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                                                   ABSTRACT 

 

AIMS AND OBJECTIVE: - 

To compare two dosing schedules of tab misoprostol (single dose 

600microgram versus multiple doses 400microgram) kept per vaginally 

for 2nd trimester termination of pregnancy and to analyst induction to 

abortion time, side effects, failure to achieve termination of pregnancy. 

   

TYPE OF STUDY: - Randomised trial 

 

MATERIALS AND METHODS: -Women admitted for second 

trimester pregnancy termination are considered. Inclusion and exclusion 

criteria are followed. The women are randomized into two groups, with 

one group receiving single dose misoprostol 600mcg per vaginal and the 

other one multiple doses 400 mcg and the two groups are compared in 

their outcomes 

 

RESULTS: -No statistical significance found between the two dosing 

regimens with regard to induction-abortion interval, post expulsion need 

for suction and evacuation 

 

CONCLUSION: - There was no statistical significance found between 

the tow dosing regimens. Single dose misoprostol 600mcg can be 

considered for second trimester pregnancy termination due to better 

compliance 
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 INTRODUCTION 

 

According to WHO, 73 million induced abortions take place each year 

across the world (1). WHO declared abortion services as an essential 

health service in 2020. Access to safe abortion services is a necessity in 

today’s world. 

Majority of the abortion occur in first trimester. And most of the second 

trimester induced abortions are either due to failed contraception or 

congenital anomalies.  

Out of all the abortions that took place in the USA in 2008, 6.2% took 

place between 13 to 15 weeks of gestation and about 4.0% were at more 

than 16 weeks of gestation (2).  

15·6 million abortions (14·1 million–17·3 million) occurred in India in 

2015 with a rate of 47.0 abortions per 1000 women which was released in 

a study published in The Lancet (3)  

To offer safe abortion services to women all over the country, the MTP 

act was amended in India in 2021 (5) 
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The most common methods used for second trimester abortions in India 

include – combination of mifepristone and misoprostol, foleys 

mechanical dilatation followed my misoprostol use and extra amniotic 

saline infusion (4) All these methods have their own advantages and 

disadvantages. 

The different dosing regimens of misoprostol have been rarely compared 

in their efficacies for second trimester abortions and hence the novelty of 

this led to the need for this study in this part of Karnataka.  
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AIMS AND OBJECTIVES 

 

1. To compare two dosing schedules of tab misoprostol (single dose 

600 microgram versus multiple doses 400microgram) kept per 

vaginally for 2nd trimester termination of pregnancy  

2. To analyse induction to abortion time, side effects, failure to 

achieve termination of pregnancy 
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REVIEW OF LITERATURE 

 

The perpetually rising need for safe abortion practices is a major 

challenge for obstetricians worldwide. Sections 312-316 of the IPC,1860 

– enacted by the British Government said that “inducing an abortion 

amounted to culpable homicide, and that any person performing it would 

be subject to imprisonment for three or more years and/or payment of a 

fine”. Millions of women lost their lives due to unsafe and illegal 

abortions during this time period. The rising mortality rate and the spike 

in the population made the government reconsider the IPC sections in 

1971. (36) 

MTP ACT, 1971: 

The act stated that “a pregnancy may be terminated on the advice of one 

registered medical practitioner if the length of the pregnancy does not 

exceed twelve weeks; or on the advice of two medical practitioners if 

length of the pregnancy exceeds twelve weeks but does not exceed 

twenty weeks”. (37) 
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The 2002 amendment allowed termination of pregnancy up to a period of 

gestation of 20 weeks. 

‘NEED FOR AMENDMENT: 

The MTP Act failed to keep up with the advancement in medical science 

especially of ultrasonography and genomics. This called for an 

amendment of the Act in order to safeguard the rights of women 

requesting a pregnancy termination 

Table 1 – MTP Act 

THE LAW SPECIFIES  

Grounds for performing MTP a. Medical  

b. Eugenic  

c. Humanitarian  

d. Social 
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Persons who can perform MTP Registered medical practitioner 

having postgraduate training or 

qualification in OBG in a 

specialized and recognized training 

centre for MTP 

Place where MTP can be performed a. A government established and 

maintained hospital  

b. A place recognized and 

approved by the government under 

this act. 

