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Aims: The objective of this study was to find out the complications following self-administration with medical abortion pills.
Methods: A prospective descriptive study was conducted in Department of Obstetrics and Gynecology,Nepal Medical
College over a period of two years from January 2013 to December 2014 among 48 women who were admitted with abortion
complications and also gave history of self-administration of abortion pills.
Results: During the study period, 48 women with history of self-medication with abortion pills were admitted with various
abortion complications. There were 60% of women who had consumed abortion pills within approved nine weeks gestation
while 19% had consumed after nine weeks and 21% after twelve weeks. Majority (60%) were admitted with incomplete
abortion, 4% with missed abortion, 13% with continued live pregnancy, 6.5% with septic abortion and 6.5% with ectopic
pregnancy. Anemia was present in 79% of patient. More than one third of the patient had severe anemia and blood transfusion
was needed in 52%. Surgical evacuation was required in 71% of patient; medical abortion with repeat doses of mifepristone
and misoprostol was done in was done 13% and 6.5% needed laparotomy for ectopic pregnancy.
Conclusions: Though medical abortion is considered to be highly effective and safe procedure, unsupervised selfadministration of medical abortion pills was associated with serious maternal morbidities. There should be some policy to
restrict over the counter sale of this medicine.
Keywords: complications; medical abortion; self-administration.

INTRODUCTION

Each year an estimated 42 million pregnancies end
in induced abortion, out of which 20 million are
performed under unsafe condition. Unsafe abortion is
responsible for 13% of maternal deaths worldwide.1
World Health Organization (WHO) recommends
medical abortion using 200 mg of oral mifepristone
followed by 800 mcg of misoprostol vaginally,
buccally or sublingually 24-48 hours later for
termination of pregnancy up to nine weeks. WHO
guidelines necessitate women requesting medical
abortion to confirm pregnancy, estimate correct
gestational age, and locate site of pregnancy, rule out
contraindications and it also recommends that the
person or facility providing MA should have back up
facility in case of failed or incomplete abortion.2
Medical abortion was approved in Nepal since 2009
with good success rate. As of September 2012,
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medical abortion was scaled up in all public hospitals,
selected private hospitals and some non governmental
organizations throughout the 75 districts of the
country to make it easily accessible to all women.3
Despite the advances in MA services in Nepal,
some women still resort to pharmacies for over the
counter procurement of drugs to induce abortion.
Due to unrestricted availability of these drugs,
women consider this to be extremely safe option
and are unaware of life threatening complications
like excessive hemorrhage, sepsis or undiagnosed
ectopic pregnancy that are not uncommon with its
unsupervised use. This study was carried out to find
the consequences of self-administration of medical
abortion pill by women to induce abortion.

METHODS

This study was done in the Department of Obstetrics
& Gynecology, Nepal Medical College over a period
of two years from January 2013 to December 2014
after due permission from hospital ethical committee.
All the women admitted to gynecology ward with
diagnosis of any abortion and early pregnancy
complications were interviewed. Among them, those
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women who gave history of self-administration of
medicines to induce abortion and admitted for further
management of complications were identified and
enrolled for the study after an informed consent.
Self-administration means that these women did not
visit any registered and trained medical practitioner
or any health facility recognized to give medical
abortion pill for consultation. Woman or her close
relatives purchased MA drugs from the pharmacy
over the counter without prescription. They were
followed till discharge and the treatment they
received were reviewed. All the relevant data were
entered into specially designed proforma and the data
was analysed. The data collected included age of the
women, parity, gestational age at which abortion pill
was taken, reason for admission to hospital, treatment
received, need for blood transfusion, intensive care
unit (ICU) admission and duration of hospital stay.
Severity of anemia was defined according to Indian
Council of Medical Research (ICMR) classification.
Blood transfusion was given when hemoglobin level
was less than 8 gm%.

