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Abstract

Background—Miscarriage occurs in 10% to 15% of pregnancies. The traditional treatment, after

miscarriage, has been to perform surgery to remove any remaining pregnancy tissues in the uterus.

However, it has been suggested that drug-based medical treatments, or expectant care (no

treatment), may also be effective, safe and acceptable.

Objectives—To assess the effectiveness, safety and acceptability of any medical treatment for

early incomplete miscarriage (before 24 weeks).

Search methods—We searched the Cochrane Pregnancy and Childbirth Group’s Trials

Register (September 2009) and reference lists of retrieved papers. We updated this search on 23

July 2012 and added the results to the awaiting classification section of the review.

Selection criteria—Randomised controlled trials comparing medical treatment with expectant

care or surgery. Quasi-randomised trials were excluded.

Data collection and analysis—Two authors independently assessed the studies for inclusion,

assessed risk of bias and carried out data extraction. Data entry was checked.

Main results—Fifteen studies (2750 women) were included, there were no studies on women

over 13 weeks’ gestation. Studies addressed a number of comparisons and data are therefore

limited.
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Three trials compared misoprostol treatment (all vaginally administered) with expectant care.

There was no significant difference in complete miscarriage (average risk ratio (RR) 1.23, 95%

confidence interval (CI) 0.72 to 2.10; two studies, 150 women), or in the need for surgical

evacuation (average RR 0.62, 95% CI 0.17 to 2.26; two studies, 308 women). There were few data

on ‘deaths or serious complications’.

Nine studies involving 1766 women addressed the comparison of misoprostol (four oral, four

vaginal, one vaginal + oral) with surgical evacuation. There was no statistically significant

difference in complete miscarriage (average RR 0.96, 95% CI 0.92 to 1.00, eight studies, 1377

women) with success rate high for both methods. Overall, there were fewer surgical evacuations

with misoprostol (average RR 0.07, 95% CI 0.03 to 0.18; eight studies, 1538 women) but more

unplanned procedures (average RR 6.32, 95% CI 2.90 to 13.77; six studies, 1158 women). There

were few data on ‘deaths or serious complications’.

Limited evidence suggests that women generally seem satisfied with their care. Long-term follow

up from one included study identified no difference in subsequent fertility between the three

approaches.

Authors’ conclusions—The available evidence suggests that medical treatment, with

misoprostol, and expectant care are both acceptable alternatives to routine surgical evacuation

given the availability of health service resources to support all three approaches. Women

experiencing miscarriage at less than 13 weeks should be offered an informed choice.

[Note: the 34 citations in the awaiting classification section of the review may alter the

conclusions of the review once assessed.]

Medical Subject Headings (MeSH)

Abortifacient Agents, Nonsteroidal [administration & dosage]; Abortion, Incomplete [*therapy];
Misoprostol [administration & dosage]; Pregnancy Trimester, First; Randomized Controlled Trials
as Topic

MeSH check words

Female; Humans; Pregnancy

BACKGROUND

Description of the condition

Miscarriage is generally defined as the spontaneous loss of a pregnancy prior to 24 weeks’

gestation, that is, before the fetus is usually viable outside the uterus (Shiers 2003). The

clinical signs of miscarriage are vaginal bleeding usually with abdominal pain and cramping.

If the pregnancy has been expelled, the miscarriage is termed ‘complete’ or ‘incomplete’

depending on whether or not tissues are retained in the uterus. If a woman bleeds but her

cervix is closed, this is described as a ‘threatened miscarriage’ as it is often possible for the

pregnancy to continue and not to miscarry (RCOG 2006; Shiers 2003); if the pregnancy is in

the uterus but the cervix is open, this is described as an ‘inevitable miscarriage’, i.e. it will

not usually be possible to save the pregnancy and fetus. The now widespread use of
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ultrasound in early pregnancy, either for specific reasons (e.g. bleeding) or as a routine

procedure, reveals pregnancies which are destined to miscarry inevitably, because they are

‘non-viable’ (Sawyer 2007; Weeks 2001). Non-viable pregnancies are either a ‘missed

miscarriage’ if an embryo or fetus is present but is dead, or an ‘anembryonic pregnancy’ if

no embryo has developed within the gestation sac.

