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Abstract
Objective-To determine whether prolonged

infection with hepatitis B virus is associated with a
lower blood cholesterol concentration.
Design-Cross sectional study.
Setting-81 villages in rural China with a high

prevalence of chronic infection with hepatitis B
virus.
Subjects-1556 apparently healthy men aged 35-64

years, randomly selected.
Main outcome measures-Hepatitis Bvirus carrier

state; plasma concentrations of cholesterol, apolipo-
protein B, and apolipoprotein A I.
Results-238 (15%) of the men were positive for

hepatitis B surface antigen, indicating that they
were chronic carriers. Plasma concentration of
cholesterol was 4-2% (0.11 mmol/1) lower among
carriers (that is, positive for hepatitis B surface
antigen) than among non-carriers (95% confidence
inverval 0.6% to 8-0% (0 01 to 0-21 mmol/l), p<0.05),
and apolipoprotein B concentration was 7.0% (0-036
g/l) lower (2.8% to 11.2% (0.014 to 0 058 g/l),
p<0001). In contrast, no association was observed
between plasma concentrations of cholesterol
or apolipoprotein and hepatitis B that had been
eradicated (that is, patient positive for hepatitis B
core antibody but negative for hepatitis B surface
antigen).
Conclusions-Chronic hepatitis B virus infection,

which usually starts in early childhood in China,
seems to lead not only to a greatly increased risk of
death from liver disease but also to a somewhat
lower cholesterol concentration in adulthood. This
common cause produces an inverse association
between cholesterol concentration and risk of
death from liver cancer or from other chronic liver
diseases.

Introduction
Several prospective epidemiological studies, set up

mainly to examine the association of baseline blood
concentration of cholesterol with subsequent rates of
coronary heart disease, have also examined its associa-
tion with subsequent rates of cancer.'-14 Most'" but not
all'3 14 have found an inverse relation between choles-
terol concentration and the subsequent risk of cancer.
This seems to be due, at least in part, to a lowering
effect of preclinical cancer on cholesterol concentra-
tion,2-5 1 but other factors may also contribute to the
inverse association.'5 16

In China there are particularly high death rates from
diseases of the liver. A prospective observational study
in a Chinese population'2 (in which the mean choles-

terol concentration is unusually low by Western stand-
ards) found a significant inverse association between
blood concentration of cholesterol and subsequent
mortality from non-malignant liver disease or from
liver cancer, although not from other types of cancer.
More recently a significant excess risk of death from
liver cancer and chronic liver disease has been reported
among North Americans with a low blood cholesterol
concentration.'6 In China most deaths from liver
disease are due to chronic infection with the hepatitis B
virus.'7 18 We investigated the association between low
blood cholesterol concentration and liver disease'2 16 by
studying blood lipid concentrations among middle
aged men in rural China, of whom about 15% were
known to be carriers of the hepatitis B virus.'9

Subjects and methods
BLOOD SAMPLES

A large geographical correlation survey in rural
China was conducted between September and
December 1983.'9 Sixty five counties throughout
China were selected for the survey on the basis of wide
variations in the 1973-5 death rates from seven major
types of cancer (including liver cancer).20 Two rural
villages in different communes within each county
were randomly selected, and a random sample strati-
fied for age, consisting of about 25 apparently healthy
men and 25 women (aged 35-64 years) from each
village, was studied.
A sample of fasting venous blood (10 ml) was

collected from each subject into a vacutainer. On the
day of collection all blood samples were centrifuged in
the local field survey centres to separate plasma from
red blood cells, and 4 ml of plasma containing 20 mg
sodium ascorbate was stored at -20°C. After several
weeks the frozen samples were transferred to the study
centre in Beijing, where they were aliquoted and stored
at -30°C for subsequent analysis for, among other
things, hepatitis B surface antigen and hepatitis B core
antibody. Aliquots from 1882 men from 46 of the 65
counties (81 ofthe 130 communes) were transported by
air on dry ice to Oxford in 1989 for analysis of
Helicobacter pylori antibody2' and subsequently stored
at -80°C. Hence, before thawing out for the present
analyses the samples had undergone two cycles of
freezing and thawing.

