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ABSTRACT 

Objective: To compare the maternal outcome in medical versus surgical management of incomplete abortion. 
Study Design: Comparative cross-sectional study 
Materials and Methods: This study was conducted at the Department of Obstetrics and Gynaecology Unit II 
Liaquat University Hospital Hyderabad from 1st August 2015 to 31st July 2016. 
Materials and Methods: Non-probability purposive sampling of 100 patients was done. During the study period, a 
total 100 cases of incomplete abortion were enrolled in the study with gestational age <12 weeks and vaginal 
bleeding with ultrasound showing retained products of conception for comparison analysis. Half of them were given 
Misoprostol 200 µg twice daily for 5 days, and out of rest, 25 underwent manual vacuum aspiration and 25 
underwent conventional evacuation under anesthesia. Maternal outcome was noted and compared in both groups 
using chi square test. 
Results: The mean age of women in both study groups was 28.09+5.60 years. Majority of women were multiparous 
with mean parity 2.90+ 2.25. Mostly the women were at gestational age of 10 weeks. Maternal complications were 
less in medically treated group (22%) as compared to surgically treated group  (46%) with P-value 0.011.  
Patients who underwent Manual vacuum aspiration had lesser infection rates than those who underwent evacuation 
under anaesthesia (P-value=0.022).  
Conclusion: Medical treatment is the safest method to offer to a women with retained products of conception with 
least side effects and no hospital stay. Manual vacuum aspiration is a safe alternate to evacuation under anaesthesia 
where medical treatment fails or is contraindicated. 
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INTRODUCTION 

Miscarriage (abortion) is defined as the spontaneous 
loss of a pregnancy prior to the age of viability of 
fetus1.“Each year throughout the world, approximately 
210 million women became pregnant and out of them 
some 80 million pregnancies end in still birth, or 
spontaneous or induced abortion2. In countries where 
abortion is legal it is usually very safe in  contrast to the 
countries where abortion is restricted and large numbers 
are performed under unsafe conditions3. In United 
States, the overall mortality rate from abortion is 
1.1/100,000 of legally induced abortions. 
Approximately 1.2 million legal abortions are 
performed annually in the united states4.” Data form 
developed countries suggest that about 15 % of 
pregnancies end in miscarriage. “ 
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Distinguishing between an incomplete spontaneous 

abortion and induced abortion is significant as there is 

high-risk of complications as uterine perforation, 

infection, infertility. Incomplete miscarriage is a major 

public health problem in developing countries 1. 

Management of miscarriage includes expectant, 

medical and surgical. Expectant management of 

miscarriage is safe and likely to be cost-effective. “In 
medical treatment the misoprostol is commonly used 

worldwide5. Medical treatment using an antiprogestin, 

mifepristone (RU486), followed by a prostaglandin 

(misoprostol or gemeprost), can also be used for 

evacuation of uterine cavity. Medical approach is easy, 

safe and given as outpatient basis6,7. Of the Surgical 

techniques used in the first trimester. Manual vacuum 

aspiration is commonly applied to uterine evacuation 

using a hand-held syringe as the source of vacuum8.” 

Vacuum “technique is quicker, produces less blood 

loss, and has a lower rate of perforation hospitalization 
for post abortal infection than sharp curettage. Vacuum 

aspiration should whenever possible; replace dilatation 

& curettage9,10. Other surgical treatment option is 

dilatation & curettage. It  is less safe and more painful 

than aspiration, so reserved for patients in whom other 

options fail or not available9.” 
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Considering “the prevalence of this problem and 

multiple methods available for managing a case of 

incomplete abortion, this study was planned. The 

objective of this study is to compare the maternal 

outcome in medical versus surgical management of 
incomplete abortion. By conducting this study, we may 

be able to appreciate the first line option for all women 

with incomplete abortion in our setup and reduce the 

associated maternal morbidity and mortality. 