Regardless of the type of miscarriage, the overall incidence is considered to be between 10%

and 15%, although the real incidence may be greater (Shiers 2003). Most miscarriages occur

within the first 12 weeks of pregnancy and are called ‘early miscarriage’, with those

occurring after 13 weeks being known as ‘late miscarriage’. The cause of miscarriage is

generally unknown, but most are likely to be due to chromosomal abnormalities. The risk of

miscarriage has been reported to be higher in older women, and where there are structural

abnormalities of the genital tract, infection and maternal complications such as diabetes,

renal disease and thyroid dysfunction. Also, some environmental factors have been linked

with miscarriage including alcohol and smoking (Shiers 2003). Miscarriage can sometimes

lead to haemorrhage and infection, and it can be an important cause of morbidity, and even

mortality, particularly in low-income countries (Lewis 2007).

Women experiencing miscarriage may be overwhelmed by the symptoms and also quite

distressed (Shiers 2003). Psychological problems can follow a miscarriage, and these can

include loss of self-esteem resulting from the woman’s feeling of inability to rely on her

body to give birth (Swanson 1999). Emotional responses described include those of

emptiness, guilt and failure (Swanson 1999). There can also be depression, anxiety, grief

and anger (Klier 2002; Thapar 1992). A number of other consequences, including sleep

disturbance, social withdrawal, anger and marital disturbance, may occur following

miscarriage (Lok 2007). Fathers can also be affected emotionally (Klier 2002).

Description of the intervention

Traditionally, all pregnancies that had miscarried were considered by clinicians as

potentially incomplete. Therefore, surgical curettage was performed routinely to remove any

retained products of conception. If no tissue was obtained, then a retrospective diagnosis of

complete miscarriage was made. Surgical curettage was the ‘gold standard management’ for

miscarriage for many years (Ankum 2001) because it is quickly performed and it is possible

to remove completely any retained products of conception. Histological examination of the

removed tissues also allowed exclusion of trophoblastic disease, e.g. hydatidiform mole -

although this is quite rare. New clinical approaches have evolved to try to minimise

unnecessary surgical interventions whilst aiming to maintain low rates of morbidity and

mortality from miscarriage. These approaches have included ultrasound imaging to diagnose

complete miscarriage and thus avoid treatment, or more conservative treatments of

incomplete miscarriage such as drug (medical) treatment or no active treatment (expectant

management) (Ankum 2001; Luise 2002). Various types of medical treatment could be

suitable as alternatives to routine surgical treatment for miscarriage and these include the use

of prostaglandins, or other uterotonic (uterus-contracting) drugs or anti-hormone therapy.
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How the intervention might work

a) Prostaglandins, e.g. misoprostol, prostaglandin F2alpha—Misoprostol is a

synthetic prostaglandin E1 analogue and is marketed for the prevention and treatment of

peptic ulcers. Recognised as a potent method for pregnancy termination (Costa 1993;

Norman 1991), it is inexpensive, stable at room temperature and has few systemic effects,

although vomiting, diarrhoea, hypertension and even potential teratogenicity (causing fetal

malformation) when misoprostol fails to induce the abortion, have been reported (Fonseca

1991).

Misoprostol has been shown to be an effective myometrial stimulant of the pregnant uterus,

selectively binding to EP-2/EP-3 prostanoid receptors and stimulating contractions which

push the products or pregnancy out. It is rapidly absorbed orally and vaginally. Vaginally

absorbed serum levels are more prolonged and vaginal misoprostol may have locally

mediated effects (Zieman 1997). Misoprostol could be especially useful in low-income

countries, where transport and storage facilities are inadequate and the availability of

uterotonic agents and blood is limited. Its use in obstetrics and gynaecology has been

explored, especially to induce first and second trimester abortion (Costa 1993; Norman

1991), for the induction of labour (Alfirevic 2006; Hofmeyr 2003) and for the prevention of

postpartum haemorrhage (Gülmezoglu 2007). The stimulatory actions of misoprostol on the

early pregnancy uterus could, in theory, help to expel retained tissue from the uterus after

miscarriage, and provide an attractive medical alternative to surgical treatment of

incomplete miscarriage (Chung 1995). It is important to distinguish between the use of

misoprostol for incomplete miscarriage and its use for termination of viable pregnancies.

b) Other uterotonics, e.g. ergometrine, oxytocin—Ergometrine (extracted from the

rye fungus, ergot) will promote contraction of involuntary muscles throughout the body

(Hawk 1985; Kawarabayashi 1990), and oxytocin promotes strong rhythmic contractions of

the uterus (Arthur 2007; Mota-Rojas 2007). Both drugs could potentially have a role in

expelling tissue after miscarriage.

c) Progesterone antagonist—A number of progesterone antagonists are now available

and these drugs will interfere with the production or functioning, or both, of progesterone.

