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Abortion: Original Research

Gabapentin for Perioperative Pain
Management for Uterine Aspiration
A Randomized Controlled Trial

Beverly A. Gray, MD, Jill M. Hagey, MD, MPH, Donna Crabtree, PhD, Clara Wynn, BA,
Jeremy M. Weber, MB, Carl F. Pieper, DrPH, and Lisa B. Haddad, MD, MPH

OBJECTIVE: To evaluate the effect of oral gabapentin in
conjunction with usual oral pain management regimens
of lorazepam, ibuprofen, oxycodone, and acetamino-
phen for surgical abortion on pain 5 minutes postproce-
dure.

METHODS: This was a randomized, double-blind, pla-
cebo-controlled trial of patients from 6 0/7–14 6/7 weeks
of gestation scheduled to undergo surgical abortion at
the Duke Family Planning Clinic. Participants were
administered 600 mg of oral gabapentin compared with
placebo with usual oral pain management. Pain score
was assessed using a 100-mm visual analog scale, with

the primary outcome being pain score 5 minutes after
the procedure. The effect of gabapentin was assessed
using a linear regression model controlling for baseline
pain. We also measured pain perception 24 hours after
the procedure. Secondary outcome measures included
anxiety, side effects, and usage of opiate pain medication
in the 24-hour postoperative period.

RESULTS: Out of 113 women screened for this study; 96
women were recruited, enrolled, and randomized to
study treatment arm from August 2016 to June 2018. Pain
at 5 minutes after the procedure was similar between
the gabapentin and placebo groups (b53.40; 95% CI
28.20 to 15.0; P5.56). Gabapentin and placebo were
well tolerated, with no statistically significant difference
in side effects or anxiety levels. Although prescription of
opioids after the procedure was not standardized among
patients, 73% of women received a short-term prescrip-
tion for oxycodone. A lower percentage of women in the
gabapentin group self-reported taking opioids in the 24
hours postprocedure (18% vs 47%; odds ratio 0.26; 95%
CI 0.09–0.75).

CONCLUSION: The addition of gabapentin to usual oral
pain management regimens with paracervical block did not
reduce postoperative pain for patients undergoing out-
patient surgical abortion. Although the addition of gaba-
pentin was well tolerated and reduced oral opiate use 24
hours postprocedure, it did not affect the experience of
pain during and immediately after the procedure.

CLINICAL TRIAL REGISTRATION: ClinicalTrials.gov,
NCT02725710.
(Obstet Gynecol 2019;134:611–9)

DOI: 10.1097/AOG.0000000000003398

Surgical abortions in North America are typically
performed using either local anesthetic with oral

analgesics or moderate sedation. Surgical abortions
may be performed in an office setting using manual
or electric vacuum aspiration. This procedure is 99.5%
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effective at terminating pregnancy and is generally
well tolerated.1 Conscious sedation and general anes-
thesia can be useful in some settings to reduce intra-
operative and postoperative pain after surgical
abortion; however, their use is limited owing to cost,
staffing, and potential additional risks.2,3 Unfortu-
nately, other recently examined adjuncts to pain con-
trol such as other nonsteroidal antiinflammatory drug
derivatives (intramuscular ketorolac), acetaminophen
and codeine, and alverine as a muscle relaxant have
not proven to be beneficial in this setting.4,5 There are
similarly limited data on nonpharmacologic methods
to decrease pain including hypnosis, playing music,
and doula support.6,7

There is substantial evidence to support use and
safety of gabapentin in reducing perioperative and
postoperative pain for major and minor procedures
with minimal side effects and few contraindications,
including common obstetrics and gynecology proce-
dures such as cesarean delivery and hysterectomy.8–12
Particularly in the context of the opioid-use epidemic
in the United States, adjunct medications such as ga-
bapentin may be an important addition to periopera-
tive pain management.

As uterine aspiration is among the most common
surgical procedures performed around the world,
improvement of pain control by adding a low-cost
and well-tolerated medication would have potential
implications for not only surgical abortions but also
other common outpatient gynecologic procedures.
Further, in a survey of facilities providing first tri-
mester abortions, 30% of facilities provided patients
opiate tablets or prescriptions in the postoperative
period.13 Here, we assessed the effect of oral gabapen-
tin administration in conjunction with oral sedation
for surgical abortion by uterine aspiration on reducing
perioperative pain scores. Additionally, we evaluated
pain perception 24 hours after the procedure, side
effects, and use of opioids postoperatively.

