Misoprostol 800 mg 

pv or buccally

Day 7-14: Follow-up 
to verify complete 

expulsion

For medical abortion less than 9w 0d

Day 3+: 

Rx Miso 800 mg prn 
if little to no 

bleeding



Administration

Day 1: Mifepristone 
200mg PO

Day 2-3: (24-48 hrs) 
Misoprostol 800 mg 

pv or buccally

Day 7-14: Follow-up 
to verify complete 

expulsion

For medical abortion greater than 9w 0d

Repeat Miso 800 mg 
after 4h (buccally if 

bleeding)



Administration

Day 1: Mifepristone 
200mg PO

Day 1-2: 

(7-20hrs) 
Misoprostol 800 mg 

pv or buccally

Day 7-14: Follow-up 
to verify complete 

expulsion

For non-viable pregnancy

Waiting 24 hours may not provide additional benefit

Day 3+: 

Rx Miso 800 mg prn 
if little to no 

bleeding



Medical vs Surgical
Medical Abortion Surgical Abortion

Can be done on surgically difficult cases Can be done on medically difficult cases

Usually heavy cramping/heavy bleeding Usually little bleeding/cramping

Highly effective (>95%) Highly effective (>99%)

Infection rate 0.18% Infection rate 0.5%

Up to 63 days (off label up to 70 days) Into second trimester

No surgery, anesthesia or instrumentation Can be done with anesthesia

From days to weeks 5-10 min for procedure, 1-3 hours in clinic

Need clinic then can be done at home 
(unless no-touch)

Need facility –time/travel cost

No requirement for another person Facility may require someone to drive you 
home

Two or more contacts with provider, lab.. One to two in person visits

Cost of analgesia only if covered by 
provincial health plan

No cost if covered by provincial health plan



Addressing Expectations & Myths

• Reasons for choosing MA include 

• Avoidance of surgery and anesthesia

• Avoidance of pain

• Perceived safety

• More private and more effective

• The ability to accommodate other commitments



Medical Evaluation 
Prior to MA

Physical Examination

• Pelvic exam as indicated – 
Uterine size, STI, IUD 
removal

Investigations

• UPT
• STIs
• +/- Ultrasound

Laboratory 
• Hgb (with history of 

anemia)
• BHCG

Medical History 

• Assess gestational age, 
exclude contraindications, 
determine whether 
additional tests are 
indicated (Hgb, STI)

• Consider appropriateness 
for MA – ability to follow 
up, appropriateness to 
abort at home, review 
informed consent (to be 
discussed)

.



Establishing Pregnancy and Gestational Age
• Positive urine preg test is sufficient to establish pregnancy

Costescu et al., Clinical Practice Guideline: Medical Abortion. J Obs Gyn Canada, 2016;38(4):366-69

• Prospective study 
4484 women - 
2.4% would receive 
MA meds who 
were beyond 
approved GA limits

Medical History Physical Examination BHCGs Ultrasound

• Exam found to be 
accurate within 2 
weeks, prospective 
study experienced 
providers exam only – 
assess <9 week GA in 
98.4%

• Gold standard but 
evidence does not 
show improved safety 
outcomes

• Less than 23 745 IU/L  
(sensitivity of 94% and 
specificity of 91% for < 
42 days)

• Combine with history 



Determining GA by History
• When was LMP?

• How regular are they? Do they track 
on an app?

• Was the amount of flow in LMP as 
they expect?

• Any bleeding since?

• Were they on hormonal 
contraceptive recently? Or did they 
take emergency contraceptive 
recently?

• Are they breastfeeding?

• Recent pregnancy?

• Have they had a recent negative 
UPT?

If no further testing planned 
still need to check for 
contraindications like 
ectopic signs symptoms and 
risk factors



Establishing GA 

& Completion 

by BHCG



Establishing GA 
by Ultrasound

Not required as per NAF, SOGC, WHO

• Double layer rounded eccentric 
fluid filled sac

• Transvaginal can see sac by 32-33 
days from LMP – BHCG >1000

• Yolk sac appears (35-
42 days from LMP) – 
BHCG starting at 
7200-10800

• Fetal pole appears at 40-49 days



Special Populations
• Asthma – uncontrolled asthma is a contraindication

• Uncontrolled asthma: poor symptom control, frequent severe exacerbations, 
at least one hospitalization, airflow limitation

