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Access to Postabortion Contraception

ABSTRACT: All contraceptive methods are safe and effective when provided immediately after abortion
procedures and when otherwise medically appropriate for a patient. Providing a contraceptive method immediately
after an induced or spontaneous abortion can help individuals achieve their desired reproductive outcomes
and minimize the burden of multiple appointments. Contraceptive counseling and methods should be made
available to all patients who experience induced or spontaneous abortion, and the patient’s right to decline or
postpone this care should be respected. Recognizing the individual barriers that may exist for each patient is
important to providing patient-centered care. It also is important to understand the history of reproductive rights
abuses, including contraceptive coercion and forced sterilization, in the United States. Ultimately, clinicians should
focus on providing access to counseling and, ideally, providing all methods of contraception, while recognizing that
each patient is unique.

Recommendations and Conclusions
The American College of Obstetricians and Gynecolo-
gists makes the following recommendations and conclu-
sions for obstetrician–gynecologists and other clinicians
to improve access to postabortion contraception:

c Contraceptive counseling and methods should be
made available to all patients who experience induced
or spontaneous abortion, and the patient’s right to
decline or postpone this care should be respected.

c Recognizing the individual barriers that may exist for
each patient is important to providing patient-
centered care. Patients may have difficulty accessing
health care for many reasons, including distance to
health care facilities, work constraints, caregiving
responsibilities, inadequate or no insurance, unreli-
able transportation, and language barriers. These
challenges can affect access to interval placement or
removal of long-acting reversible contraceptives
(LARC), repeat visits for depot medroxyprogesterone
acetate (DMPA) administration, and pharmacy visits
to obtain refills of short-acting methods.

c It is important to understand the history of reproductive
rights abuses, including contraceptive coercion and

forced sterilization, in the United States. Recognition of
one’s own biases around induced and spontaneous
abortion, pregnancy spacing, and cultural stereotypes is
crucial to avoid coercive behaviors, such as clinician
pressure for a patient to leave with a contraceptive
method that day, pressure to use a specific method such
as a LARC, or expression of judgment about the
patient’s decision to have an abortion.

c Obstetrician–gynecologists and other clinicians
should remain current in their knowledge of all
methods of contraception.

c Logistical barriers should be minimized to improve
patient access to chosen contraceptive methods after
induced and spontaneous abortion.

c Continuity of care can be improved by offering
management of induced and spontaneous abortion
and the full range of contraceptive methods within a
practice, or by creating pathways for streamlined
referral and follow-up for patients who need such
care.

c All contraceptive methods are safe and effective when
provided immediately after abortion procedures and
when otherwise medically appropriate for a patient.
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Background
The postabortion period is a safe and efficient time to
initiate contraception for individuals who wish to delay or
avoid a subsequent pregnancy. Eighty-three percent of
women will ovulate within one month of an induced or
spontaneous abortion, and in one study, 51% of partic-
ipants reported having intercourse within two weeks after
an abortion (1–4). Providing a contraceptive method
immediately after an induced or spontaneous abortion
can help individuals achieve their desired reproductive
outcomes and minimize the burden of multiple appoint-
ments. Contraceptive counseling should be offered, and
immediate provision of all contraceptive methods should
be made available, when possible, to any patient interested
in contraceptive care in this setting.

Clinicians should recognize that some people do not
desire contraceptive counseling, but they may still desire
contraception. In one study of patients having induced
abortions, 70.8% wanted to leave the visit with a contra-
ceptive method in place; however, only 30.8% wanted
contraceptive counseling (5). More than half of women
who did not want counseling indicated that their reasons
included already knowing which method they wished to
use (5). A patient may decline the conversation, but still
wish to leave the clinical encounter with their preferred
contraceptive method. Care may be improved by simply
asking the patient beforehand if they have a preferred
contraceptive method in mind or if they want to discuss
contraception. Questions that allow patient preferences to
guide the discussion disrupt the traditional power differ-
ential in clinical settings. If patients do have a method
in mind, discussion of risks and benefits is appropriate.
Alternative models for counseling, such as offering tele-
phone consultation before the day of the abortion
appointment, may improve patients’ experiences (6, 7).