 

 

THE MTP AMENDMENT ACT,2021: (38) 

A registered medical practitioner can advise termination of pregnancy 

“(a) where the length of the pregnancy does not exceed twenty weeks”, if 

such RMP is “of the opinion, formed in good faith, that  

(i) The continuation of the pregnancy would involves risk to life of  

the mother or of grave injury to her physical or mental   

health; or  
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(ii) There is a substantial risk that if the child were born, it would    

suffer from any serious physical or mental abnormality.”  

 “(b) The length of the pregnancy exceeds twenty weeks but does not exc

eed 24 weeks, not less than two registered medical practitioners” 

In case of any substantial fetal anomaly diagnosed by a Medical Board 

specified in the Act, the upper limit of termination shall not apply. 
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METHODS OF TERMINATION OF PREGNANCY: 

 

Figure 1- physiology of pregnancy and site of action of drugs that cause 

abortion (17) 
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SURGICAL METHODS: (39) 

1. Vacuum aspiration –  

• Appropriate up to 14 weeks of gestation.  

• Electric or manual vacuum aspiration  

• Under 7 weeks of gestation - appropriate methods to ensure 

complete abortion (inspect aspirated tissue) 

• Between 14 to 16 weeks - large-bore cannula and suction 

tubing maybe required. 

 

2. Dilatation and evacuation:  

• Appropriate for pregnancies more than 14 weeks of 

gestation.  

• Ultrasound guidance is recommended  

 

MEDICAL METHODS: 

• ≤ 63 days of gestation (early medical abortion):  

Mifepristone 200 mg orally followed by misoprostol 800 mcg (24-

48 hours later by the vaginal, buccal or sublingual route)  
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Between 50–63 days of gestation, a second dose of misoprostol 

400 mcg vaginally or orally, if abortion not completed after 4 

hours.  

• Between 9–13 weeks of gestation –  

Mifepristone 200 mg orally followed by misoprostol 800 mcg 

vaginally 36-48 hours later. 

A maximum of four more doses of misoprostol 400 mcg  at 3-

hourly intervals may be used. 

• Between 13–24 weeks  

Mifepristone 200 mg orally, followed by misoprostol 800 mcg 

vaginally 36–48 hours later. Misoprostol 400 micrograms orally or 

vaginally, 3-hourly, to a maximum of four more doses.  

• If abortion does not occur:  

Mifepristone can be repeated 3 hours after the last dose of 

misoprostol and 12 hours later misoprostol may be started. 

Routine surgical evacuation of the uterus is not recommended. 
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MISOPROSTOL 

 

Figure 2 - structure of misoprostol (12) 

IUPAC Name (12) 

methyl 7-[(1R,2R,3R)-3-hydroxy-2-[(E)-4-hydroxy-4-methyloct-1-enyl]-

5-oxocyclopentyl]heptanoate 

 

Misoprostol is a water soluble, synthetic 15-deoxy-16-hydroxy 16-

methyl analogue of PGE1, which was approved by the U.S. FDA in 1988 

for the prevention and treatment of NSAIDS use related gastric ulcers. 
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The commercial preparation commonly available is Cytotec (19). The 

preparations available are 200, 100 or 25 microgram tablets.  

Misoprostol is quickly absorbed orally (20) and can also be administered 

sublingually, rectally, and vaginally (21) (22). It does not require 

refrigerated transport or storage (23) and is more affordable than other 

preparations of prostaglandins. Developing countries are hence 

particularly benefitted from its use. (19)  

Few currently available commercial brands of misoprostol are : (24) 

• Prostokos® – 25µg vaginal tablets, Brazil 

• Vagiprost® – 25µg vaginal tablets, Egypt 

• Misoone® – Topogyne® – Mispregnol® – 400µg, Europe 

• U-Miso 200µg manufactured by U-Liang Ltd, Taiwan. 