The progesterone antagonist mifepristone has an established role in the termination of first

and second trimester pregnancy (Jain 2002) and may be also be effective in promoting

expulsion of retained products of conception following miscarriage (Tang 2006b).

Why it is important to do this review

Bleeding in early pregnancy is the most common reason for women to present to the

gynaecology emergency department and in many of these women miscarriage will be

diagnosed (Ramphal 2006). It is now clear that routine surgical evacuation of the uterus

following miscarriage may not be indicated, and can pose a risk of infection, haemorrhage,

cervical damage, and uterine perforation that may not be justified, as well as exposing the

woman to the risks of anaesthesia (Harris 2007). In order to optimise clinical management of

this common condition, it is important to establish whether the use of medical treatment

(drugs), or expectant management (no routine treatment) may offer a safer alternative for
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women with incomplete miscarriage and whether there are specific circumstances where one

type of treatment plan is superior to others.

We initially aimed to systematically review medical treatments for both non-viable

pregnancies and incomplete miscarriages combined. On further reflection, this seemed

illogical. Non-viable pregnancies contain viable trophoblast (placental) tissue, which

produces hormones, which may in theory make these pregnancies more susceptible to anti-

hormone therapy and more resistant to uterotonic (stimulating uterine contractions) therapy

than pregnancies in which (incomplete) miscarriage has already taken place. Therefore, this

review will focus on the management of incomplete miscarriage. Another review has

covered non-viable pregnancies, ‘Medical treatment of early fetal death (less than 24

weeks)’ (Neilson 2006).

Other relevant Cochrane reviews on the treatment of miscarriage include, ‘Uterine muscle

relaxant drugs for threatened miscarriage’ (Lede 2005), ‘Progestogen for treating threatened

miscarriage’ (Wahabi 2007), ‘Surgical procedures to evacuate incomplete miscarriage’

(Forna 2001) and ‘Expectant care versus surgical treatment for miscarriage’ (Nanda 2006).

There are also a series of Cochrane reviews on the possible prevention of miscarriage

(Aleman 2005; Bamigboye 2003; Empson 2005; Haas 2008; Kaandorp 2009; Porter 2006;

Rumbold 2005). In addition, there are Cochrane reviews on medical and surgical

interventions for induced abortions (Dodd 2004; Kulier 2004; Lohr 2008; Medema 2005;

Say 2002).

OBJECTIVES

To assess, from clinical trials, the effectiveness and safety of different medical managements

for incomplete miscarriage, in terms of success, death or serious complications, additional

unplanned surgical evacuation, blood transfusion, haemorrhage, blood loss, anaemia, days of

bleeding, pain relief, pelvic infection, cervical damage, digestive disorders, hypertensive

disorders, duration of stay in hospital, psychological effects, subsequent fertility, women’s

views of treatment options, and costs.

METHODS

Criteria for considering studies for this review

Types of studies—We only included randomised controlled trials (RCTs). Quasi-RCTs

were excluded.

Types of participants—Participants were women being treated for spontaneous

miscarriage (pregnancy loss at less than 24 weeks), either where there was ultrasound

evidence of retained tissue (incomplete miscarriage) or where the diagnosis had been made

on clinical grounds alone and where there would be uncertainty whether the miscarriage was

complete or incomplete. In communities in which termination of pregnancy was illegal or

unavailable, this could have included women who had undergone unsafe abortion.
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Women with non-viable pregnancies (i.e. where the embryo or fetus had died in utero, but in

whom miscarriage had not yet occurred) were excluded as they are covered by another

Cochrane review (Neilson 2006).

Studies on induced abortion of a live fetus and for fetal anomaly were also excluded as these

are covered in other Cochrane reviews (Dodd 2004; Kulier 2004; Lohr 2008; Medema 2005;

Say 2002).

Types of interventions—We considered trials if they compared medical treatment of

incomplete miscarriage with other methods (e.g. expectant management, placebo or any

other intervention including surgical evacuation, either curettage or vacuum aspiration).

Comparisons between different routes of administration of medical treatment (e.g. oral

versus vaginal), or between different drugs or doses of drug, or duration or timing of

treatment, were also included if data existed.

Types of outcome measures

Primary outcomes:

1. Complete miscarriage (diagnosis of complete miscarriage based on findings at

surgery and/or ultrasound examination after a specific period and/or cessation of

symptoms and signs);

2. surgical evacuation;

3. death or serious complications (e.g. uterine rupture, haemorrhage, sepsis,

coagulopathy, uterine perforation, hysterectomy, organ failure, intensive care unit

admission).