METHODS
This was a prospective, randomized, double-blind,
placebo-controlled trial approved by the Duke Health
Institutional Review Board (Pro00063872). Patients
from 6 0/7–14 6/7 weeks of gestation scheduled to
undergo uterine aspiration were approached by the
clinic nurse or physician for enrollment in the study
at the time of presentation for the procedure. Inclu-
sion criteria included age 18 years or older, presenta-
tion for surgical abortion, no contraindications for
outpatient abortion, fluency in English, and ability
to provide informed consent. Exclusion criteria
included allergy, sensitivity, or contraindication to ga-

bapentin, presence of severe renal disease with a pre-
viously identified creatinine clearance of less than 30
mL/min, and current use of gabapentin or pregabalin.
Although patients on any chronic pain medications,
with preexisting pain conditions, or history of alcohol
or drug use may exhibit differential metabolism or
effect of clinic-administered drugs, these women were
not excluded.

This study was performed at the Duke Family
Planning Clinic at the Duke Gynecology Outpatient
Clinic. The Duke Family Planning Clinic is a hospital-
affiliated clinic that provides care to both insured and
uninsured patients in Durham, North Carolina. Clin-
ical care is provided by attending and resident
physicians affiliated with Duke University Hospital.
Women attending the clinic for uterine aspiration
were approached during their preoperative evaluation
or by telephone before their appointment to deter-
mine interest in participating in the study, during
which time they were also screened for eligibility. All
participants were scheduled and provided standard-
ized preprocedure counseling by our clinical coordi-
nator. A determination was made whether the patient
was eligible for an outpatient procedure with oral
sedation medications. A standard recruitment script
was provided to all personnel performing candidate
screening. Those eligible after screening reviewed the
informed consent and signed the consent form before
the final clinical preoperative review. Participants
were compensated $30 for their participation in this
study.

Randomization of participants in variable blocks
of eight and 10 was accomplished using computer-
generated random numbers (http://www.randomiza-
tion.com). Allocation concealment was maintained by
identically labeled, sealed, sequentially numbered
opaque pill containers. Our institutional drug service
pharmacists prepared the gabapentin and placebo
pills to appear identical. To maintain double-
blinding for both investigators and participants, indi-
viduals not associated with study conduct created the
randomization sequence and allocation containers.
Randomization assignments were revealed only at
the point of data analysis.

Participants received both usual perioperative
pain management and either oral placebo or gaba-
pentin 600 mg 1 to 2 hours before uterine aspiration
allocated by the clinic nurse, as is standard practice in
our clinic. Usual perioperative medications in our
clinical setting include 2 mg lorazepam, 800 mg
ibuprofen, 325 mg acetaminophen and 5 mg oxy-
codone. Previous studies of gabapentin in a preoper-
ative setting found effective administration time as
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1 to 2 hours before procedure start.14 In addition to
the usual perioperative medications, all participants
received the usual paracervical block immediately
before uterine aspiration, which included 40 mL of
0.5% lidocaine.

Patients with gestational age greater than 12
weeks used a 400-microgram dose of vaginal miso-
prostol 2 hours before their appointment for cervical
preparation. Patients underwent manual or electric
vacuum aspiration based on gestational age. Patients
at less than 11 weeks of gestation underwent manual
vacuum aspiration, and those at 11 weeks of gestation
or more underwent electric vacuum aspiration. Pro-
viders completing these procedures included attend-
ing and resident physicians who had all been trained
on this method of surgical abortion.

Questionnaires including a visual analog scale
(VAS) were administered by study staff preopera-
tively, intraoperatively, and postoperatively at prede-
termined time intervals of 5, 10, and 30 minutes after
the procedure and on discharge. Intraoperative pain
was assessed at speculum insertion, at the time of
paracervical block, during dilation, during suction,
and at speculum removal. The primary study out-
come measure was pain score, assessed using a 100-
mm VAS measured 5 minutes after removal of the
speculum.

