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SECTION 20. Medicine. 

 

ROLE OF MISOPROSTOL IN PREVENTING COMPLICTIONS AFTER 

MISCARRIAGE 

 

Abstract: Objective: This study was conducted to determine role of Misoprostol in preventing post miscarriage 

complications in first trimester of pregnancy.  

Design and Setting: This is an observational type of prospective study. This study was carried out in Alkhidmat 

Mansoorah Hospital Lahore, Pakistan. 

Duration of study: Study was started in July 2017 and completed in December 2017 comprising on 7 months 

duration.  

Patients and Methods: In this study all those cases were included which presented with incomplete or missed 

miscarriage in first trimester of pregnancy. Dosage of 600 mcg misoprostol was given one time for incomplete 

miscarriage and repeated doses of 600 mcg were given to the females with 4 hours interval with missed 

miscarriage via sublingual route. Effect of misoprostol was observed in study group for 10-15 days. Only vitally 

stable patients were included in this study. Patients with excessive vaginal bleeding after miscarriage, abdominal 

pain, anemia and vitally unstable due to complications of miscarriage were not included in this study. These cases 

were underwent   evacuation and curettage of retained products of conception. A Performa was designed 

containing all necessary information regarding age, duration of pregnancy, post miscarriage complications, blood 

loss, dosage of misoprostol, its side effects and satisfaction of patients towards this treatment.    

Results: Total 75 cases were studied belonging to different age groups with minimum age of the female 21 

years and maximum age of 37 years. Mean age of patients in study group was 34.5 years. Post miscarriage major 

complication reported was mild blood loss in 13 cases, moderate blood loss in 53 cases and severe bleeding in 12 

cases was reported. Single dosage of misoprostol was given in 15 cases, double dosage given in 53 cases and three 

doses were given in 7 cases. After giving misoprostol its side effect reported were Nausea and vomiting in 4 cases, 

fever with chills in 8 cases, abdominal pain in 4 cases,  diarrhea in 10 cases, flatulence in 9 females and headache 

was reported in 11 cases. Out of 75 cases 24 cases showed various side effects of this drug while in remaining 

cases no side effect was seen. In our study group 72 patients successfully responded to this management while 3 

cases did not respond and surgery was undertaken in them. So success rate was 96%. 

Conclusion: Miscarriage is associated with various complications and out of which hemorrhage is a serious 

complication leading to death. These complications can be reduced by safe method of miscarriage using 

misoprostol via sublingual route. It is cheap and successful method. 
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INTTRODUCTION 

Misoprostol is a widely used drug for inducing 

miscarriage.1 It is a safe method of miscarriage 

which reduced complications after miscarriage. It has 

very few side effects such as headache, nausea, 

vomiting and abdominal pain. Headache is a 

common side effect.2 Dose of misoprostol for 

inducing miscarriage is 600 mcg. It is used as a 

single dose in incomplete miscarriage and double 

dose for missed miscarriage. In first trimester 

complications occur frequently which lead to 

miscarriage. This type of spontaneous miscarriage 

causes complications in females and severe blood 

loss may happen. This drug is used to prevent such 

complications and to reduce bleeding.3 In Pakistan, 

0.89 million women experience miscarriage 
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annually.  Such a high prevalence of abortions 

necessitates proper management to reduce morbidity 

and mortality. After incomplete or missed abortion 

retained products of conception causes severe 

complications such as hemorrhage and septicemia. 

This is fatal for mothers. Immediately dilatation and 

curettage is required.4 This procedure is most 

commonly performed in gynecology wards. 

Inadequate resources in hospital, limitations of 

surgical skills and lack of skilled surgeons makes 

medical management most favorable in such 

situations. Therefore misoprostol is a drug of choice 

to avoid surgical treatment in many cases. It causes 

uterine contractions and reduces hemorrhage and 

causes expulsion of RPOCs. It is prostaglandin 

analogue easily available and cheap. Patient does not 

need hospital admission.5 There are various routes of 

its use via oral, sub lingual route, vaginal route and 

per rectal route. Sub lingual route is much effective. 

This drug is metabolized in liver and it has hepatic 

excretion. It is very potent and effects quickly. This 

drug causes gastrointestinal bleeding, its main side 

effect. Its efficacy depends on dosage, size of sac and 

diagnosis. It can be used in various doses via 

different routes but sublingual route is best for this 

purpose.6 It was seen that this treatment was 

acceptable by most of the study subjects and they 

were satisfied by its results. Its widely use is 

decreasing morbidity and mortality after miscarriage 

and females living in remote areas far away from 

well developed medical facilities can be saved using 

this simple method. Which females have severe 

hemorrhage and low hemoglobin level and vitally 

unstable, they should undergo laparotomy because in 

such patients conservative treatment is not suitable. 

