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A B S T R A C T

Objective: To record the definition and management of Very Early Medical Abortion (VEMA) in different
countries.
Study design: An Internet survey was circulated internationally among providers of medical abortion via a
website. The questionnaire focused on reasons for performing or delaying medical abortion at a very early
gestational age and the perceived advantages and disadvantages of VEMA.
Results: Out of 220 completed questionnaires, 50 % came from European abortion providers (n = 110).
Most respondents (72 %) defined VEMA as abortion performed in the presence of a positive hCG
pregnancy test but with an empty uterine cavity or a gestational sac-like structure, and no signs or
symptoms of ectopic pregnancy. A total of 74 % of respondents thought it was not necessary to wait for a
diagnosis of intrauterine pregnancy before starting medical abortion. Equally, 74 % were aware of the
possibility of an ectopic pregnancy.
Conclusion: According to European providers of medical abortion, waiting for the diagnosis of an
intrauterine pregnancy is not necessary and does not improve treatment of ectopic pregnancy. Providers
should know that medical abortion can be performed effectively and safely as soon as the woman has
decided. There is no lower gestational age limit.
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Introduction

The definition and management of Very Early Medical Abortion
(VEMA) vary widely from country to country. In many settings,
medical abortion is delayed by the health care provider or by local
regulations until a specific pregnancy duration is reached or until
an intrauterine pregnancy (IUP) is confirmed by ultrasound. This
increases the waiting time for women and may also increase side
effects and the risk of complications.

Previous studies have showed a possible higher failure rate for
medical abortion in very early pregnancies [1–3], compared to
abortion later in the first trimester. However, a 2017 study by Bizjak
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et al. [4] demonstrated that efficacy and safety are the same.
Further, the study underlined the advantages of beginning the
medical abortion treatment as early as possible.

The objective of the present study was to collect more
information on the management of very early medical abortion
in different European countries via a survey.

Methods

A questionnaire was developed by a group of medical abortion
providers from seven European countries. A total of 431 health care
providers offering medical abortion worldwide were invited to
complete the survey via an email to FIAPAC members (International
Federation of Professional Abortion and Contraception Associates).

The questionnaire asked about the providers’ service and
practice, and their management of VEMA. It was a multiple-choice
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questionnaire with 20 questions (Appendix 1 in Supplementary
material). The questionnaire was completed online and was
accessible for three months on a FIAPAC dedicated website, from
May to August 2018. It was a self-administered anonymous survey.

Statistical analyses were performed on the analysis population,
i.e. respondents with a clinical practice during 2017. These analyses
provided the number and percentage of the different response
modalities for the qualitative variables. All summaries and
statistical analyses were generated using Statistical Analysis
Software (SAS1) version 9.3.

Results

Of the 431 providers invited by email to complete the survey,
227 completed the questionnaires (53 %). Of those, 7 (3 %) were
excluded from evaluation – 4 because the respondents were not
directly involved in clinical care of patients, and 3 because they had
not practiced during 2017.
Fig. 1. Geographical distrib
The analysis was based on the remaining 220 completed
questionnaires.

Respondents

Half of the respondents were from European countries (n = 110,
50 %), 23 % (n = 51) were from the US, 11 % (n = 25) from Australia
and New Zealand, and the rest from other parts of the world (Fig.1).

The majority of respondents were women (n = 163, 74 %), were
between 40 and 60 years old (n = 127, 58 %), and were physicians
(n = 195, 89 %). Most respondents had over 10 years’ experience
(n = 145, 66 %), and had treated more than 100 women for first-
trimester medical abortion during 2017 (n = 127, 58 %) (Table1).

VEMA definition

Most respondents (n = 159, 72 %), defined VEMA as abortion in
the presence of a positive hCG pregnancy test but with an empty
ution of respondents.



Table 1
Characteristics of respondents.

N = 220 %

Age <40 years 41 18.6
40–60 years 127 57.7
>60 years 52 23.6

Practitioner Obstetrician/Gynaecologist 117 53.2
General Practitioner (GP) 61 27.7
Midwives, nurses,
counsellors

18 8.2

Place of practice Public hospital 68 30.9
Private hospital 9 4.1
Abortion centre 69 31.4
Office-based gynaecologist 28 12.7
GP practice 27 12.3

Experience <10 years 75 34.1
10–20 years 92 41.8
>20 years 53 24.1

Number of women treated
with medical abortion in 2017

<50 52 23.6
50–100 38 17.3
>100 127 57.7
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uterine cavity or a gestational sac-like structure, and no signs or
symptoms of ectopic pregnancy.