ASSAY OF HEPATITIS B VIRUS AND LIPID IN PLASMA

The presence of hepatitis B surface antigen was
determined by a standard radioimmunoassay," and
hepatitis B core antibody was determined by enzyme
linked immunosorbent assay (ELISA)21 for 1564 of the
1882 men whose samples were stored in Oxford. For
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eight of these 1564 men insufficient sample was
available for lipid analysis.

Iipid analyses for the remaining 1556 samples were
carried out, blinded to presence or absence of hepatitis
B surface antigen and hepatitis B core antibody, on a
Cobas-Fara II centrifugal analyser (Roche Diagnos-
tics, Welwyn) in the lipid reference laboratory of St
Thomas's hospital, with a kinetic colorimetric method
for cholesterol concentration and immunoturbido-
metry24 for apolipoprotein B and apolipoprotein A I
concentrations. Sodium ascorbate had been added in
China as an antioxidant preservative. This could
interfere with standard enzymatic methods for measur-
ing plasma concentrations of cholesterol (as these
involve oxidation) and so the samples were pretreated
with ascorbate oxidase before the cholesterol concen-
tration was measured.25

STATISTICAL ANALYSES

As both the prevalence of infection with hepatitis B
virus and the mean cholesterol concentration vary from
one village to another, the statistical analyses avoided
direct comparison of cholesterol values in one village
with those in another. The statistical analysis of lipids
with respect to the hepatitis B virus status therefore
involved a permutation test,26 stratified for village and
age, to test the assumption that, within any one
particular village, lipid concentrations were unrelated
to infection with hepatitis B virus.

Mathematical details
In each village the excess lipid value for each subject

is defined as the difference between the subject's lipid
value and the average for his or her village (S2 denotes
the sum of the squares of these excesses, all divided by
(N-1), where N is the number of people in the
village). For each village the numerator is defined as
the sum of the excesses among the infected subjects
and the denominator (D) as the number infected
multiplied by the proportion uninfected, with the
variance of the numerator being S2 multiplied by D.
Within any one village the difference in average lipid
values between infected and uninfected subjects is the
ratio of the numerator to the denominator (with
standard deviation given by the ratio of the square root
of the variance to the denominator26). By combining
data from several villages the permutational estimate of
the difference in lipid values between infected and
uninfected subjects in the same village is simply the
ratio of the sum of the numerators to the sum of the
denominators (with standard deviation given by the
ratio of the square root of the sum of the variances to
the sum of the denominators).

In the results values are given with 1 SD or with 95%
confidence intervals. Trend tests across age groups for

TABLE I-Prevalence of chronic infection with hepatitis B virus and mean lipid concentrations by age in
whole study population with ranges in 81 villages in rural China

Age No (%) No (%) Mean (SD) plasma Mean (SD) Mean (SD)
group No of with chronic with past cholesterol apolipoprotein B apolipoprotein A I
(years) subjects infectiont infectiont (mmol/l) (g/l) (g/l)

35-39 321 55 (17) 142 (44) 2-48 (0-81) 0 49 (0-16) 1-41 (0.38)
40-44 217 36 (16) 115 (53) 2-50 (0 82) 0-51 (0-16) 1-42 (0-36)
45-49 261 39 (15) 122 (47) 2-49 (0 80) 0-49 (0-16) 1-34 (0 33)
50-54 258 44 (17) 132 (51) 2-69 (0 84) 0-52 (0-16) 1-41 (0 36)
55-59 268 29 (11) 164 (61) 2-68 (0 83) 0-52 (0-16) 1-39 (0 37)
60-64 231 35 (15) 119 (52) 2-70 (0 73) 0.52 (0-14) 1-40 (0 36)