Secondary pain outcomes included pain immedi-
ately before the procedure, during the procedure,
immediately after the procedure, 10 and 30 minutes
after the procedure, and on discharge, also using the
VAS scale. We assessed the time in minutes that
gabapentin or placebo was administered before the
different pain assessments. Nausea, vomiting, and
anxiety were also assessed as secondary outcomes
using a similar VAS scale at the same time points.
Other side effects were assessed using a checklist
before discharge. Participants were also contacted by
study staff 24 hours after the procedure to assess pain,
nausea, vomiting, and side effects after the procedure
(on a 5-point Likert scale). The quality of recovery
survey was used to assess patient symptoms.15 The
type of pain medication prescribed on discharge was
abstracted from the clinical record, and the amount of
pain medication used up to 24 hours postoperatively
was assessed on the phone by patient self-report. Pa-
tients typically receive a prescription for 600 mg ibu-
profen to be taken every 6 hours as needed after
discharge from clinic. At the initiation of the study,
all patients received a limited number of oxycodone
pills for pain control; however, our practice shifted to
limit postoperative opioid prescriptions if deemed
necessary for pain control by the physician.

We collected baseline characteristics and other
variables of interest including: demographics (age,
race–ethnicity, marital status, education level, income
level, insurance status), medical history (gravidity,
parity, prior abortions [medical and surgical], gesta-
tional age, drug or alcohol use, psychiatric or sexual
assault history), medications used at home and given
preoperatively at the clinic, and indication for pro-
cedure (personal or social, fetal or maternal health).

For our primary outcome, we assumed an SD of
26 mm on the 100-mm VAS for pain, as reported
from prior abortion pain research studies, and a type I
error rate of 0.05, and determined the number of
participants needed to achieve 80% power to detect
a 15-mm difference in pain at 5 minutes postproce-
dure.2,12 A difference of 15–20 mm has been deemed
to be clinically meaningful in prior studies.16,17 Based
on our sample size calculation, we planned to recruit
and enroll a total of 96 women with equal allocation
to the placebo and gabapentin groups.

A database was developed using a web-based,
password-protected relational database (REDCap,
Vanderbilt University). All data collected were re-
corded on clinical research forms and entered into the
database. Source documents were filed and stored for
future reference. Summary statistics for baseline
characteristics of interest were calculated stratifying
by treatment arm. Continuous variables were sum-
marized as either mean6SD or median (Q1, Q3), and
categorical variables as n (%). We compared the pri-
mary outcome between the two treatment arms using
linear regression. Following the recommendations of
the Committee for Medicinal Products for Human
Use regarding the analysis of clinical trials, we con-
trolled for baseline pain.18

A binary indicator of high postoperative pain,
defined as a pain score greater than or equal to 65/
100 mm (approximately the 80th percentile across
all participants) at the five-minute assessment, was
created. A logistic regression model was then fit to
test the effect of gabapentin on high pain, again
controlling for baseline pain. Wilcoxon rank sum
tests were used to compare moderate pain, severe
pain, and nausea or vomiting on the quality of
recovery survey, anxiety at various postprocedure
time points, and nausea at 10 minutes between
treatment arms. Linear regression controlling for
baseline pain was used to assess the effect of
medication administration time on pain 5 minutes
after the procedure. Chi-square or Fisher’s exact test
was used to evaluate the effect of treatment group
on each side effect of interest and postoperative
medication usage. The analysis was performed in
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SAS 9.4 at a significance level of 0.05, two-tailed.
No adjustments for multiple testing were made for
the secondary outcomes.

RESULTS
Ninety-six women were recruited, enrolled, and ran-
domized in the study; 48 in each of the placebo and
gabapentin groups from August 2016 to June 2018 (Fig.
1).19 An additional 17 women were approached regard-
ing the study but chose not to participate (85.0% partic-
ipation rate), for a total of 113 women approached for
enrollment. One patient in the gabapentin group did not
complete the procedure, for a total of 95 patients who
underwent their allocated intervention. As this partici-
pant dropped out before any intervention, they were not
included in an intention-to-treat analysis. One partici-
pant in the placebo group did not complete the survey
on discharge after the procedure, and another partici-
pant in the placebo group was not available to complete
the 24-hour postprocedure phone call. The trial was
stopped after all 96 anticipated participants were re-
cruited and enrolled.

As expected, the placebo and gabapentin groups
were similar across multiple measures, including
parity, history of vaginal birth, history of anxiety,
and baseline pain (Table 1). Approximately 13% of

the women reported use of an opiate pain medication
in the 6 months before the procedure (14.6% in the
placebo group and 10.6% in the gabapentin group).