• Misoprostol 25,100,200 & 600µg tablets, Cipla, India 

• S.T.Mom – 25µg or 100µg tablets, Pakistan 

• Angusta®, tablet of 25 µg misoprostol for oral induction. 
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PHARMACOKINETICS:  

Misoprostol is a 15-deoxy-16-hydroxy-16-methyl analogue of PGE1. The 

inactive ingredients usually seen in commercial preparations are 

hydrogenated castor oil, hydroxyl-propyl methyl cellulose, micro 

crystalline cellulose and sodium starch glycolate. The characteristic 

bioactivity of misoprostol is rapid absorption, extensive metabolism, and 

quick excretion. After oral administration, misoprostol has a half-life of 

around 20-40 minutes with the Tmax of misoprostol acid being 12 +/- 3 

minutes. (19) 

The plasma levels of misoprostol acid after single doses show a linear 

relationship with doses over the range of 200- 400 microgram. Multiple 

studies have shown no evidence of accumulation of misoprostol acid and 

time taken to achieve a plasma steady state was approximately 2 days. 

(25)Simultaneous intake of food or antacids reduces the bioavailability of 

misoprostol. (26) 
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Effects of misoprostol (13) 

• GI effects-  

1. Reduces gastric acid secretion by its action on the parietal 

cells. 

2. Induced mucus and bicarbonate secretion. Hence can be 

used in peptic ulcer disease 

 

• Uterotonic effect 

1. Acts on smooth muscle of uterus 

2. Causes contraction of the smooth muscle layer 

3. Abortifacient effects 

4. To reduce postpartum bleeding 

5. Degradation of collagen in the cervical stroma helps in 

cervical ripening 

Route of administration  

• Oral 

• Sublingual 
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• Vaginal 

• Per rectal 

Bio-availability is less by oral route due to hepatic first pass 

metabolism. 

 

Adverse effects:  

Table 2- Common adverse effects of misoprostol 

• Chills • Vomiting 

• Diarrhoea • Flatulence 

• Abdominal pain • Constipation 

• Hyperthermia • Dyspepsia 

• Nausea • Headache 
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Table 3- Uncommon adverse effects of misoprostol 

•  Hypotension • Myocardial infarction 

• Sinus tachycardia • Uterine rupture 

• Fetal bradycardia • Teratogenesis 

• Uterine contractions  • Pulmonary embolism 

• Vaginal bleeding • Anaphylactoid reactions 

 

Misoprostol and teratogenesis? Is it proved? (14) 

It does occur when misoprostol has been used as a method of first 

trimester abortion and there had been first trimester abortion failure.The 

associated fetal anomalies were- 

• Mobius syndrome- Cranial nerve defects of VI and VII. 

• Limb anomalies 

• Joint defects 

Misoprostol was known as a mini teratogen. (15) 
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Cardiovascular or thromboembolic events- a common occurrence or 

an anomaly? 

Some studies revealed incidences of stroke and also major cardiac arrest 

when misoprostol was used. The other risk factors that were concurrently 

present were – elderly, smoking, high dose vaginal misoprostol (16), (17). 

But these events were very rare adverse effects. 

 

Figure 3: APPROVAL STATUS OF MISOPROSTOL WORLDWIDE 

(24) 
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Table  4 -STUDIES THAT USED MISOPROSTOL DOSING 

REGIMENS FOR MID-TRIMESTER ABORTIONS:  

STUDY DOSING REGIMEN OUTCOME 

Bebbington et al (27) Vaginal vs oral Shorter induction to 

abortion interval in 

vaginal route 

Tang et al (28)  Vaginal vs sublingual 

(400mcg every 3 

hours) 

Success rate of 85% in 

vaginal vs 64% in 

sublingual route. 

Jain et al (29) 200mcg misoprostol 

vaginally 6th hourly vs 

12th  hourly 

No significant 

difference between the 

two regimens 

Herabutya et al (9) 600 vs 800mcg 

misoprostol vaginally 

every 12 hours till 

abortion 

600mcg had better 

outcome considering 

induction abortion 

interval and side effect 

profile. 