Blood transfusion is required immediately to build up 

HB. In severe hemorrhage main line of treatment is 

to prevent hypotension.7 Skilled surgeons are 

required to operate such cases. In this study mostly 

females were above 30 years of age. Parity, age, 

previous cesarean and gestational age determine 

outcome in female patients after miscarriage. It was 

seen that in study group most of the females 

delivered fetus within 24 hours after taking 

misoprostol while few others took 48 h, 72h and one 

patient delivered after 86 hours. This denotes it 

effects quickly. Non surgical management is always 

accepted by most of the people as they avoid hospital 

stay and fear of surgery is also a major factor.8 Mild 

and moderate bleeding can be controlled by 

conservative management but heavy bleeding is 

indication of surgery.    

 

 

Patients and Methods 

It is an observational study conducted in 

gynaecology department of a well developed 

hospital. This study comprises on six months 

duration. In this study all those cases were included 

which presented with incomplete or missed 

miscarriage in first trimester of pregnancy. Dosage of 

600 mcg misoprostol was given one time for 

incomplete miscarriage and double dosage of 600 

mcg was given to the females with 4 hours interval 

with missed miscarriage via sublingual route. Effect 

of misoprostol was observed in study group for 10-

15 days. Only vitally stable patients were included in 

this study. Patients with excessive vaginal bleeding 

after miscarriage, abdominal pain, anemia and vitally 

unstable due to complications of miscarriage were 

not included in this study. These cases were 

underwent laparotomy for evacuation of retined 

products of conception. Patients were told about the 

side effects of misoprostol and they were informed 

that complete expulsion of fetus may happen within 

one day, a week or two weeks and in that case they 

will report to the hospital immediately. A proforma 

was designed containing all necessary information 

regarding age, duration of pregnancy, post 

miscarriage complications, blood loss, dosage of 

misoprostol, its side effects and satisfaction of 

patients towards this treatment. In this study 75 cases 

were studied which presented to the hospital 

emergency due to miscarriage in first trimester either 

missed or incomplete miscarriage. Informed consent 

was taken from them. They were informed about non 

surgical and surgical treatment and then their choice 

was asked. All females preferred medical 

management. Diagnosis of missed miscarriage was 

established when there was no fetal cardiac activity 

on ultrasonography. In incomplete miscarriage 

pregnant female gives history of per vaginal bleeding 

and on examination cervical os is open.  

 

 

Results 

 Dose of misoprostol for inducing miscarriage is 

600 mcg. It is used as a single dose in incomplete 

miscarriage and double dose for missed miscarriage. 

In first trimester complications occur frequently 

which lead to miscarriage. In this study all those 

cases were included which presented with 

incomplete or missed miscarriage in first trimester of 

pregnancy. Dosage of 600 mcg misoprostol was 

given one time for incomplete miscarriage and 

double dosage of 600 mcg was given to the females 

with 4 hours interval with missed miscarriage via 

sublingual route.  Total 75 cases were studied 

belonging to different age groups with minimum age 

of the female 21 years and maximum age of 37 years. 

Mean age of patients in study group was 34.5 years. 

Post miscarriage major complication reported was 

mild blood loss in 13(17.3%) cases, moderate blood 

loss in 53(66.7%) cases and severe bleeding in 

12(16%) cases was reported. Single dosage of 

Misoprostol was given in 15(20%) cases, double 

dosage given in 53(70.6%) cases and three doses 

were given in 7(9.3%) cases. After giving 
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misoprostol its side effect reported were Nausea and 

vomiting in 4(5.3%) cases, fever with chills in 

8(10.7/5) cases, abdominal pain in 4(5.3%) cases,  

diarrhea in 10(13.3%) cases, flatulence in 9(12%) 

females and headache was reported in 11(14.7%) 

cases. Out of 75 cases 24(32%) cases showed various 

side effects of this drug while in remaining cases no 

side effect was seen. Out of 75 cases of study group 

69(92%) were satisfied with treatment while 6(8%) 

were not satisfied similarly 70(93.3%) cases showed 

acceptability while in 5(6.7%) cases it was not 

acceptable.    