Allgroups 1556 238 (15) 794 (51) 2 59 (0 82) 0-51 (0-16) 1-39 (0-36)

Regression analysis: change per year of age
AnnualchangexlOOO -1-73 4-16 9 57 1-19 -0-34
Annual change/SE -1-70 2-96** 4-18*** 2-68** -0 33

Range in 81 villages 0-54% 6-100% 1-65-3-59 0-38-0-68 1-02-2-05

**p<0-01; ***p<-OO1.
tChronic infection means carrier of hepatitis B surface antigen, while past infection means non-carrier but with
antibodies to hepatitis B virus core protein.

lipids and for prevalences of hepatitis B were performed
with standard linear regression analysis.

Results
In this rural Chinese population the prevalence of

infection with hepatitis B virus was high: of 1556
samples, 238 (15%) were positive for hepatitis B
surface antigen-that is, they were chronic carriers-
with the prevalences in particular villages ranging from
0% to 54% (table I). An additional 794 (51%) had
evidence of past infection with hepatitis B virus-that
is, they were positive for hepatitis B core antibody
but negative for hepatitis B surface antigen-with the
prevalences ranging from 6% to 100%. (The overall
prevalence of past infection is probably greater than
this, however, as hepatitis B core antibody may not be
detectable many years after infection.) The overall
mean plasma concentration of cholesterol was low by
Westem standards at 2-59 mmol/l (see discussion).
Apolipoprotein B and apolipoprotein A I concentra-
tions were also low, with mean values of 0-51 g/l and
1-39 g/l, respectively. There was about a twofold
variation among the villages with respect to the mean
plasma concentrations of cholesterol, apolipoprotein
B, and apolipoprotein A I (table I).
Table I shows the prevalence of hepatitis B infection

and the mean plasma concentrations of total choles-
terol, apolipoprotein B, and apolipoprotein A I by five
year age groups for the whole study population. The
prevalence of hepatitis B surface antigen, reflecting
chronic hepatitis B virus infection, seemed slightly
higher among younger than among older people,
whereas the converse tended to be true for past
infection with hepatitis B virus (p<0-01). Plasma
concentrations of cholesterol and apolipoprotein B
tended to increase with age, especially after 50 years
(cholesterol: p < 0 001; apolipoprotein B: p < 0 01), but
apolipoprotein A I concentrations did not.
Table II shows the mean plasma concentrations of

total cholesterol, apolipoprotein B, and apolipoprotein
A I according to presence of hepatitis B virus, sub-
divided by the underlying prevalence of chronic
hepatitis B. Figures 1 and 2 also show the relation of
cholesterol and apolipoprotein B concentrations to
chronic infection with hepatitis B virus both within
and between villages. There was a positive geo-
graphical correlation between the prevalence of
chronic hepatitis B and the mean plasma concentra-
tions of total cholesterol and apolipoprotein B. But,
within particular prevalences of hepatitis B virus
infection, the plasma concentrations of cholesterol,
apolipoprotein B, and apolipoprotein A I were
generally lower among carriers of hepatitis B virus than
among non-carriers. The overall differences for
cholesterol and apolipoprotein B concentrations
were significant after age and village membership
were considered. On average, the concentration of
cholesterol was 4-2% (0 11 mmol/l) lower (95%
confidence interval 0 6%to 8 0%, (001 to 0 21 mmol/l),
p < 0 05) among carriers, while for apolipoprotein B it
was 7.0% (0-036 g/l) lower (2-8% to 11.2% (0-014 to
0-058 g1l), p<0-001). Among people who were non-
carriers-that is, negative for hepatitis B surface
antigen-there were no significant associations of lipid
concentrations with past infection with hepatitis B
virus, as assessed by the existence of hepatitis B
core antibody. This was true for total cholesterol
concentration (overall adjusted difference between
non-carriers who were positive for hepatitis B core
antibody and those who were negative for it was
0-02 mmol/ (-0'04 to 0-08 mmolIl), for apolipo-
protein B concentration 0-006 g/l (-0-006 to 0-018 g/l),
and for apolipoprotein A I concentration 0-024 g/l
(-0003 to 0-051 g/l)).
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TABLE II-Plasma concentrations of cholesterol and apolipoproteins B and A I according to chronic infection with hepatitis B virus in four
categories ofprevalence ofinfection