Ramin KD, Ogburn 

PL, Danilenko DR, 

 Misoprostol (400mcg 

oral every 4th hourly) 

Shorter induction-

abortion interval in 
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Ramsey PS (30) vs oxytocin misoprostol interval 

Yapar et al (31)  Comparison between 

regimens using 

Ethacridine lactate, 

PGE2 gel, oxytocin 

infusion, vaginal 

misoprostol, foleys 

bulb,  

Ethacridine lactate, 

oxytocin infusion and 

foleys bulb had better 

outcomes than 

misoprostol and PGE2 

gel  

Bluementhal et al (32) Misoprostol vs PGE2 

gel for mid trimester 

pregnancy termination 

Misoprostol had better 

outcome in induction 

abortion interval, side 

effects, cost 

effectiveness. 

Nuutila et al (34) Comparison between 

misoprostol 100mcg 

6th hourly vs 200mcg 

12th hourly vs 

gemeprost 3rd hourly 

I-A interval was 23.1 

hours 27.8 hours and 

14.5 hours respectively 

Ho et al (35) Oral misoprostol vs 

vaginal misoprostol 

after pre-treatment 

I-A interval, 

misoprostol required, 

success rate was better 
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with mifepristone in vaginal group. 

Akoury et al (33) Comparison between 

oral and vaginal 

misoprostol and intra 

amniotic PGF2α 

Oral misoprostol group 

had longer I-A 

duration than the other 

two groups. 

 

The RCOG evidence-based regimen for termination of pregnancy 

between 13-22 weeks is 400 mcg of Vaginal misoprostol 3rd hourly for a 

maximum of 5 doses. (32) 

 

Other drugs that are used in the termination of pregnancy 

Mifepristone  

 

                  Figure 4: Structure of Mifepristone. 
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Mifepristone is an anti-progestin commonly used in combination with a 

prostaglandin analogue as an abortifacient. It may be used as an 

emergency contraceptive in smaller doses. This drug was first introduced 

in France. It is also known by its designation at the Roussel Uclaf 

company – RU-486. 

PHARMACOLOGY 

Mifepristone is a 19-nor steroid with a p-dimethyl amino phenyl 

substituent at the 11 β position and a hydrophobic 1propynyl substituent 

at the 17α-position that increases its progesterone receptor binding 

affinity. It acts as a competitive receptor antagonist at the progesterone 

receptor. 

It is also an anti-glucocorticoid and an antiandrogen. The  binding affinity 

of Mifepristone at the progesterone receptor is  twice that of 

progesterone.  
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The t1/2 of mifepristone is 18 hrs. Bio availability is 64%. It is 

metabolized in liver and mainly excreted through feces (83%) and renal 

(9%). 

In medical abortion regimens, the progesterone receptor blockade directly 

causes degeneration of endometrial decidua, cervical softening and 

dilatation, release of endogenous prostaglandins and an increased 

myometrial sensitivity to the contractile effects of prostaglandins. 

Mifepristone administration 24-48 hours before prostaglandin causes a 5-

fold increased sensitivity to PG. 
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MATERIALS AND METHODS 

Study design 

Randomised trial 

Study period 

1 year 

Inclusion Criteria 

Women getting admitted to SDM hospital for termination of pregnancy 

between 13-20 weeks of gestation with uterine height between 12-24 

weeks, regardless of parity. 

Exclusion Criteria 

• Women with scarred uterus 

• Women with incomplete miscarriage 

• Hypersensitivity to misoprostol 

• Women who don’t consent for the study 

 

 



Page | 29  

 

Failure criteria 

If expulsion does not occur even after 24 hours of single dose 600mcg 

misoprostol or 5 doses of 400 mcg misoprostol 

Two groups 

Group 1- Receiving single dose 600mcg misoprostol 

Group 2- Receiving multiple doses of 400mcg misoprostol  

Sample Size 

80 

Sample size calculation 

Previous year records were analysed for the number of second trimester 

termination of pregnancy. Previous history of scarred uterus were 

excluded and the number was calculated. 

Sampling technique 

Simple random sampling 
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Randomisation method 

A random number will be chosen (N). Every Nth person will receive 400 

microgram of Misoprostol 4th hourly for a maximum upto 5 doses and 

the other group will receive 600 microgram misoprostol single dose. 

