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ABSTRACT
INTRODUCTION
To compare the efficacy of using sublingual misoprostol and manual vacuum aspiration under local anesthesia in the
treatment of spontaneous incomplete miscarriage (up to 6 to 12 weeks of pregnancy).
MATERIAL AND METHODS
This is a prospective study performed in Gandaki Medical College (GMC) Teaching Hospital, Pokhara on 150 patients
with spontaneous incomplete miscarriage between 6 to 12 weeks of pregnancy. Patients were divided into two groups:
group (I) patient who took 400 µg misoprostol every four hourly for maximum of three doses, group (II) patient who
underwent manual vacuum aspiration (MVA) under local anesthesia. Only 68 patients in group I and 64 patients in group II
completed their follow up and were included in this study.
RESULTS
The success rate of MVA under local anesthesia was 100% and misoprostol was 67.7% (p-value < 0.05). Both misoprostol
and MVA under local anesthesia are effective for treatment of incomplete miscarriage.
CONCLUSION
Although, success rate of MVA under local anesthesia is more than misoprostol, both MVA and misoprostol can be used, as
an effective method of uterine evacuation in incomplete abortion of < 12 weeks.
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INTRODUCTION
Early pregnancy loss or miscarriage is a common
gynaecological problem faced by women of reproductive age
groups.1 When some part of product of conception is not
expelled and a part of it is left inside the uterine cavity, it is
called incomplete miscarriage. Approximately, 11-15% of
pregnancies end in spontaneously first trimester
miscarriage.2,3,4,5 According to the World Health Organization
(WHO), 87,000 maternal deaths due to incomplete abortion
are recorded yearly in developing countries.2,3 Incomplete
abortion in first trimester could be managed through medical
and surgical interventions. Medical intervention that is used is
misoprostol. Misoprostol is cheap, stable at room
temperature, long half-life and easily administered via
sublingual, oral, per vaginal or per rectal route. Medical
management of incomplete miscarriage using misoprostol is
particularly helpful in places with limited human resources
and is effective with few side effects. It is also safe and
acceptable among women who are not willing for invasive
procedures.6 Surgical management has been the standard care
worldwide for many years in the past. Manual vacuum
aspiration is a most common surgical method to complete
evacuation and to prevent infection and hemorrhage.
Therefore, the aim of this study was to compare effectiveness
of sublingual misoprostol versus manual vacuum aspiration
under local anesthesia in the treatment of spontaneous
incomplete miscarriage.
MATERIAL AND METHODS
This is a prospective study conducted in department of
Obstetrics and Gynaecology in GMC, Pokhara, Nepal over 2
years from 15th Feb 2015 to 14th Feb 2017. The present study
was cleared by the ethical committee of GMC. This study
included 150 women between 6 to 12 weeks of pregnancy with
spontaneous incomplete miscarriage, confirmed by
ultrasound.
Patients who were hemodynamically unstable, diabetic, had
cardiac disease, Rh negative, septic abortion, fever, bronchial
asthma or known hypersensitivity to misoprostol were
excluded from the study. All patients signed a written
informed consent before recruitment into the study. The
eligible patients were divided into two groups according to
patient choice. Group (I) received misoprostol tablet 400 µg
sublingually every four hourly for a maximum of three doses
Group (II) underwent vaginal manual vacuum aspiration
under local anesthesia. All patients were followed up for the
first 24 hours for abdominal pain, presence of excessive
vaginal bleeding, vital signs and any other complications. All
patients were advised that they could return to hospital at any
time if complication arises orif advice was required. The data

was entered manually on Microsoft Excel (2000; Microsoft
Corporation, Redmond, WA, USA), checked for possible data
entry errors. The statistical significant difference among
groups was determined by the Chi square test.

