Management of Unintended Pregnancies: Facilitator’s Guide
This presentation is designed to be interactive.  You will start by passing out a short pre-test which seeks to activate learners and help them focus on the key points of the presentation.  Give learners approximately 5 minutes to complete the test.  After the pretest, you will present a brief overview of the topic via PowerPoint; within the presentation, there are break points for an empathy exercise (“Stand Up/Sit Down”), options counseling videos, “Breaking the News”, and patient cases. 

The full outline is as below.
1) Pretest to be completed by participants (5 minutes)
2) Introduction of topic/PowerPoint (slides 1-5)
· We suggest beginning this presentation by acknowledging that this topic can bring up strong opinions and emotions and remind everyone that learning options counseling for unintended pregnancy is required, and the intention is to be as patient-centered as possible. 

· Review objectives and learning goals 

· Overview of epidemiology of abortion in the US 

3) Stand Up/Sit Down (slide 6)
The facilitator asks everyone to stand and introduces this exercise by

saying: We all do things that we “know better” not to do even though we know the consequences. 

1. Now sit down if you smoke. 

2. Now sit down if you ever eat too much. 
3. Now sit down if you cross in between cars.
4. Now sit down if you work too hard or too many hours

The exercise ends when no one is left standing. The facilitator points out that: 
We have all done something we know isn’t good for us even though we know what the consequences could be. One of these things could even be having intercourse without contraception at a time when we did not want to become pregnant. We all have the right to “make bad choices”. How do we provide a service without imposing our judgment on others? There is nothing that is “not judgmental”. The goal is to separate the personal from the professional and to relate to patients in their terms. 

[Adapted and modified from a workshop designed by Vicki Breitbart and Jini Tanenhaus of Planned Parenthood of New York City]

4) Options Counseling Video #1 (slide 7)
There is a link for this in the PowerPoint which you can click on; alternatively, it is also here:

· http://www.fpntc.org/training-and-resources/exploring-all-options-pregnancy-counseling-without-bias
We recommend that you watch the first seven minutes only of the third video (you can also access only the third video from the YouTube link here: https://www.youtube.com/watch?v=0Q4v0x9RzKI) .

5) Steps in Options Counseling (Slides 8-10)

6) Adoption (Slides 11-12)

We recommend you provide the participants with the adoption fact sheet during these slides.

7) Abortion Options Video #2 (Slide 13)

· http://www.auroramedicalservices.com/abortion-video.php
8) Abortion information(Slides 14-23)
We recommend you provide the participants with the Early Abortion options worksheet during these slides.
Slide 24:

Suggest: put “learning points” slide here:  


- Neither abortion option is substantially more efficacious so individual preferences should be respected


- Many women will know what they want to do even before the news of the positive pregnancy test is given, others will need lots of discussion, support, and time; and there will be many in-between, so that individualizing the counseling is key


- Access to both methods may be restricted in parts of the country, so knowing the local environment for the facilitator will be key here

9) Breaking the News (Slide 25)
This is an exercise where participants team up. The point is for each participant to practice delivering the news of a positive pregnancy test in a non-judgmental, patient-centered way. After each pair has had a turn to try, we suggest you gather the group together to ask what language (both verbal and body) was helpful, and what was not.

10) Case-based learning

· Divide learners into groups of 6-8 participants

· Distribute the following information sheets: Early Abortion Options, Medication Abortion Protocol, and a Primer on Adoption

· Inform learners that for each of the different cases, they should take turns playing different roles in the scenarios. They should also take turns being “fact-checkers” who can help the provider find an answer to questions on any of the worksheets.

· Inform learners that at the end of each case, the group should get together to reinforce key learning points and compare experiences; facilitators can also add comments as necessary.

