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Woman’s Clinical 
Situation

Potential Contraceptive Method 
for Use

Contraceptive Method to be 
Avoided

HIV positive cases • Condoms (male or female) with 
or without spermicide should 
be used during each act of 
intercourse

• Other methods along with 
condoms can also be used

Adolescents • Condoms

• Hormonal contraceptive methods

• Dual contraception recommended

Misconceptions about Contraceptive Methods
Unfortunately, sometimes health workers themselves may be misinformed about certain methods 
or may have different religious or cultural beliefs pertaining to contraceptive methods which may 
have an impact on their work.

When a woman mentions a rumour/misconception, always listen carefully. Don’t laugh. Explain 
the facts with visual aids. Use strong scientific facts about contraceptive methods to counter 
misinformation. Always tell the truth. Never try to hide side effects or problems that might occur 
with various methods.

Misconceptions and Facts about Condoms

1. Misconception

Fact

•  If a condom slips off during sexual intercourse, it might get lost inside 
woman’s body

• A condom cannot get lost inside the woman’s body because it cannot 
pass through the cervix. If the condom is put on properly, it will not 
slip off

2. Misconception

Fact

•  There is a danger of condom breaking or tearing during intercourse

• Condoms are made of thin but very strong latex rubber and they 
undergo extensive laboratory tests for strength. A condom is more 
likely to break if the vagina is very dry, or if the condom is old (past 
the expiration date)

Misconceptions and Facts about OCPs 

1. Misconception

Fact

•  I need to take the pill only when I sleep with my husband

•  A woman must take the pill every day in order not to become pregnant
2. Misconception

Fact

• I am still protected from pregnancy when I stop taking the pills if I 
have been using it long enough

• Pills protect against pregnancy only if they are taken every day
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3. Misconceptions

Facts

• The pill is dangerous and causes cancer

• Numerous studies have disproved this misconception. The pills have 
been safely used by millions of women for over 30 years. Infact, studies 
show that the pills can protect women from some forms of cancer, 
such as those of the ovary, endometrium

4. Misconception 

Fact 

• Women who take the pill for several years need to stop them to give 
the body a ‘rest period’

• A ‘rest period’ from taking pills is not necessary and a woman may 
use OCPs for as many years as she wants to prevent a pregnancy

5. Misconception 

Fact 

• The pills can’t be used following an abortion

• OCPs are appropriate for use immediately post-abortion (spontaneous 
or induced), in either the first or second trimester, and should be 
initiated within the first seven days post-abortion, or any time the 
provider can be reasonably be sure that the woman is not pregnant

6. Misconception 

Fact 

• The pills cause infertility or makes it difficult for a woman to become 
pregnant once she stops using it

• Studies have clearly shown that the pills do not cause infertility or 
decrease a woman’s chances of becoming pregnant once she stops 
taking it

In brief, the pills:

• Must be taken every day, whether or not a woman has sex that day

• Do not make women infertile

• Can be started immediately after abortion procedure

• Offers protection against few forms of cancers

Myths and Misconceptions about the Intrauterine Contraceptive 
Device (IUCD)

1. Misconception 

Fact 

• The thread of the IUCD can trap the penis during intercourse

• The strings of the IUCD are soft and flexible, cling to the walls of the 
vagina and are rarely felt during intercourse. If the string is felt, it can 
be cut very short, (leaving just enough string that can be grasp with a 
forceps)

2. Misconception 

Fact 

• A woman who has an IUCD cannot do heavy work

• Using an IUCD should not stop a woman from carrying out her regular 
activities in any way. There is no correlation between the performance 
of chores and the use of an IUCD
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3. Misconception 

Fact 

• The IUCD might travel inside a woman’s body to her heart or her 
brain

• There is no passage from the uterus to the other organs of the body.
4. Misconception 

Fact 

• The IUCD causes ectopic pregnancy

• There is no evidence that the use of an IUCD increases the risk of an 
ectopic pregnancy.