RESULTS

Gestational age
at which MA
pills consumed

Number

Percentage

<9 weeks

29

60

9-12 weeks

9

19

>12 weeks

10

21

All of these women had confirmed their pregnancy
by doing urine pregnancy test either at home or at
the pharmacy. Gestational age was confirmed only
by calculating months from last menstrual period and
clinical bimanual examination and/or USG were not
done. Among these women, only 8% could recall the
name of the drug they had consumed and rest 92%
did not know the name of the medicines. There were
42 (87.5%) women who agreed on consuming five
pills in total but the way they had taken the pills were
different. The amount of money paid for MA pills
ranged from NRs 700 to 3000.
Table 3. Regimen of self administration of abortion
pills (n=48 ).
Regimen of MA drug

Number

%

1 day one tablet orally 24 hours later
2 tablets orally 36 hours later another
2 tablets orally

14

29

1st day one tablet orally 24 hours later
4 tablets orally

16

33

1st day one tablet orally 12 hours later 4
tablets orally

4

8

1st day one tablet orally 48
hours later
4 tablets buccally

3

7

1st day one tablet orally
24 hours later 2 tablets orally
48 hours later another 2 tablets
orally

5

11

Only one tablet orally

2

4

Only four
tablets orally

4

8

st

During the study period of two years, 48 women
who gave history of self-administration of medical
abortion pills were admitted to our hospital with
various complications. The demographic profile of
these women are shown in Table 1.
Table 1. Age and parity of women (n=48).
Age of women

Table 2. Gestational age at consumption of medical
abortion pills (n= 48).

Number

%

< 19 years

2

4

20-29 years

25

52

30-39 years

21

44

Parity of women
Primigravida

10

21

Multigravida

38

79

The abortion pills were used by women of all ages,
youngest one being sixteen years of age. In this study,
79% of women were multigravida and 21% were
primigravida.
The gestational age at which abortion pill was
consumed is shown in Table 2. In this study, we found
that 40% had done medical abortion at gestational age
of more than nine weeks.

Table 3 shows the way they have consumed the
abortion pill. This table shows that only three women
had taken the pills in the standard way as stated in
medical abortion guideline of Nepal. They were not
given any emergency contact number and did not
know where to go to in case of emergency.
Twenty-nine (60%) patients presented with vaginal
bleeding on and off and were diagnosed as incomplete
abortion where as two patients had to be resuscitated
for hemorrhagic shock (Table 4).
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Table 4. Diagnosis at admission (n=48 ).
Diagnosis at admission

Number

%

Incomplete abortion

29 (2 with hemorrhagic
shock)

60

Complete abortion

5

10

Missed abortion

2

4

Continued live pregnancy

6

13

Septic abortion

3

6.5

Ectopic pregnancy

3

6.5

Total

48

There were 5 (10%) patients diagnosed as complete
abortion with anemia, 2 (4%) as missed abortion,
and 6 (13%) as continued viable pregnancy. All six
patients with continued live pregnancy had taken
the abortion pills after nine weeks of gestation. One
patient with continued live pregnancy was diagnosed
as late as twenty weeks.
There were 3 (6.5%) patients who presented with
high-grade fever, abdominal pain and vaginal
bleeding and were diagnosed as septic incomplete
abortion. One patient with septic abortion was in
septic shock and was managed in ICU. There were 3
(6.5%) patients diagnosed as ectopic pregnancy with
two presenting with hemoperitoneum in shock and
one as unruptured ectopic pregnancy and all of them
underwent laparotomy.
Among these 48 women, 38 (79%) had varying
severity of anemia, which was managed with blood
transfusion in 25 women.
Table 5. Severity of anemia and need for blood
transfusion (n= 48).
Severity of anemia*