• Breastfeeding – continue uninterrupted

• Mifepristone & Misoprostol excreted in breast milk in very low concentrations 

• Misoprostol theoretical potential to cause diarrhea

• Adolescents 

• The incidence of complications is similar or lower in adolescents receiving 
medication abortion compared to adults

• Obesity – no change in effectiveness

• Multiples – no change in effectiveness

• PUL/ectopic – to be discussed in Cases



Prophylactic Antibiotics

• NAF, ACOG, SFP, nor the WHO recommends routine prophylactic 
antibiotic use

• Frequency of infection is very low 0.02% in a 2009-2010 PPFA 
review of 233 805 MAs

• 2550 need to be treated to prevent 1 infection

• When possible, screen-and-treat preferred

• Advise patient to monitor symptoms and signs of infection

Fjerstad, Mary, et al. "Rates of serious infection after changes in regimens for medical abortion." New England Journal of Medicine 361.2 (2009): 145-151.



• Maternal fetal hemorrhage in early abortion is negligible and does not clearly 
correlate with alloimmunization

• NAF Clinical Policy Guidelines 2022 

• Reasonable to forego Rh testing and anti-D immunoglobulin < 12 weeks LMP for any 
type of abortion 

• SFP Guidelines 2022

• Rh testing and administration not recommended <12 weeks gestation for SA, MA, TA

• World Health Organization Abortion Care Guideline 2022

• Recommend against Rh immunoglobulin administration <12 wk for MA and TA

• ACOG Dec 2024

• Recommend forgoing testing & prophylaxis  <12 weeks for MA, TA, & SA

• SOGC 2020

• Rh testing and RhIG may be withheld for MA during the COVID-19 pandemic – < 10 
wks

RH Testing

Many centres 
are forgoing 

RH testing 
and 

treatment up 

to 12 weeks

KEY TAKEAWAY

SOGC: Induced Abortion: Updated Guidance during Pandemics and Periods of Social Disruption



Counselling and Informed Consent

• Offer optional decision making discussionDecision

• Review safety, efficacy, side effects, risks and complicationsConsent

• Discuss medication administration, expectations, resources, 
contact information

Teaching

• Offer optional non-coercive contraceptive counsellingContraception

Key components of abortion counselling 



Informed Consent: Risks

• Retained products of conception (RPOC) - 3-5%

• Ongoing pregnancy - 0.5-1%

• Likelihood of aspiration ~ 5%

• Pelvic infection - 1% risk of infection, 0.001% risk of life-
threatening infection (ex. toxic shock syndrome)

• Hemorrhage - <1% require IV fluids or a transfusion

• Mortality - 0.4/100 000

.

Risk of death from a full 
term pregnancy & 

childbirth is 12 x greater 
than the risk of death from 

an abortion.

KEY TAKEAWAY

Costescu D, Guilbert E, Bernardin J, Black A, Dunn S, Fitzsimmons B, et al. Medical Abortion - Journal of Obstetrics and Gynaecology Canada. Journal of 

Obstetrics and Gynaecology Canada. 2016 Apr 1;38(4):366–89. 

Fjerstad, Mary, et al. "Rates of serious infection after changes in regimens for medical abortion." New England Journal of Medicine 361.2 (2009): 145-151



Side Effects

• Bleeding  - 10-20% after mife, heaviest 2-4 hours after miso

• When to worry: More than 2 pads an hour for two consecutive hours or dizzy, racing 
heart, lightheaded

• Pain 

• Non-pharmacological management - Heat, massage, shower, support

• Pharmacological - Ibuprofen 200-800 mg every 4 to 6 hours  - 30 minutes before 
miso or with cramping, Naproxen 500mg PO every 12 hours, add acetaminophen prn

• Opioid analgesics - do not have good evidence to support their use

• Prostaglandin effects

• Nausea - 30% (may also be pregnancy related) - Diarrhea - 58%, Vomiting - 21%, Mild 
fever or chills - 45%

• Non-pharmacological - reassurance - self-limited often disappear day after 
misoprostol

• Pharmacological - dimenhydrinate, ondansetron, or diclectin

Patient experience can greatly vary 



Patient Education: Handouts and Diaries



On Call

• 24 hour coverage required 

• Counselling is key

• Helps patients anticipate symptoms decreases after hours 
need for advice

• Learning curve – call volume decreases with experience in 
counselling

• A 3-month study of patient-initiated calls after MA found that, 
among 100 calls from 671 women who had undergone MA 

• 67% were considered preventable 

• Educate your on call colleagues

• Consider an in-service if others are covering

Wiebe E, Fowler D, Trouton K, Fu N. Comparing patients’ telephone calls after medical and surgical abortions. Contraception 2006;73:271e3.