· See following attached appendix for cases and learning points.
11) Video of a Manual Vacuum Aspiration (MVA)
12) Post-test: review correct answers (attached at bottom)
CASES for MANAGEMENT OF UNINTENDED PREGNANCY
(Facilitator’s Guide)
All of the below cases are role plays with one participant playing the doctor, and one participant playing the patient. Different participants should try to play different roles for varying cases, to best practice counseling techniques. Both patient and doctor roles are included here.
Prior to breaking out into groups, the facilitator should review language that can be supportive vs neutral. It’s important as well to reinforce that this is not a time to make assumptions about a woman’s preference. 
For example, you can ask the participants to raise their hand to support which of the following are better statements (correct answer is bolded):

· “Do you want to keep the baby?” vs “Do you want to continue your pregnancy?”
· “Your pregnancy test is positive” vs “Congratulations!  You are pregnant again!”
· “Are you going to terminate?” vs “There are several options we can discuss if having another child right now is not the best thing for you/your family”
Usage of open-ended questions, validation and normalization of a patient’s feelings, and giving the patient time in the discussion to process her thoughts can be helpful, as well as demonstrating supportive body language.
Case #1   Dominique
If no one feels competent to perform the counseling within the groups, the facilitator plays the doctor role for the first case. 
[Doctor’s role]
Dominique is a 16 year old that you have known since she was 5.  She’s had a tough life; her parents separated very early and her father doesn’t help them financially.  She has many siblings and the family has been homeless from time to time.  Her mother works two jobs, but that leaves her very little time to supervise her children, and despite your offers at Dominique’s earlier visits, Dominique never got started on any birth control.  She comes into the office today with her mother who is furious, as mom had noticed Dominique had not been using any sanitary pads for 6 weeks and is suspicious that she is pregnant.

As a patient-centered provider, you gently inform the parent that you would like to speak to Dominique alone, and send her mother to the waiting room.. You send Dominique to perform a urine pregnancy test. The results are positive.

1. Inform Dominique about her positive pregnancy test.

Dominique is very upset, and tells you she “doesn’t believe in abortion.”  She also says she’s too young to have a baby.  

2. Discuss with Dominique her feelings about this pregnancy, and list her options. Normalize her experience, reflect on her emotions.
Dominique is still very conflicted about what she would like to do, but she does not want to choose adoption.

3. Ask Dominique to make a list about what would be good about having a baby now, and what would not be good about having a baby now. Discuss this list with her.

Dominique is still conflicted, and reveals to you that she often seeks advice from a local minister, whose homeless shelter she lived in several months ago.

4. Inform Dominique that it seems her pregnancy is early, she has time to continue to think things over, support the idea of speaking to her minister, and offer another visit with you for more discussion and information (as it is often hard to absorb the specifics about her options at the time she is just digesting the news.)
[Patient’s role]
You are a 16 year old woman who has missed her period over the past month. Your primary care doctor has offered several times to start you on birth control, but you weren’t sexually active and didn’t anticipate becoming sexually active.  You’ve had a crush on your older brother’s best friend for some time, and he finally noticed you two months ago. You ended up having sex with him, without a condom, once, and you’ve missed your period. You are terrified, as you know your mother will be angry about you 1) having sex and 2) getting pregnant. Your mother is forcing you to come to your regular doctor, and you’re hoping your doctor will help you with this situation. 

Thankfully, your doctor sends your mother to the waiting room so you can talk privately about the results of your urine pregnancy test.

1. What are your results?

You are really upset. You don’t know that you believe in abortion, but you don’t think you are ready to be a mother yet either.  You also can’t imagine continuing a pregnancy and then giving up the baby.  You really don’t want to be pregnant at all, but you are also terrified of the idea of an abortion.
2. Ask the doctor what you should do
Your issues are that you are afraid of your mother, horrified to be pregnant, and afraid of an abortion. The doctor asks you to list what would be good about having a baby now, and what would be bad.  You make a short list of pros and cons.
3. Discuss with your doctor your list.

Despite looking through your list, you are still pretty much in shock at the news and not able to make any decisions yet. Normally, you turn to your minister for guidance; you lived in a homeless shelter where he helped you a lot in the past, and you’d like to hear what he has to say.  You tell your doctor that you would like to talk to your minister more before coming to a decision.

FACILITATOR- Learning Objectives/Answers to Questions:
Objectives: 

· Practice evidence-based options counseling for ambivalent patients

· Participants can utilize their handouts for references

· Practice supportive, nonjudgmental language when speaking to patients about unintended pregnancies

· Use different models to help patients with ambivalence

· “Doctor” helps “patient” create a list of both positive and negative attributes about being a parent

· There are additionally several other models for dealing with ambivalent patients. The key points include listening to the patient and helping her consider both the positive and negatives of each decision, as well as encouraging her to trust herself. Organizations such as Backline and Exhale also have hotlines that patients can call to discuss these decisions further.

