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Dilation and E~tr3.ction
for Late Second Trimester .01..bol"tion

Martl.1 Haskeil. M.D
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INTRODUCTION

.-/

The surgical method described in this paper dif!ers from classic D&E in that it

does not rely upon dismem~rment to remove the fetus. Nor are lDductlons or

infUS10M used to expel the intact fetus

adequately dilated cervix. The author has coined the term Dilaliol\ and Eztractiol\ or

D&X to distinguish it from dismembennent.type D&E's.

This p~dUJ'e can be perfonned in a properly e~pped physician's office

\Ulder local anesthesia. It can be U3ed successfully in patients 20.26 weeks 1n

pregnancy,

The author hu performed oyer 700 of these pn)CSdures with a low rate of

oomplications.

BACKGROUND

D&E evolved u an alternative to i.nductioD or inatillatioD methods for second

trimester abortion in the mid 1970's. This happened in part because of lack of

hospital facilities allowiDr second trlmester abortionl in some glocraphic areas. in

pirt because surgeon.s ~ded a "right now~ ~lution to complete suction abortIons

inadvertently started in the second trimester and in part to provide a means 0( early

27



se~ond tnrnestcr abortlon to avoId ~e.;eS.5ary delays ior instIllatIon methods. :

North Carolin3 Conference in 19i5 established D&.E as the preferred method :or

s9cond trlmester abortlons in the U .5.2, 3, 4

Classic D&E is accomplished by dismemberIng the fetus inslde the uterus 'Nlth

Instruments and removing the pieces through M (Jdequate!y dilated cervix.5

However. most surgeons find dismemberment at twenty weeks and beyond to

be difficult due tO the toughness 0{ fetal tissue! at thl-' 8tage of development

Consequently, most la~ second trimester abortions are performed by an indu(:tion

method.6, 7, 8

Two techniques of late sea:;nd trimester D&E's have been descnbed at preV1OUS

The r1rSt relies on sterile urea intra.amniotic infusion to cause fetalNAF mHtlngS.

demise and lysis (or softaning) of fetal twues prior to surgery.9

The second technique is to rupture the membranes 24 hours prIor to surgery

and cut the umbilical cord. Fetal death and ensuing autolyw soften the tissues.

There are attendant risks of infectjon with ~ method.

In 8wnmary, approaches to late second trimester D&£'8 rely upon ~me means

to induce early r.tal demi" to ~ften the fetal ti88ues making dismemberment easier

PATIENT SELEcrION

The author routinely performs this procedure on all patients 20 through 24

The author performs the procedure on selected
I

weeka LMP with certain exceptions.

patienta 25 throurb 26 w..k.s L..\fP .

The autbor reCen for induc~n patients falling into the r~owinr categories:

,
Pt'eviou, C-l8Ction ove'lr 22 weeks
Obese pattent.s (more than 20 pound. over larle Cram. ide~ weight)
Twin pregnancy over 21 weeks
Pat.ient.l 26 weeks and over
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DESCRIP!'rOS OF DII-A.TION A.1'.[D EXTRACTIO~ METHOD

Dilation and extraction takes place over three days. In a nutShell. D&X can be

described as follows

Dilation
MORE DILATION
R.eal.time ultra.sound v~ualization
Vers1On (a.s n~ded)
IntactextractioD
Fetal sk\.Lll ~mpreso&ion
Removal

Clean-up
Recovery

Dav 1. Dilation

The patient is evaluated with an ultrasound. hemoglobin and Rh. Hadl0<:k
,

scales are used to interpret all ultrasound measu~ments.

In the operating room, the cervix is prepped. anesthesized and dilated to 9.11