Good Counseling 
is key to a 
successful 

medical abortion

KEY TAKEAWAY



Confirming Completion

BHCG

• Typical follow-up 7-8 days 
• Drop >80% = successful 

abortion
• Low levels of BHCG can be 

detectable up to 4-6 weeks

Ultrasound

•  Absence of sac provides 
definitive evidence of MA 
completion

• Useful when:
• Outcome uncertain 
• Symptoms of concern 

present

History & UPT

.

• Should happen 7-14 days after mifepristone
• Purpose - Confirm termination, manage complications

• 19% have +UPT at 
4 weeks in a 
successful MA

• Be cautious of 
overdiagnosis of RPOC

• BHCG timing with mife 
dose can make result 
difficult to interpret

• Successful expulsion 
based on history is highly 
predictive of completion

• Urine preg test negative 4 
weeks after misoprostol



Confirming Completion by History

• When did they take meds?

• Did they take extra meds?



Complications Following Medical Abortion

• Ongoing pregnancy

• Persistent cardiac activity is uncommon

• Could consider 2nd dose miso, repeat mifegymiso entirely

• Aspiration recommended

• Infection 

• 1.33% risk – fever or chills (more than 24 hours after miso), 
pelvic tenderness & pain, prolonged bleeding, elevated WBC, 
foul smelling d/c

• Infections are usually polymicrobial – treatment consists of 
broad-spectrum therapy - see Candian STI guidelines PID

• Retained products of conception (RPOC) – To be discussed in 
cases

Fjerstad, Mary, et al. "Rates of serious infection after changes in regimens for medical abortion." New England Journal of Medicine 361.2 (2009): 145-151.



Low and No Touch 
Protocols



A telemedicine/in-person medical abortion hybrid protocol
Regina M Renner1,2, Madeleine Ennis1,2, Wendy V Norman2,3,4 , Sheila Dunn2,5, Helen Pymar2,6, and Edith Guilbert2,7

Presented by: Dr. Madeleine Ennis

1Department of Obstetrics and Gynaecology, University of British Columbia; 2Contraception and Abortion Research Team, Women’s Health Research Institute; 3Department of Family Practice, University of British Columbia; 4London School of Hygiene and Tropical Medicine; 
5Department of Family and Community Medicine, University of Toronto; 6Department of Obstetrics, Gynecology and Reproductive Sciences, University of Manitoba; 7Department of Obstetrics, Gynecology, and Reproduction, Laval University.

Introduction

According to a series of Canadian Abortion 

Provider Surveys1,2,3:

1. First trimester medical abortions (MA) 

increased from 4% in 2012 to 28% in 2019 of 

all abortions in Canada; 

2. Family physicians provided the majority of 

first trimester MAs (68.1% in 2019); and

3. 44% of first trimester MA practitioner 

respondents provided some components of 

care via telemedicine.

COVID-19 has been a catalyst for the 

development of protocols that use telemedicine 

to limit in-person assessment or testing for 

eligible medical abortion patients4,5,6. By late 

2020, provision of telemedicine by Canadian 

providers had increased to 89% 7,8.

Objectives

We propose a hybrid protocol for telemedicine 

and in-person first trimester MA in Canada that 

provides guidance for clinicians providing first 

trimester MA.