5. Misconception

Fact 

• An IUCD cannot be inserted after an abortion

• With appropriate technique, the IUCD may be inserted immediately 
after an abortion (spontaneous or induced) following first as well as  
second trimester abortions, if the uterus is not infected, or during the 
first seven days post-abortion (or anytime you can be reasonably sure 
the woman is not pregnant)

In brief, intrauterine contraceptive devices:

• Do not travel to the heart or brain

• Can be inserted immediately after abortion procedure

• Do not cause discomfort or pain for the woman/man during sex

• Do not increase the risk of ectopic pregnancy

Misconceptions and Facts about Female Sterilization 
(Tubectomy)

1. Misconception 

Fact 

• A woman who has been ligated loses all desire for sex (becomes frigid)
• Tubal ligation has no physiological effect on sexual desire of the woman 

other than that of preventing the egg from being fertilized by sperm. The 
ovaries will still release eggs and produce hormones, and the woman 
will still menstruate, but she is no longer at the risk of getting pregnant

2. Misconception 

Fact 

• A woman who has been ligated becomes sick and is unable to do any 
work

• A woman who has been ligated can resume regular activities as soon 
as she is free from post-surgical discomfort. It does not affect her 
ability to work or make her weak or ‘sick’

3. Misconception :

Fact :

• A woman who undergoes ligation has to be hospitalized
• Usually there is no need for hospitalization for the woman undergoing 

tubal ligation. The woman can go home after at least four to six hours 
of the procedure, when the vital signs are stable and she is fully awake, 
has passed urine, and can walk, drink or talk. The woman must be 
accompanied by a responsible adult while going home

4. Misconception :

Fact :

• Ligation may cause early menopause
• Ligation will not hasten menopause. A ligated woman will continue 

to ovulate and menstruate (although she will no longer get pregnant) 
until she naturally reaches menopause
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In brief, female sterilization:

• Does not make the woman weak

• Does not cause heavier bleeding or irregular bleeding or early menopause

• Does not change woman’s sexual behavior or sex drive

Myths and Misconceptions about Vasectomy

1. Misconception 

Fact 

• Vasectomy is the same as castration

• Vasectomy is not castration. In vasectomy, the vas deferens are cut and 
tied so that sperm cannot mix with the semen. The semen ejaculated 
during sexual intercourse no longer contains sperm and will no longer 
make a woman pregnant

2. Misconception 

Fact 

• A man who submits to vasectomy has his manhood taken away. Worst 
of all, he will no longer enjoy sex

• Vasectomy does not interfere with any other physiological functions; 
or cause any other types of change. After a vasectomy, a man will 
continue to produce male hormones, and be ‘masculine’. Many men 
enjoy sex more after a vasectomy because they no longer need to 
worry about getting their partner pregnant

3. Misconception 

Fact 

• Sperm that is not ejaculated during intercourse will collect in the 
scrotum and cause the scrotum to burst or will cause other problems 
in the body

• Sperm that is not ejaculated is absorbed by the body. It cannot collect 
in the scrotum or cause harm to a man’s body in any way

In brief, vasectomy:

• Does not decrease sex drive

• Does not cause a man to grow fat or become weak, less masculine or less productive

Emergency Contraception
Emergency Contraception (EC) is a unique option that can be used by women to prevent an 
unwanted pregnancy in the first five days after unprotected sexual intercourse, contraceptive 
accidents or due to unexpected circumstances.

The term ‘emergency contraception’ is used because it conveys the important message that the 
treatment should be an action taken in an emergency and not be used as an ongoing contraceptive 
method, and it avoids giving the mistaken impression that use of the method is limited to the 
morning following every unprotected sex (morning after pill).
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When can Emergency Contraception be Used?

Emergency contraception can be used in the following situations:

1. When contraceptive method has failed or has been used incorrectly (explained below)

2. Sex occurs unexpectedly and without contraceptive protection.

3. A woman is raped or forced to have sexual intercourse

Failure of contraception or incorrect use can happen in one of the following ways:

• A condom breaks, slips or there is leakage

• A woman has missed three or more combined oral contraceptive pills in a row

• A woman is more than two weeks late for her repeat contraceptive injection (DMPA and 
one week late for norethindrone enanthate)

• Partial or complete expulsion of an IUCD

• Miscalculating or failure to abstain from sexual intercourse during the fertile period

• Failed coitus interrupt us when ejaculation occurred inside the vagina or on the external 
genitalia

Methods Used for Emergency Contraception

• Emergency Contraceptive Pills (ECPs) are hormonal contraceptives which can be used upto 
72 hours (three days) after an unprotected sexual intercourse. These are of two types:

a. Progesterone only pills

b. Oestrogen-Progesterone combination pills

• Copper releasing IUCDs. These can be used upto 120 hours (five days) after an unprotected 
sexual intercourse