For the primary outcome, there was no differ-
ence in the pain score, controlling for baseline pain
(mean6SD) 5 minutes after removal of the specu-
lum in the gabapentin group (37.1630.4 gabapentin
vs 35.7627.5 placebo group, b53.40; 95% CI
28.20 to 15.0; P5.56).

Similarly, for the binary outcome of high post-
operative pain, the odds of experiencing high pain
was not statistically significant (25.5% gabapentin vs
18.8% placebo; odds ratio [OR] 1.77; 95% CI 0.63–
4.95; P5.28).

In addition to pain measured 5 minutes after
speculum removal, the entire experience of pain
during and after the procedure was similar between
gabapentin and placebo groups (Fig. 2). Pain
steadily increased from before the start of the pro-
cedure to during suction. Pain was reduced on
removal of the speculum and end of the procedure,
continuing to decrease through discharge.

Finally, pain was assessed 24 hours postopera-
tively based on patient subjective self-report of
moderate or severe pain in the quality of recovery
survey. Moderate and severe pain was rated on

Fig. 1. CONSORT (Consolidated Standards of Reporting Trials) flow diagram of participant recruitment, enrollment, ran-
domization, follow-up, and analysis.
Gray. Gabapentin for Uterine Aspiration Pain. Obstet Gynecol 2019.
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a scale from 0 to 10, where a 0 response indicated
“all of the time” and 10 response indicated “none of
the time.” There was not a significant difference
between the gabapentin and placebo groups with
regards to the moderate pain and severe pain scales
(P5.63 and P5.95, respectively, Table 2).

Anxiety levels 5 minutes after speculum removal
at the conclusion of the procedure were also similar
between groups, remaining similar at 10 and 30 mi-
nutes postoperatively and at discharge (Table 3).
Median anxiety levels decreased over time after the
procedure, with a median anxiety level of 24 out of
100 at 5 minutes after the procedure and 10 out of 100
on discharge.

The average time between medication adminis-
tration of both usual perioperative pain management
and either oral placebo or gabapentin and procedure

was 78 and 83 minutes for the gabapentin and placebo
groups, respectively. Every half hour waited to start
the procedure was associated with a 10 mm decrease
in pain score at the 5-minute postprocedure assess-
ment (95% CI 218.7 to 21.28; P5.03). Caution
should be used applying this trend after 2 hours, as
only 10% of patients started their procedures more
than 105 minutes after receiving their allocated pain
medications.

No significant differences were observed in any of
the side effects (Table 4). Both somnolence and asthenia
were noted in more than half of the patients in the study
(82.1% and 61.1%, respectively); however, these side
effects were not different based on gabapentin use.

Approximately 74% of women undergoing surgi-
cal abortions in this study received opiate prescrip-
tions for 5 mg oxycodone and 325 mg acetaminophen

Table 1. Patient Characteristics at Baseline by Treatment Group

Characteristic Gabapentin (n547) Placebo (n548) Total (N595)

Age (y) 31.766.1 31.866.3 31.766.1
Race

Asian 5 (11) 5 (10) 10 (11)
Black 16 (34) 15 (31) 31 (33)
White 26 (55) 27 (56) 53 (56)
Unknown or not reported 0 (0) 1 (2) 1 (1)

Hispanic or Latina 3 (6) 5 (10) 8 (8)
Marital status

Single, divorced, or widowed 19 (40) 19 (40) 38 (40)
Married 28 (60) 28 (58) 56 (59)
Cohabitating 0 (0) 1 (2) 1 (1)

Highest level of education completed
Less than high school 1 (2) 1 (2) 2 (2)
High school diploma or high school equivalency certificate 5 (11) 7 (15) 12 (13)
Some college 5 (11) 6 (13) 11 (12)
Associate’s degree or technical certification 7 (15) 5 (10) 12 (13)
Bachelor’s degree 15 (32) 13 (27) 28 (29)
Master’s degree or doctoral degree 14 (30) 16 (33) 30 (32)

Annual household income ($)
Less than 10,000 3 (6) 2 (4) 5 (5)
10–25,000 3 (6) 3 (6) 6 (6)
25–50,000 7 (15) 10 (21) 17 (18)
50–75,000 2 (4) 6 (13) 8 (8)
75–100,000 4 (9) 5 (10) 9 (10)
More than 100,000 20 (43) 12 (25) 32 (34)
Don’t know or refused 8 (17) 10 (21) 18 (19)