Specific considerations for VEMA

Most respondents (n = 196, 89 %) indicated that specific consider-
ations are associated with VEMA (Fig. 2). Most also recognized the
possibility of an extrauterine pregnancy (74 %, n = 146) and the need to
counsel patients accordingly (80 %, n = 157) (Fig. 2).

A total of 146 (74 %) respondents did not think necessary to wait
for a diagnosis of intrauterine pregnancy (IUP) before starting
medical abortion; However, huge discrepancies were apparent
between regions (29 %–82 %) and place of practice (56 %–92 %)
(Table 2). A majority (85 %, n = 166) of respondents thought that
medical abortion is not less effective at a very early gestation
(Table 2).

VEMA epidemiology

Nearly all (93 %, n = 205) respondents worked in places where
women request abortion at a very early stage, i.e., before 5 weeks of
amenorrhea. An increase in requests over the last few years was
reported by 61 % of respondents (n = 135) (Table 3).

VEMA management

Over half of respondents (57 %, n = 125) said they begin the very
early abortion treatment immediately (without confirming IUP) if
Fig. 2. Specific consideration
the woman has decided. Some (30 %, n = 67) delay the abortion for
1 or 2 weeks (Fig. 3). Respondents from Canada were most likely to
say they treat immediately (82 %, n = 14). The rates for immediate
treatment were 22 % for Eastern Europe (n = 2), 52 % for Western
Europe (n = 57), 56 % for Australia and New Zealand (n = 14), and
69 % for the USA (n = 35).

Most providers who delayed the procedure (66 %, n = 120) cited the
need to confirm an IUP to exclude an extrauterine pregnancy (Fig. 4).

Existing guidelines

For 63 % of respondents (n = 138), local or regional clinical
guidelines exist for VEMA. Most of these guidelines (62 %, n = 86)
recommend immediate treatment when the woman requests an
abortion (Fig. 5).

Lower gestational age limit for abortions

Most respondents (58 %, n = 127) reported no lower gestational
age limit and would provide abortion as soon as a positive
pregnancy test is done and the woman requests abortion. The
remaining abortion providers either cited a lower gestational age
limit – 5 weeks of amenorrhea for 32 respondents (14 %), 6 weeks
of amenorrhea for 7 respondents (3 %) – or the need for additional
hCG testing or an ultrasound confirming an IUP before starting
treatment.

Discrepancies appeared between regions, with 77 % of
respondents from Canada having no lower gestational limit while
that was the case for only 33 % of respondents from Eastern Europe,
48 % of respondents from Australia and New Zealand, 55 % of
respondents from Western Europe, and 67 % of respondents from
the USA.

Advantages and disadvantages of VEMA

Almost all respondents cited several advantages with VEMA (95
%, n = 209), mainly the decreased waiting time for abortion (79 %, n
= 166) (Fig. 6), and VEMA was considered less painful for women by
almost half of respondents (49 %, n = 102) (Table 4).

Most respondents also cited disadvantages with VEMA (79 %, n
= 175), such as the possibility of unnecessary treatment in case of
ectopic pregnancy (62 %, n = 109) (Fig. 7). On the other hand, 90 % of
respondents consider that women have enough time to make the
decision in case of VEMA.

VEMA and ectopic pregnancy

Atotal of74 %of respondents(n =164)thoughtthatdelayingmedical
abortionhasnobenefit fortreatingectopicpregnancy,and60%(n=132)
s associated with VEMA.



Table 2
Specific considerations concerning VEMA according to subpopulations.

No need for diagnosed IUP before start of medical
abortion

Medical abortion not less effective at very early
gestation

N = 196 % N = 196 %

Total 146 74.5 166 84.7
Region Western Europe (n = 93) 68 73.1 81 87.1

Eastern Europe (n = 7) 2 28.6 4 57.1
USA (n = 48) 39 81.3 40 83.3
Canada (n = 17) 14 82.4 13 76.5
Australia & New Zealand (n = 25) 19 76.0 23 92.0
Other (n = 6) 4 66.7 5 83.3

Place of practice Public hospital (n = 61) 45 73.8 54 88.5
Private hospital (n = 9) 5 55.6 7 77.8
Abortion centre (n = 64) 48 75.0 56 87.5
Office-based gynaecologist (n = 21) 14 66.7 18 85.7
GP practice (n = 24) 22 91.7 17 70.8
Other (n = 17) 12 70.6 14 82.4

Experience <10 years (n = 72) 56 77.8 57 79.2
10-20 years (n = 79) 55 89.6 67 84.8
>10 years (n = 45) 35 77.8 42 93.3

Table 3
VEMA epidemiology.