Dose and Regimen of Emergency Contraceptive Pills

Type of pills Dosage

Progestin-only pills • 1 tablet of 1.5 mg levonorgestrel single dose

 Low dose pills • 4 stat + 4 (after 12 hours of the first dose)

Mechanism of Action of EC

The mechanism of action in a particular case depends on the time of the menstrual cycle when 
emergency contraceptive pills are used:

• Prevent implantation by altering the inner lining of uterus (endometrium) and making it 
unsuitable for implantation
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• Prevent fertilization

• Thicken cervical mucus

• Alter transportation of the sperm, ovum and embryo 

• Interfere with corpus luteum function and luteolysis

Emergency contraceptive pills do not interrupt or abort an established pregnancy. They can only 
help prevent an unwanted pregnancy before it has been implanted in the uterus.

Advantages of Emergency Contraceptive Pills
a. Are safe, effective, easy to use and easily available

b. Can be taken at any time during a menstrual cycle after an unprotected intercourse

c.  Do not require a physical examination

d.  Can be obtained over-the-counter from a chemist’s shop without prescription

e.  Can be used by women with contraindications of oral contraceptive pills such as history of 
heart disease, migraine and liver problems

For women who are unclear of their pregnancy status and take ECP while pregnant, the emergency 
pills will neither harm the foetus nor would it terminate the pregnancy.

Contraindications of Emergency Contraceptive Pills

There are no known medical contraindications to use emergency contraceptive pills. They should 
not be used in women with confirmed pregnancy.

Efficacy of Emergency Contraceptive Pills

Condition Status of ECP Use % of Probable Pregnancy

If 100 women had unprotected 
intercourse during the second or third 
week of their menstrual cycle

No ECP use 8 would become pregnant

Used ECPs 1 would become pregnant

Even if ECPs are correctly used, 15-25% woman may still become pregnant.

Who can Provide Emergency Contraception?
Emergency contraceptive pills can be provided safely by clinical and non- clinical trained personnel 
of service delivery systems such as:

• Doctors

• Nurses and midwives

• Pharmacists, chemists
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• Paramedics

• Health and family welfare assistants

• Depot holders

• Community health workers

• Other clinically trained personnel

There is evidence supporting over-the-counter use by women. Well informed women can themselves 
buy the pills over-the-counter from a chemist/drug store without any prescription.

Misconceptions about EC 
1.  ECPs can cause abortion:

• No. ECPs will not disturb an established pregnancy

2.  ECPs is contraindicated in many medical conditions: 

• No medical condition rules out use of ECPs. Even medical conditions that rule out 
continuing use of oral contraceptives, do not apply to ECPs

3.  ECPs when taken once during the cycle will give protection for full cycle: 

• ECPs do not provide continuing protection from pregnancy. Therefore it is important 
to start an ongoing method of contraception after ECP use

How to Manage Failure of ECPs
If the woman has not had periods for a week or more after the expected date, there is a possibility 
that she may be pregnant.

Advise a pregnancy test to confirm the pregnancy.

If she is pregnant, she should be counseled regarding the available options for safe abortion services 
such as manual vacuum aspiration (MVA), electric vacuum aspiration (EVA) or medical methods 
of abortion (MMA). She should be helped to choose the most appropriate option for her and told 
where she can get these services.

If she wants to continue with the pregnancy, she should be reassured that ECPs do not harm the 
foetus.



137Comprehensive Abortion Care: Provider’s Manual

Summary
• Prompt return of ovulation can lead to the possibility of unwanted pregnancy very soon 

after an abortion (even before the first post-abortion menstruation)

• Counsellor should explain the characteristics, use, side effects, effectiveness and availability 
of the contraceptive methods and let her know where she can obtain them

• Commonly held misconceptions about contraceptive methods are a barrier to their 
acceptance in the community

• Emergency contraceptive pills help women avoid unwanted pregnancy in cases where 
regular contraceptive methods have failed or incorrectly used or under special situations 
such as rape or forced sex
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11. Second Trimester Pregnancy 
Termination

Contents

Self Assessment Tool

Legal Requirements for Second Trimester Abortion:
• Site/Provider Eligibility

• Documentation/Reporting

Methods for Second Trimester Pregnancy Termination

Post-procedure Care
• Immediate Care

• Contraceptive Options

• Follow-up Care

Summary
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Self Assessment Tool