MATERIALS AND METHODS 

The patients fulfilling the inclusion criteria (gestational 

age < to 12 weeks with vaginal bleeding, ultrasound 

showing retained products of conception) admitted 

either from outpatient department or through 

emergency were enrolled in the study after well-

informed verbal consent.” Hemodyanamically unstable 

patients, those beyond first trimester, with bleeding 

disorders or other comorbidities were excluded from 

the study. “Patients were randomly assigned to two 
equal groups. Group I patients were given Tab 

Misoprostol 200µmg orally twice a day for 5 days to 

evacuate the uterus and Group II patient received 

surgical management. Half of them underwent Manual 

vacuum aspiration and the rest underwent evacuation 

under anesthesia. Relevant obstetric history and 

examination carried out. Maternal outcome was 

measured in terms of uterine infection, perforation and 

failure of procedure in terms of incomplete evacuation 

diagnosed on ultrasound on day 7 of treatment. Data 

was collected on a pre-designed proforma and analysed 
on computer software SPSS version 19. Chi  square test 

was used to compare the  outcome between groups with 

P   value < 0.05 taken as significant. 

RESULTS 

It was observed that among the Group I cases (Medical 

treatment group), the mean±SD age was 28.4±4.56 

years. In Group II (surgical treatment group) mean±SD 

age 27.78±6.52 years. Considering parity, in  group I 

majority were multiparous with 19 (38%) cases and the 
mean±SD parity in this group was 3.0±2.30. Among 

group II cases also, majority were  multiparous with 22 

(44%) cases and the mean±SD parity in this group was 

2.80±2.21.”  

Regarding gestational age, “in group I the most 

frequently presented gestational age was 10 weeks 

presented by 21 (42%) cases. Amongst group II also the 

most frequently presented gestational age was 10 weeks 

presented by 17 (34%) cases. Among medical treatment 

group 39 (78%) cases did not develop any 

complication, 2 (4%) cases developed infection and 9 

(18%) cases had incomplete evacuation. Among 
surgical treatment group 27 (54%) did not develop any 

complication, 6 (12%) cases developed infection, 5 

(10%) cases had perforation and 12 (24%) cases had 

incomplete evacuation. Cases treated by manual 

vacuum aspiration were less likely to develop infection 

than cases treated by dilatation and curettage and the 

difference was statistically significant (Chi square = 

9.61, P-value = 0.022). Among medical treatment group 

38 (76%) cases were successfully treated for 
incomplete abortion whereas among surgical treatment 

group 37 (74%) cases of incomplete abortion were 

successfully treated. There was not statistically 

significant difference in success rate between both 

treatment modalities (Chi square = 0.53, P-value = 

0.817).” 

Table No.I: Complications Among Procedures in 

Surgical Treatment Group (n=50) 

Complication MVA (n=25) D&C (n=25) 

None 16 (64%) 11 (44%) 

Infection 01 (04%) 05 (20%) 

Perforation 0 (0%) 05 (20%) 

Incomplete 

Evacuation 

08 (32%) 04 (16%) 

Chi Square = 9.61, P-value = 0.022 

MVA = Mannual Vacuum Aspiration 

D&C = Dilatation and Curettage 
 

Table No.2: Comparison of Outcome Between Both 

Groups (n=100) 

Treatment 

Outcome 

Medical 

Treatment 

Group (n=50) 

Surgical 

Treatment 

Group (n=50) 

Successful 38 (76%) 37 (74%) 

Unsuccessful 12 (24%) 13 (26%) 

Chi Square = 0.53, P-value = 0.817 

DISCUSSION 

Surgical “techniques for first trimester pregnancy 

abortion have been practiced since ancient times. 

Progress in methods, development of improved 

procedures and inventions of better equipment have 

been done in the greater benefit of women as well as for 

ease of the clinicians. The most widely practiced 

surgical techniques for first trimester abortion in this 

modern world are dilatation and curettage (D&C) and 
vacuum aspiration–of which manual vacuum aspiration 

(MVA) is more likely to be used among resource 

limited developing countries like ours11 .” 

