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Table 1

Factors associated with increased/decreased risk for pain and/or analgesic use
as reported during clinical studies
Parameter

Increased risk for pain/analgesic use

Decreased risk for pain/analgesic use

A systematic literature review

Increased woman’age		
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Abdel-Aziz 2004
			
Suhonen 2011
				Kapp 2013
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Increased parity		
			
			
			

Westhoff 2000
Abdel-Aziz 2004
Teal 2007
Lokeland 2014

Increased number of previous pregnancies		

Suhonen 2011

Increased number of previous deliveries		
			

Suhonen 2011
Kapp 2013

Increased number of living children		

Abdel-Aziz 2004
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INTRODUCTION

EPIDEMIOLOGY

• Medical methods are widely spread for induced abortion.

• The frequency and the intensity of pain associated with MToP are
rarely reported and discussed in the literature. Few studies either
mention pain directly, through recorded levels of pain or report of
pain as an adverse event, or indirectly via the amount of analgesics.

• The most frequently used drug combination in Europe is mifepristone
followed by a prostaglandin analogue, mainly misoprostol.
This combination is associated with few adverse events, including
the occurrence of pain.
• However, most reports of clinical trials fail to describe pain associated
with first trimester medical termination of pregnancy (MToP). In
addition, no specific and comprehensive guidelines regarding first
trimester medical abortion pain management was found in the
literature.

OBJECTIVE
• This systematic literature review was performed to provide data
to a group of experts for an expert consensus regarding
the management of pain associated with first trimester MToP.

METHODS
• A group of experts working in the field of MToP was identified across
Europe (Austria, Czech Republic, France, Italy, Portugal, Spain, Sweden,
United Kingdom).
• This group wrote a list of clinically important questions regarding pain
associated with first trimester MToP. This list was established before
performing the literature analysis.
•
A systematic bibliographic search was performed looking at
publications in English up to end of March 2015. The PubMed search
looked at pain treatment / pain assessment and medical termination
of pregnancy.

• For pregnancies up to 9 weeks of amenorrhea, mean pain score
measured on a 10-level scale (0=no pain, 10=worst possible
pain) varied from 5 to 8 following misoprostol intake [Singh 2005;
Shannon 2006; Livshits 2009]. It was 2.5 in a study using a 0
to 5 scale [Ojha 2012]. The pain was considered as severe by
20% [Svendsen 2005] to 30% [Bygdeman 1895; Lokeland 2014]
to 80% [FIGO 2011] of women.
• Looking at pain defined by the amount of analgesic consumption
in women who underwent ≤9 weeks of amenorrhea medical abortions,
large differences were evidenced, mainly depending upon the local
abortion service clinical practice regarding analgesic provision. [Ojha
2012, Westhoff 2000]
•O
 nset of pain after mifepristone administration and before misoprostol
administration has been reported to occur in between 11%, [De
Nonno 2000] to around 40% of patients. [Shannon 2005; Schaff 2000]
Following misoprostol administration, time to onset of cramping was
around 1 to 2 hours. [Bygdemann 1985; FIGO 2011; Shannon 2006]
• For gestations below 9 weeks of amenorrhea, the duration of pain
was reported to be at least 1 day (median duration: 3 days). [Westhoff
2000]
• There are multiple predictive factors for first-trimester associated
pain (Table 1).

Increased gestational age
		
		

Westhoff 2000
Teal 2007
Suhonen 2011

Important menstrual pain/dysmenorrhea
		
		

Suhonen 2011
Avraham 2012
Kapp 2013

Retroverted uterus

Kapp 2013

Married		
			

Westhoff 2000
Abdel-Aziz 2004

Increased available financial support		

Abdel-Aziz 2004

Asian women		

Westhoff 2000

Indian women		

Elul 1999

Provision of full preliminary information		

Kruse 2000

PAIN ASSESSMENT

CONCLUSION

• WHO recommends pain assessment in all cases of pain. [WHO 2007]
• No specific recommendations are available regarding pain assessment
during MToP.

• Additional work is currently ongoing from the expert group to provide
consensus guidelines for management of pain associated with firsttrimester MToP.

PAIN TREATMENT
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•
NSAIDs were demonstrated not to decrease the efficacy of MToP.
[Creinin 1997]
• WHO 2014 guidelines recommend the use of ibuprofen 400-800 mg,
and recalls the absence of efficacy for paracetamol in this indication. [WHO
2014]
• However, there are no precise recommendations for a specific analgesic
protocol especially in terms of timing.

RESULTS
• The search allowed for finding responses to most questions.
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• Non-pharmacological strategies should not be forgotten:
• Detailed information on the procedure [Kruse 2000]
• Presence of a partner or friend [Kopp-Kallner 2012]
• Use of hot water bottle or heating pads [WHO 2014]