Please encircle the correct response/Fill in the blanks:

1) Second trimester abortions can be legally performed up to ________ weeks gestation in 
India

2) Any private sector health facility can provide second trimester abortions - True or False

3) RMP Opinion Form (Form I) is to be signed only by the provider performing the second  
trimester abortion -  True or False

4)  D & E is a surgical method of second trimester abortion and should be used only up to 
______ weeks of gestation

5)  Often women  coming for second trimester termination  have  the following indications :

a. Have a foetus with a congenital  anomaly

b.  Have a uterus with structural abnormality

c. Are  a victim of rape/incest

d.  a and c

6) One of the contraceptive methods that should NOT be provided immediately following 
second trimester abortion is:

a. IUCD insertion

b. Minilap tubectomy

c. Injectables

d. Laproscopic tubal  ligation
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Second Trimester Pregnancy 
Termination

Second trimester pregnancy termination is associated with higher risk of complications leading to 
morbidity and mortality. However, some women are not able to come for the services in the first 
trimester because of the following reasons:

• Eugenic: foetal congenital anomalies not compatible with life are diagnosed late in gestation

• Medical: worsening medical disease in the woman

• Social: unmarried, adolescent and other marginalized women report late in the pregnancy

• Pregnancy following rape or sexual violence 

• Conception during lactational amenorrhea where pregnancy goes unnoticed

Thus, it is essential that second trimester abortion services are available and accessible as an 
essential component of comprehensive reproductive health care.

Legal Requirements for Second Trimester 
Abortion 

The sites and providers’ eligibility to provide second trimester abortions is different from first 
trimester abortions under the law, because of higher risk of complications in the former.

Site/Provider Eligibility
Eligibility criteria: provider

• Experience and training requirement as under the MTP Rules (for more details, 
refer to Chapter 3 on ‘Law and Abortions’).

• Opinion recorded by two RMPs as under MTP Act, in Form I

Eligibility criteria: Site/facility

• Public sector facilities: secondary level (FRUs, SDH, DH) and tertiary 
level (medical colleges) which have the required facilities

• Private sector facilities: approved by the government as certified MTP  
sites for second trimester abortion

Indications for termination in the second trimester are the same as for first trimester.

Pregnancy termination following sex selection is not allowed under the law.

For more details on the training requirements for providers, infrastructural requirements for 
sites/health facilities and indications to provide second trimester pregnancy termination, refer to 
Chapter 3 on `Law and Abortions’.
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Documentation/Reporting 
It is mandatory to fill and record information in the following forms for each second trimester 
termination case performed, as per the MTP regulations:

• Form C – Consent Form

• Form I – Opinion Form (signed by two RMPs, as under the MTP Act)

• Form II – Monthly Reporting Form (to be sent to the district authorities)

• Form III – Admission Register for case records

Methods for Second Trimester Pregnancy Termination
Second trimester pregnancy terminations should be done as an indoor procedure. Availability of 
blood for transfusion (if required) should be ensured.

Clinical Assessment of the Woman

The woman should be thoroughly assessed before starting the procedure. The components of 
clinical assessment include:

1. Detailed history taking 

2. Physical examination for the general condition of the woman

3. Pelvic examination 

4. Investigations (Recommended)

•	 Haemoglobin

•	 Routine Urine Examination

•	 Blood Group: ABO Rh

5. Ultrasonography (optional)

Refer to Chapter 5 on ‘Clinical Assessment’ for more details.

Second Trimester Pregnancy Termination Methods
There are different methods of termination used for second trimester pregnancy:

A. Medical

1. Mifepristone and misoprostol regime

2. Misoprostol alone regime

3. Extra amniotic ethacridine instillation supplemented by oxytocin

4. Mechanical methods supplemented by oxytocics

B. Surgical

1. Dilatation and Evacuation (D&E)

2. Hysterotomy
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A.  Medical Methods
Before starting the procedure, ensure that the consent has been taken for the procedure as well 
as for surgical termination in case of the failure of the medical method. It is preferable to get pre-
anesthetic check-up done for the woman before starting the medication for termination.

Medical methods in second trimester termination involve two steps during the process of pregnancy 
termination:

i. Cervical priming  

ii. Inducing uterine contraction 

1. Mifepristone and Misoprostol regime
Mifepristone  and misoprostol for termination of second trimester pregnancy is not yet approved 
by DCGI. However, WHO recommends this method as the safest method for second trimester 
termination (WHO; 2012).

