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Use of Oral Misoprostol for the Treatment of Incomplete Abortion
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Aims: This study was done to assess the feasibility and acceptability of use of Misoprostol 600 mcg orally for treatment
of incomplete abortion.
Methods: A hospital based prospective study was carried out in the Department of Obstetrics and Gynaecology of Nepal
Medical College Teaching Hospital from 1st November 2010 to 30th May 2013. All cases of first trimester incomplete
abortion diagnosed clinically or by ultrasonogram were included in the study. They were given 600 mcg of Misoprostol
orally. They were sent home, with advice to come for follow up after one week. Routine Ultrasound was carried out on
follow up visit to confirm complete abortion. The side effects, complications and patient satisfaction was assessed and
recorded.
Results: Out of 86 patients, 8.1% (7) had to undergo surgical evacuation. So the success rate was 91.9% (79 cases). All
the cases which needed evacuation were of higher gestation, that is, nine weeks or more. The commonest side effect was
severe abdominal pain (81.4%). Three cases required emergency surgical evacuation within 24 hours due heavy bleeding.
Conclusions: It is feasible and acceptable to use Misoprostol orally for medical evacuation, especially in earlier gestation
of first trimester incomplete abortion. Side effects were common but were acceptable and tolerable by the patients.
Keywords: incomplete abortion, misoprostol, side effects, success.

INTRODUCTION
Manual vacuum aspiration (MVA) is the effective
treatment of incomplete abortion. But it requires
specialized equipment and skill and risks of
complications like
cervical trauma, uterine
perforation, infections etc. Some studies have
shown that expectant management is effective in
most of the cases of incomplete abortion.1,2 But it
is not feasible for those patients who stay far away
from health facilities. Expectant management is
also associated with infection (3%) and required
emergency evacuation in 7% of the cases.3 Many
studies4-6 have indicated that the uterotonic properties
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of the PGE1(Misoprostol) make it a safe and highly
effective method of evacuating the uterus in cases of
incomplete abortion. Some studies were conducted
with multiple, oral doses of Misoprostol.7,8 There
were also studies where Misoprostol was used
vaginally for treating incomplete abortion with
similar success rate,9,10 but women may feel vaginal
route less acceptable than oral route and the chance
of introduction of infection may increase. Hence
this study was conducted to assess the feasibility,
acceptability and success of using oral Misoprostol
600 mcg in medical evacuation for incomplete
abortion of first trimester.
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METHODS
It was a hospital-based study carried out from 1st
November 2010 to 30th May 2013 in Nepal Medical
College Teaching Hospital. All cases of incomplete
abortion diagnosed clinically or by ultrasound were
included. Those patients who had incomplete abortion
ofgestation weeks12 or less with stable vital signs,
without anaemia and history of Misoprostol allergy
were included in the study. Informed written consent
was taken. Then patient was given tablet Misoprostol
600 mcg orally. They were observed for three hours
for side effects, per vaginal bleeding and expulsion of
product of conception. Then they were sent home with
advice for follow up after one week. They were given
prophylactic antibiotics. Painkiller was prescribed as
per need for pain management. Routine ultrasound
was carried out during follow up visit for confirmation
of complete evacuation. If evacuation was complete,
the patient was released from the study but if not then
the woman was offered the choice between additional
follow up visit in one week or immediate surgical
evacuation. During follow up, the amount of blood
loss, side effects of the drug, whether tolerable or not
and level of satisfaction were inquired. All the data
were recorded and statistical analysis was done.