Secondary outcomes:

1. Unplanned surgical intervention (i.e. a second evacuation in the surgical group but

a first evacuation in the medical or expectant group);

2. blood transfusion;

3. haemorrhage (blood loss greater than 500 ml, or as defined by trial authors);

4. blood loss;

5. anaemia (Hb less than 10 g/dl, or as defined by trial authors);

6. days of bleeding;

7. pain relief;

8. pelvic infection;

9. cervical damage;

10. digestive disorders (nausea or vomiting or diarrhoea);

11. hypertensive disorders;

12. duration of stay in hospital;
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13. psychological effects;

14. subsequent fertility;

15. women’s views/acceptability of method;

16. death;

17. serious morbidity;

18. pathology of fetal/placental tissue;

19. costs.

Search methods for identification of studies

Electronic searches—We contacted the Trials Search Co-ordinator to search the

Cochrane Pregnancy and Childbirth Group’s Trials Register (September 2009). We updated

this search on 23 July 2012 and added the results to Studies awaiting classification.

The Cochrane Pregnancy and Childbirth Group’s Trials Register is maintained by the Trials

Search Co-ordinator and contains trials identified from:

1. monthly searches of the Cochrane Central Register of Controlled Trials

(CENTRAL);

2. weekly searches of MEDLINE;

3. weekly searches of EMBASE;

4. handsearches of 30 journals and the proceedings of major conferences;

5. weekly current awareness alerts for a further 44 journals plus monthly BioMed

Central email alerts.

Details of the search strategies for CENTRAL, MEDLINE and EMBASE, the list of

handsearched journals and conference proceedings, and the list of journals reviewed via the

current awareness service can be found in the ‘Specialized Register’ section within the

editorial information about the Cochrane Pregnancy and Childbirth Group.

Trials identified through the searching activities described above are each assigned to a

review topic (or topics). The Trials Search Co-ordinator searches the register for each

review using the topic list rather than keywords.

Searching other resources—We searched reference lists at the end of papers for further

studies. We did not apply any language restrictions.

Data collection and analysis

Selection of studies—Each potential study was assessed for inclusion by at least two

review authors independently (JP Neilson (JPN), G Gyte (GG), L Dou (LD)). We resolved

any disagreement through discussion, or if required we consulted a third author.
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Data extraction and management—We designed a form to extract data. Two review

authors (GG, LD) extracted the data using the agreed form. We resolved discrepancies

through discussion, or if required we consulted a third author. Data were entered into

Review Manager software (RevMan 2008), (all or a subsample) (GG), and checked for

accuracy (LD). When information regarding any of the above was unclear, we attempted to

contact authors of the original reports to provide further details.

Assessment of risk of bias in included studies—Two review authors (GG, LD)

independently assessed risk of bias for each study using the criteria outlined in the Cochrane

Handbook for Systematic Reviews of Interventions (Higgins 2008). Any disagreement was

resolved by discussion or by involving a third author.

1) Sequence generation (checking for possible selection bias): We have described for

each included study, the methods used to generate the allocation sequence in sufficient detail

to allow an assessment of whether it would produce comparable groups.

We have assessed the methods as:

• adequate (e.g. random-number table; computer random-number generator);

• inadequate (odd or even date of birth; hospital or clinic record number); or

• unclear.

2) Allocation concealment (checking for possible selection bias): We have described for

each included study, the method used to conceal the allocation sequence in sufficient detail

and determined whether intervention allocation could have been foreseen in advance of, or

during, recruitment.

We have assessed the methods as:

1. adequate (e.g. telephone or central randomisation; consecutively-numbered sealed

opaque envelopes);

2. inadequate (open random allocation; unsealed or non-opaque envelopes;

alternation; date of birth);

3. unclear.

3) Blinding (checking for possible performance bias): We have described for each

included study all the methods used, if any, to blind study participants and personnel from

knowledge of which intervention a participant received. We have also provided any

information relating to whether the intended blinding was effective. Where blinding was not

possible or inadequate, we have discussed whether the lack of blinding was likely to have

influenced outcome assessment and introduced bias.

We have assessed the methods as:

1. adequate, inadequate or unclear for participants;

2. adequate, inadequate or unclear for personnel;
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3. adequate inadequate or unclear for outcome assessors.