 

Methodology 

Informed written consent will be taken. Study participants will be divided 

into two groups, 50% of the participants will be given 600microgram 

misoprostol and another 50% will be given 400microgram misoprostol in 

multiple doses (maximum upto 5doses ) by simple randomisation. The 

outcome will be recorded and primary outcomes like induction to 

abortion interval, need for blood and blood products, hysterotomy, 

retained products of conception will be studied and compared in both the 

groups and data will be analysed 
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                                                   RESULTS 

 

        PATIENT CHARACTERISTICS:  

1) Table 5- AGE WISE DISTRIBUTION 

AGE M400 % M600 % TOTAL % 

<25 13 33% 20 50% 33 41% 

25-30 15 38% 13 33% 28 35% 

>30 12 30% 7 18% 19 24% 

MEAN AGE 27.8 

 

26.27 

   
STD 

DEVIATION 5.79 

 

5.57 

   
 

The mean age in both the groups were similar. In the M400 group mean 

age was 27.8 years and in the M600 group it was 26.27years. Majority of 

patients in the M600 group belonged to the below 25 years age group 

(50%) whereas most of the subjects in M400 group belonged to the 25-

30year age bracket (37.5%).  
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Figure 5 – Age distribution 
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2) Table 6- PARITY DISTRIBUTION 

 

 

 

 
 

 

 

 

 

Of the total sample size, majority of the cases were of nulliparous women 

(58.75%) versus 41.25% of the women who were multiparous. 

There is no significant difference between the parity distribution in the 

two groups. 

Figure 6- Parity distribution 

 

PARITY M400 % M600 % TOTAL % 

NULLPAROUS 24 60% 23 58% 47 59% 

MULTIPAROUS 16 40% 17 43% 33 41% 
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3) Table7 - Indication for termination 

 

INDICATION M400 % M600 % TOTAL % 

ANOMALY 27 68% 31 78% 58 73% 

FAILED 

CONTRACEPTION 7 18% 5 13% 12 15% 

MATERNAL 

INDICATION 5 13% 1 3% 6 8% 

ANHYDRAMNIOS 1 3% 3 8% 4 5% 

 

 

73% of all the terminations in the study were due to anomalous 

foetus. The anomalies ranged from complex cardiac anomalies to 

neural tube defects to raised NT. Failed contraception was the 

second common cause for termination in the study with 15%. 8% 

of the patients had pregnancy termination due to maternal 

comorbidities like ITP and severe PAH.  

Figure 7 – indication for termination 
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PARAMETERS STUDIED:  

1) Table 8 -Induction-abortion interval 

I-A INTERVAL m400 m600 p-value 

Mean 7.46 9.42 .769698. 

Not 

significan

t at p < 

.05 

Standard deviation 3.39 4.69 

 

 

The mean duration in M400 group was 7.4 hours and the mean induction 

to abortion interval in M600 group was 9.4 hours (excluding the failure 

cases). 

 

Figure 8 – Induction to abortion interval 
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2) Table 9 - Induction – abortion interval and parity 

 

 

 

   

 

The mean induction to abortion interval was 7 hours and 8 hours in 

primigravidae and multigravidas respectively in the misoprostol 400 mcg 

group.  Whereas the average induction to abortion interval was 9 hours 

and 10 hours respectively in primigravidae and multigravidae 

respectively in the misoprostol 600 mcg group. These findings were 

statistically insignificant. 

Figure 9 – I-A interval and parity 

 

Mean I-A 
INTERVAL 

M400 M600 p-value 

PRIMI 7hours 9 hours 0.729797 
Not 
significant at 
p < .05 

MULTI 8 hours 10 hours 
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3) Table 10-  Induction-abortion interval and gestational age: 

   

The mean induction to expulsion interval in the misoprostol 400 mcg 

group for gestational age <17weeks was 7.5 hours whereas >17 weeks 

was 7.3 hours whereas in the misoprostol 600mcg group was 8 and 10.4 

respectively. 

There was no statistically significant difference between the two groups. 

I-A INTERVAL 

M400(MEAN 
DURATION IN 
HOURS) 

M600(MEAN 
DURATION IN 
HOURS) 

p-value 

>17 WEEKS 7.3 10.4 

 .61093. Not 
significant at  
p < .05. 