One model that can be used to deal with ambivalent patients is the following:

1. Clarify the facts- the actual timing of pregnancy and possibility that the patient may not need to decide today

2. Normalize feelings of ambivalence

3. Acknowledge common feelings such as shame, disappointment, guilt, and regret. 

4. Reframe the situation- she may be making the most responsible decision by NOT continuing to pregnancy, or choosing to adopt.

5. Reassure and encourage her to trust and respect herself and her decision. 

(adopted from Reproductive Health Access Project, http://www.reproductiveaccess.org/med_ab/counseling_ambiv_pat.htm)

Case #2 – Arielle
[Doctor’s role]
Arielle, who is a 42 year old G3P3 female, is a long term patient of yours who was recently diagnosed with migraines by a neurologist.  The neurologist also told her to stop her birth control pills because of the migraines. Six months have passed since she stopped the pills.  She is now 7 weeks from her last menstrual period. Your nurse lets you know that Arielle’s urine pregnancy test is positive.
1. You must now break the news to Arielle that her pregnancy test is positive.
Arielle’s children are 18, 22, and 24 and she is one semester away from completing her college degree that was interrupted when she got pregnant at age 17 with her first child.  She is devastated at this news.  She tells the doctor she has heard that there is an abortion pill and wants to know more about it.
2. Describe the process for medication abortion and answer Arielle’s questions. Make sure to describe what would be necessary for her to get her medications today and/or where she could do this in your community.
[Patient’s role]
You are Arielle, a 42 year old G3P3 female with a one year history of debilitating headaches. You saw a neurologist who recommended that, in addition to starting you on daily prophylaxis for migraines, that you stop your combined birth control pills.  You figured that since you were in your forties, you didn't have to worry as much about pregnancy; however, you've come to the physician now that you missed your period.  You’ve submitted your urine for a pregnancy test.
1. What are my results?
You have three children that are 18, 22, and 24. You are one semester away from graduating from college, which has been a long, grueling process for you, as you had to quit in the beginning after having a child at age 17. You are devastated by the news that you are pregnant, and you do not wish to continue this pregnancy. You’ve heard there is a medication you can take.
1. What’s the abortion pill?
2. Does it hurt?
3. How well does it work?
4. How can I access it?
5. Can I get pregnant again? Is it safe?
FACILITATOR- Learning Objectives/Answers to Questions:
Objectives:

· Practice delivering positive pregnancy results in a sensitive, patient-centered manner, being aware of the fact that these results may NOT be good news to the patient

· Increase the participants’ knowledge about medication abortion. 
After the participants have had a chance to role-play in their groups, it’s important to bring the group back together to review the answers to the questions, along with the information in this facilitator’s guide.

1. What’s the abortion pill?
The “abortion pill” is actually two separate medications- mifepristone and misoprostol. Mifepristone is a medication that blocks the actions of progesterone, a hormone needed to continue a pregnancy. The second medication is misoprostol, which is a medication that causes the cramps that push out a pregnancy. 
For residents’ learning, mifepristone (formerly known as RU-486) works by blocking progesterone which can cause the uterine line to change and the pregnancy to begin to detach. It also softens the cervix and makes the uterus more sensitive to prostaglandins. Misoprostol is a synthetic prostaglandin E1 (PGE1) analog which causes the uterus to contract and expel the pregnancy.
2. Does it hurt?
The woman may experience mild to very strong cramps, which are usually the strongest a few hours after inserting the misoprostol either buccally or vaginally. It’s important to mention to residents that patients usually have no side effects from mifepristone itself, except for occasional spotting. 
3. How well does it work?
Medication abortion (combination of mifepristone and misoprostol specifically) is 98-99% effective. If the medication abortion fails, patients must undergo the aspiration abortion.
4. How can I access it?
It’s important to understand your state’s regulatory laws (e.g. waiting periods), as well as where your local affiliates can provide these medications.)  Family physicians are ideally suited to provide the pill themselves, as they are often the first line clinicians who diagnose the unwanted pregnancy.  If your site does not provide or cannot provide mifepristone abortion due to barriers, knowing where to send patients is key.