Women requesting abortion at very early stage Increased demand over the last few years

N = 220 % N = 220 %
Total 205 93.2 135 61.4
Region Western Europe (n = 110) 101 91.8 62 56.4

Eastern Europe (n = 9) 6 66.7 2 22.2
USA (n = 51) 51 100 35 68.6
Canada (n = 17) 17 100 15 88.2
Australia & New Zealand (n = 25) 22 88.0 15 60.0
Other (n = 8) 8 100 6 75.0

Place of practice Public hospital (n = 68) 56 82.4 37 54.4
Private hospital (n = 9) 8 88.9 4 44.4
Abortion centre (n = 69) 69 100 52 75.4
Office-based gynaecologist (n = 28) 28 100 13 46.4
GP practice (n = 27) 25 92.6 18 66.7
Other (n = 19) 19 100 11 57.9

Fig. 3. Management of requests for abortion in very early pregnancies with unknown location.
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said that medical abortion care helps diagnose an ectopic pregnancy
earlier because the patient is under medical supervision.

Discussion

Findings and interpretation

Over 70 % of respondents correctly defined VEMA as an
abortion in the presence of a positive hCG pregnancy test but
with an empty uterine cavity or a gestational sac-like
structure, and no signs or symptoms of ectopic pregnancy.
This follows the definition proposed by Barnhart et al. for
unconfirmed IUP [5].

Nearly 75 % of abortion providers do not wait for a diagnosis of
IUP, and just over half (57 %) offer VEMA immediately if the woman
has decided, while 30 % delay the abortion for 1 or 2 weeks. The
main reason to delay treatment was the perceived need to confirm
an IUP before starting treatment. A systematic control 7–10 days



Fig. 4. Reasons for a potential delay in the procedure.

Fig. 5. Guidelines recommendations.

Fig. 6. Advantages for women having very early abortion.
Possibility of multiple answers.
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Table 4
VEMA considered as less painful for women by health care providers.

N = 209 %

Total 102 48.8
Region Western Europe (n = 105) 62 59.0

Eastern Europe (n = 7) 5 71.4
USA (n = 50) 15 30.0
Canada (n = 15) 4 26.7
Australia & New Zealand (n = 25) 15 60.0
Other (n = 7) 1 14.3

Gender Men (n = 54) 29 53.7
Women (n = 155) 73 47.1

Age <40 years (n = 39) 17 43.6
40-60 years (n = 120) 63 52.5
>60 years (n = 50) 22 44.0

Practitioner Obstetrician/Gynaecologist (n = 110) 59 53.6
General Practitioner (n = 57) 27 47.4
Midwives, nurses, counsellors (n = 18) 7 38.9
Other physician (n = 17) 7 41.2
Other (n = 7) 2 28.6

Place of practice Public hospital (n = 63) 35 55.6
Private hospital (n = 9) 5 55.6
Abortion centre (n = 66) 25 37.9
Office-based gynaecologist (n = 27) 15 55.6
GP practice (n = 25) 15 60.0
Other (n = 19) 7 36.8

Experience <10 years (n = 71) 31 43.7
10-20 years (n = 86) 45 52.3
>20 years (n = 62) 26 50.0

Number women treated
during the previous year

<50 (n = 47) 24 51.1
50–100 (n = 36) 14 38.9
>100 (n = 123) 62 50.4

Fig. 7. Disadvantages for women having very early abortion.
Possibility of multiple answers.
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after VEMA could be considered to exclude any ongoing ectopic
pregnancy.

Taking into account that VEMA is a relatively new option, it is a
strong confirmation of evidence-based medicine that the majority
of health care professionals (HCPs) agree on the definition and
offer this option to their patients. At the same time, continued
educational efforts are needed to inform remaining HCPs that
patients are better served by not unnecessarily delaying a
treatment they need.