 

 

 
Figure-1 Frequency distribution of patients in study group on the basis of post miscarriage bleeding 

 

 

 

 

 

 

 
Figure-2 Satisfaction level of patients from misoprostol in study group 
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Table-1 

Age distribution of females in study group 

 

Age of patients (years) Number of Patients % 

 

20-25 

 

9 

 

12 

 

26-30 

 

22 

 

29.3 

 

31-35 

 

31 

 

41.3 

 

36-40 

 

13 

 

17.3 

Total 75 100 

 

 

 

Table-2  

Estimated blood loss after miscarriage 

 

Post miscarriage blood loss Number of Patients (n) % 

 

Mild 

 

13 

 

17.3 

 

Moderate 

 

50 

 

66.7 

 

Heavy 

 

12 

 

16 

 

 

Table-3  

Side effects of sublingual use of Misoprostol among study subjects 

 

Side Effects Number of Patients (n) % 

 

Nausea/ vomiting 

 

4 

 

5.3 

 

Diarrhea 

 

10 

 

13.3 

 

Fever with Chills 

 

8 

 

10.7 

 

Headache 

 

11 

 

14.6 

 

Abdominal Pain 

 

4 

 

5.3 

 

Flatulence 

 

9 

 

12 

 

 

DISCUSSION 

This study was done to determine role of 

misoprostol in first trimester miscarriage. Medical 

management is acceptable by population more than 

surgical management.9 People are afraid of surgery 

and its outcome. No doubt surgical option should not 

be used initially rather first of all patient should be 

given medical treatment and in case of failure of this 

surgical option should can be used. After operation 

patient has to face more morbidity and disability for 

a long period of time. There is physical and financial 

burden. That’s why conservative treatment using 

sublingual misoprostol is a treatment of choice. It is 

given in a dose of 600 mcg.10,11 One dose in case of 

incomplete abortion and two doses are given with the 

interval of 4 hours in case of missed abortion. This 

drug is prostaglandin analogue and causes 

contraction of uterine muscles which expels fetus out 

and complete abortion occurs. Muscular contraction 

prevents excessive bleeding which is a serious 

complication after miscarriage and if not managed 

may lead to death of female.12 After taking it 

delivery may occur in first 24 or 48 hours and may 

be delayed after 72 hours in some cases. Success rate 
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in our study was 96% which proves this treatment 

highly successful. Another studies done in China 

showed success rate of 87.5% in which misoprostol 

was given sublingually and vaginally. According to a 

study done in India success rate was 86%. Our study 

showed much higher rate of success.13-15 Misoprostol 

is a widely used drug for inducing miscarriage. It is a 

safe method of miscarriage which reduced 

complications after miscarriage. It has very few side 

effects such as headache, nausea, vomiting and 

abdominal pain. Headache is a common side effect. 

Dose of misoprostol for inducing miscarriage is 600 

mcg. It is used as a single dose in incomplete 

miscarriage and double dose for missed miscarriage. 

In first trimester complications occur frequently 

which lead to miscarriage. It is an observational 

study conducted in gynaecology department of a well 

developed hospital. This study comprises on six 

months duration.16 In this study all those cases were 

included which presented with incomplete or missed 

miscarriage in first trimester of pregnancy. Mean age 

of patients in study group was 34.5 years. Post 

miscarriage major complication reported was mild 

blood loss in 13(17.3%) cases, moderate blood loss 

in 53(66.7%) cases and severe bleeding in 12(16%) 

cases was reported. Single dosage of Misoprostol 

was given in 15(20%) cases, double dosage given in 

53(70.6%) cases and three doses were given in 

7(9.3%) cases. After incomplete or missed abortion 

retained products of conception causes severe 

complications such as hemorrhage and septicemia. 

This is fatal for mothers. Immediately dilatation and 

curettage is required. This procedure is most 

commonly performed in gynecology wards.17 This 

drug causes gastrointestinal bleeding, its main side 

effect. Its efficacy depends on dosage, size of sac and 

diagnosis. It can be used in various doses via 

different routes but sublingual route is best for this 

purpose. It was seen that this treatment was 

acceptable by most of the study subjects and they 

were satisfied by its results. Its widely use is 

decreasing morbidity and mortality after miscarriage 

and females living in remote areas far away from 

well developed medical facilities can be saved using 

this simple method.18-20 A study done by Woods and 

Grazio proved high satisfaction among patients for 

this treatment. Before giving this treatment to the 

patient proper counseling should be done and pros 

and cons should be mentioned as this is a right of the 

patient to be well informed about the options of 

treatment and then decision should be left over him 

freely to choose any option.  

 

 

CONCLUSION 

Miscarriage in first trimester frequently occurs 

in females which has many complications. A 

conservative treatment to treat such complications is 

always on priority than surgical management. Use of 

misoprostol is very effective for such patients with 

minimum side effects and high acceptability and 

success rate. Failure of medical management 

indicates surgical option. Proper counseling of 

patients about its side effects is necessary. 
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