History of sexual or physical assault 10 (21) 3 (6) 13 (14)
Baseline pain 3.0 (0.0, 9.0) 3.3 (0.5, 22.3) 3.0 (0.0, 14.0)
Parity 0 (0, 1) 1 (0, 1) 1 (0, 1)
History of vaginal birth 18 (38) 18 (38) 36 (38)
History of cesarean delivery 6 (13) 12 (25) 18 (19)
History of abortion 9 (29) 8 (26) 17 (27)
History of anxiety 21 (45) 21 (44) 42 (44)
History of taking opiate pain medication in the previous 6 mo 5 (11) 7 (15) 12 (13)

Data are mean6SD, n (%), or median (quarter 1, quarter 3).
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after the procedure, which was not significantly different
between groups (80.9% among gabapentin arm, 66.7%
among placebo arm; OR 2.11; 95% CI 0.82–5.42;
P5.12). Use of no pain medications and use of ibupro-
fen were not statistically different between groups. Fewer
women in the gabapentin group used opioids during the
postoperative period (18% vs 47%; OR 0.26; 95% CI
0.09–0.75; P5.01; Table 5).

DISCUSSION
The addition of oral gabapentin to usual oral pain
management regimens does not influence postopera-
tive pain or anxiety associated with uterine aspiration
in an outpatient setting. This study plotted women’s
experience of pain throughout the process of surgical
abortion in the outpatient setting. It is notable that
women experience the most pain during suction, con-
firming previous studies.20,21 Gabapentin did not
appear to improve pain at this critical time point, con-
trary to our hypothesis. Furthermore, our study indi-
cated that pain scores between participants in the

gabapentin and placebo groups were similar across mul-
tiple time points, including at 5 minutes after the pro-
cedure. In contrast, a systematic review of 16
randomized controlled trials of various major surgeries
indicated that gabapentin reduced overall pain scores at
6 and 24 hours postoperatively.22 It is possible that the
effects of gabapentin were not realized at the time points
assessed in this study. However, our study results are
consistent with a recent study of patients randomized
to receive gabapentin preoperatively and for 72 hours
postoperatively undergoing a variety of different surgical
operations that found no effect on perioperative pain.23
Further research should examine alternative pain man-
agement techniques focusing on intraoperative pain to
improve the patient experience.

In abortion literature, recent data suggest that
coadministration of pregabalin with misoprostol during
medical abortion decreases need for both ibuprofen and
opiate pain medications and results in improved patient
satisfaction scores with analgesia.24 Although our study
investigated the use of gabapentin, both gabapentinoids

Fig. 2. Mean reported
pain scores throughout
the study by treatment
group.
Gray. Gabapentin for Uter-
ine Aspiration Pain. Obstet
Gynecol 2019.

Table 2. Quality of Recovery Survey 24 Hours Postoperatively by Treatment Group

Pain Score Gabapentin (n547) Placebo (n547)* Total (n594) P

Moderate pain 8 (5, 9) 7 (5, 9) 7 (5, 9) .63
Severe pain 10 (9, 10) 10 (8, 10) 10 (9, 10) .95

Data are median (quarter 1, quarter 3) unless otherwise specified.
* One patient in the placebo group did not have quality of recovery survey information.

© 2019 by the American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.

616 Gray et al Gabapentin for Uterine Aspiration Pain OBSTETRICS & GYNECOLOGY



have similar mechanisms of action and are both are
supported in decreasing perioperative pain in other con-
texts. Gabapentin was chosen during our study owing to
availability and cost as compared with pregabalin. We
are unable to make generalizations about a class-effect
for this medication, and thus evaluating the utility of
pregabalin for perioperative pain for uterine aspiration
is indicated.

Our study confirmed that gabapentin is well
tolerated in the perioperative period, similar to other
clinical contexts.8,10 Although side effects such as
somnolence and asthenia were common among our
participants, these are likely side effects from the usual
oral pain medication regimens. Further, these side ef-
fects were similar regardless of gabapentin administra-
tion, indicating that adverse effects did not seem to be
exacerbated by the addition of gabapentin.

