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Abstract
Background. Contraceptive counselling is an essential
element of induced abortion services but concerns remain
about its effectiveness.
Objective. The issues that influence peri-abortion
contraception were explored as part of a study on the
experiences of women undergoing induced abortion.
Method. In-depth interviews with 21 women of varying
ages, gestations and ethnicity, 3–9 weeks after termination
of their pregnancy, with qualitative analysis of data.
Results. Contraceptive risk-taking was high both before
and after abortion. After abortion, only a few women had
changed either to using some method, or moving to more
reliable methods. Health professionals had not explored
the issues around contraception with sufficient clarity or
detail to be effective. Discussion of contraception was often
deferred to the post-abortion follow-up visit, which only 12
respondents had attended at the time of interview.
Conclusions. The effectiveness of peri-abortion
contraception counselling was disappointing. We suggest
that a family planning-trained outreach nurse attached to
abortion providers with specific responsibility for
contraception could improve uptake post-abortion.

Introduction
Contraceptive counselling is an essential element of
induced abortion services1 but concerns remain about its
effectiveness.2,3

As part of a qualitative study on women’s experiences
of abortion in the National Health Service (NHS) we
investigated their contraceptive use before termination of
pregnancy (TOP), the contraceptive advice they had
received in the peri-abortion period and its influence on
their contraceptive use post-TOP.

Background and method
In-depth interviews were conducted with 21 women of
varying ages, gestations and ethnicity, 3–9 weeks after
termination of their pregnancy, with qualitative analysis of
data. Details of background and methodology are discussed
in a related article.4

Results
Contraception before abortion
Contraception before abortion was predictably suboptimal
(Table 1). Several women had been taking contraceptive
risks for months or years before their unwanted pregnancy
and had assumed that their fertility was low.

“When I was younger I used to have the pill at night. It was
terrible. I used to get up and take like five at a time but I
never got pregnant so I didn’t think I was particularly
fertile.”

Some women had limited or no knowledge of
contraception or of local family planning services. Those
who had recently moved into the area had not registered
with a general practitioner (GP) until they sought a referral
for TOP. Others had used contraception in the past but had
stopped because of side effects, misconceptions or
difficulties using the methods, or because they were no
longer in a relationship.

“I used to have this contraceptive injection in my bottom
and you’ve got to have a rest from it; that’s when I fell
pregnant, when I had a rest from the injection.”

Awareness of the emergency contraceptive pill was
generally good but reasons for not accessing it included not
having a GP, difficulty getting emergency appointments
and limited opening hours of surgeries, prohibitive costs
for over-the-counter purchase, and misconceptions that it
could only be used a limited number of times.

“[In the past] I bought it [emergency contraception] from
the chemist. It was extremely expensive, I was very shocked
actually.”
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Table 1 Contraceptive use before and after TOP

Age Parity Contraception Contraception post-TOP
(years) pre-TOP (method in use at the

time of interview)

37 Para 2, 2 miscarriages Condoma Condom
24 Para 0 Condomb Injection
21 Para 0 None None
31 Para 0 None Pill
21 Para 1 None Condom
23 Para 0, 1 TOP Condomb Condom
31 Para 0, 1 TOP None Pill
32 Para 0 Condoma Condom
35 Para 2 Personab Condom
16 Para 0 Pillb Pill
20 Para 0 None None
27 Para 0 None None
40 Para 2 None None
21 Para 0 Condoma Condom
32 Para 0 Condoma Pill
32 Para 0, 1 TOP Pillb None
25 Para 1, 1 TOP None None
21 Para 0 Condomb None
21 Para 0 Condoma Pill
36 Para 1 Pilla Condom

–c – Rhythm Rhythm

aMethod failure.
bUser failure.
cClient did not complete the interview on account of emotional distress.
TOP, termination of pregnancy.
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“I’ve used the morning-after pill but they’re only meant to
be used a certain number of times because they don’t like
you using it every time.”