Progression in “medical technology has offered women 

a safer, cheaper and simpler alternative namely 

‘medical abortion12. Since more than a decade This 

treatment is gaining acceptance by clinicians and 

patients13. Although misoprostol could be given alone 

to induce a miscarriage, some studies have reported that 

its effectiveness is still low in addition to a higher rate 

of side effects 14. While mifepristone and misoprostol is 
registered in the WHO Model List of Essential 

Medicines15 and is recommended to be used for early 

pregnancy terminations16, this is not the case in 

Pakistan where mifepristone has yet to be registered, 
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leaving clinicians with misoprostol alone instead of a 

better option of these two drugs combined.” 

In the “present study the mean±SD age was 28.09±5.60 

years. Similar observations were made by Sochet T et 

al17 and Zhang J et al18. In a study carried by 
Woldetsadik MA et al19 the reported mean age of study 

population was 23.0±4.4 years, which is quite lower 

than that encountered in the present” study.  

In the study 34% subjects were nulliparous. Similar 

observations were made in another study from Pakistan 

by Farooq F et al20. “However, contrast reports have 

also been published. Zhang J et al18 reported lower 

proportions of nulliparous cases i.e. 22%, whereas 

Woldetsadik MA et al19 reported quite higher 

proportion of nulliparous cases i.e. 67.3%. This 

difference in the proportion of nulliparous cases seems 

to be highly correlated with the age of the women 
because there is a considerable difference in mean age 

of the subjects between these” studies. 

The mean “gestational age was 9.93±1.52 weeks. 

Graziosi GCM et al 21 reported similar findings. In 

contrast, Bagratee JS et al 22 have reported a higher 

mean gestational age i.e. 10.6±1.3 weeks, whereas 

Woldetsadik MA et al19 reported lower mean 

gestational age i.e. 7.4±1.2 weeks. This difference in 

gestational age also seems to be correlated with the age 

of the subjects in a directly proportional” manner. 

In the present study the safety of medical abortion was 
compared with surgical abortion. “Among medical 

abortion group only 4% cases developed infection in 

comparison of surgical abortion group in which 22% 

cases developed complications i.e. 12% developed 

infection and 10% developed perforation. Hence, 

medical abortion was found to be the far safer method 

than surgical abortion in the present study. However, 

unlike the present study, medical abortion is likely to 

have similar or higher complication than surgical 

abortion. Trinder J et al23 reported non-significantly 

different complications between two methods, whereas 

Woldetsadik MA et al19 reported a higher complication 
rate in medical abortion group than surgical abortion 

group i.e. 11.6% and 6.3% respectively.” Most of the 

studies available in the literature on management of 

first trimester abortion have been conducted on large 

scale with careful selection of subjects, heavy funding, 

supported by a government or an NGO, and/or carried 

out by skilled and designated medical personnel. On the 

other hand, the present study was carried out in a 

tertiary care hospital of a developing country with 

limited resources. The cases were dealt as per hospital 

protocol by different teams who may have different 
skill levels in performing the relevant surgical 

procedures and in use of particular tools. Also, the 

sterilization levels may not be up to the mark  

sometimes. These all factors may have added up and 

caused this higher complication rate. 20% 

complications among surgically treated group were 

developed in cases who underwent D&C and only 2% 

in those who underwent MVA. Similar results were 

reported by Farooq F et al20. In their study more 

complications were developed in D&C group than in 

MVA group with very high statistically significant 
difference” (p=<0.0001). 

In the present study, “the difference of success rate 

between medical abortion and surgical abortion  

was statistically non-significant (p=0.817). Moodliar S 

et al24 reported insignificantly lower success rate in 

medically treated group, as also reported by Zhang J  

et al18 Woldetsadik MA et al19.  However, Graziosi 

GCM et al21 reported significantly low success rate in 

medically treated group (53%) than in surgically treated 

group (96%). 

CONCLUSION 

Medical “treatment is found to be a safer mode of 

treatment than surgical treatment in terms of 

complications. Both medical and surgical methods for 
the treatment of incomplete abortion were similarly 

efficient in terms of success rate. Among surgically 

treated cases,” manual vacuum aspiration was safer 

option than D&C in terms of complications. 
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