Methods

• This protocol was developed by clinical and 
research experts from the Contraception and 
Abortion Research Team

• It was based on results from a national 
survey3,8, as well as reviews of the Society of 
Obstetricians and Gynaecologists of 
Canada’s low-/no-touch protocol and 
international literature4

Discussion

Our protocol:

• Comprehensively includes an algorithm for safe 

low-/no-touch/test care and in-person care 

• Describes triaging patients to either pathway 

based on multiple factors (e.g. clinical 

indications and patient preference)

• Is applicable to a variety of resource settings 

and includes details on decision-making about 

testing (e.g. ultrasound) as well as surgical 

management alternatives

• Promotes trauma-informed, culturally safe and 

coercion free care

• Has the potential to improve equitable access to 

high quality first trimester MA, and decrease 

rural-urban disparities

References
(1) Norman et al. 2016. CFP. (2) Guilbert et al. 2016. CFP. (3) 
Renner et al. 2022. CMAJ Open. (4) Guilbert et al. 2020. SOGC. (5) 
Upadhyay et al. 2020. Contraception. (6) Aiken et al. 2021. BJOG (7) 

Ennis et al. 2021. Family Practice. (8) Renner et al. 2022. Telemed J 
E Health. (9) Costescu et al. 2016. SOGC. (10) Costescu et al. 2020. 

SOGC. (11) First Nations Health Authority. 2020. FNHA (12) Mark et 
al. 2019. Contraception. (13) National Abortion Federation. 2020. 
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Footnotes
aUse a trauma-informed, culturally safe, non-racist, coercion-free and patient-centered care approach. If applicable, discuss the option of having an interpreter, spiritual guide, cultural support, knowledge keeper or other support person included in the care. Base 
safeguarding assessment on patient risk factors, assess for possible coercion. 
bBase medication abortion care on clinician competence, patient preference, resource availability, and accessibility of services.
cIf patient is interested, offer coercion-free contraceptive counselling
dIncludes: previous ectopic pregnancy, tubal surgery, assisted reproduction techniques pregnancies, tubal ligation, intrauterine device/system presence, history of salpingitis or pelvic inflammatory disease, abdominal pain, and vaginal bleeding.9,10,4

eComplete blood count is required if suspected severe anaemia or hemoglobinopathy. If measured, hemoglobin should be over 9.5 g/dl before starting MA4

fRhesus (Rh) status can be considered if not documented elsewhere (e.g. donor card, previous results) AND if patient would accept Rh immunoglobulins: according to current evidence, Rh testing is required when gestational age (GA) is over 56 days.12,13 However, 

during the COVID-19 pandemic, expert opinion recommends that Rh testing may be withheld up to 70 days GA.4
gFurther follow-up and testing as clinically indicated
hImplant or intrauterine device/system insertion if requested by patient
MA: medical abortion; LMP: last menstrual period; hCG: human chorionic gonadotropin; CBC: complete blood count; STI: sexually transmitted infection

For more information on the abortion provider 
survey



Telemedicine For First trimester Medical Abortion
 Results from the 2019 Canadian Abortion Provider Survey

• 44.0% of 388 first trimester medical abortion respondents reported use of telemedicine; 
• 49% of primary care clinicians and 28.7% of specialists

Renner RM*, Ennis M*, Kyeremeh A, Norman WV, Dunn S, Pymar H, Guilbert E. Telemedicine for First Trimester Medical Abortion in Canada: Results of a 2019 Survey. Journal of Telemedicine and e-Health. 2022 Sep 20.



Background
• Wiebe et al 2020. Contraception:

• Retrospective Canadian study compared telemed MA with in-person MA obtained 
between 2017-2019 at a single clinic.

• Virtual care and dating ultrasounds only as clinically indicated. 

• Follow-up: serum hCG testing. 

• Efficacy and safety were similar in both groups, but remote patients more often 
initiated unscheduled communications.

• SOGC April 2020 recommended use of a low-/no-test medical abortion 
protocol via telemedicine1

• Ennis et al 2021. Family Practice:

• Canadian Abortion Provider Survey during COVID-19 reported some adoption of 
the SOGC COVID low-/no-test protocol1. Majority ordered ultrasound only as 
indicated (81.2%), but always ordered serum hCG or hemoglobin (59.6 and 55.6% 
respectively). 

• Late 2020, provision of telemed by Canadian providers increased to 89%2, 3.

1Guilbert et al. 2020. SOGC. 2Ennis et al. 2021. Family Practice. 3Renner et al. 2022. Telemed J E Health.



Low-/no-test protocols
• Rely primarily on telemed appointments and patient history for pre-

abortion assessment and to triage for the need of testing.

• Mifepristone/misoprostol obtained through mail or at a local pharmacy. 

• Follow-up usually includes a telemedicine encounter and a home urine 
pregnancy test 4 weeks after taking misoprostol with additional follow-up 
as needed. 