Number

%

Very severe anemia Hb < 4gm%

6

Severe anemia Hb 4 – 6.9 gm%

12

25

Moderate anemia Hb 7 – 9.9 gm%

14

30

Mild anemia Hb 10 -10.9gm%
No anemia Hb > 11 gm%

12.5

6

12.5

10

20

Blood transfusion
Two units

14

Four units

5

Five units

3

Six units

3

*ICMR classification

Table 5 shows the severity of anemia and the need
for blood transfusion in these women. It was very
alarming to see that 12.5% of women presented with
very severe anemia which can sometimes be a life
threatening complication. All patients presenting with
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very severe anemia had done medical abortion after
12 weeks of gestation. There were 11 (23%) patients
who needed four or more units of blood transfusion.
The management of the patients done at our hospital
is shown in Table 6. All the women who had failed
abortion with live pregnancy opted for termination
of pregnancy. All these six women had complete
abortion at our center with repeat administration of
mifepristone and misoprostol. Suction evacuation
was done in 34 (71%) women in this study i.e. 29 for
incomplete abortion, 2 for missed abortion and 3 for
septic incomplete abortion. Laparotomy was done in
all three patients presenting with ectopic pregnancy.
Three patients needed admission to ICU. One patient
with septic abortion in septic shock and two others
with very severe anemia were managed in ICU.
Table 6. Management of patients (n= 48 ).
Diagnosis

Number Management

Number

Incomplete
abortion

29

Suction
evacuation
(S&E)

29

Missed
abortion

2

Suction
evacuation

2

Continued live
pregnancy

6

Medical abortion 6

Complete
abortion
with anemia

5

Correction of
anemia

5

Septic
abortion

2

I/V antibiotic
& suction
evacuation

2

Septic
abortion in
septic shock

1

I/V antibiotic,
Inotropes, S&E

1

Ectopic
pregnancy

3

Laparotomy

3

DISCUSSION

WHO defines unsafe abortion as a procedure
for terminating an unintended pregnancy either
by individuals without the necessary skills or
in an environment that does not conform to
minimum medical standard or both.4 Unsafe
abortion particularly invasive method can lead to
severe maternal morbidity and mortality due to
complications like sepsis and uterine perforation.5 To
decrease the incidence of unsafe abortion and thereby
reduce maternal mortality ratio of country, Nepal
legalized abortion in year 2002. Despite significant
progress in comprehensive abortion care services in
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the country, many Nepalese women continue to rely
upon illegal and unskilled providers for abortion. A
recent national study found that approximately 7%
of maternal mortality were due to abortion between
April 2008 and April 2009.6
WHO in the year 2003 stated that medical methods
of abortion were effective and safe. Based on
international evidence about its safety and efficacy
and to make abortion services readily available and
accessible to all women especially to poor rural
women of Nepal, medical abortion using mifepristone
and misoprostol was approved in Nepal since 2009.
Medical abortion is even being provided at primary
health center and health post of Nepal by midlevel
health care providers with high success rate of 98%
and low complications rate of 0.3% irrespective of
doctors.7
Over the counter sale of MA tablets by pharmacies is
not permitted in Nepal. Despite advances in facility
and restrictions in sale of drugs, women still visit
pharmacies to procure drugs for medical abortion as
both registered and unregistered brands of abortion
pills are easily available at pharmacy shops. The 2011
Nepal Demographic and Health Survey showed that
among the women who had an abortion in the five
years preceding the survey, 19% had used tablets
for their last abortion. Moreover, 5% of them had
obtained the tablets from a pharmacists or medicine
shops.8
In our study, 83% women were multiparous which
was similar to the study by Mishra et al9 also reported
that 78% of women who had self administered
abortion pills were multiparous. This shows that
women rely on medical abortion and consider it as
a better method to space the birth rather than using
contraception and preventing unwanted pregnancy in
the first place.
Though the recommendation on medical abortion in
Nepal has been restricted to early first trimester i.e. up
to nine weeks or sixty three days from last menstrual
period, 19% of the patient in our study used the pills
between 9-12 weeks of gestation and another 21%
used it after 12 weeks which was quite alarming.
In their study, Nivedita et al10 reported that 10% of
patients had consumed abortion pills after nine weeks
and 17.5% after twelve weeks which was similar to
our study. Studies indicate that the complications of
second trimester medical abortion when compared