Cervical priming: Under this regime, cervical priming is done by Mifepristone.

Inducing uterine contractions: Misoprostol serves to dilate the cervix and induces uterine 
contractions.

Pain management during medical methods: Give Ibuprofen 400 mg or an equivalent agent to all 
women undergoing termination with medical methods. It is given with the first dose of Misoprostol 
and then subsequently every six to eight hours. Paracetamol is not recommended for pain relief 
during the process of medical methods of abortion.

Regime: Mifepristone - Misoprostol

200 mg oral mifepristone

                                           36-48 hours later

800 mcg vaginal or 400 mcg oral misoprostol

                                  followed by

400 mcg vaginal or sublingual  misoprostol every 3 hours
Total: up to 5 doses (including the first dose of misoprostol)

WHO, 2012

Refer to Chapter 6 on Medical Methods of Abortion, for details on different routes of administration 
for misoprostol.

Monitoring of the Woman During the Procedure
Record the woman’s vital signs every four hours until she starts getting strong uterine contractions, 
at which point her vital signs should be checked every two hours.

After the foetus is expelled, the maternal side of the cord should be clamped and the foetus should 
be wrapped in a cloth or paper sheet. After expulsion of the placenta, examine the foetus and 
placenta to confirm that expulsion is complete.

ò

ò
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2. Misoprostol Alone Regime

Cervical Priming and Inducing Uterine Contractions

Here, misoprostol is used for cervical priming as well as inducing uterine contractions.

Regime: Misoprostol Alone

400 mcg vaginal misoprostol

                                  followed by

400  mcg vaginal/sublingual misoprostol every three hours, up to maximum of five doses*

WHO, 2012

* Discontinue misoprostol if expelled before maximum number of doses.

3. Extra amniotic Ethacridine Instillation Supplemented by Oxytocin
This method is no longer in use because of non-availability of ethacridine lactate in the market.

4. Mechanical Methods Supplemented by Oxytocics
Under this method, commonly used devices for cervical priming are:

a. Laminaria tent

b. Catheter

Laminaria tent: It is made of hygroscopic material, which swells up by absorbing cervical and vaginal 
secretions. It gradually dilates and softens the cervix and also stimulates uterine contractions. In 
clinical practice, it has been observed that the maximum dilatation with laminaria tent is achieved 
in six to eight hours of its insertion.

Disadvantage of using laminaria tent is that it can lead to infection, particularly if it is introduced 
without proper aseptic care and kept in for too long.

Catheter: Foley’s catheter is used for cervical dilatation in some cases, to be supplemented later 
by oxytocics. Remember to instill 5-10 ml of saline in the balloon of the catheter, to prevent its 
slipping out of cervical canal.

Potential Problems during Second Trimester Termination by Medical Methods 

a. If membranes rupture during the process before cervix is sufficiently dilated: vaginal route 
for misoprostol may be less desirable and sublingual or buccal routes may be used instead

b. If the placenta is not expelled within half an hour of the fetal expulsion, one of the following 
can be used: 

i. Repeat the dose of misoprostol

ii. 20 units of oxytocin in 500-ml, 5% Dextrose or Ringer Lactate at rate of 50 ml/h

iii. Cord traction method: While awaiting placental expulsion, periodically use the forceps 
to grasp the base of the cord and apply slight tension on the cord, avoiding the tearing 
of the cord

ò
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c. If fetal expulsion does not occur within 24 hours from the initial dose, re-evaluate the 
woman and  identify the cause through examination and USG. Rule out the following:

i. Rupture of the uterus

ii. Wrong dates and diagnosis

iii. Abdominal pregnancy

Once the above conditions are ruled out, decide the line of management. If the woman is haemo-
dynamically:

•	 Stable – Wait for 24 hours and then individualize the treatment. Either repeat the same 
regime or terminate surgically. There are no studies that directly compare repeating the 
same regime to changing to a different regime

•	 Unstable – Stabilize and terminate the pregnancy surgically

B.  Surgical Methods
1. Dilatation & Evacuation

2. Hysterotomy

1.  Dilatation and Evacuation (D&E)
With the advent of medical methods of abortion, D&E is used rarely for termination of second 
trimester pregnancies. The gestation limit for this method is less than 15 weeks (WHO, 2012).