In addition, it’s important to discuss with the patient that she will need to have at least two visits, at least one week apart, to have a medication abortion. 
We suggest you pull up the PowerPoint at this point, if you have not viewed it already, to reference slides 18-20, to discuss what needs to be done at each of these visit. Participants can also reference their Protocol worksheets.
A useful checklist prior to providing medication abortions can be obtained here: http://www.reproductiveaccess.org/med_ab/mife_protocol.htm#CFMA
5. Can I get pregnant again? Is it safe?
The medication abortion will not affect future fertility. Although risks from medication abortion are rare, they can include the following: heavy bleeding and cramping, ongoing pregnancy, infection, and death. Infection, hemorrhage, and death are more common with ongoing pregnancy (again, medication abortion works 98-99% of the time). In addition, rarely women experience a toxic-shock like syndrome which, although rare, can be fatal.  There have been 8 cases of this in the US, with over 1.2 million medication abortions.
CASE #3 – Susan
[Doctor’s role]
Susan has been your patient in your family medicine clinic for several years, and you recently delivered her baby 6 months ago.  Yesterday she was in the office to see you for her baby’s 6 month check up. During this visit, she was telling you how tired she is and wondering if something is wrong with her.  You astutely asked her if she had started the postpartum birth control pills you prescribed for her at her baby’s 2 month check up and she confessed that she hadn’t gotten around to filling the prescription, that they’d hardly had the energy for sex.  She’s only had one period since she gave birth, and that was 5 weeks ago.  You had done a pregnancy test and then broke the news to her that it was positive.  Today she has left the baby with her unemployed husband and has come back in to talk about her options. You are here to answer her questions in a supportive, patient-centered manner.
[Patient’s role]
You’re a longtime patient of Dr. Smith’s, and she also recently delivered your first child six months ago. You saw her in the clinic for your child’s well visit yesterday, and you mentioned to her how tired and nauseous you have been recently. Upon questioning, you revealed that you were too busy to pick up the script for birth control pills she prescribed for you. You are overwhelmed by the idea that you could be pregnant when you have a six month old child and a recently unemployed husband; she gently suggested an in-office pregnancy test, which she had told you was positive. You are back today to discuss what to do, having talked it over with your husband last night.  Both of you agreed another baby would be too much to handle and you are hoping you can ask your doctor about abortion.
Some of your initial questions are:
· Which option hurts more?
· How long will I cramp and bleed with the medication abortion?
· What is the “in-office procedure” like? What painkillers are given?
· What painkillers are given (for the abortion pill) for the cramping and bleeding at home?
· If I pick the pills, what will I see when the pregnancy comes out?
You ultimately decide that, due to needing to care for the baby at home, you would prefer the in-office procedure.  
· Where can I go to have this procedure done?
· Are there waiting periods in my state?
FACILITATOR- Learning Objectives/Answers to Questions:

Learning points:

· both methods of early abortion are equally safe

· both methods of early abortion are easily amenable to the family medicine office, though some state restrictions may make this impossible

· options for abortion can be explained in a neutral and non-judgmental manner, but careful attention to language is essential 

1. Which option hurts more?
Women may have cramping with either option. With the aspiration procedure, the strongest cramps tend to be during the procedure itself (mitigated by a paracervical block containing lidocaine). With the medication abortion, women will have cramping and bleeding at home instead of in the office. The heaviest cramping can last for a few hours after insertion of misoprostol, but cramping may occur on and off for 1-2 weeks. It is important to emphasize to learners that patients experience pain differently, and that what the patient wants is ultimately the option the patient should choose, barring medical contraindications.

2. How long will I cramp and bleed with the medication abortion?
Cramping and bleeding usually starts 2-4 hours after pills are inserted, and may last for 3-5 hours. After this, the bleeding is usually less heavy, and may last one to two weeks. It is common for bleeding to start and stop a few times over this time period, and patients should be counseled about this. 