Fig 1. A flowchart of study procedure including patient
enrollment, allocation, follow up and analysis
RESULTS
Table 1 shows characteristics of the study population at
enrollment of two groups with statistically non significant
difference (p>0.05).Table 2 shows clinical outcome of study
groups. Success rate of MVA group was 100% and for
misoprostol group, it was 67.7% with statistically significant
difference (p<0.05). Incidence of excessive bleeding in MVA
group was 3.13% while in misoprostol group was 14.7% (pvalue=0.021). In pain and bleeding, there were statistically
significant differences in both groups (p<0.05). Most common
side effect observed was retained products of conception
(POC) (n=22, 43.13%) followed by bleeding (n=10, 19.61%),
diarrhoea (n=9, 17.64%), fever (n=4, 7.84%), vomiting (n=3,
5.88%) and shivering (n=2, 3.92%) and infection (n=1,
1.96%) (figure 2)
Table 1. Characteristics of the study population
Variables
Primiparous
Multiparous
First time abortion
Abortion after
previous C/S.
History of previous
one or more abortion.
Abortion after normal
delivery.

Misoprostol group
(n=68)

MVA group
(n=64)

Chi square
(P-value)

No.
14
54
14
10

%
20.6
79.4
20.6
14.7

No.
16
48
16
8

%
25
75
25
12.5

0.546
0.546
0.546
0.712

14

20.6

12

18.6

0.791

30

44.1

28

43.8

0.966
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Table 2. Clinical outcome of the study groups
Clinical Outcomes

Misoprostol group
Total no. 68
No.
%
46
67.7

Success of the
treatment method
Incidence of excessive 10
bleeding during
procedure.

14.7

MVA group under local Chi square
anesthesia. Total no. 64 (p-value)
No.
%
64
100%
0.001
2

3.13

0.021

Figure 2. Frequency (%) side effects of misoprostol in 68
patients under medical treatment

management of miscarriage. Present study has shown that in
misoprostol group, there was excessive bleeding during the
procedure and was observed statistically significant
difference as compared to MVA counterpart (p-value =0.021).
This study was similar to Davis et al, where bleeding was
found to be less in MVA group8 but was in contrast to
Shwekerela et al,9 who reported pain and bleeding as
statistically significant difference in side effect in MVA group
than in misoprostol group.
This study reported that retained POC, vaginal bleeding and
diarrhea are common side effects of misoprostol. Fever is less
common and an antipyretic can be used for its relief.10 Nausea,
vomiting and chills may occur but resolves 2 to 6 hours after
taking misoprostol. An anti-emetic can be used if needed.10 All
side effects were mild and managed easily. In our study, there
was some loss of follow-up in both groups. According to some
previous study, high rate of loss of follow-up are common with
incomplete abortion treatment, particularly where cost and
distance to care are substantial factors, as well as in settings
where abortion is illegal.11,12 Telephone follow-up could also
be established to reduce the need for in-person assessment.13
In present study, MVA is more effective and safer than
misoprostol for treatment of incomplete miscarriage of uterine
size of less than 12 weeks.
CONCLUSION

DISCUSSION
The current study compared the efficacy of sublingual
misoprostol 400 µg every 4 hourly for a maximum of three
doses versus manual vacuum aspiration under local anesthesia
of spontaneous first trimester incomplete miscarriage.
Regarding the success rate, this study showed 400µg
sublingual misoprostol was effective in 67.7% of spontaneous
incomplete miscarriage whereas MVA under local anesthesia
was successful in 100% of cases and there were statistically
significant difference in success rate of both the procedures.
Although, success rate of misoprostol in incomplete
miscarriage have been reported from 87-97%.7 Our results are
almost similar with previous studies where MVA was found to
be effective for women with incomplete miscarriage of uterine
size of less than 12 weeks.3,4,5
About safety, present study demonstrates that women in
misoprostol arm experienced more side effects than women in
MVA group which was similar with other studies.3,4
Misoprostol have several side effects like heavy bleeding,
infection, shivering, vomiting and fever. For surgical option,
WHO has listed MVA as a safe, effective method for

This study showed that MVA under local anesthesia is
effective than sublingual misoprostol in the treatment of
spontaneous incomplete miscarriage. However misoprostol is
effective and safe alternative to the MVA under local
anesthesia especially when surgical management is not
available or risky or patient refused to undergo surgical
management.
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