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Spontaneous miscarriage is the most common complication 
of early pregnancy. It occurs in 11-20% of spontaneous and 
induced first trimester pregnancies1. Previously, the surgical 
uterine evacuation was the mainstay for treating miscarriages. 
However, surgical management is associated with many 
complications such as infection, uterine perforation, bowel 
injuries, Asherman’s syndrome and anesthetic morbidities2. 
Expectant management was introduced later as an option in 
dealing with miscarriage but it is accompanied with increased 
anxiety3,4. Expectant and medical management of miscarriages 
with Misoprostol has been suggested by systematic reviews 
with evidence to be acceptable alternatives to surgical 
evacuation of the uterus5.

Medical management of abortion was first approved by France 
in 1988 for the use of Mifepristone6. Early in the 1990s, 
Methotrexate was used for terminating pregnancies medically7. 

Misoprostol is a thermo-stable prostaglandin E1 analog which 
has been initially used for the treatment and prevention of 
gastric ulcer disease8; it was found to accidentally induce 
abortion9,10,11. Since then, Misoprostol has been investigated as 
an agent to induce abortion12,13,14. 

Misoprostol has been used in termination of pregnancy in 
women with missed abortion or blighted ovum for the past 10 
years at Salmaniya Medical Complex and has almost replaced 
suction evacuation. However, there are no studies from our 
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center to evaluate the efficacy and safety of misoprostol use 
in termination of anembryonic pregnancy or blighted ovum. 
Though misoprostol has also been tested for the management 
of incomplete miscarriage in different regimens and settings, 
very few studies concentrated on its effectiveness in blighted 
ovum15,16,17,18.

The aim of this study is to assess the effectiveness of 
Misoprostol in causing a complete evacuation of the uterus in a 
blighted ovum as an alternative to surgical intervention. 

METHOD

The study was performed from 1 January 2008 to 31 August 
2013. “Blighted Ovum” was diagnosed based on the mean of 
three measurements of a gestational sac more than or equal to 
25 mm with no yolk sac and no fetal pole19. The scan has to be 
repeated after two weeks to avoid diagnostic error. 

Three hundred fourteen patients were diagnosed with blighted 
ovum with gestational age up to 12 weeks. Patients who 
were hemodynamically unstable, or with hypersensitivity to 
Misoprostol were excluded. Patients who chose to get a second 
opinion were also excluded. The remaining 295 patients were 
included in this study.

The patients received one or two doses of Misoprostol either 
800 mcg per vagina 3 hours apart, or 600mcg sublingual 3 
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hours apart20. If the patient bleeds, they are assessed by a 
transvaginal ultrasound scan to determine whether the abortion 
is complete or incomplete. The ultrasound should be within 
24 hours to 36 hours after receiving the Misoprostol. If the 
endometrial thickness was less than 17 mm and no intrauterine 
gestational sac was seen, no surgical intervention was required. 
If the patients were hemodynamically unstable, they were 
immediately transferred for emergency surgical evacuation 
without the assessment of the endometrial thickness. 

The collected data were analyzed using SPSS software version 
22.  P-value for significance, mean and percentage were used 
for descriptive statistics. 

RESULT

A total of 295 women were enrolled in this study. The average 
age was 29.9 years (Std. Deviation: 7.45 years) with a minimum 
of 16 and a maximum of 54 years old. The gestational age 
ranged from 7 to 12 weeks’ gestation. The majority were less 
than 8 weeks of gestation 160 (54.2%).  The remaining was 
between 8 to 12 weeks of gestation, see table 1. The patients 
were divided into primigravidas and multigravidas. One 
hundred and twenty-one (41%) patients were primigravidas 
and 174 (59%) were multigravida. 

The total number of patients that had aborted successfully with 
Misoprostol was 239 (81%) and 56 (19%) needed surgical 
evacuation. 

The response rate to misoprostol was high in the age group 
of 20-30 years, 135 (90%). Nineteen patients were less than 
20-year-old; 17 (89.4%) of them had a complete medical 
abortion. In the age group of 31-40 years, 67 (69%) had a 
complete abortion. Similarly, 17 (58.6%) patients aged over 
41 responded to Misoprostol and 12 (41.4%) required surgical 
evacuation. There was a significant statistical difference in the 
response rate according to the patients’ ages (P-value<0.0001), 
see table 2.

