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ABSTRACT: 
Background: The most typical clinical signs of spontaneous miscarriage are vaginal bleeding and the spontaneous ejection 
of an embryo or fetus from the uterus. The present study assessed Mifepristone's efficacy in induction of first-trimester 

miscarriage. Materials & Methods: 96 patients with first-trimester miscarriage prior to the 14th week of gestation were 
given repeatable doses of 800 mcg misoprostol vaginally. Parameters such as type of miscarriage, gravidity, parity, number 
of doses, time of drug administration, and side effects were recorded. Results: Out of 95 cases, 74 had successful induction 
and 21 had unsuccessful induction. The difference was significant (P< 0.05). The time from the previous delivery was 3.25 
years and 3.85 years in successful and in unsuccessful induction respectively. The number of miscarriages was 1 in 63 and 
13 respectively, and >2 in 12 and 8 respectively, missed abortion was seen in 65 and 14 and blighted ovum in 18 and 6 
respectively. Previous surgical interventions on uterus was seen in 10 and 7 in successful and unsuccessful induction 
respectively. The difference was significant (P< 0.05). Conclusion: First-trimester abortion can be effectively and safely 
treated with pharmacological induction with Misoprostol. 
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INTRODUCTION 
Nearly 25% of women of reproductive age experience 

first-trimester miscarriage, which is defined as 

pregnancy failure up to 13 full weeks.1 The most 

typical clinical signs of spontaneous miscarriage are 

vaginal bleeding and the spontaneous ejection of an 

embryo or fetus from the uterus.2 In cases with light to 

moderate bleeding, expectant management is 

sufficient. Fetal or placental tissues may, however, 

occasionally stay in the uterine cavity following an 

incomplete, unavoidable, or missed abortion. 

Expectant management, dilatation and curettage 
(D&C), and pharmacological induction of abortion 

with misoprostol are all options in such 

circumstances.3 

Mifepristone is costly and is unavailable in many 

settings. Mifepristone, also referred to as RU486, was 

first registered for induction of early first-trimester 

abortion in China and France in 1988. It is now 

widely registered for use in numerous countries, 
including several countries in the European Union and 

the United States. By the year 2000, more than three 

million women had used mifepristone for pregnancy 

termination, including 620,000 in Europe.4The use of 

misoprostol alone, which is affordable and frequently 

used for different obstetric and gastrointestinal 

purposes, can be an essential alternative choice for 

women who are unable to access 

mifepristone.5Medical abortion with mifepristone 200 

mg orally and misoprostol 800 mcg vaginally or 

buccally is highly effective through 63 days of 
gestation.6 The present study assessed Mifepristone's 

efficacy in induction of first-trimester miscarriage. 

 

MATERIALS & METHODS 

The present study consisted of 96 patients with first-

trimester miscarriage prior to the 14th week of 

gestation admitted to the department of Gynaecology 
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& Obstetrics. All were subjected to ultrasound and 

findings such as an intrauterine sac with a diameter 

>20 mm without a fetal pole or yolk sac, the presence 

of fetal pole without a heartbeat or crown-rump length 

(CRL) at least 6 mm with no cardiac activity, and no 
change at the time of a second ultrasound one week 

later made the diagnosis. Patients were included after 

obtaining their written consent. 

Data such as name, age etc. was recorded. All patients 

were given repeatable doses of 800 mcg misoprostol 

vaginally. Parameters such as type of miscarriage, 

gravidity, parity, number of doses, time of drug 

administration, and side effects were recorded. 
Results thus obtained were subjected to statistical 

analysis. P value less than 0.05 was considered 

significant. 

 

RESULTS 

Table I Distribution of cases on the basis of induction 

Induction Number P value 

Successful induction 74 0.01 

Unsuccessful induction 21 

Table I, graph I show that out of 95 cases, 74had successful induction and 21 had unsuccessful induction. The 

difference was significant (P< 0.05). 