RESULTS
There were total 86 patients enrolled in the study
during the period of two and half years. Out of which
56 (65.1%) were of spontaneous abortion and 30
(34.9%) were of induced abortion. The age ranged
from 18 to 35 years. The gestational age ranged from
5 to 12 weeks (Table 1).
Table 1. Relation of gestation age and medical
evacuation (n=86).
Gestational age

Failure
of
evacuation

7 to 8 weeks

1 (1.2%)

9 to 12 weeks

6 (6.98%)

complete

Among the 86 patients,only 7(8.1%) had to undergo
surgical evacuation. So the success rate was 91.9%
(79). Among the failed cases, all were of 9 weeks or
more gestation (Table 1). Regarding side effects of
the medication, almost half of the patient had nausea
48 (55.8%), 70 (81.4%) patients had pain in abdomen,
11 (12.8%) had diarrhea, 13 (15.1%) had fever with
chills and rigor (Table 2).
Table 2. Side effects of Misoprostol (n=86).
Side effects

Number (%)

Nausea

48(55.81%)

Vomiting

12(13.95%)

Abdominal pain

70(81.40%)

Diarrhoea

11(12.79%)

Fever with chills

13(15.12%)

Heavy bleeding occurred in 10 (11.6%) patients
(Table 3). Three patients required emergency surgical
evacuation within 24 hours due to heavy bleeding.
One (1.1%) case had prolonged and excessive
bleeding which lasted for two weeks. There were two
cases of prolonged lower abdominal pain, one case of
pelvic inflammatory disease and one case of anaemia.
Over all, the satisfaction level of the patients was
high as 71 (82.6%) patients were satisfied with the
method, 9 (10.5%) patients were very satisfied and
only 6 (6.9%) patients were unsatisfied (Table 4).
Table 3. Complications of medical evacuation
(n=86).
Complications

Number (%)

Heavy bleeding

10 (11.63%)

Prolonged bleeding

8 (9.30%)

Prolonged abdominal pain

1 (1.16%)

Infection

1 (1.16%)

Anaemia

1 (1.16%)

DISCUSSION
The use of Misoprostol for medical evacuation is an
effective method as shown by this study, with a high
success rate of 91.9% (Table 1). The success rate
seems to be a bit lower as compared to other studies
which used the same regime of Misoprostol11,12 where
it was 99% and 94.5%. The higher failure rate in our
study may be due to use of routine ultrasound in the
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first week in all cases to confirm complete evacuation.
The success was more in earlier gestation. In another
study similar results were reported with the success
rate of 100% in 6 weeks or less, 86.3% in 7 to 9 weeks
and 87% in 10 to 12 weeks.13Tang et al14 reported the
commonest side effect of Misoprostol to be diarrhea.
In our study, although the side effects were common;
they were reported to be tolerable and acceptable
by the patients (Table 2). The commonest was pain
in abdomen 70(81.4%). The simplicity of use, fast
action, non-invasiveness and cost effectiveness of the
medical evacuation outweighed the side effects. There
was only one case of infection. The less number of
infections may be due to use of routine antibiotics for
all patients and exclusion of already infected cases.
Shannon et al15 reported that the rate of infection was
only 0.9% and none in the study done by Gurung et
al.13 One case of anaemia with prolonged bleeding
came to hospital only on the 17th day with heavy
bleeding and required three pints of blood transfusion
and there were three cases of surgical evacuation
done within 24 hours due to excessive bleeding
(Table 3). So the medical evacuation should be used
in selected cases whostay close to health facility with
proper set up, where emergency surgical evacuation
can be done specially for those cases with higher
gestation. As regarding patient satisfaction 82.6%
were satisfied (Table 4). Patient satisfaction rate was
higher than in the study done by Gurung et al (64.2%)
and lower than the study done by Sajuna et al (88%)
16
and 86.6% in Ninimak et al.17
In a poor country like ours where surgical evacuation
facilities are limited due to lack of skilled surgical
providers and equipment, the use of just three tablets
of Misoprostol orally given by health providers can
be life saving and help us in reducing the maternal
mortality. But larger studies need to be carried out
in rural set-ups, especially where ultrasound facility
is not available to see the feasibility of medical
evacuation. Although Misoprostol is a very effective
drug, thorough knowledge of the dosage, side effects,
complications and contraindications should be given
to health personnels who prescribe it.
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CONCLUSIONS
Misoprostol 600 mcg given orally has been shown to
be an acceptable, effective and safe method of medical
management in early gestation incomplete abortion.
Use in higher gestation increases risk of bleeding
and need for surgical evacuation. Misoprostol 600
mcg was associated with minor side effects that were
tolerable by the patients.
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