Cholesterol (mmol/l) Apolipoprotein B (g/l) Apolipoprotein A I (g/l)
Prevalence of

chronic Presence of Mean of Adjusted Mean of Adjusted Mean of Adjusted
infection in No of chronic No of individual difference individual difference individual difference
village (%/6) villages infection subjects values (SE)t values (SE)t values (SE)t

<10 32 oYes 627 2434 0-12 (0-12) 04482 0 037 (0025) 13051 0-014(0 047)

10-19-9 21 NYes 3538 247 0-17 (0-09) 04617 0053 (0-019)** 14374 0-066 (0045)

20-29-9 21 oYes 290 2766 0-06 (009) 0 514 0-024 (0-017) 14429 0 005 (0 029)

30-54-2 7 NYeos 632 2798 0-08 (0-11) 0°562 0-018 (0024) 1 409 0-012 (0043)

Overallt 81 No 1318 2460 0 11 (005)* 04512 0-036(0-011)*** 1 398 0-024(0 022)
Yes 238 2-49 0-472 1-359 024(2)

*p<0 05; **p<0-01; ***p<0-001.
tAdjusted difference was estimated from adjusted mean values for infected (positive for hepatitis B surface antigen) and uninfected subjects by using
permutational significance test adjusted for village membership and age.
tOverall mean lipid values for infected and uninfected subjects (and their differences) have been standardised to distribution of overall population in four
prevalence categories ofchronic infection.
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Discussion
ASSOCIATION BETWEEN CHOLESTEROL CONCENTRATION
AND LIVER CANCER

An association between lower cholesterol concentra-
tions and increased risks of cancer was first reported in
1974 for cancer of the colon.' Such an inverse relation
has since been found in several other major prospective
studies for all cancers together,3-'0 16 and for three
specific cancers (lung,3 4 9-11 16 colon,' 10 16 and leu-
kaemia410 16). In the largest study in a Western popula-
tion (the multiple risk factor intervention trial) 100
deaths from liver cancer were recorded during the
follow up period, and a significantly increased risk of
death from liver cancer was found among people in the
group with the lowest cholesterol concentrations
(< 4-1 mmoIl) .6 They also had a significantly increased
risk of death from other chronic liver disease. In that
study these increased risks of death persisted even after
the deaths that occurred in the first 10 years after
baseline were excluded. Most other studies in Western
populations have observed too few deaths from liver
cancer to examine the association with cholesterol
concentration separately, although a few studies with a
small number of cases of liver cancer have reported
similar inverse associations between blood cholesterol
concentration and risk of liver cancer.6 1'

In our previous prospective study of another
Chinese population the subsequent risk of death from
liver cancer was shown to increase significantly with
decreasing blood concentrations of cholesterol, with
the concentrations for people who died of liver cancer
being on average 8-0% (0 35 (SD 0d16) mmol/l) lower
than among survivors.'2 An inverse association was also
found between blood cholesterol concentration and
death from other liver diseases, with concentrations for
people who died of such diseases being on average
9 5/5% (0 39 (0 20) mmol/l) lower than for those who did
not. These associations persisted even after exclusion
of people who died in the first three years after baseline
examination, indicating that they were not wholly
attributable to some short term preclinical effect of
liver disease reducing cholesterol concentration.

CHRONIC HEPATITIS B VIRUS INFECTION, LIVER DISEASE,

AND LIPID CONCENTRATIONS

Prolonged infection of the liver with hepatitis B
virus is an important cause of liver cancer and of
chronic non-malignant liver disease. The prevalence of
carriers of hepatitis B virus is less than 1% in most
Western populations,27 whereas about 10-15% of the
population in China have lifelong persistent hepatitis B
virus infection,'7-'9 and this is a cause of most of that
country's liver cancer and chronic liver disease.