 

Graph I Distribution of cases on the basis of induction 

 
 

Table II Baseline characteristics 

Parameters Variables Successful induction Unsuccessful induction P value 

Time from previous delivery (years) 3.25 3.85 0.64 

No. of miscarriages 1 63 13 0.38 

>2 12 8 

Type of miscarriage Missed abortion 65 14 0.02 

Blighted ovum 10 7 

Previous surgical interventions on uterus 12 4 0.01 

Table II shows that the time from previous delivery was 3.25 years and 3.85 years in successful and in 
unsuccessful induction respectively. The number of miscarriages was 1 in 63 and 13 respectively, and >2 in 12 

and 8 respectively, missed abortion was seen in 65 and 14 and blighted ovum in 18 and 6 respectively. Previous 

surgical interventions on uterus was seen in 10 and 7 in successful and unsuccessful induction respectively. The 

difference was significant (P< 0.05). 

 

DISCUSSION 

Medical abortion offers an important alternative to 

surgical abortion.7 Misoprostol for termination of 

pregnancy (TOP) has been widely used because of its 

low cost, effectiveness and drug stability in ambient 

temperature. In many countries, women use these 

medications on an outpatient basis and expel the 

pregnancy at home. Medical abortion is as safe, 

effective and acceptable to women as in-clinic care.8 

Recent research shows that the upper gestational age 
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limit for outpatient regimens using mifepristone and 

buccal misoprostol may be extended to 70 days of 

gestation without a clinically significant reduction in 

effectiveness compared to 57–63 days of gestation.9 

Similar efficacy is reported in a small number of cases 
with sublingual misoprostol.10The present study 

assessed Mifepristone's efficacy in induction of first-

trimester miscarriage. 

We found that out of 95 cases, 74 had successful 

induction and 21 had unsuccessful induction. Daponte 

et al11evaluated the safety and efficacy of the 

proposed misoprostol regimen in women with 

previous multiple caesarean sections. This was a 

retrospective cohort study of 21 women with more 

than one caesarean section who underwent 

termination of pregnancy (TOP) with 400 mug of 

vaginal misoprostol followed by 200 mug/6 hours 
(max 800 mug). The complete abortion rate was 12/21 

(57.14%) and six (28.57%) women had an incomplete 

abortion. Three TOPs (14.29%) failed. In the first 

trimester group, only 3/9 (33.34%) aborted 

completely, while (9/12) 75% of second trimester 

patients aborted completely. There were no major 

complications. The proposed regimen is considered 

safe and reasonably effective in second-trimester 

TOPs in women with previous multiple cesarean 

sections. In first-trimester patients, the possibility of 

manual vacuum aspiration (MVA) should be 
discussed during counseling, or a higher dose should 

be used as the effectiveness is low. 

We observed that the time from previous delivery was 

3.25 years and 3.85 years in successful and in 

unsuccessful induction respectively. The number of 

miscarriages was 1 in 63 and 13 respectively, and >2 

in 12 and 8 respectively, missed abortion was seen in 

65 and 14 and blighted ovum in 18 and 6 respectively. 

Previous surgical interventions on uterus was seen in 

10 and 7 in successful and unsuccessful induction 

respectively. Zikopoulos et al12compared the efficacy 

of vaginal misoprostol for abortion in women at a 
gestational age of <42 days and in women at a 

gestational age of 42–56 days. A total of 160 women 

seeking medical termination of a pregnancy of <56 

days were enrolled. Medical termination was 

performed using 800 μg of vaginal misoprostol, 

repeated every 24 hours for a maximum of three 

doses. The overall complete abortion rate was 91.3%. 

In group A (gestation <42 days) complete abortion 

occurred in 96.3% of women, whereas in group B 

(gestation = 42–56 days) complete abortion occurred 

in 86.3% of women (P < 0.025). The two groups did 
not differ significantly with respect to side effects 

(incidence of pain, bleeding, nausea, diarrhoea, fever 

and headache). Women who had aborted successfully 

were significantly more satisfied with the method 

compared with women who did not. The vaginal 

misoprostol-alone regimen is highly effective for 

women seeking medical abortion of pregnancies of 

≤56 days. However, better efficacy may be achieved 

at a gestational age of <42 days. 

 

CONCLUSION 
Authors found that first-trimester abortion can be 

effectively and safely treated with pharmacological 

induction with Misoprostol. 
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