• A move from pre-COVID-19 in-person medical abortion to telemedicine 
medical abortion since the pandemic onset observed in Canada, the United 
States, England and Scotland. 

• With triage for eligibility, low-/no-test medical abortion is as effective (95.0-
98.8% required no surgical intervention), safe, and acceptable as traditional 
in-person care.

Guilbert et al. 2020. SOGC; Upadhyay et al. 2020. Contraception;  Aiken et al. 2021. BJOG;  Chong et al. 2021Contraception; Kerestes et al. 2021. Contraception; Reynolds-Wright et al. 2021. BMJ SRH; Raymond et al. 2020 Contraception; Renner et al. 2022. Telemed J E Health; 



Low-/no-test protocols - Caveats
• Protocols that do not rely on ultrasound have potential to improve access 

for rural and remote patients.

• Wide range of ultrasound use, either as indicated by protocol or due to 
patient or provider preference ranging from 28.3 - 85.0% of patients.  

• Ongoing need for access to testing highlighted in multiple studies. 

• English study 39% of patients did not meet criteria for a no-test 
telemedicine medical abortion - had in-person appointments with 
ultrasound.

• Hawaiian study on telemedicine medical abortion, 1/3 patients elected to 
receive in-person care, demonstrating that it is still important to offer in-
person care for those who have limited technology access, require an 
ultrasound, or prefer a face-to-face interaction.

Upadhyay et al. 2020. Contraception;  Aiken et al. 2021. BJOG;  Chong et al. 2021Contraception



Hybrid Protocol

Footnotes:
aUse a trauma-informed, culturally safe, non-racist, coercion-free and patient-centered care approach. If applicable, discuss the option of having an interpreter, spiritual guide, cultural support, 

knowledge keeper or other support person included in the care. Base safeguarding assessment on patient risk factors, assess for possible coercion. 
bBase medication abortion care on clinician competence, patient preference, resource availability, and accessibility of services.
cIf patient is interested, offer coercion-free contraceptive counselling Renner et al 2022 Family 

Medicine Forum. Poster



Hybrid Protocol Continued

Renner et al 2022 Family 

Medicine Forum. Poster

• bBase medication abortion care on clinician competence, patient preference, resource availability, and accessibility of services.

• cIf patient is interested, offer coercion-free contraceptive counselling

• dIncludes: previous ectopic pregnancy, tubal surgery, assisted reproduction techniques pregnancies, tubal ligation, intrauterine device/system presence, history of 
salpingitis or pelvic inflammatory disease, abdominal pain, and vaginal bleeding.9,10,4

• eComplete blood count is required if suspected severe anaemia or hemoglobinopathy. If measured, hemoglobin should be over 9.5 g/dl before starting MA4

• fRhesus (Rh) status can be considered if not documented elsewhere (e.g. donor card, previous results) AND if patient would accept Rh immunoglobulins: according to 
current evidence, Rh testing is required when gestational age (GA) is over 56 days.12,13 However, during the COVID-19 pandemic, expert opinion recommends that Rh 
testing may be withheld up to 70 days GA.4



Hybrid Protocol For Eligible Patients

Renner et al 2022 Family 

Medicine Forum. Poster

• bBase medication abortion care on clinician competence, patient preference, resource availability, and 
accessibility of services.

• cIf patient is interested, offer coercion-free contraceptive counselling

• gFurther follow-up and testing as clinically indicated

• hImplant or intrauterine device/system insertion if requested by patient



Case Discussions
Sasha Dawn Anita



Case 1

• Sasha is a 17 y.o G2TA1 presents for MA at 6 weeks 5 days 
from LMP

• Positive UPT at home

• Uses an app to track her period and had a negative UPT 3 
weeks ago

• What further history and investigations would you like?



Case 1

• Her periods are regular, last one was the amount 
expected, no bleeding or spotting since, she was not on 
birth control, no signs symptoms or risks of ectopic, nor 
any other contraindications

• UPT in office is positive

• STI testing done

• What now? Can we proceed?



Case 1

• You provide counseling including informed consent 
regarding the risk of misdating and ectopic for a no touch 
MA and patient information including 24 hour phone 
number and prescribe the patient MA meds and adjuncts

• She is able and prepared to have her abortion at home 
and has support from her family.

