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ABSTRACT

Objectives: To establish Safety and efficacy of vaginal misoprotol
50 ug/4 hours for 72 hours maximum in second trimester pregnancy
termination in women with scarred uterine.

Study design: Case control study included 210 women classified
into 2 groups: group I (cases) included 80 women with uterine scar and
group II (control) included 130 women without uterine scar.

Results: There was no significant difference between the study
groups regarding doses needed. IAI was shorter in control group than in
cases (16.8±10.3 vs. 22.6±11.7). There was no significant difference
between the study groups regarding failure of procedure 4(5%) vs.
8(6.15%) women respectively. SE was needed in 17 (21.25%) vs. 24
women (18.46%) respectively (p>0.05). There was no significant
difference between the study groups regarding excess blood loss (6.25 vs.
5.38%), need for blood transfusion (2.5 vs. 1.53%), or side effects as fever
(20 vs. 15.38%), chills (48.75 vs. 45.38%), nausea (45 vs. 44.61%),
vomiting (13.75 vs. 13.07 %) or diarrhea (21.25 vs. 14.61%).

Conclusions: Misorostol is safe and effective in induction of second
trimesteric abortion in women with scarred uterus.

KEYWORDS:
Vaginal misoprostol, second trimester pregnancy termination, uterine
scar
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INTRODUCTION

The progressive increase in the incidence of cesarean birth
has been a notable feature of contemporary obstetric practice and
cesarean delivery is now the most frequent major surgical
procedure performed in obstetrics and gynecology (Martin et al.,
2002).

With the expanding subpopulation of women with prior
cesarean births, second trimester pregnancy termination in the
scenario of a prior cesarean delivery has become an increasingly
common circumstance facing obstetricians (Martin et al., 2002)

Clinical missed abortion constitutes approximately 12% of
pregnancies (Blohm et al., 2008). The treatment for missed
abortion for the last 50 years has been dilatation and curettage
which is typically done in an operating room, thus significantly
increasing the costs (Creinin et al., 2006). Expectant and medical
management of second trimester missed abortion has significant
economic advantages over traditional surgical management
(Petrou et al., 2006). However, there is uncertainty of timing
associated with expectant management and the emotional trauma
of carrying a nonviable pregnancy for a prolonged period may be
stressful for some women (Bagratee et al., 2004).

There is limited information on the safety profile of any
termination technique in the setting of a prior uterine surgery, and
no method is risk free. The technique used for second trimester
termination is probably influenced more by physician’s opinion
and expertise than objective outcome data (Dickinson, 2005).
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Misoprostol is a prostaglandin E1 analogue originally
intended for use to prevent NSAID-induced gastric ulcers.
However, because of its cervical ripening and uterotonic property,
misoprostol has become one of the most useful drugs in obstetrics
and gynecology. Misoprostol has proven to be a very convenient
and flexible drug because of its formulation as a tablet that is
stable and that can be administered orally, rectally, vaginally and
by the sublingual route. Despite the large body of medical
evidence about its efficacy and relative safety, serious
complications and teratogenecity can occur with unsupervised use
(Tang et al., 2002 ).

Misoprostol has been widely studied in different dosages
and routes for the second-trimester TOP. Various studies have
used doses ranging from 200 to 800 ug at intervals ranging from 3
to 12 h. Doses of 600 and 800 ug have shown comparable
successful abortion rates but are associated with high rates of
fever, diarrhea, nausea and vomiting. It has been seen that 3-h
interval is more effective than 6-h interval (Lalitkumar et al.,
2007).

Muzonzini and Hofmeyr (2009) stated that there are
insufficient data on safety for sublingual misoprostol route to be
recommended for clinical use outside of further research
protocols. It should be emphasized that the buccal/sublingual
route produces greater bioavailability than other routes, and great
caution should be exercised in its use. Dosages used for obstetric
purposes shown to be relatively safe with other routes of
administration may not be safe when given buccally or
sublingually.
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A study was conducted at the department of Obstetrics and
Gynecology, Chiang Mai University consisted of 247 pregnancies
including 53 cases of fetal death and 194 of live fetuses, were
indicated for second trimester termination using misoprostol and
21 singleton pregnancies had a history of previous low transverse
cesarean section. All of five cases with dead fetus in utero were
successfully terminated with the regimen of 400 ug orally every 4
h. However, the dosage for live fetuses was varied from case to
case but mostly 400 ug was given transvaginally every 3-12 h.
The time interval from misoprostol use to fetal delivery was 16.66
h., uterine rupture was not found at all. Failure of termination was
considered if labor had not established within 48 h of
administration (Pongsatha et al., 2003).

Oxytocin, which acts purely by stimulating uterine activity,
is widely accepted as safe and effective, but its success is highly
dependent on the condition of the cervix at the onset of induction
(Samuel et al., 2005). Misoprostol is effective in the induction of
labor but further research is required in order to assess the
complications and side effects (Fairley et al., 2005; Neilson et
al., 2006; Sharma et al., 2007; Saxena et al., 2008). Sublingual
misoprostol is a safe and effective way to induce labor in women
with IUFD. There were no differences in complications or
number of failed inductions between vaginal and sublingual
administration of misoprostol. They did not find serious
complications after induction of labor for IUFD with misoprostol
(Geels et al., 2010).

Misoprostol can be administered orally, vaginally, and
sublingually. Via the oral and sublingual routes, it has a rapid
onset of action. The vaginal and sublingual routes have the
advantage of prolonged activity and greater bioavailability (Shetty
et al., 2002).
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Regular uterine contractions develop in all subjects
following sublingual and vaginal dosing but not after oral
administration (Bartusevicius et al., 2005). Although clinical data
for sublingual dosing are limited, this route is expected to be as
effective as vaginal administration, and by avoiding a direct
(topical) effect on the cervix, it may reduce the risk of uterine
hyperstimulation (Lo et al., 2006). In cases of vaginal bleeding,
infection or ruptured membranes, it also avoids the inconvenience
of the vaginal route (Caliskan et al., 2005).

Ongoing data collection and audits from institutions using
misoprostol as a primary abortifecient in second-trimester
pregnancy termination are still required to accumulate sufficient
patient numbers to accurately ascertain the drug's safety profile in
women with prior uterine surgery (Dickinson, 2005).