Identifying the individual reproductive goals of each
patient is important. Not all patients who have an
induced abortion wish to initiate contraception, and
not all patients who experience spontaneous abortion
wish to become pregnant again in the near future. Forty-
four percent of patients with spontaneous abortion have
pregnancies that are unwanted or mistimed, similar to
rates in the general population of pregnant individuals
(8). This finding, combined with a lack of clarity about
optimal pregnancy spacing after pregnancy loss; receipt
of care in a variety of settings, including emergency
departments; and rapid return to fertility highlight the
importance of addressing contraception using a patient-
centered approach (8). Contraceptive counseling and
methods should be made available to all patients who
experience induced or spontaneous abortion, and the
patient’s right to decline or postpone this care should
be respected. For those seeking to delay or avoid preg-
nancy, obstetrician–gynecologists should provide access
to the full spectrum of medically-appropriate contracep-
tive methods at the abortion care visit, including in the
hospital setting.

Immediate Postabortion Contraception
is Safe and Effective
The U.S. Medical Eligibility Criteria (U.S. MEC) for
Contraceptive Use lists all methods as Category 1 after
first trimester abortion unless the abortion is compli-
cated by sepsis, in which case intrauterine devices (IUDs)
become Category 4 (9). Intrauterine devices should not
be placed for those with active infections (9,10). Expul-
sion rates for IUDs placed immediately after second tri-
mester abortion are slightly higher than in the first
trimester, but this option remains U.S. MEC Category
2 and thus benefits outweigh risks for this method in this
setting (11). Among 575 women undergoing first trimes-
ter uterine aspiration for induced or spontaneous abor-
tion who were randomized to immediate IUD insertion
versus insertion at a return visit 2 to 6 weeks later,
6-month continuation rates were substantially higher in
the immediate insertion group (92.3% v 76.6%) (12). In
addition to continuation rates, method satisfaction also is
high in women who receive immediate postabortion
IUDs (13). Differences in expulsion rates should be a
part of informed counseling, because insurance coverage
and payment for replacement devices may be compli-
cated in the setting of expulsion. (See the LARC Quick
Coding Guide at www.acog.org/education-and-events/
publications/larc-quick-coding-guide.) However, a mod-
estly increased expulsion rate should not be a deterrent
to offering IUD initiation immediately postabortion.

Patients who choose medical management of induced
or spontaneous abortion can be offered most methods at the
time of mifepristone administration. “Quick start” initiation
of the implant does not interfere with mifepristone’s efficacy,
which means the implant can be offered at the same visit, as
can all short-acting methods including emergency contra-
ception (14). Intrauterine device placement should be
deferred until medication abortion completion is confirmed
(10). In a large study of patients who initiated DMPA injec-
tions at the time of medication abortion, those who received
the injection on the day of mifepristone had a slightly
increased risk of ongoing pregnancy over those who received
the injection at the confirmation visit, but overall ongoing
pregnancy rates were very low and there was no increased
need for surgical intervention. Rates of repeat pregnancy
and contraceptive use at 6 months were no different
between the groups, but patients were more satisfied with
quick start initiation on the day of mifepristone (15).
Shared decision-making should be employed to determine
the optimal timing of DMPA administration for each
patient.

Immediate Postabortion Contraception
as Patient-Centered Care
Recognizing the individual barriers that may exist for each
patient is important to providing patient-centered care.
Patients may have difficulty accessing health care for many
reasons, including distance to health care facilities, work
constraints, caregiving responsibilities, inadequate or no
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insurance, unreliable transportation, and language barriers
(16). These challenges can affect access to interval LARC
placement or removal, repeat visits for DMPA administra-
tion, and pharmacy visits to obtain refills of short-acting
methods. Patients are often satisfied with the convenience
of receiving the contraceptive method of their choice imme-
diately after induced or spontaneous abortion. Providing this
care together decreases the number of touch points with the
health care system, which is advantageous for many reasons,
including during a public health crisis. Patients with limited
access to care may particularly benefit from efficient pro-
vision of contraceptive care. In one study of 1,662 women
provided with no-cost contraceptives immediately after
abortion, 64.5% chose a LARC method and 35.5% chose
short-acting methods (17). The women who chose LARC
methods were younger, more likely to live more than 70
miles from the clinic, and more likely to have a nonurban
address than those women who chose shorter-acting meth-
ods (17). This study also showed that even when cost and
accessibility barriers were removed, 18.8% of patients
declined any method of contraception (17). Contraceptive
care can be improved by providing a full year’s prescription
for the pill, patch, or ring in advance when these methods are
chosen, and by advance provision of emergency contracep-
tion. If available, providing free condoms is good practice.