• She declines any birth control discussion at this time as 
she is feeling overwhelmed



Case 1

• She calls on call and says she vomited 90 minutes after 
mifepristone

• Can she proceed?

• She proceeds and calls you to say she vomited 45 minutes 
after taking misoprostol

• What should she do?



Case 1
• You don’t hear from her again until the 10 day follow up visit 

• She tells you she went to the ER 3 days earlier because she was worried 
about the amount of bleeding and they had ordered an ultrasound for 
the next day

• You received a copy of the ultrasound report:

“The endometrium is echogenic and thickened at 4.1 mm, with increased 
doppler flow. No gestational sac was visualized. The findings are consistent 
with retained products of conception. Gynecology consult recommended.”

• The patient asks “Do I need surgery?”



Confirming Completion: Ultrasound
• Absence of sac provides definitive evidence of MA completion

• Routine ultrasound not proven to be superior to other follow-up modalities 

• Ultrasound also useful when:

• Outcome uncertain 

• Symptoms of concern are present - unexpected pain, prolonged, heavy 
bleeding, or inadequate bleeding

• Be cautious – do not over diagnose retained products of conception (to 
be discussed)



Retained Products of Misconception
• Higher aspiration rates are seen when MA is introduced into new countries

• Uncommon - 3-5% require post MA aspiration

• Ultrasound determination of completion involves absence of sac only

• Endometrial thickness, doppler flow and hyperechoic tissue are normal 
ultrasound finding post MA

• First menses after MA can be diagnosed as RPOC – 4-6 weeks after miso



RPOC
• Patient symptoms are important in diagnosis

Heavy 
Bleeding

>2 pads/hr for 
> 2 hours or 
symptomatic

Bleeding 
like a period 
for >4 weeks 

Ongoing 
spurts of 
heavy 
bleeding

No Bleeding

• Ultrasound & BHCG

• Along with symptoms can be contributory to 
diagnosis

• Treatment

• Expectant – if symptoms minimal and patient 
willing, many will pass on own

• Medications – miso (or mifegymiso) 69% with sac 
passed with second dose miso

• Aspiration – urgent if bleeding heavy and 
uncontrolled



Case 1
• The patient’s bleeding subsided, she has been spotting here and 

there today

• Her nausea breast tenderness is much better

• You discuss her ultrasound findings and explain that this can be 
normal however if she has heavy bleeding, cramping, fever or chills 
to contact you again

• You remind her about the quick return to fertility and order a 
hemoglobin which comes back normal

• 4 weeks later her UPT is negative, and she would now like to further 
discuss IUDs with you



Case 2

• Dawn is a 36 y.o G4T2E1L2 presents for MA at 7 weeks 
0 days from LMP

• Positive preg test at home

• Busy with kids, lives rurally would really like fully no 
touch protocol

• No medical issues, no allergies, no pregnancy 
symptoms yet, no spotting, no pain

• Anything else you need to know?

• Can you proceed?



Ectopic Symptoms & Risk Factors
• SOGC MA Guidelines

If any risk factors 
for ectopic MA is 
contraindicated 

without 
confirmation of 

IUP on 
ultrasound

KEY TAKEAWAY



Case 2
• She has a had a left salpingectomy for a previous ectopic

• You let her know that you can definitely help her end this 
pregnancy but because of the previous ectopic you will have 
to arrange an ultrasound

• She chooses to discuss her situation with a trusted 
community member. Together you all create a care plan for 
Dawn 

• The closest surgical abortion clinic agrees to 
do her ultrasound and procedure on the same 
day if it is an IUP 

• Luckily it is an IUP and she has her TA and 
chooses to have an IUD inserted on the same 
day



Case 3

• Anita is a 28 y.o G1P0 presents in office for MA at 5 
weeks 0 days from LMP

• Had a bedside ultrasound last week when she went to 
urgent care for UTI and found out she was pregnant – 
no IUP seen, no BHCG done

• Other than being told she had anemia years ago she has 
no medical issues, no surgeries, no allergies, no 
pregnancy symptoms yet, no spotting, no pain

• Anything else you want to know? Can you proceed?



Pregnancy of Unknown Location (PUL)

Early IUP

Failing pregnancy

Ectopic

Any of these?

