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Figure 1 Number of patients referred elsewhere for specific ineligibility criteria by year (n=516).

An improved process to 
determine eligibility for 
surgical abortion at a 
community- based clinic

Private, independent clinics provide 
59% of US abortions annually, and 
60% are surgical procedures.1 Access to 
timely abortion is important, especially 
for people with medical conditions at 
increased risk for pregnancy- related 
physiological changes that exacerbate 
chronic conditions and morbidity and 
mortality associated with pregnancy.2 
There are preexisting conditions that 
render community- based surgical 
abortion unsafe; however, referral to 
hospital- based care results in delay, 
increased risk, stigma, and cost at later 
gestations.3 Patients with stigmatised 
medical conditions like obesity and 
substance use disorder may be over- 
referred for hospital- based care due to 
provider bias, rather than increased risk 
of procedural complication.2

In our independent abortion clinic, 
eligibility screening for community- based 
procedures is conducted by telephone at 
time of appointment request for abor-
tion up to 23 weeks 6 days’ gestation. We 
excluded medical abortion in this report. 
The Medical Director rules patients as 
eligible or ineligible for abortion. Staff 
place referrals to a hospital near the 
clinic for patients deemed ineligible for 
community- based abortion.

To improve our screening and referral 
process we conducted a retrospective 
audit by reviewing the screening forms 
for patients referred out of our clinic 
from 2012 to 2018. To understand our 
ineligibility criteria patterns we cate-
gorised the reasons for referral as: (1) 
obesity, (2) substance use, (3) bleeding 
risk (eg, reported anaemia or bleeding 
dycrasias), (4) gestational age, (5) other 
(eg, heart disease, venous thromboembo-
lism/stroke, epilepsy, moderate or severe 
asthma, diabetes, liver disease, hyperten-
sion) or (6) unclear reason. We performed 
descriptive statistics to characterise the 
reasons for referral and employed the 
Cochran–Armitage trend test to assess 
referral indications over time.

A total of 14 516 patients sought 
surgical abortion over the study period. 
We placed referrals to hospital- based, 
third- trimester abortion or prenatal 
care for 516 (3.5%) patients.

The abortion rate declined in our 
state in this period, in parallel with a 
nationwide drop in abortions simul-
taneous with a rise in use of highly 
effective contraception.4 Despite this 
trend, there was a statistically signif-
icant decline over the study period in 
the total number of patients referred 
elsewhere (p<0.0001) (figure 1). Anal-
ysis of our complications over the same 
study period was reported previously5 
and our relaxed eligibility criteria did 
not negatively affect our complication 
rate.

Prior to 2012, all patients with a body 
mass index (BMI) over 35 kg/m2 and 
patients with substance use disorder not 
on maintenance therapy were referred 
for hospital- based care. As obesity and 
substance use disorder became more 
common in our community, we redrafted 
our eligibility guidelines to be more 
patient- centred for a greater propor-
tion of our population. We deliberately 
changed our protocols so that obesity 
alone at any BMI was not disqualifying 
for care. Furthermore, we provided abor-
tion to patients who reported substance 
use with a negative urine toxicology on 
the day of their appointment. Increased 
comfort among gynaecology and anaes-
thesia staff with patients with complex 
medical conditions resulted in fewer 
referrals to hospital- based care.

It is critical that community- based 
abortion remains accessible for medi-
cally complex patients, as referral to 
hospital- based care raises cost and incurs 
delay, which increases procedure risk. 
We encourage other community- based 

abortion providers to understand popu-
lation frequencies of common medical 
conditions within their catchment area 
and reconsider protocols that may be 
unnecessarily strict. We would like to 
emphasise the importance of review of 
criteria for referral to hospital- based care, 
especially for stigmatised diseases like 
obesity and substance use disorder, which 
have the potential to be over- referred for 
hospital- based care due to provider bias.2

Alice Abernathy    ,1 Michelle Strong,2 
Rie Maurer,3 Elizabeth Janiak    ,1 
Laurent Delli- Bovi,4 Deborah Bartz1

1Department of Obstetrics and Gynecology, 
Brigham and Women’s Hospital, Boston, 
Massachusetts, USA
2Department of Obstetrics and Gynecology, 
Montefiore Medical Center, Bronx, New York, USA
3Center for Clinical Investigation, Brigham and 
Women’s Hospital, Boston, Massachusetts, USA
4Women’s Health Services, Brookline, Massachusetts, 
USA

Correspondence to Dr Deborah 
Bartz, Department of Obstetrics and 
Gynecology, Brigham and Women’s 
Hospital, Boston, MA 02115, USA;  
dbartz@ bwh. harvard. edu

Twitter Alice Abernathy @
AliceMAbernathy

Contributors AA collected and reviewed 
data and authored the manuscript; MS 
collected data and secured funding for 
the project; RM conducted statistical 
analysis of the data; EJ supervised data 
analysis and edited the work; LD- B 
provided clinical data; DB was the 
primary investigator and editor and 
secured funding for the project.