<17WEEKS 7.5 8 
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Figure 10- I-A interval and gestational age distribution 

 

4) Table 11-  Parity vs indication for termination 

 
NULLIPAROUS MULTIPAROUS  TOTAL p-value 

ANOMALY 32 20 

 

52 .316553 

Not 

significant. 

FAILED 

CONTRACEPTION 

3 9 12 

 

In both nulliparous and multiparous women the most common 

cause for pregnancy termination was an anomaly in the fetus while 

higher number of patients terminated pregnancy for failed 
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contraception in multiparous group. Figure 

 

Figure 11- Parity versus indication for termination 
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5) Table 12- Comparison between the two groups in the time from 

first dose to expulsion 

I-A INTERVAL MISO 

400 

% MISO 

600 

% P-value 

<6HOURS 14  35 6  15 .097942. 

Not 

significant 

at p < .05. 
6-12HOURS 20  50 21  21 

>12 HOURS 6  15 11  11 

 

At less than 6 hours I-A interval, 35% in the miso 400 group and 

15% in the miso 600 group underwent expulsion. A total of 50% 

and 21% expelled in the miso 400 and miso 600 groups 

respectively between 6 to 12 hours and 15% and 11% expelled 

beyond 12 hours in either groups after 12 hours. This was not 

statistically significant.  

Figure 12 – I-A interval distribution
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When the I-A cut off was taken to be six hours, 35% of the miso 

400 group and only 15% of the miso 600 group expelled 

completely. This was statistically significant at p-value <.05 

 

Table 13- Induction to expulsion time distribution 

MISO TO 

EXPULSION 

MISO 

400 

M400 MISO 

600 

M600 p-value 

<6HOURS 14 35% 6 15% .038867. 

Significant 

at p < .05. 
>6HOURS 26 65% 34 85% 

    Figure 13 – I-A interval distribution with cutoff 6 hours 
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6) Table 14- Comparison between the two groups with respect to need 

for additional procedures for complete expulsion (eg: suction 

evacuation) 

Suction 

evacuation 

M400 % M600 % P-value 

Required 13 32.5% 18 45% .251193.  

Not significant 

at p < .05. Not required 27 67.5% 22 55% 

 

Although statistically not significant, additional procedures like 

suction evacuation was required in around 33% of cases in miso 

400 group and about 45% in the miso 600 group. 

Figure 14 – Need for post procedure suction and evacuation 
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DISCUSSION 

The ideal dosing schedule for second trimester pregnancy termination is 

under appraisal world over. Although routinely used, Misoprostol also 

has certain disadvantages such as a higher induction-abortion interval, 

higher failure rates and requirement of additional procedures for complete 

abortion. Mifepristone as an add-on has been used which has proven to 

have better success rates but the higher cost is of concern in developing 

countries. This study evaluated two dosing schedules of per vaginal 

Misoprostol and the effectiveness of each schedule in causing complete 

abortion in the second trimester. 

The present study was a randomised trial of 80 patients admitted at a 

tertiary care hospital for termination of pregnancy in the second trimester. 

Group 1 (40 patients) received Misoprostol 400microgram every fourth 

hourly for a maximum of five doses and Group 2 (40 patients) received a 

single dose of Misoprostol 600microgram.  
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Patient characteristics: 

Age -  

In this study the average age in the misoprostol 600mcg group was 26.27 

years with a range of 47-19 years whereas the average age in the 

misoprostol 400mcg group was 27.82 years with a range of 42-19 years.  

This was slightly higher than the mean ages in the study conducted by 

Carbonell et al (6) where the mean age was 23.3±7.5 in the miso 600 

group and 21.7±6.4 in the miso 400 group.  

In the study by Jan E Dickinson (40), the mean age in the 600microgram 

group was 29.3 years and in the misoprostol 400microgram group was 

29.7 years. 

There was no significant difference between the age distribution in the 

two groups. This was similar to study conducted by Carbonell et al (6) 

and also by Bhattacharya et al (7). 
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Parity:  

58.25% of the women in the study were nulliparous while 41.25% were 

multiparous. There was no statistical significance between the parity wise 

distribution in the two groups. 

