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OBJECTIVE(S): To compare safety & ef-
fectiveness of vaginal misoprostol for midtrimester
termination of abortion as compared with
ethacredine lactate.

METHODS(S): Effect of tablet misoprostol
400 µg six hourly versus extraamniotic ethacredine
lactate in second trimester abortion were studied
in 100 cases in a prospective, randomized  con-
trolled study. Results were analyzed by applying
Chi – Square test.

RESULTS: Mean induction – abortion in-
terval in misoprostol group was significantly less
than the ethacredine lactate group. (8.52 hours
& 26.31 hours respectively). Mean induction-abor-
tion interval was not influenced by cervical length
& parity. Complication of incomplete abortion was
significantly less in case group (4%) compared to
control group (28%). 96% clients of control group
required oxytocin augmentation for completing the
abortion process compared to none of the clients
of case group. This was statistically highly sig-
nificant. One failure was recorded in the case
group compared to 2 failures in control group. Hos-
pital stay in case group was less compared to
control group which was statistically highly sig-
nificant. Cost of the drugs in case group was less
as compared to control group. No use of oxyto-
cin, less hospital stay & less daily wages loss of
their husbands, makes the case group method
more cost effective.

CONCLUSION: Vaginal misoprostol is far

superior as abortificient than Ethacredine lactate.
KEY WORDS: Misoprostol, Ethacredine

lactate, Induction abortion interval.
INTRODUCTION: Unwanted & un-

planned pregnancies have a deleterious effect on
the women’s physical & mental health & social
background. Abortion is a method of preventing
unwanted pregnancies. The subject of pregnancy
termination or induced abortion is charged with
emotion, superstition and religious beliefs. It in-
volves social, political and economical issues in
every country. From historical times, termination
of pregnancy was practiced with or without legal
and social sanctions. Because of its greater safety
nowadays and its great impact on population con-
trol, abortion has gained tremendous popularity in
the last few years to get rid of unwanted child in
the family. In India, most of the women, who are
multipara, residing in rural areas, belonging to a
low socio economic group, are anemic & mal-
nourished & illiterate. The termination of preg-
nancy in such illiterate population would remain
the only option to limit their family on one side &
to preserve health status on the other side. These
abortions are to be judged by different standards:
medical, ethical, social, religious & eugenic. With
present knowledge no country in the world can
reduce its population growth without recourse to
pregnancy termination. That is why more and
more countries are liberalizing their abortion laws.
These abortions many times are carried by quacks,
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dais and unqualified persons, with resultant high
morbidity and mortality rates. So as to have a better
health of a woman and reduce the number of ille-
gal abortions the medical termination of pregnancy
act was passed in Indian Parliament in August
1971 & came into force from April 1972.
Implementary rules & regulations were revised
in 1975. Tendency of unmarried & widows to hide
pregnancy, social taboos & customs, low socio-
economic status, illiteracy, conception occurring
in lactation amenorrhoea, tendency & curiosity
of couple to know about the sex of the concep-
tus, irregularity of menstruation at both ends of
reproductive life , trying to terminate the preg-
nancy by the drugs available across the counter
e.g. estrogen progesterone tablet or injection - are
some of the factors which force the client to visit
a gynaecologist during second trimester. In sec-
ond trimester diagnosis of pregnancy is not a dif-
ficult problem.

Though various methods are available which
administer the drugs by various routes for mid
trimester abortion, but the search for the safest,
most effective, cheapest, easiest, non surgical
method for termination of pregnancy continues.
Ethacredine lactate by both extra amniotic & in-
tra amniotic routes was the gold standard for the
mid trimester pregnancy termination till recent
time.3 Though it was less effective, (85% suc-
cess rate compared to 95% success rate with in-
tra amniotic hypertonic saline), the maternal mor-
tality was unknown, as the margin of safety with
ethacredine lactate is very high.2 Vaginal
misoprostol has been used for termination of preg-
nancy in recent years.

American Journal of Obstetrics and
Gynaecology 2003 states, vaginal misoprostol is
convenient and safe alternative method for
midtrimester termination of pregnancy.8 To see
the efficacy of this wonder drug I took this study
where midtrimester abortion by conventional
extraamniotic ethacredine lactate method was
compared with intravaginal insertion of tab
misoprostol. The very encouraging results of my
small study of 50 cases with vaginal misoprostol

seems to have ended for the time being the search
for ideal cost effective, safe, convenient, non sur-
gical method of mid trimester termination of preg-
nancy.