The response rate to misoprostol was 84% in the patients 
less than 8 weeks of gestation compared to 76% in the group 
between 8-10 weeks. On the other hand, 73%   had a complete 
abortion in the group 10-12 weeks. No statistically significant 
difference was seen between different gestational age groups 
and successful response to misoprostol (P = 0.110). 

Abortion Type
TotalComplete 

Abortion 
Needed 

Evacuation

Gestational 
Weeks

less than 8 weeks 135 (84.4%) 25 (15.6%) 160 (100%)

8 to 10 weeks 52 (76.5%) 16 (23.5%) 68 (100%)

11 to 12 weeks 49 (73.1%) 18 (26.9%) 67 (100%)

Total 236 (80%) 59 (20%) 295 (100%)

P-value = 0.110                                       

Table 1: The Response Rate to Misoprostol According to 
Gestational Age

One hundred nineteen (98.3%) primigravidas responded to 
Misoprostol. While only 117 (67.2%) of the multigravidas 
had complete abortion. Surgical evacuation was required 
in only 2 (1.6%) primigravidas as compared to 57 (32.8%) 
multigravidas. The difference between both groups was 
significant. (P-value<0.001), see table 3. 

DISCUSSION 

Our study revealed that Misoprostol was successful in 
completing the miscarriage in a blighted ovum in the majority 
of the patients (81%).  Gurung et al found that the success rate of 
misoprostol was 87.5% in all types of miscarriages and 79.5% 
for blighted ovum21. Other studies revealed that the success rate 
of Misoprostol in patients who were diagnosed with incomplete 
abortions ranged between 70% to 96%22,23,24,25,26.

This study revealed that the success rate of misoprostol was 
significantly better in young patients and decreased as maternal 
age advances, see table 2. Similarly, this study showed that 
the primigravidas had a significantly higher response rate 
to the medication than multigravidas. Studies revealed that 
medical abortion success rates decreased if the parity is more 
than three27,28,29. Other studies revealed that patients with 
parity of less than two have a higher response rate than the 
multigravidas30,31,32. Similarly, those that have previously 
given birth are more likely to require surgery compared to 
nulliparous women33. Nevertheless, no significant difference 
has been noted in other studies of Misoprostol efficacy and 
gravidity21,30. The age and the gravidity could be related to each 
other as younger patients will have fewer pregnancies but this 
would need further study.

Table 2: The Response Rate to Misoprostol According to 
Maternal Age

Abortion Type
TotalComplete 

Abortion
Needed 

Evacuation

Age

Less than 20 17 (89.5%) 2 (10.5%) 19 (100.0%)

20 to 30 135 (90.0%) 15 (10.0%) 150 (100.0%)

31 to 40 67 (69.1%) 30 (30.9%) 97   (100.0%)

More than 41 17 (58.6%) 12 (41.4%) 29 (100.0%)

Total 236 (80.0%) 59 (20.0%) 295 (100.0%)

P-value<0.0001  

Abortion Type

TotalComplete 
Abortion

Needed 
Evacuation

Gravida
Multigravidas 117 (67.2%) 57 (32.8%) 174 (100%)

Primigravidas 119 (98.3%) 2 (1.7%) 121 (100%)

Total 236 (80%) 59 (20%) 295 (100%)

P-value<0.001

Table 3: The Response Rate to Misoprostol According to 
Gravidity
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The majority of our patients were less than 8 weeks of gestation. 
The success rate of misoprostol was lower with increased 
gestational age but it did not reach a significant statistical 
difference.

There are several limitations to this study. A retrospective study 
has inherent drawbacks.  The cut-off point of the ultrasound 
was 17mm while in other studies it was up to 30mm. Different 
routes’ effects also could be studied to maximize the benefit 
of misoprostol use. Lastly, the number of parity, previous 
cesareans, and previous abortions could be further investigated 
to save time and implement the most beneficial treatment of 
choice.

CONCLUSION 

The overall success of medical treatment with Misoprostol 
is high and has proved to be effective in completing 
miscarriage in blighted ovum in first trimester. Advance in 
maternal age and multiparity have a significant effect on 
Misoprostol success rate but the gestational age does not 
alter the effectivity of the drug.

Misoprostol should be investigated for its potential use in 
outpatient settings rather than inpatient in accordance 
with its availability and safety. Higher response might be 
noted if we assess patients after two weeks rather than one 
to two days.
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