Indeed, in a large prospective study of Chinese men in
Taiwan 40 out of 41 cases of liver cancer and 17 out of
19 deaths from cirrhosis were in people positive for
hepatitis B surface antigen.'8 Low density lipoprotein
particles account for most of the cholesterol and
apolipoprotein B in the plasma, and the liver is directly
involved in both the production and the resorption of
low density lipoprotein particles. Hence, if chronic
infection with hepatitis B virus lowers plasma con-
centrations of cholesterol in adult life this could explain
the inverse association between cholesterol concentra-
tion and liver disease seen in observational studies.'2
Our current study in a rural population from mainland
China indicates that this may well be the case, with
prolonged hepatitis B being associated with low
concentrations of total cholesterol and apolipoprotein
B. Similar results have also been observed in a study of
3000 Chinese adults in Taiwan (B Y Pan, personal
communication) in which the mean plasma concentra-
tion of cholesterol was 4O0% (0-19 mmol/l) lower
(p<0 001) among carriers of hepatitis B virus than
among non-carriers, after adjustment for age and body
mass index. Carriers also had significantly lower
concentrations of certain coagulant factors (factors II
and VII and fibrinogen, which are made in the liver).28

In principle, an alternative explanation for the
inverse association between plasma cholesterol concen-
tration and infection with hepatitis B virus might be
that a low plasma concentration of cholesterol (or
factors that cause low concentrations) predisposes to
chronic hepatitis B virus infection. This does not,
however, seem particularly plausible as nearly all long
term carriers acquire their infection in infancy and
early childhood,29" with about half of the infections
in China being a direct consequence of maternal
transmission to infants. The likelihood of becoming a
chronic carrier from maternal transmission seems to
depend principally on maternal titre of the surface
antigen, particularly of the e antigen, which indicates
particularly active infection. Indeed, over 90% of
children botn to women carrying both the surface and
e antigens become long term carriers2"1 irrespective of
other factors. In contrast, exposure to hepatitis B virus
during adulthood, when nutritional differences might
be more closely correlated with adult blood lipid
concentrations, rarely leads to the chronic infection.'2
Furthermore, there was no association between plasma
concentrations of cholesterol or apolipoprotein and
past infection with hepatitis B virus-that is, being
positive for hepatitis B core antibody and negative for
hepatitis B surface antigen.
The possibility that the association between choles-

terol concentrations and hepatitis B in the present
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study was due to confounding by differences in
nutrition or in socioeconomic factors also seems
unlikely. Although the 81 communes in the study were
heterogeneous with respect to prevalence of hepatitis B
virus infection and cholesterol concentrations,
the people within each individual commune were
compared with other people from the same village, and
Chinese villages tend to be fairly homogeneous with
respect to socioeconomics and diet.'9 Furthermore,
those who were carriers of hepatitis B were almost all
asymptomatic, with no knowledge of their infection.
The most plausible biological explanation would
therefore seem to be that prolonged infection of the
liver with hepatitis B virus, often starting in early
childhood but persisting through adult life, lowers
blood concentrations of cholesterol in adults.
The 4% difference in cholesterol concentrations

between carriers and non-carriers of hepatitis B virus is
only half the size of the difference (8/0% for liver
cancer) observed in our previous report between those
who actually died of liver cancer or chronic non-
malignant liver disease and those who did not.'2 But
the carriers included in this study had, in general, no
clinically apparent evidence of liver damage. So,
although this apparent discrepancy may be due to
chance (as there is overlap between the 95% confidence
intervals of the two differences), it may also reflect
heterogeneity in the severity of the liver damage of
carriers, if the severity of damage correlates both with
the reduction in cholesterol concentration and with the
risk of death. This possibility is supported by a recent
study in which lipoprotein(a) concentration was
significantly reduced in patients with cirrhosis, the size
of the reduction in lipoprotein(a) concentration being
correlated with the severity of the cirrhosis."
The low mean cholesterol concentration in China