Contraception post-abortion
Although many respondents found the abortion stressful
and were keen not to repeat this experience, contraceptive
use after the abortion remained poor. At the time of the
interview only six women had changed either from not
using contraception previously to using some method, or
from condoms to more effective methods. There is a sense
that the contraceptive problems that led to an unplanned
pregnancy in the first place had remained unresolved.

“The first pill I had that they gave me after the operation,
I missed three pills, I don’t even know if it has worked or
not ‘cause I’m really rubbish at taking them.”

In the process of obtaining an abortion, women met
health care professionals at referral, at pre-TOP assessment
and on the day of the abortion. The extent of contraceptive
counselling that they received at each stage was variable.
Some referring doctors had discussed contraception but
most had not.

“I think she [the GP] was leaving contraception to XX [the
abortion provider]or whoever.”

Although the issue of future contraception had been
raised with all women at discharge after their TOP, this had
not necessarily led to initiation of effective contraception in
most cases. The inability of women to come to a decision
in this regard and understand instructions for use within the
short time available could have partly accounted for this.
Also, such counselling was likely to be ineffective if
provided at discharge during an emotionally stressful
period without firm plans having been made previously.

“She [the nurse in the day surgery unit] said to me what am
I going to use after this. But I was just going to leave. I
don’t think that was the question to ask in that time. I think
that question was a bit, you know, talking question, not just
saying yes or no.”

Abortion service providers may lack time or training to
provide adequate contraceptive counselling and it appeared
that excessive reliance was placed on the 2-week follow-up
appointment with the GP. This was particularly
inappropriate for those women whose request for an
abortion had made their relationship with their GP difficult.

“They just asked what contraception I was going to use
and I said the pill. So they didn’t actually give me any more
information. I think they left that to me to chase it up with
my GP.”

Where the NHS contracts abortion services to voluntary
sector providers, women may not realise that this covers
free contraception.

“But then because XX is a private place they couldn’t fix it
[the IUD] ‘cause I have to pay and I haven’t got money to
pay. Yeah because in the leaflet it said if I’m having this
done I have to pay for it.”

Women undergoing TOP receive significant amounts of
new information about the abortion process and may not
retain contraceptive advice unless reinforced with a
confirmed follow-up appointment.

“I don’t know if I have to go [for follow-up] to the same
place, or I have to go to my doctor, I don’t know.”

Twelve out of the 21 women studied had attended for a
follow-up either with their GP or at a family planning clinic
(FPC) after 2 weeks. These visits had helped some women

to address problems related to side effects, or to obtain
contraceptive supplies.

Discussion
The National Audit of Induced Abortion indicated that 88%
of abortion-service provider units in England and Wales
provided patients with contraceptive advice, and that in
81% of units this was given by a trained person.5 There is,
however, no information on the extent of contraceptive
uptake and continuation by clients.

Garg et al. reported that previous TOPs had not induced
a change to more effective methods of contraception and
suggested more thorough peri-abortion contraception
counselling with structured follow-up.2 Their survey found
variation in the content of advice given to women
undergoing abortion, with only 40% receiving a
comprehensive discussion on contraceptive options in
relation to individual circumstances, and follow-up
arranged for less than half of the women.2

In the model studied, general responsibility for peri-
abortion contraception counselling rested with
professionals at primary care level and at the abortion
provider unit. Our data highlight the ineffectiveness of such
a system where there was no clarity of role, with a tendency
for health professionals to assume that the next person
along the line would deal with contraception. Also, there
was over-reliance on the post-abortion follow-up
appointment which clients were expected to organise
themselves.

Effective contraceptive counselling is time consuming
and may be impractical within the time available to staff
during the referral visit, at pre-TOP assessment or at
abortion. It may therefore be appropriate to assign the role of
contraceptive counselling to a specialist outreach nurse
attached to the abortion service provider. The nurse’s role
should be specific to discussing contraception at pre-
abortion assessment to facilitate initiation of a reliable
method following the abortion, with follow-up and a link to
mainstream contraceptive service providers such as GPs and
FPCs. This model of proactive and targeted outreach has
been successful elsewhere in linking young people to
contraceptive services.6 In addition, the integration of family
planning and TOP services, which already exists in parts of
the country, would also facilitate contraception uptake.
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