Over 90 % of respondents see women coming to their service
requesting abortion before 5 weeks of amenorrhea, and over half of
respondents have seen an increase in requests over time. This is in
line with a decrease in gestational age at time of abortion over the
last few years in different countries. In Sweden, the rate of medical
abortions performed at or below 8 weeks increased from 43 % of all
abortions in 1985 to 66 % in 2000 and 84 % in 2017 [6]. In Scotland,
the proportion of medical abortions below 10 weeks was 29.5 % in
1968 and nearly 80 % in 2017 [7]. In the UK, it was 68 % in 2006 and
81 % in 2016 [8], while in Holland, the rate before 8 weeks in 2013
was 52 % in private practice and 42 % in hospitals, versus 54 % and
44 % in 2016 [9]. In Italy, the rate of abortion before 8 weeks
increased from 43 % in 2000 to 49 % in 2017 [10].

A recent US survey among first-trimester abortion patients
looked at characteristics that decreased the likelihood of obtaining
a very early abortion (which was defined as six weeks gestation or
earlier). These characteristics included being under the age of 20,
relying on financial assistance to pay for the procedure, recent
exposure to two or more disruptive events, and living in a state that
requires in-person counselling 24�72 h prior to the procedure.
Having a college degree and early recognition of pregnancy
increased the likelihood of obtaining a very early abortion [11]. In
the US, the proportion of abortions that were performed at or
before six weeks gestation increased from 18 % in 1997 to 35 % in
2012 [11].

For 85 % of respondents, VEMA was not considered less effective
than later first-trimester abortion with confirmed IUP. Previous
studies have been inconsistent on the efficacy of VEMA. A pilot
study [1] and a retrospective observational study [3] found a
higher incidence of failure in VEMA, and a case-control study
indicated the possibility of a higher failure rate in gestations under
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7 weeks [2]. However, a review of 6 randomized controlled trials
and 9 prospective but not comparative studies supported the use of
VEMA at gestational ages <42 days with high efficacy rates overall,
similar to those observed during the 7th week of pregnancy [12]. In
addition, a recent retrospective study of efficacy and safety of
VEMA found no significant differences in the success rate (number
of ongoing pregnancies) of the unconfirmed IUP group vs the
confirmed IUP group [4]. However, there was a significantly lower
rate of medical and surgical interventions for incomplete abortion
in the VEMA group [4].

VEMA was considered less painful for women by 49 % of
respondents, which is in line with findings from several clinical
studies showing an increased risk of pain or of analgesics use with
increased gestational age [13–16]. Only 27 % of Canadian
respondents agreed, but this low rate is probably due to the very
recent introduction of the mifepristone/misoprostol protocol in
Canada (in Jan. 2017). Prior to that, medical abortion was widely
practiced using methotrexate, which is significantly more painful
irrespective of gestational age.

Overall, some discrepancies were observed between different
areas, especially between Eastern Europe and other regions. This
can be explained by a briefer experience with medical abortion in
Eastern Europe because mifepristone was introduced much later
than in most Western European countries. However, only a few
respondents were from these countries, so the corresponding data
should be analysed with caution.

Strengths and weaknesses

The survey was sent out via the only international association of
HCPs providing medical abortion. Therefore, coverage of the target
group was very good and participants came from all over the world.
One weakness was the low number of respondents from Eastern
Europe (n = 9).

Similarities and differences in relation to other studies

To our knowledge, this is the first survey about VEMA
conducted among health care professionals.

Open questions and future research

Future prospective studies assessing efficacy and pain in VEMA
should be done to increase knowledge in this area and provide
evidence-based data. Strategies need to be developed to better
inform HCPs and women about the VEMA option.

Conclusion

Most abortion providers (74 %) do not find it necessary to wait
for the diagnosis of an intrauterine pregnancy before starting
medical abortion. However, the same percentage of providers is
aware that an ectopic pregnancy cannot be ruled out along with
the subsequent need to counsel patients accordingly. A majority
(74 %) also thought that delaying medical abortion has no
advantage in case of an ectopic pregnancy. Consequently, there
was no lower gestational age limit to provide medical abortion for
58 % of providers.

The remaining providers should be informed of the available
evidence that medical abortion can be performed effectively and
safely as soon as a pregnant woman has decided on an abortion,
even in very early pregnancy.
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