has been documented in previous studies. The
measured plasma concentration of cholesterol in the
present samples was only 2-59 mmol/l, which is about
half that seen in most Westem populations. This figure
is a slight underestimate, however, compared with the
results ofprevious pooled analyses on the same samples
made seven years ago which yielded a mean of 3 30
mmol/l.'9 The mean apolipoprotein B concentration
was also significantly lower in the present analysis than
previously. This decrease after seven years is unlikely
to be attributable to changes in laboratory methods as
the measurement of apolipoprotein B was done in the
same laboratory with the same method but may instead
reflect the effects of storage and handling procedures.
This should not, however, have influenced the relative
difference found in lipid concentrations between
carriers and non-carriers.

COMPARISONS BETWEEN AND WITHIN POPULATIONS

In this study there was a negative correlation
between chronic infection with hepatitis B virus
and blood concentrations of cholesterol (and apolipo-
protein B) when people living in the same village were
compared with each other, but the correlation was
reversed when average values for different villages
were compared with each other. An underlying cause
for the substantial differences in the mean lipid
concentrations between the villages is probably the
differences in nutritional practices between them9 but
not the differences in the prevalence of chronic
hepatitis B, for even among non-carriers these
differences in lipid concentration remain. Differences
in nutritional practices and mean lipid concentrations
are probably- associated with differing degrees of
urbanisation and industrialisation,'9 but why they are
correlated with the prevalence of hepatitis B infection
and whether this is coincidental are not clear. Cor-
relations between populations based on average
measures in groups are subject to the "ecological

fallacy" (whereby these correlations may not represent
the correlations that would be seen among individual
subjects'4); the epidemiological strengths and weak-
nesses of comparisons of individual subjects within
one population and of comparisons of different
geographically defined populations have already been
discussed in the context of this particular study.'9 In
general, comparisons within populations are much
more reliable than comparisons between populations
when assessing association of variables and diseases in
individual subjects. So, in the present instance, the
negative correlation observed when people living in the
same village were compared with each other provides
the most reliable evidence as to the real relation
between chronic infection with hepatitis B virus and
lipid concentrations in individual subjects.

SUMMARY

Various explanations of the finding of an inverse
relation between low blood concentration of choles-
terol and risk of cancer have been suggested. Pre-
clinical cancer can itself reduce cholesterol,` ""
perhaps by increased receptor activity for low density
lipoprotein in cancer cells." We have now shown that
prolonged infection with hepatitis B virus is an
additional factor contributing to the inverse relation
between cholesterol concentration and liver cancer.
Chronic hepatitis B, which usually starts in early
childhood in China, leads not only to liver disease but
also to a lower blood concentration of cholesterol in
adulthood. This produces, as observed elsewhere,'2 an
inverse relation between cholesterol concentration and
the risk of death from liver cancer or from other
chronic liver disease. This result may also help to
explain, at least in part, the inverse association between
cholesterol concentration and liver disease observed in
Westem populations,'6 where chronic hepatitis B virus
infection, though less common, still accounts for a
large proportion of liver cancer and other chronic
diseases of the liver.

Zu-Ling Feng, David Forman, Peter Lumb, Joseph
Cheung, and Edward Kearney helped with management and
analysis ofblood samples.
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Medical management of
miscarage: non-surgical uterine
evacuation ofincomplete and
inevitable spontaneous abortion

R C Henshaw, K Cooper, H El-Refaey,
N C Smith, AA Templeton

The principle of "emptying the uterus as quickly and
safely as possible" remains the comerstone of manage-
ment in inevitable or incomplete spontaneous
abortion.' Surgical curettage has been used since the
1930s, when death from haemorrhage and sepsis, often
secondary to criminal abortion, was commonplace.
Management has not changed despite the advent of
antibiotics and legal abortion, the earlier diagnosis of
miscarriage by ultrasonography, and the development
ofmedical methods of abortion.