D & E should be done at an appropriate level of health care facility by a gynaecologist.

The D&E method involves priming the cervix and then evacuating the uterus with a combination 
of suction and ovum forceps.

Dilatation/Cervical Priming Options

• Administering 400 mcg misoprostol vaginally or sublingually approximately four hours 
before the procedure OR

• Inserting laminaria tent, six to eight hours before the procedure 

• Dinoprostone gel (esp. in cases of previous LSCS)

Evacuation

• Evacuation should only be started after sufficient dilatation has been achieved so that 
cannula of size 12–14 mm can pass through the cervix

• Perform evacuation using suction and ovum forceps

Inspect all the evacuated fetal parts to ensure completion of the procedure. Identify fetal parts 
(extremities, thorax/spine, calvarium and placenta). If there is any doubt, use ultrasound to confirm 
complete evacuation.
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2.  Hysterotomy
Hysterotomy is a mini-caesarean section and is performed in case of failure in the induction of 
abortion by other methods or excessive bleeding during the procedure, as life-saving measure.

Disposal of Foetus and Placenta

Consider local tissue disposal regulations, and infection prevention practices while developing  
disposal protocol. It is to be disposed off in yellow bag like other human tissue disposal.

If the foetus is given to the woman, it should be placed in a sealed, wrapped container. The 
woman and her family should be informed that the container should not be opened and should 
be carefully buried as soon as possible. 

Never dispose off the foetus till the signs of life exist.

Post-procedure Care
Immediate Care
• Observe vital signs

• Observe bleeding per vaginum

• Inspect all the parts of the expelled/evacuated foetus

• Provide discharge instructions

After a second trimester abortion, a woman should remain in the health care facility for at least 
four hours so that health care team can ensure that she is well enough to return home.

Before discharge every woman should be informed that:

 1. She will experience some bleeding per vaginum for few days to weeks and that this is normal

2. Bleeding may be as heavy as a period for the first week. If her bleeding increases, rather than 
decreasing during the following week, she should contact the  health facility/provider

3. She may have some abdominal cramping which is normal. If her cramping increases rather 
than decreasing, or if she has a fever or severe abdominal pain, she should contact the health 
facility/provider

4. She should return for a follow-up visit within two weeks of the procedure.

5. It is recommended that she should not have sexual intercourse until complications, if any, 
are resolved and her chosen contraceptive method becomes effective

6. She should know signs and symptoms of potential complications (such as excessive bleeding 
per vaginum; acute pain abdomen; fainting etc.) so that she can contact the provider if she 
experiences any of them
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Contraceptive Options 
All methods of contraception can be started immediately after an uncomplicated second trimester 
abortion. Either on-site or through referral, the woman should be offered contraceptive counselling 
and the method of her choice. Contraceptive options possible after second trimester abortion are:

• Condoms

• Oral contraceptive pills (OCPs)

• Injectables

• IUCD

• Minilap tubectomy

Laparoscopic ligation should not be done*
                                                                                                                                        Tubectomy
*If laparoscopic ligation is done following second trimester abortions, there are chances of injury to the 
fallopian tubes as the tubes are oedematous then and possibility exists of slipping of the rings from the tubes, 
leading to the failure of the tubal ligation procedure.

 For more details, refer to Chapter 10 on ‘Post-abortion Contraceptive Services’.

Follow-up Care
Every woman who has a second trimester abortion should be scheduled for a follow-up visit within 
two weeks after the procedure or earlier if she experiences any warning signs and symptoms. 

During the follow-up visit:

• Review woman‘s medical records

• Perform a physical examination

• Conduct a pelvic examination, if indicated

• Review her contraceptive decisions

• Provide related services indicated/desired such as cervical cancer screening, anaemia, RTI/
STI etc.

• Record follow-up visit in the register



148 Comprehensive Abortion Care: Provider’s Manual

Summary
• The MTP Act, 1971 allows second trimester abortions upto 20 weeks

• The MTP Rules specify the provider and site requirement for second trimester termination

• There can be many social and economic pressures that push a woman to seek an abortion in 
the second trimester, though second trimester abortions have a higher risk of complications

• Second trimester pregnancy termination can be done with medical or surgical methods

• Most contraceptive methods can be started immediately after second trimester termination

• Follow-up visit within two weeks of procedure is most appropriate

• Sex selection is not an indication for second trimester pregnancy termination under the law