with first trimester medical abortion are high with
an increased risk of bleeding, sepsis and surgical
evacuation.11 Here also complications were seen
more in women who had attempted second trimester
abortion. All six women presenting with very severe
anemia were of this group. Half of the patient with
continued live pregnancy had attempted abortion
after twelve weeks and two out of three cases of
septic abortion were of this group showing high
complication rate. Thus it is very important to confirm
the gestational age before prescribing the medical
abortion pill which was not done here. Even the
women perceived medical abortion to be extremely
safe option of termination of pregnancy even in hands
of untrained personnel and at any gestational age.
In our study, 60% of the patients had incomplete
abortion, 13% had continued live pregnancy, 6.5%
presented with septic incomplete abortion and
6.5% had ectopic pregnancy. Similar to our study,
Nivedita et al10 reported that the rate of incomplete
abortion was 62.5%, septic incomplete abortion
7.5% and failed abortion 22.5% with 80% of these
patient requiring surgical evacuation. In another
study conducted by Thaker et al12 70.2% patient had
incomplete abortion and 10.8% had failed abortion.
In the study conducted by Bennett et al,13 medical
abortion using correct regimen of mifepristone and
misoprostol was associated with high success rate of
96.5%, incomplete abortion as 1.2%, failed abortion
as 1.45% and missed ectopic pregnancy as 0.08%.
The high rate of incomplete abortion and failed
abortion in this study could be because the medical
abortion regimen used by the pharmacist was not the
ideal one recommended by WHO or government of
Nepal. Moreover all six patients with failed abortion
had consumed medical abortion pill after nine weeks
of gestation.
The incidence of ectopic pregnancy was 6.5% in our
study and similar to that reported as 5.4% by Thaker
et al.12 A recent review of the published literature
about medical abortion found that ectopic pregnancy
went undetected in only 10 of every 44,789 women
(0.02%) undergoing medical abortion if all guidelines
were followed.14 As these women were not counseled
properly regarding the possibility of extra uterine
pregnancy and bimanual examination also was not
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done to confirm gestational age and assess the uterine
size, ectopic pregnancy went undetected. Moreover,
ultrasonography was also not done in any patient if
they did not expel product of conception.
In this study, because of unsupervised use of abortion
pill and its erratic drug schedule, many women had
excessive and prolonged vaginal bleeding leading
to anemia. There were 6% women with very severe
anemia and 12% with severe anemia in this study.
Similarly Thaker et al12 reported the incidence of
severe anemia in their study as 13.5%. It is very
alarming to see 6% of patients being admitted with
very severe anemia (Hemoglobin < 4 gm %), as this
could be life-threatening complication sometimes.
Blood transfusions were needed in 23 (52%) of
patients in our study where 11 patients required four
or more unit of blood transfusions. The rate of blood
transfusion is higher than that reported as 23% by
Ojha et al.15
In this study, there were 3 (6.5%) cases of septic
abortion with one patient in septic shock. Similarly
Ojha et al15 reported the incidence of infection after
self administration of MA as 3.5%. In another study
conducted by Bajwa et al,16 the incidence of sepsis
was 6.54% following medical abortion which was

similar to our study. In a systematic review covering
46,421 women, the frequency of infection after
medical abortion done in ideal condition was less
than 1%.17 The higher incidence of infection here
could be because these women presented to hospital
late, mostly after 14 days of termination of pregnancy
and all of them had attempted medical abortion after
12 weeks.

CONCLUSIONS

Medical abortion is effective and safe when carried
out under medical supervision. Unsupervised use of
medical abortion pills were associated with many
complications like higher chances of incomplete
abortion, failed abortion, hemorrhage leading to
anemia and needing blood transfusion, septic abortion
and missed ectopic pregnancy. So over the counter
sale of medical abortion pill should be restricted.
Moreover the need to educate women regarding the
use of these drugs should be emphasized.
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