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Table 1

Quick starting contraception after termination of pregnancy10,11

Method of contraception

Levonorgestrel-releasing 
intrauterine system 
(LNG-IUS)

Copper intrauterine device
(IUD)

Contraceptive implant

Depot injection

Combined oral 
contraceptive pill

Progestogen only 
oral contraceptive pill

* If not initiated immediately by the provider, it is important the healthcare professional seeing the patient after a termination: 
1 Rules out a complication (e.g. infection, retained products of conception, ongoing pregnancy) 
2 Excludes the possibility of a new pregnancy (unprotected sexual intercourse since procedure). If this is the case, emergency
contraception should be discussed11

When inserted/commenced

At the same time as surgical
termination  
OR
As soon as possible after medical
termination of pregnancy (MTOP)*

At the same time as surgical
termination 
OR
As soon as possible after MTOP* 

At the same time as surgical
termination 
OR
The day mifepristone taken for MTOP  

At the same time as surgical
termination 
OR
The day mifepristone taken for MTOP.  
There is a small increase in risk of 
failed TOP

At the same time as surgical
termination 
OR
The day mifepristone taken for MTOP 

At the same time as surgical
termination 
OR
The day mifepristone taken for MTOP

If commenced > 5 days after
termination, period additional
contraception is required

Use additional 
barrier contraception 
for 7 days

No additional 
contraception 
required

Use additional barrier 
contraception for 7 days

Use additional barrier 
contraception for 7 days

Use additional barrier 
contraception for 7 days

Use additional barrier 
contraception for 7 days

provider.8 If a woman presents following
TOP with symptoms suggestive of VTE,
she must be referred urgently that day
to secondary care for diagnostic
imaging and treatment.

PRIMARY CARE ASSESSMENT
OF COMPLICATIONS
In primary care, a full history should be
taken and physical examination carried
out to determine the likely diagnosis
and establish if ongoing referral to
secondary care is required. 

Physical examination should usually
include pulse, blood pressure,
temperature, respiratory rate,
abdominal and pelvic examination. 

Important signs to identify during
pelvic examination include: evidence of
trauma to the vagina or cervix; the

quantity of active vaginal bleeding; the
presence of offensive discharge or pus;
an open cervical os and the presence of
cervical excitation. A urinary pregnancy
test should be performed. 

Any patient who is haemodynamically
unstable showing signs of sepsis, shock
or active and heavy vaginal bleeding
should be referred urgently to the on call
gynaecology team and transferred
urgently to hospital by ambulance. 

Patients who are haemodynamically
stable but have not had an ultrasound
confirming an intrauterine pregnancy
prior to MTOP and present with pain or
bleeding, and a positive pregnancy test,
should be referred urgently to an early
pregnancy unit (EPU) or the emergency
department on the same day for
assessment, including a scan to rule out
ectopic pregnancy. 

Haemodynamically stable patients
with a confirmed intrauterine pregnancy
prior to TOP, presenting with symptoms
suggesting retained products of
conception, should be referred to the
local EPU or TOP care provider for
assessment possibly including an
ultrasound, ideally within 24-48 hours. 
It is important to remember that a
negative pregnancy test does not rule
out a diagnosis of retained products of
conception. 

Patients with suspected infection,
who are clinically well, should have a
high vaginal swab taken and an STI
screen, and be started immediately on
broad spectrum antibiotics according to
local microbiology guidance. There
should be a low threshold to refer the
patient to an EPU for an ultrasound to
rule out retained products of conception
as a cause, especially if there is a poor
clinical response to antibiotics or there
are other symptoms or signs to suggest
retained products of conception. If the
patient had an intrauterine contraceptive
device fitted after TOP, the risks and
benefits of removal should be evaluated
and discussed with the patient.
Differential diagnoses should also be
considered and investigations tailored 
to rule out the following conditions: 
•Urinary tract infection
•Appendicitis
•Ovarian cyst accident
•Pelvic inflammatory disease

Following an uncomplicated TOP,
women should expect their next
menstrual period in 4-6 weeks, which
may be heavier or lighter than normal. 
If their periods do not resume, 
a pregnancy test should be carried out
and if positive, the possibility of failed
termination, ectopic pregnancy or a new
pregnancy should be considered. 

mental health condition are at higher risk
and consideration of escalation and
urgent management are crucial.

Mental health and wellbeing should be
a priority, and all healthcare providers
should provide emotional support after
TOP and refer women for counselling if
required.6

Venous thromboembolismafter TOP
Thromboembolic disease is a significant
cause of mortality and morbidity in
pregnancy and postpartum and
accounts for approximately 4% of
maternal deaths in the UK.7

A maternity specific venous
thromboembolism (VTE) risk
assessment should be performed 
at the time of STOP and prophylaxis
should be provided by the care