Although gabapentin does not affect perioper-
ative pain for patients undergoing uterine aspiration
at less than 15 weeks of gestation, we found that
gabapentin did reduce opiate pain prescriptions
postoperatively. Notably, this was not our primary
outcome. Reduced opiate use with gabapentin has
been illustrated in prior studies in gynecology as
well as other fields.10–12,25,26 Among other surgical
procedures, a systematic review illustrated that a sin-
gle preoperative dose of gabapentin significantly
reduced 24-hour opioid consumption.10 This find-
ing has been duplicated in the outpatient setting as

well for minor orthopedic procedures and hemor-
rhoidectomy.27,28 Importantly, there are large var-
iations in clinical practice regarding the routine
prescribing of opioids postuterine aspiration, thus
finding alternative options that are acceptable are
important. There may be an implication for gaba-
pentin use in patients who have existing chronic
pain or higher likelihood to require opiates
postoperatively.

This study had many strengths, including a com-
prehensive approach to understanding women’s pain
experiences during surgical abortion. This was a ran-
domized, controlled, double-blind trial, allowing us to
assess the effects of gabapentin in a controlled setting
while decreasing selection bias and confounding. In
our randomization, we included patients who had
a history of chronic pain, opiate use, and sexual
trauma; extending the validity of our study to these
populations. Further, blinding and use of a placebo
treatment decreased the risk of patient or observer
bias. Only one participant did not undergo her allo-
cated intervention, and one patient did not follow up
through the 24-hour postoperative period, further
improving the study’s validity. The data exhibited
impressive internal consistency, validating the VAS
to assess pain in this population. By using VAS meas-
urements of pain, this study is comparable with other
studies investigating this topic. However, this study
only served to evaluate the effect of gabapentin within

Table 3. Anxiety at Postoperative Assessments by Treatment Group

Anxiety Score Gabapentin (n547) Placebo (n548) Total (N595) P

Anxiety 5 min postoperatively 23.5 (6.0, 49.5) 24.5 (10.0, 50.5) 24.0 (8.0, 50.0) .95
Anxiety 10 min postoperatively 11.0 (4.0, 36.0) 14.5 (3.8, 43.5) 11.5 (4.0, 37.0) .74
Anxiety 30 min postoperatively 7.0 (2.5, 27.5) 13.3 (2.8, 25.0) 9.5 (2.5, 26.5) .74
Anxiety at discharge* 8.0 (3.0, 23.0) 10.5 (2.0, 27.0) 9.8 (2.5, 25.0) .99

Data are median (quarter 1, quarter 3) unless otherwise specified.
* One patient in the placebo group did not have anxiety at discharge measured.

Table 4. Side Effects at Postoperative Assessment by Treatment Group

Side Effect Gabapentin (n547) Placebo (n548) Total (N595) P

Dizziness 20 (43) 14 (29) 34 (36) .17
Ataxia 6 (13) 8 (17) 14 (15) .59
Somnolence 41 (87) 37 (77) 78 (82) .20
Asthenia 27 (58) 31 (65) 58 (61) .48
Headache 5 (11) 5 (10) 10 (11) 1.0
Amblyopia 3 (6) 3 (6) 6 (6) 1.0
Nausea 10 min postoperatively 1.0 (0.0, 15.0) 2.5 (0.0, 14.0) 2.0 (0.0, 15.0) .88
Vomited within 10 min postoperatively 2 (4) 1 (2) 3 (3) .62

Data are n (%) or median (quarter 1, quarter 3) unless otherwise specified.
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the timeframe of 1 to 2 hours preoperatively and as an
adjunct to oral lorazepam, ibuprofen, oxycodone,
and acetaminophen. Additionally, this study was
performed in only one clinic with a single protocol
for oral perioperative pain management to which gaba-
pentin or placebo was added. Although the Duke Fam-
ily Planning Clinic receives patients from a wide
catchment area, the study population had higher levels
of education and household income than may be seen in
other areas. Future research may be useful in evaluating
the utility of gabapentin if given at other timepoints,
such as 1 day before the procedure at the time of lam-
inaria placement for second trimester procedures, its use
among select populations, or as an adjunct to other pain
management strategies such as IV sedation or paracer-
vical block alone.

In summary, gabapentin was not associated
with decreased pain at 5 minutes postprocedure in
comparison with placebo when combined with
usual oral pain management regimens. There is
a need for more trials to adequately define patients
that will benefit from these interventions as well as
mechanistic studies to understand the timeframe
that gabapentin may be helpful in the postoperative
period. Improving pain management during uter-
ine suction continues to be a priority for further
investigation, as well as better understanding rela-
tionships between periprocedural pain, opioid use,
and adjunctive pain medications.
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