Counseling for
Postabortion Contraception
Obstetrician–gynecologists and other clinicians should
understand that the goal of counseling is not to promote
uptake of contraception or any particular method, but rather
to provide medically appropriate options while respecting
patient autonomy, preferences, and the right to decline
contraceptive care. Financial factors, preferred clinician, time
constraints, and emotional capacity all may affect whether or
not a patient opts for contraceptive counseling at the time of
abortion care. Clinicians should use shared decision-making
to ascertain the patient’s reproductive and contraceptive
desires. A patient-centered discussion about rapid return
to fertility, access to contraception, risks and benefits of
quick start methods, and access to services for subsequent
removal for implants and IUDs respects patient autonomy.
It is important to recognize that a patient’s preference to
delay conversations about contraception does not mean that
contraception is not desired. It also is important to under-
stand the history of reproductive rights abuses, including
contraceptive coercion and forced sterilization, in the United
States (18). Recognition of one’s own biases around induced
and spontaneous abortion, pregnancy spacing, and cultural
stereotypes is crucial to avoid coercive behaviors, such as
clinician pressure for a patient to leave with a contraceptive
method that day, pressure to use a specific method such as a
LARC, or expression of judgment about the patient’s deci-
sion to have an abortion (19). Some patients experience
repeated attempts at contraceptive counseling as “implicit
pressure” to accept a method (20). Rates of discontinuation
are higher in patients who feel pressured into accepting a

method (21,22). Ultimately, clinicians should focus on pro-
viding access to counseling and, ideally, providing all meth-
ods of contraception, while recognizing that each patient is
unique. Patient preference does not have to align with clini-
cian values. Each conversation and its content should be
driven by the patient’s individual medical history and con-
traceptive desires.

Patient and Clinician Challenges to
Immediate Postabortion Contraception
Many patients experiencing induced and spontaneous
abortion will seek treatment at a location that may not be
directly connected to their usual source of care, such as an
emergency department, urgent care clinic, or family plan-
ning clinic. In the absence of continuity, patients receiving
subsequent care for interval contraception in other settings
may face obstacles, such as positive pregnancy tests that
cause confusion, delays in accessing appointments, or
undesired disclosure. Additionally, some patients will not
have a usual source of primary, obstetric, or gynecologic
care. This highlights the importance of immediate provision
of contraceptive methods; referrals for other desired services;
and, streamlined pathways to follow-up.

In a survey of abortion care clinics, 98% of clinics
offer at least one nonLARC method and 76% offer any
LARC method (23). The reasons for not offering all meth-
ods are multifactorial and include training gaps, financial
burdens, stigma that isolates abortion care, policy restric-
tions, and restrictions on payment and insurance cover-
age. State and Federal restrictions on abortion care affect
the ability of those who provide abortion care to sustain-
ably offer contraceptive services by denying public fund-
ing, disincentivizing insurers to contract with practices
that offer abortion, and enacting restrictive policies that
force clinic closures (24). The Hyde Amendment, which
restricts Federal funding for induced abortion except for
reasons of rape, incest, or life-endangerment, creates com-
plicated administrative barriers to providing evidence-
based care that disproportionately affect patients with
low incomes and lead to inequitable access. Advocacy to
remove the Hyde Amendment and other restrictions on
public and private insurance coverage for abortion care
could increase access and decrease stigma by including
abortion care as a covered service.

It can be difficult to navigate the increasing restric-
tions on both private and public insurance that further
complicate the provision of abortion care. Depending on
the patient’s insurance coverage, payment for procedures
and counseling may be lower when multiple services are
offered during a single visit. In addition, patient-centered
counseling requires time and is often undercompensated
—it should be paid at an adequate rate.

Obstetrician–gynecologists and other clinicians
should remain current in their knowledge of all methods
of contraception. Logistical barriers should be minimized
to improve patient access to chosen contraceptive
methods after induced and spontaneous abortion.
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Continuity of care can be improved by offering man-
agement of induced and spontaneous abortion and the
full range of contraceptive methods within a practice, or
by creating pathways for streamlined referral and follow-
up for patients who need such care.

Conclusion
All contraceptive methods are safe and effective when
provided immediately after abortion procedures and when
otherwise medically appropriate for a patient. There are many
barriers to accessing and providing efficient contraceptive
care after induced and spontaneous abortion. Resources are
available to provide obstetrician–gynecologists and other cli-
nicians with training and capacity support to improve access
to the full range of contraceptive methods immediately
postabortion (see Postpartum Contraceptive Access Initiative
(PCAI) at https://pcainitiative.acog.org/). Further, ACOG
encourages obstetrician–gynecologists to advocate for policies
that increase insurance coverage, reimbursement, and patient
access to the full range of contraceptive methods at the
abortion care visit.
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