Funding This research was supported 
by a departmental grant from Brigham 

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://jfprhc.bm

j.com
/

B
M

J S
ex R

eprod H
ealth: first published as 10.1136/bm

jsrh-2020-200968 on 9 June 2021. D
ow

nloaded from
 

http://www.fsrh.org
http://jfprhc.bmj.com/
http://orcid.org/0000-0003-0767-8984
http://orcid.org/0000-0001-5061-7736
https://twitter.com/AliceMAbernathy
https://twitter.com/AliceMAbernathy
http://jfprhc.bmj.com/


BMJ Sex Reprod Health January 2022 Vol 48 No 1 69

Letters

Table 1 Results of pilot study

Contraceptive 
method

Bleeding 
pattern N=

Numbers with low 
BMD (osteopenia/
osteoporosis)

Mean serum oestradiol 
(range): pmol/L

Implant Amenorrhoea 22 7 207(<50–1214)

Bleeding 22 3 257 (67–917)

POP Amenorrhoea 24 10 145 (<50–259)

Bleeding 4 4 406 (<50–653)
BMD, bone mineral density.
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Bone mineral density in 
progestogen- only implant 
and pill users with 
amenorrhoea: a pilot study

Although there is good evidence that 
the progestogen- only injectable is asso-
ciated with a decrease in bone mineral 
density (BMD), there is a lack of data 

pertaining to lower dose progestogen- 
only methods.1 2 The recent guidance 
from the Clinical Effectiveness Unit of 
the Faculty of Sexual and Reproduc-
tive Healthcare advises that current 
evidence is too limited to confirm 
or exclude an association between 
implant use and a reduction in BMD.3

Amenorrhoea results from suppres-
sion of ovarian follicle growth and of 
oestrogen secretion.4 It is therefore 
possible that amenorrhoeic women 
using any systemic progestogen- only 
contraception that suppresses ovarian 
activity may be more at risk of low 
BMD, compared with users who are 
continuing to experience ovarian 
activity and menstruation (and are less 
likely to be hypoestrogenic). These 
women may be at greater risk of 
BMD loss than those who experience 
bleeding.

In order to examine the relation-
ship between bleeding patterns, 
circulating oestradiol levels and 
BMD among users of the implant 
and progestogen- only pill (POP), 
we designed a small pilot study. 
We recruited four groups: women 
using for a minimum of 1 year a 
progestogen- only implant (68 mg 
etonogestrel) with (1) amenorrhoea 
(n=22) and (2) bleeding (at least 
one bleed every 8 weeks) (n=22); 
and women using the POP (75 μg 
desogestrel) with (3) amenorrhoea 
(n=12) and (4) bleeding (n=4). We 
conducted a single serum oestradiol 
level analysis and a single dual- energy 
x- ray absorptiometry BMD scan.

Results are detailed in table 1. 
Demographically the groups were 
very similar, with the important 
exception that the median age 
of implant users was 28 years, in 
contrast to a median age of 40 for 
POP users. For implant users the 
proportion with a low BMD (T- score 
of <−1.0) was higher in the amenor-
rhoea group than the bleeding group, 
but results did not reach statistical 

significance. Small numbers recruited 
in the desogestrel with bleeding 
group made comparisons between 
desogestrel users difficult. Median 
serum oestradiol levels were gener-
ally lower in the amenorrhoea than 
bleeding groups, but results were not 
of statistical significance (potentially 
because of the small sample size).

Despite small numbers and recruit-
ment challenges, our results raise the 
possibility that amenorrhoea in users 
of progestogen- only contraception 
(with the exception of levonorgestrel 
intrauterine devices) may be a marker 
of hypoestrogenism and possibly 
of low BMD, in a similar way to 
the injectable.2 5 The impact of 
progestogen- only contraception on 
BMD of users is clinically important. 
Although our pilot study had limita-
tions and findings were not of statis-
tical significance, we feel that this 
adds support for the need for robust 
clinical trials to explore this further.
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