3. What is the “in-office procedure” like? What painkillers are given?
During the aspiration abortion, the provider will insert instruments into the vagina and uterus to remove the pregnancy. The patient will generally receive 800 mg of ibuprofen one hour prior to the procedure to lessen cramps during the abortion. A speculum is placed into the vagina, similar to during a pap smear and local anesthesia (paracervical block) is placed to also help lessen cramping during the procedure. Instruments are then used to place traction on the cervix and gently stretch the cervical canal. A cannula, or straw like device is then placed into the uterus and attached to suction to remove any products of conception. This procedure generally takes about 5-10 minutes. The patient can take ibuprofen as needed at home for any residual cramps. 

It’s important to mention to the participants at this point that whereas local anesthesia is often sufficient, it is possible for patients to be referred to centers where there is moderate and/or deep sedation, and patients should be made aware of this as well.

4. What painkillers are given (for the abortion pill) for the cramping and bleeding at home?
Similar to the aspiration procedure, ibuprofen 800mg  is given prior to patient administration of misoprostol to help lessen cramping and bleeding. For breakthrough pain, a strong medication such as hydrocodone-acetaminophen or oxycodone-acetaminophen can be given (usually a small amount), and the patient should be counseled to take ibuprofen every 8 hours as needed. Heating pads can also be very helpful.

5. If I pick the pills, what will I see when the pregnancy comes out?
Blood clots are common, especially during the first 3-5 hours after administration of misoprostol. Patients may also see some pregnancy tissue, which is usually white-gray in color.

6. Where can I go to have the in-office procedure done?
This is an opportunity to emphasize to participants if your clinic offers abortion services. If not, this is an opportunity to teach residents where they can refer patients in your community- whether to a local Planned Parenthood, independent clinic, academic center, or practitioner. If unsure, you can check the NAF resource site at http://www.prochoice.org/Pregnant/find/ or call the hotline at 1-800-772-9100. 
7. Are there waiting periods in my state?
Many states now have mandatory waiting periods or other laws that impact provision of abortion. You can check either The Guttmacher Institute’s website (guttmacher.org) or Center for Reproductive Rights (reproductiverights.org) to learn more about your state’s regulations.

Lastly, all patients should be screened to make sure any pregnancy decisions they make are informed, voluntary, and non-coerced.

POST TEST ANSWER KEY FOR FACILITATORS:
1) Which of the following statements is NOT true:
a) Half of all pregnancies in the US are unintended, and 4 of 10 of these end in abortion
b) In 2011 the US abortion rate reached its lowest level since 1973 when Roe v Wade legalized it
c) At least half of American women experience an unintended pregnancy
d) Only 10% of American women experience an unintended pregnancy
In fact, more than half of American women experience unintended pregnancy
2) Which of the following statements is NOT true:
a) Knowing how to provide options counseling for unintended pregnancy is a core ACGME requirement
b) Abortions performed in the first trimester still can cause breast cancer, preterm labor, infertility and ectopic pregnancy
c) At least 15% of pregnancies end in miscarriage
d) Almost 90% of abortions occur during the first 12 weeks of pregnancy, with one third occurring at 6 weeks or earlier
Abortions do not cause breast cancer, preterm labor, infertility or ectopic pregnancy
3) When delivering the news of a positive pregnancy test:
a) It is important to congratulate the woman right away and let her know how happy you are for her
b) You should first thoroughly explore her feelings about being pregnant before telling her the results
c) You should deliver the news in a neutral manner, as soon as the results are available
d) It is best to let the medical assistants or nurses tell the patients so that they can get registered quickly for prenatal care
The healthcare provider should disclose the results to the patient in a neutral way, without unnecessary delay
4) Which of the following statements is true regarding manual vacuum aspiration  (MVA) abortions?
a) MVA is the same as D&C
b) MVA can be performed in the outpatient setting without IV anesthesia
c) After an MVA, it is required that the patient return in 1 week for a follow up appointment
d) MVA cannot be performed on a nulliparous woman
MVA’s are not D&C’s, they do not require a follow up apt, and can be performed on nulliparous women and without IV anesthesia
5) The medication, mifepristone, when used with misoprostol for medical abortion:
a) has been shown to be >95% effective up to 10 weeks of pregnancy
b) is a progesterone receptor blocker and thus causes the pregnancy to detach from the uterine wall and stop growing
c) has been used in Europe since 1987 and in the US since 2001
d) cannot be used by prescription but must be bought directly from the manufacturer and handed to the patient in the office
e) All of the above