METHODS: This is a prospective, random-
ized controlled study. It was conducted on ran-
domly selected 100 clients in second trimester.
Written informed consent was obtained from all
subjects after explaining the nature & purpose of
the study. Prenatal sex determination was not done
in any clients.

They were subjected to detailed history tak-
ing, complete general, physical & systemic ex-
aminations and vaginal examination. Subjects with
past history of classical cesarean section, previ-
ous one or two lower segment caesarean section
and past history of hysterotomy/perforation of
uterus were excluded from the study.1, 6 Clients
in case group received 400 microgram misoprostol
vaginally every 6 hrly till abortion was completed.
Clients   in control group received extraamniotic
ethacredine lactate.

All these clients received inj. oxytocin in pints
whenever they were referred to labour room.  In
case group client was given dorsal position. Un-
der all aseptic & antiseptic precautions parts were
cleaned with savlon, tab Misoprostol 400 µg was
kept in posterior fornix every 6 hrly till abortion
process was completed. In control group after
evacuating the bladder, injection atropine 0.5 mg
IM was given ½ hour before the procedure. Cli-
ent was given lithotomy position. Under all asep-
tic & antiseptic precautions, parts were cleaned
with savlon & draped with sterile towel. With the
help of Sims speculum & anterior vaginal wall
retractor, cervix was visualized. Anterior lip of
cervix was held with vulsellum. No. 16/18 French
Foley’s catheter was introduced through the cer-
vical os upto the bifurcation of catheter. Thus,
catheter was allowed to pass between membrane
& uterine decidua. Catheter bulb was inflated with
30 ml of normal saline. Catheter was then pulled
out to facilitate separation of the membranes &
to occlude the internal os by balloon to prevent
leakage of dye. 150 CC of ethacredine lactate
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was instilled through the catheter. The mouth of
the catheter was occluded with cotton thread &
catheter was fixed to the thigh of the client. In
both groups – sterile pad with T bandage was
given. Client was transferred to the ward with
instructions to report to labour room if she had –
C/o abdominal pain, bleeding per vaginum, leak-
ing per vaginum, or spontaneous expulsion of cath-
eter in control group. In Ward, in the study group
Tab misoprostol 400 microgram was kept in pos-
terior fornix after 6 hours of procedure and re-
peated thereafter 6 hrly till the desired effect of 2
finger cervical dilatation was achieved.

Then clients were given misoprostol 400µg
orally & were referred to labour room for comple-
tion of abortion process. In the control group the
clients were observed in the ward for complaints
of abdominal pain, bleeding per vaginum, leaking
per vaginum or spontaneous expulsion of cath-
eter. With any of the above complaints the client
was referred to labour room after assessment.
In the labour room, clients of case group were
watched for process of abortion as they were sent
to labour room only after giving 400 µg misoprostol
orally. In control group, all clients were started
with 10 unit oxytocin drip in ringer lactate.

RESULTS:

Table – 1 : Induction - Abortion Interval In CASE & CONTROL

I A I  i n  

h o u r s   

C A S E  (N -5 0 ) C O N T R O L  (N - 5 0 )  

P r i m ig r a v i d a  

(N - 8 )  

M u l ti g r a v id a  

(N -4 2 ) 

P r i m i g r a v id a  

(N -1 0 ) 

M u lt ig r a v i d a  

( N - 4 0 )  

N o . %  N o . %  N o . %  N o . %  

0  –  1 2  0 6  7 5  2 0  4 7 .6  0 2  2 0  0 9  2 2 .5  

>  1 2  -1 8  0 0  - -  0 7  1 6 .6  0 0  --  0 7  1 7 .5  

≥  1 8  –  2 4  0 2  2 5  1 1  2 6 .1  0 4  4 0  0 4  1 0  

≥  2 4  –  3 0  0 0  - -  0 2  4 .7  0 3  3 0  0 5  1 2 .5  

≥  3 0  –  3 6  0 0  - -  0 0  --  0 0  --  0 7  1 7 .5  

≥  3 6  –  4 8  0 0  - -  0 0  --  0 1  1 0  0 3  7 . 5  

≥  4 8  –  6 0  0 0  - -  0 1  2 .3 8  0 0  --  0 2  0 5  

≥  6 0  –  7 2  0 0  - -  0 0  --  0 0  --  0 0  --  

≥  7 2  0 0  - -  0 1  2 .3 8  0 0  --  0 3  7 . 5  

  (Chi-square Test) (p=0.0004)