 This finding was consistent with the results in the studies conducted by 

Carbonell et al (6), Bhattacharya et al (7), Ruangchainikhom W et al (8). 

Indication for termination: 

The most common indication for termination in the study was fetal 

anomaly (72.45%), followed by failed contraception at 15%. The other 

indications for termination of pregnancy were maternal indications – 

including 1 case each of severe mitral stenosis, severe PAH, maternal 

ITP, dilated cardiomyopathy and 4 cases of anhydramnios. 

68.08% of the indications for termination in nulliparous women was 

anomalous fetus whereas only 60.6% of the terminations in the 

multiparous women were because of fetal anomalies. This finding was 

not statistically significant. 6.3% of the nulliparous women terminated 
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pregnancy in view of failed contraception whereas 27.27% of the 

multiparous women terminated because of failed contraception. 

 

Parameters studied 

Induction -Abortion interval: 

The average time to expulsion in the misoprostol 600mcg group was 9.42 

hours (excluding the failure cases) whereas it was 7.48hours in the 

misoprostol 400mcg group which was not statistically significant. These 

values were considerably lower than the durations in the study conducted 

by Herabutya et al (9) where the average duration of expulsion was 15.2 

hours in the misoprostol 600mcg group and the studies conducted by 

Tang et al (10) and Dickinson (11) where the average duration in the 

misoprostol 400mcg group is 10.5 hours and 15.1 hours respectively. 

The induction – abortion intervals was longer in multiparous women as 

compared to nulliparous women which was in contrast to other studies 

where multiparous women had shorter induction-abortion interval. 
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In my study, with increasing gestational age the I-A interval was 

prolonged in Misoprostol 600microgram group but this was not 

statistically significant.  

While comparing the time from first dose of misoprostol to the time of 

expulsion, it was found that 35% of the patients in the misoprostol 400 

mcg group underwent expulsion in less than 6 hours as compared to only 

15% in the misoprostol 600mcg group. The success rates at less than 6 

hours was statistically significant. However, final success rates at 24 

hours was 100% in the Miso400 group but it was 95% in the Miso600 

group.  

45% of the women in the misoprostol 600mcg group required suction 

evacuation post expulsion whereas only 32.5% of the women in the 

misoprostol 400mcg group required suction and evacuation. But this was 

statistically insignificant. 
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CONCLUSION 

 

For second trimester abortions two regimens of misoprostol dosing can be 

used i.e multiple doses of 400mcg and single dosage of 600 mcg. 

Multiple studies have shown better efficacy of single dosage 600mcg 

over multiple dosage of 400mcg w.r.t shorter induction to abortion 

interval and need for post expulsion suction and evacuation. This study 

did not find significant difference between the two dosing regimens and 

hence this study concluded that both the dosing regimens are equally 

efficient and hence recommends single dosage regimen of 600 mcg as the 

compliance will be better as it avoids multiple pervaginal examinations. 

 

 

 

 

 

 

 

 

 

 



Page | 52  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                          SUMMARY  

  



Page | 53  

 

SUMMARY 

1. Eighty patients admitted for second trimester termination of 

pregnancy were considered for this study. Forty patients received 

misoprostol 400microgram fourth hourly for a maximum of five 

doses and forty patients received a single dose of misoprostol 600 

microgram. Failure cases were considered if expulsion did not 

occur at the end of twenty four hours.  

 

2. The two groups were compared in terms of age, gestational age at 

time of induction and parity.  Majority of patients in the M600 

group belonged to the below 25 years age group whereas most of 

the patients in M400 group belonged to the 25-30year age bracket. 

 

 

3. There were more nulliparous women in both groups than 

multiparous women. Induction abortion interval was slightly longer 

in multiparous women. 
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4. The most common indication for termination of pregnancy in both 

groups was a fetal anomaly. 

 

5. The induction abortion interval in the Misoprostol 400mcg group 

was 7.4 hours and the in Misoprostol 600mcg group was 9.4 hours 

(excluding the failure cases). The difference between them was 

statistically insignificant. 
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