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SELEMANAGEMENT OF MEDICAL ABORTION

FOR MEDICAL ABORTION AT2VEEKS (USING THE COMBINATION OF
MIFEPRISTONE PLUS MISOPROSTOL OR USING MISOPROSTOL ALONE):

® Recommend the option of self-management of the medical abortion
process in whole or any of the three component parts of the process:

- self-assessment of eligibility (determining pregnancy duration; ruling out
contraindications)

- self-administration of abortion medicines outside of a health-care facility
and without the direct supervision of a trained health worker, and
management of the abortion process

» self-assessment of the success of the abortion

Remarks:
» Requires access to accurate information, easslityed medicines including for pain, support of trained health workecgsand acheakltare facility and referral
services.

» Restrictions on prescribing and dispensing authority for abortion medicines may need modification.

» Where? No requirement for location.
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WHO Guideline Development Process

In summary, the process includes:

e identification of priority questions and critical outcomes;

 retrieval of the evidence;

 Assessment™ and synthesis of the evidence;

* formulation of recommendations by the Evidence and Recommendation
Review Group

e Finalization of recommendations by the Guideline Development Group;
and

* planning for dissemination, implementation, impact evaluation and
updating.

*WHO uses GRADE (Grading of Recommendations Assessment, Development and Evaluation)




Recommendation from the 2015 Health worker
ouide lne

Self
management

Role of self-management approaches
B

Mo recommendation for overall task —
recommendations for specific components as below

Medical abortion in the first trimester

Self-assessing eligibility R
Managing the mifepristone and misoprostol

medication without direct supervision of a health-
care provider

Self-assessing completeness of the abortion process




PICO Questions: Self management of medical abortion

e Can pregnant
persons themselves
1.1 eligibility self-assess eligibility *
for medical abortion?

(5 studies)

e Can pregnant persons
themselves correctly
administer medications
for medical abortion?
(18 studies)

1.2

administration

e Can individuals who

underwent medical
Can pregnant persons themselves manage the 1.3 outcome abortion themselves
. . . . t _
process of medical abortion in whole or in part S self-assess success of
. o o ' their abortion? (10
(assessing  eligibility,  administration  of studies)

mifepristone and or misoprostol, self-assessing
success) without direct provider supervision?

Nrpe



Overview: 1.2 Self administration
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Evidence to Decision (ETD) Framework

Effects (benefits/harms)
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Multiple steps before recommendation formulation
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3.6.3 Self-management approaches for post-abortion contraception
Related topics &

All contraceptive options may be considered after an abortion. For further information, refer to recommendations

section 3.5.4: Post-abortion contraception. Many family planning methods are entirely self-managed (i.e.
self-procured over the counter or online and self-administered) and generally available without a All recommendations related to law and
prescription, including barrier methods and some hormonal contraceptives, including some oral policy (Recommendations 1, 2, 3, 6, 7,

contraceptive pills (OCPs), and also emergency contraceptive pills. For methods that have traditionally 21,22

required a prescription from a doctor and/or administration by a health-care provider, shifting to include
the option of using self-management approaches, such as over-the counter OCPs and self-injection of Provision of information on quality
hormonal contraceptives, may improve continuation of contraceptive use by removing barriers, such as abortion care (section 3.2.1)

the need to return to a health-care facility every three months for a repeat injection. These approaches
could expand access to contraception for those facing challenges in accessing health-care settings

Provision of counselling (section

3232
regularly, and in places where there are shortages of health-care providers, thus potentially greatly

reducing the incidence of unintended pregnancy. Informed consent (in section 1.3.1:
Human rights)

Pain management for abortion
What & Who Where (section 3.3.6)

SELF-MANAGEMENT Recommendation 51: Self-administration of
injectable contraception (initiation and continuation)t

Recommend the option of self-administration of injectable contraception in the post-abortion
period.

- SALULUTD HHTUDL IR D‘I.CF-} L Ut THTAeS s rnsan LLIIII.]‘ g IIIUILI‘IUII.]‘-

s |1 line with human rights requirements, self-management of abortion should not be criminalized.
Criminalization of self-management of abortion may result in delays in or barriers to seeking
assistance or post-abortion care where needed. Self-management of medical abortion should be
available as an option on the basis of clinical appropriateness. It should not be restricted for non-
clinical reasons such as age.

For further information and sources, please refer to Box 1.2 and Web annex A: Key international human rights standards on
abortion.




SEILF-MANAGEMENT OF MEDICAL ABORTION:

FOR MEDICAL ABORTION AT <12 WEEKS (USING THE COMBINATION OF
MIFEPRISTONE PLUS MISOPROSTOL OR USING MISOPROSTOL ALONE)

Implementation considerations:

* Access to accurate information about the process and other options
available, to enable informed decision making

* Access to quality-assured medicines (for abortion and for pain
management)

» Referrals to (or provision of) postabortion contraception, if wanted
* Health workers supporting women in their selfmanagement of abortion
* The financial burden should not be transferred to the woman
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Where & TELEMEDICINE

How

Telemedicine:

A mode of health service delivery where providers and clients, or providers
and consultants, are separated by dislance.

Recommend the option of telemedicine as an alternative to inperson

Interactions with the health worker to deliver medical abortion care in whole
or in part.

Remarks:

» The above recommendation applies to assessment of eligibility for medical abortion, counselling and/or instruction relating

the abortion process, providing instruction for and active facilitation of the administration of medicines;uamgdstiow
abortion care, all through telemedicine.

* Hotlines, digital apps or omeay modes of communication (e.g. reminder text messages) that simply provide information wer
not included in the review of evidence for this recommendation.



wees BEST PRACTICE STATEMENTSSHEHRVICDELIVERY
— APPROACHES FOR PROVISION OF INFORMATION,
COUNSELLING AND MEDICAL ABORTION

Part 1.
There is no single recommended approach to providing abortion services.

The choice of specific health worker(s) (from among the recommended
options) or management by the individual themself, and the location of
service provision (from among recommended options) will depend on the
values and preferences of the woman, girl or other pregnant person,
available resources, and the national and local context.

A plurality of service-delivery approaches can coexist within any given
context.



wee . BEST PRACTICE STATEMENTSSHERVICDELIVERY
- APPROACHES FOR PROVISION OF INFORMATION,
COUNSELLING AND MEDICAL ABORTION

@ Part 2.

Given that servicedelivery approaches can be diverse, it is important to
ensure that for the individual seeking care, the range of servicedelivery
options taken together will provide:

* access to scientifically accurate, understandable information at all stages;

 access to quality-assured medicines (including those for pain
management);

» back-up referral support if desired or needed;

* linkages to an appropriate choice of contraceptive services for those who
want post-abortion contraception.







This guideline is available in various formats

Abortion care guideline

Abortion
care guideline

Interactive web-based format: PDF document available for download:

srhr.o rg/a bortioncare https://www.who.int/publications/i/item/9789240039483
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