Mean Induction – Abortion Interval

 C A S E  (N - 5 0 ) C O N T R O L  (N -5 0 ) 

D u ra t io n  (i n  h o u rs ) 8 .5 2  2 6 . 3 1  
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The drip continued till the process of abortion
was completed. After expulsion of abortus, in all
clients of both case and control group we noted
time of expulsion of abortus,  weight, length  &
congenital malformation of abortus, induction abor-
tion interval & weight of placenta. In case group,
Check curettage was not done when the preg-
nancy was beyond 14 wks but was selectively
done in those with pregnancy less than 14 weeks.
In control group, Check curettage was done in all
cases irrespective of weeks of gestation. All check
curettages were done under atropine, sedation and
antibiotics. The clients were discharged with ad-
vice to come for follow up after 2 weeks in O.P.D
& further follow up was planned according to the
findings of the first visit.Table 1 shows the induc-
tion-abortion interval in both case and control
group. Induction-abortion interval is defined as a
period between instillation of drug / dye to expul-
sion of placenta. It is seen from table 1 that 46
out of 50 (92%) clients in case group aborted
within 24 hours compared to 26 out of 50 (52%)
in control group.5

When we compared the induction-abortion
interval of primigravidas in both case and control
groups, it was found that 100% of primis in case
group aborted within 24 hours, compared to just
60% in control group. 48 out of 50 clients (96%)
of case group aborted within 30 hours and 1 in
the next 24 hours. 1 Client was labeled as method
failure in case group. In control group 34 out of
50 (68%) clients aborted within 30 hours, 11 cli-

ents aborted in 48 hours, 3 clients in next 24
hours.11 2 Clients were labeled as method failure.
One failure in case group & 2 in control group
were multiparous clients. Subsequently, they had
the I.A.I. of 120, 130 and 133 hrs respectively.
The reason for all failures in multiparous clients
of both groups could be due to increased propor-
tion of fibrosis in the cervical tissue as a result of
repeated deliveries. The difference of induction
abortion interval between case & control group
is statistically highly significant.  In the present
study, the mean induction abortion interval in the
case group was 8.52 hours compared to 26.31
hours in control group. Hence, the difference of
induction - abortion interval in two groups was
17.79 hours, which was statistically highly signifi-
cant. What is important for the abortion process
to get completed is its uterotonic activity.

Table 2 shows the influence of parity on mean
induction abortion interval. In case and control
group, nulliparous clients had mean induction abor-
tion interval slightly more than their parous coun-
terparts. When the mean induction - abortion in-
terval amongst nulliparous clients of case & con-
trol groups were compared, the difference was
statistically highly significant (p =0.832). Similar
was the conclusion when parous clients were
compared (p =0.652).9 When the mean induction
- abortion interval between nulliparous and pa-
rous clients within either case or control groups
were compared; the difference was statistically
not significant.

Table - 2  Mean Induction-Abortion Interval & Parity

Parity CASE (N-50) CONTROL (N-50) 

No. % Mean 

hours 

No. % Mean 

hours 

Nulliparous  8 16.32 9 10 20.83 28.20 

Parous  41 83.67 7.42 38 79.16 25.11 

 
 Nulliparous (p = 0.832)                           Parous (p = 0.652)
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Table - 3 : Comparison Of Complications
In Case & Control Groups

Complications CASE (N-50) CONTROL (N-50) 

No. % No. % 

I. Morbidity  

a. Complication requiring operative 

management  

    

1. Cervical tear 

2. Retained products  

3. Uterine perforation  

4. Uterine rupture  

5. Failure of procedure  

00 

02 

00 

00 

01 

-- 

04 

-- 

-- 

02 

00 

14 

00 

00 

02 

-- 

28 

-- 

-- 

04 

b. Complications requiring 

conservative management  

    