Patients, methods, and results
In this open study 44 eligible women (table) who

were to have undergone surgical evacuation of the
uterus for ultrasonically and clinically proved inevit-
able or incomplete miscarriage were given a single dose
of sulprostone 0 5 mg intramuscularly or misoprostol
400 ,ug orally. The study had ethical approval, and all
women gave written consent.

Sulprostone, a synthetic prostaglandin E2 analogue,
was used to treat the first 20 women. After it was
voluntarily withdrawn by the manufacturer we used
misoprostol, a synthetic prostaglandin E1 analogue,
because of its high efficacy in combination with the
antigestagen mifepristone. As there were no signifi-
cant differences between the two drugs in any of the
outcomes assessed the results were combined.
Women were reviewed 12-18 hours after treatment,

when pelvic examination was repeated. Surgical
uterine evacuation was performed if there had been no
decrease in pain, bleeding, or uterine size. Women
attended for review 10-14 days later so that the success
of treatment could be confirmed by clinical assessment
or transvaginal ultrasonography.

Forty three women were included in the analysis
(one woman was excluded as she was subsequently
found to have an ectopic pregnancy). Fifteen were
pregnant for the first time. At recruitment their
median age was 28 (range 17-40) and the median
duration of amenorrhoea was 66 (40-9 1) days.
During treatment 11 women required oral analgesia

and two narcotic analgesia. Histologically confirmed
products of conception were identified in 25 cases.
Treatment failed in two women: in one products of
conception lodged in the cervical canal and in the other
vaginal bleeding became severe enough to warrant
curettage.

Thirty eight women attended for follow up. Three
women had experienced symptoms which had
prompted them to contact their family doctor, while 23
had been able to return to normal daily activities
immediately; in the remainder the median duration of
inactivity was 3 (1-7) days. Haemoglobin concentra-
tion showed a median decrease of 2 g/l, with values
ranging from a decrease of 17 g/l to an increase of
9 g/l. No further women required either elective or
emergency uterine curettage, so overall complete
uterine evacuation occurred in 41 women.

Comment
This report suggests that prostaglandin analogues

may be practical alternatives to surgical uterine evacua-
tion in managing spontaneous incomplete or inevitable
miscarriage; the ability of these drugs to stimulate
uterine contractility is well known.3 Similar high
success rates occur in medical abortion (sequential
treatment with an antigestagen and a prostaglandin),
which may mimic the physiological events of spon-
taneous miscarriage.' Although only 88% of women
were seen at follow up, none of the women who failed
to attend requested treatment from her general practi-
tioner or was readmitted to hospital (no other hospital
in this area provides gynaecological services). The
procedure seemed to be well tolerated: most women
were rapidly able to return to normal daily activities
and consultation rates with family doctors were low.
This treatment has important implications for the

management of miscarriage. Women are dissatisfied
Criteriafor eligibility to enter study

Sure menstrual dates and human chorionic gonadotrophin detectable in
urine

No more than 13 weeks of gestation completed
History ofabdominopelvic pain or vaginal bleeding, or both
Dilated uterine os and uterine size less than or equal to menstrual dates on

clinical pelvic assessment
Transvaginal ultrasonographic confirmation of retained products of concep-

tion*
Stable haemodynamic system, with no more than moderate vaginal bleeding
Haemoglobin concentration > 104 g/l and white cell count <1 2x 109A/
Temperature < 37 5°C
No anti-prostaglandin drugs given within previous 24 hours
No history ofor current serious systemic medical or surgical condition
No contraindication to prostaglandin treatment (mitral stenosis, glaucoma,

sickle cell anaemia, hypertension, severe asthma)
No history of recurrent spontaneous abortion

*Women with an intact gestational sac without live fetus (missed abortion)
or complete spontaneous abortion not requiring treatment were excluded.
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