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Current data suggest there is no difference between expectant care, misoprostol, and

surgical treatment for incomplete miscarriage at less than 13 weeks of gestation.
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METHODS

DATA SOURCES
The authors searched the Co-
chrane Pregnancy and Childbirth
Group’s Trials Register (Septem-
ber 2009), which includes
searches of the Cochrane Central
Register of Controlled Trials,
MEDLINE, and hand searches of
journals and conference proceed-
ings. No language restrictions
were applied.

STUDY SELECTION
Only randomized controlled trials
comparing medical treatment with
alternatives for women with
spontaneous miscarriage after less
than 24 weeks of gestation were
eligible for inclusion; selection was
made by at least 2 review authors
independently.

DATA EXTRACTION AND
SYNTHESIS
Data were extracted with a stan-
dardized data collection form.
Dichotomous results were re-
ported as summary relative risk
with 95% confidence intervals.
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Results

Fifteen studies were included in the sys-
tematic review. The majority of included
studies reported proper methods of ran-
domization and concealment of alloca-
tion; however, only 1 trial reported
adequate blinding. Participants were con-
firmed to have retained tissue by ultra-
sonography or received a clinical diagno-
sis of uncertainty of complete versus
incomplete miscarriage. Women with
nonviable pregnancies or in utero fetal
demise were excluded, and no study
included women with more than 13
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choosing between different treat-
ment methods. Though a number of
outcomes were reported in the origi-
nal review article (ie, blood transfu-
sion, anemia, or pelvic infection),
there were no significant differences
and therefore the outcomes are not
reported in the Table. Of the studies
included, roughly half determined
completion of miscarriage clinically,
whereas the remainder used ultra-
sonographic confirmation. Timelines
for assessment of completed miscar-
riage varied, but the majority assessed
patients at 1 to 2 weeks. In the Table,
the relative risk for unplanned sur-
gery was derived from expectant or
medical treatment participants who
at follow-up had retained products (at
1- to 2-week follow-up) and requested
surgical removal. Vaginal misoprostol
versus surgery demonstrated an in-
creased requirement for analgesia in
the misoprostol group but a reduced
requirement for analgesia in the oral
misoprostol group compared with
those undergoing surgery (Table).

Commentary

Spontaneous incomplete miscarriage
before 24 weeks of gestation is asso-
ciated with vaginal bleeding, abdom-
inal cramps, dilatation of the cervical
canal, and partial passage of the prod-
ucts of conception through the cervi-
cal os. The overall spontaneous mis-
carriage rate is reported to be 15% to

20% of pregnancies1 and may lead to
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complications such as hemorrhage
and infection.2

Surgical evacuation under local or
general anesthesia is common prac-
tice in the United States, as well as
Asian and African countries.3 One re-
cent review recommended discharge
from the ED for stable patients, with
planned evaluation by an obstetrician
for uterine dilatation and curettage
within 1 to 3 days.4 However, Dalton et
al5 observed an association between
treatment choices for miscarriage and
overall safety, perceived patient prefer-
ences, and training experience of the
particular care provider.

This Cochrane review highlights a need
for continued research into treatment
modalities for incomplete miscarriages.
The number of studies included in the
review was limited, many were under-
powered, and women were limited to a
gestational age less than 13 weeks. Clin-
ically relevant outcomes such as rates
of completed miscarriage were not
statistically different between the dif-
ferent treatment methods. At submis-
sion of this article, the Food and Drug
Administration had not yet approved
the use of misoprostol for incomplete
miscarriages. However, these treat-
ment options should be carefully
weighed, taking into account individ-
ual patient preferences about discom-
fort, time to completion, unplanned
surgical procedures, hospitalization
versus treatment at home, and

follow-up.
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