1. Excessive blood loss  

2. Fever  

00 

10 

-- 

20 

02 

15 

04 

30 

II. Mortality      

Maternal mortality  00 -- 00 -- 

 

   I (a): (p = 0.363) I (b): (p =
0.259)

Complications were divided into 2 groups as
shown in the Table 3. In case group only 2 (4%)
clients had evidence of retained products.10 In the
control group, as a  policy, check curettage was
done in all cases.10 In 14 out of 50 clients check
curettage showed material ³ 100 gms and hence,
they were labeled as incomplete abortion.12 Ex-
cessive blood loss was reported in 2 clients in
control group, but the necessity of blood transfu-
sion did not arise. 10 clients in the case group had
reported fever which was less than 100ˆF, per-
sisted for < 2 hours and was relieved by
paracetamol.

Technical failure : It is defined as failure to
perform the procedure. As a result of accidental
rupture of membranes or blood tap vaginally in
extra-amniotic procedures for which the proce-
dure had to be abandoned.

Method  failure: It is defined as failure to
initiate the process of abortion (i.e. uterine con-
traction or cervical dilatation) within 72 hours af-
ter performing the procedure successfully. Table
3 shows that in case group there was 1 method
failure. This client was multiparous and had ges-
tational age of 16 weeks. In control group there
were 2 method failures. Both were multiparous,

having 3 cms long tubular cervix and gestational
age of 16 and 18 weeks. The study shows that 44
out of 50 (88%) controls required less than 20
units of oxytocin, for completing the abortion pro-
cess, while 4 controls (8%) required more than
20 units of oxytocin. Only 2 controls aborted with-
out the help of oxytocin. None of the client in
case group required any oxytocin for completion
of abortion process. This makes the case group
methodology of abortion with misoprostol a cost
effective one.

In both, case & control groups, most of the
clients were admitted on the day of procedure.
Duration of hospital stay is a very important fac-
tor especially for clients coming from rural areas
who are working on daily wages. Considering this
factor, clients were kept for minimum of 12 hours
after abortion. In case group 43 (86%) clients were
discharged within 2 days as compared to 14
(28%) clients in control group. In control group,
32 out of 50 (64%) had to stay in hospital for 3 –
4 days as compared to 5 (10%) clients in case
group. In case group only 2 (4%) clients stayed
for 5-6 days, one of them was failure case & the
other had to wait for Lap TL, as uterus was com-
paratively larger in size. In control group 4 (8%)
clients stayed for 5-6 days & the reason for de-
lay was either method failure or some delay in
offering permanent contraceptive coverage. Com-
parative less hospital stay in majority of clients of
case group makes the method of misoprostol more
cost effective. The difference in hospital stays in
both case & control group is statistically highly
significant. The cost of the drugs in case group
was Rs. 35 compared to Rs.255 in control group.
Comparatively less oxytocin use, less intravenous
pints use, less hospital stay, less failure rate &
therefore, less daily wages loss of their husbands,
ultimately make the case group method more cost
effective.

DISCUSSION: Case group and control
group were comparable in relation to age, parity,
gravidity, education, socio-economic status, reli-
gion, gestational age, haemoglobin status & indi-
cation. Mean induction – abortion interval in case
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group was significantly less than the control group
(8.52 hours & 26.31 hours respectively). Induc-
tion–abortion interval was inversely proportional
to gestational age. Mean induction-abortion inter-
val was not influenced by cervical length & par-
ity. Complication of incomplete abortion was sig-
nificantly less in case group (4%) compared to
control group (28%). 96% clients of control group
required oxytocin augmentation for completing the
abortion process compared to none of the clients
of case group. This was statistically highly sig-

nificant. One failure was recorded in the case
group compared to 2 failures in control group.
Hospital stay in case group was less compared to
control group which was statistically highly sig-
nificant.  Cost of the drugs in case group was
less as compared to control group.4 No use of
oxytocin, less hospital stay & less daily wages
loss of their husbands, makes the case group
method more cost effective.

CONCLUSION: Vaginal misoprostol is far
superior as abortificient than Ethacredine lac-
tate.7,8
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