- Patient wants to know if 

non-viable

- You do not feel 
comfortable to follow

- High risk ectopic history 
or current symptoms of 
ectopic

- BHCG >2000 on U/S day

Do not proceed

 Further evaluation/ 
referral required

Proceed

Give ectopic 
warning Careful 

follow up

Yes

No

• Positive PT and ultrasound showing no intrauterine pregnancy (IUP) and 
no ectopic

• Likely one of 3 diagnoses:



Ectopic Symptoms & Risk Factors
• SOGC MA Guidelines

If any risk factors 
for ectopic MA is 
contraindicated 

without 
confirmation of 

IUP on 
ultrasound

KEY TAKEAWAY



Ectopic Pregnancy
• Consistently lower rates in those presenting for abortion

• 1-2% in general population

• Consistently lower in those seeking abortion (Vancouver ~0.2% - including 
those who did not receive meds)

• If high risk or symptomatic – MA is contraindicated with out ultrasound 
confirmation of IUP



Case 3
• You do a hgb in your office on a hemocue and it is normal.

• She has no risks for misdating, nor ectopic pregnancy and 
she has no other contraindications for mifegymiso.

• You provide counseling including informed consent 
regarding the risk of misdating and ectopic for a no touch 
MA and patient information including 24 hour phone 
number and prescribe the patient MA meds and adjuncts

• She also chooses to have an implant inserted and you 
insert if for her on the same day.



Case 3
• After 8 days you speak with her and she had heavy 

bleeding with clots that is now subsiding, she feels the 
pregnancy passed, and is having fewer pregnancy 
symptoms

• You tell her the concerning signs to watch for and plan for 
FU at 4 weeks

• At 4 weeks after multiple attempts at follow up using, text, 
email and phone calls you are unable to get a hold of her 
and close her file.



Fatawu Abdulai, PhD UBC School of Nursing 

Ken Koike, MPH, SOGC

The Virtual Community of 
Practice Project: An Online 
Abortion Platform

Resources and Tools for Your Practice



Hosted by SOGC:  https://caps.sogc.org/



Resources Grouped for Prescribers and 
Health Care Teams











FAQs – Distilled From “Ask an Expert” 



Guidelines/Tools to Support Your Practice





Guidelines/Tools to Support Your Practice





Patient Decision Aid – It’s my Choice
https://www.sexandu.ca/its-my-choice/ 

https://youtu.be/z0pdOMDoW2U

https://www.sexandu.ca/its-my-choice/
https://youtu.be/z0pdOMDoW2U


National Mentorship Hubs Network

“Real time” support for clinicians



Accessing Support in Your Region

• BC 
• RACE (Rapid Access to Consultative Expertise)

• Medical Termination of Pregnancy Advice within 2 hours

• Phone 604-696-2131 or 1-877-696-2131

• Manitoba

• Ontario
• Clinical support through Bay Centre for Birth Control

• Nova Scotia 

• Email to ROSEClinic@nshealth.ca.

• Clinic physician will respond by email, text or phone 



Abortion Care Cost and Support

• Free for anyone with provincial coverage

• ~$400-800 without

• NAF Canada Support

• Dr. Henry Morgentaler Patient Assistance Fund and 
Information Service

• Hotline: 1-800-772-9100

• For patients with financial barriers to care - Procedure 
fees, travel cost, medication

• Abortion clinics often provide decision making counselling



Abortion Care is Changing
•

• GA extended to 10 weeks using adjusted protocol

• US is not mandatory but used if GA uncertain or ectopic 
risks/symptoms

• Elimination of Rh testing and RhIG administration supported

• Low/low touch protocols are options for care

• Increasing providers – FPs, NPs, Midwives (PQ)



Abortion Care is Changing

2024

• Medical abortion ≈ 40% of abortions

• Increase in number of community primary 
care and rural abortion providers

• Telemedicine abortion with access to low 
touch/no touch self-managed abortion

Looking ahead

• Continued increase in MA delivered by 
community-based FPs, NPs, Midwives

• Tailored patient & system supports 
(information, navigation, counselling, 
aftercare, etc) to improve access for 
disadvantaged groups

➢ ! Maintain access to procedural abortion 
despite declining numbers



FamilyMedicineForum FamilyMedForum FamilyMedForum

#myfmf

Thank you!
Questions? 

Please fill out your session evaluation now!
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