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The performance of second trimester abortion between 17 to 34 weeks in an outpatient
clinic setting is only safe in the hands of Physicians who are experienced with abortion
care. Normally, it usually takes two to four days to complete the abortion procedure. That
is because the majority of Physicians use older methods of preparation of the cervix
which allows the cervix to dilate (open) over a two to four day period of time before the
abortion. The further the weeks of gestation, the more days that are needed in order for
the cervix to be adequately dilated with laminaria.
There is no doubt that the use of multiple, serial laminaria has shown to be safe. The
problem with the serial laminaria abortion procedure, is the length of time the patient is
inconvenienced in having to return to the office up to 4 days in a row, in order for the
abortion procedure to be complete.
I have been performing early to late second trimester abortion procedures for over 10
years using a different technique where the procedure is complete in less than 24 hours in
99% of the time. With the introduction of additional techniques over the past 2 years, the
initiation to completion of the abortion has been decreased to a median of 8 hours from
initial onset to completion of the abortion. For the extremely small percentage of patients
that the medical induction technique I use does not work, it is followed by surgical removal
of the gestational tissue, or a high dose oxytocin (pitocin) protocol that will allow delivery
to take place must be considered. A Physician that is competent and familiar with
complications of abortion is the only one who should perform this type of medical
induction procedure.
Misoprostol (cytotec) is a prostaglandin medication used to help prevent ulcers in
individuals who use non-steroidal anti-inflammatory medications (aspirin, motrin,
indomethacin, naproxen, advil, etc.) In certain dosages it will cause the uterus to
contract which causes the woman to abort her pregnancy. This medication has been
used for abortion for more than 20 years. In the past 10 years in the United States,
misoprostol has been used in term pregnancies to allow the cervix to soften, allowing
labor to occur, or making it easier to induce labor. This helps decrease the incidence of
C-sections.
Mifeprex (RU486) was then added to the regimen two years ago after reading multiple
European studies where the abortion time was shortened when the patient took mifeprex
prior to initiating labor with misoprostol. Since starting the mifeprex, there are no
patients that have gone past 24 hours of their abortion being completed.
All patients 22 week’s gestation or greater receive fetal intracardiac injection of a

combination of digoxin and potassium chloride to stop the fetal heart. If the fetal heart
cannot be injected then a higher amount of digoxin is injected into the fetus or is instilled in
the amniotic fluid.
Less than 10 percent of patients require pain medication while in labor. Less than 10
percent of patients require a D&E procedure after delivery or have a retained placenta.
The patients are observed for an hour after delivery or the D&E procedure and are
discharged home with follow-up in our office or their personal physician in 3 weeks.
There have been no major complications with the use of this medical protocol of patients
greater than 22 week’s gestation. No hospitalizations have been necessary. Following
only a few minor complications, we have modified our protocol where laminaria are
placed in the cervix in patients who have had c-sections prior to giving the patient
misoprostol. Since starting the laminaria protocol on patients with previous c-sections,
there have been no further complications.
In summary, the medical induction of late second trimester terminations using mifeprex
(RU486, misoprostol, with placement of laminaria in patients with previous c-section prior
to giving misoprostol) has been found not only to be safe, but allows completion of the
abortion in a median time of 14 hours. Completion of the abortion in less than 24 hours
has many advantages. Less time to perform an abortion decreases the incidence of
maternal morbidity. There is less expense in travel, time away from the job, and stress on
the patient and the family. The faster an abortion can take place as long as the way the
abortion is performed is safe, the better for the patient. To achieve a high level of safety
in late second trimester terminations, one must have all the necessary precautions in
place to minimize the risk to patient. The level of physician skill, the extent of knowledge
of new medications that are safe and can reduce the time it takes to perform the abortion.
When a medically induced abortion cannot be performed, preoperative preparation, use
of laminaria, special surgical instruments and medications, properly trained staff, and the
proximity to a full service hospital is needed to assure patient safety. Our offices are
located within 1 to 5 minutes of hospitals.
Please visit our web site below for further information.
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