4) Incomplete outcome data (checking for possible attrition bias through withdrawals,
dropouts, protocol deviations): We have described for each included study the

completeness of outcome data for each main outcome, including attrition and exclusions

from the analysis. We have stated whether attrition and exclusions were reported, the

numbers (compared with the total randomised participants), reasons for attrition/exclusion

where reported, and any re-inclusions in analyses which we undertook.

We have assessed the methods as:

1. adequate (e.g. where there were no missing data or where reasons for missing data

are balanced across groups);

2. inadequate (e.g. where missing data are likely to be related to outcomes or are not

balanced across groups);

3. unclear (e.g. where there is insufficient reporting of attrition or exclusions to permit

a judgement to be made).

We have discussed whether missing data greater than 20% might impact on outcomes,

acknowledging that with long-term follow up, complete data are difficult to attain.

5) Selective reporting bias: We have described for each included study how the possibility

of selective outcome reporting bias was examined by us and what we found.

We have assessed the methods as:

1. adequate (it is clear that all of the study’s pre-specified outcomes and all expected

outcomes of interest to the review have been reported);

2. inadequate (not all the study’s pre-specified outcomes have been reported; one or

more reported primary outcomes were not pre-specified; outcomes of interest are

reported incompletely and so cannot be used; study fails to include results of a key

outcome that would have been expected to have been reported);

3. unclear.

6) Other sources of bias: We have described for each included study any important

concerns we had about other possible sources of bias. For example, was there a potential

source of bias related to the specific study design? Was the trial stopped early due to some

data-dependent process? Was there extreme baseline imbalance? Had the study been

claimed to be fraudulent?

We have assessed whether each study was free of other problems that could put it at risk of

bias:

1. yes;

2. no;

3. unclear.
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7) Overall risk of bias: We have made explicit judgements about risk of bias for important

outcomes both within and across studies. With reference to (1) to (6) above, we have

assessed the likely magnitude and direction of the bias and whether we considered it was

likely to impact on the findings. We were to explore the impact of the level of bias through

undertaking sensitivity analyses (see Sensitivity analysis) but there were insufficient data

available.

Measures of treatment effect—We have carried out statistical analysis using the

Review Manager software (RevMan 2008).

Dichotomous data: For dichotomous data, we have presented results as summary risk ratio

with 95% confidence intervals.

Continuous data: For continuous data, we have used the mean difference if outcomes were

measured in the same way in the trials. We have used the standardised mean difference to

combine trials that measured the same outcome, but with different methods.

Unit of analysis issues

Cluster-randomised trials: There were no cluster-randomised trials identified, but if any

are undertaken in the future and require to be included in a review update, then we will

include them in the analyses along with individually randomised trials. Their sample sizes

will be adjusted using the methods described in Gates 2005; Higgins 2008 using an estimate

of the intracluster correlation co-efficient (ICC) derived from the trial (if possible), or from

another source. If ICCs from other sources are used, this will be reported and sensitivity

analyses conducted to investigate the effect of variation in the ICC. If we identify both

cluster-randomised trials and individually randomised trials, we plan to synthesise the

relevant information. We will consider it reasonable to combine the results from both if

there is little heterogeneity between the study designs and the interaction between the effect

of intervention and the choice of randomisation unit is considered to be unlikely.

We will also acknowledge heterogeneity in the randomisation unit and perform a separate

meta-analysis. Therefore, the meta-analysis will be performed in two parts as well.

Dealing with missing data—For included studies, levels of attrition were noted. We

have explored the impact of including studies with high levels of missing data in the overall

assessment of treatment effect by using sensitivity analysis.

For all outcomes, we have carried out analyses, as far as possible, on an intention-to-treat

basis, i.e. we have attempted to include all participants randomised in the analyses, and we

have analysed all participants in the group to which they were allocated, regardless of

whether or not they received the allocated intervention. The denominator for each outcome

in each trial is the number randomised minus any participants whose outcomes were known

to be missing (‘available case’ analysis).

Assessment of heterogeneity—We have assessed statistical heterogeneity in each

meta-analysis using the T2 (tau-squared), I2 and Chi2 statistics. We have regarded
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heterogeneity as substantial if T2 was greater than zero and either I2 was greater than 30% or

there was a low P-value (less than 0.10) in the Chi2 test for heterogeneity. Where there is

heterogeneity and random-effects was used, we have reported the average risk ratio, or

average mean difference or average standard mean difference.

Assessment of reporting biases—Had there been 10 or more studies in a meta-

analysis, we would have investigated reporting biases (such as publication bias) using funnel

plots. We would have assessed funnel plot asymmetry visually, and would have used formal

tests for funnel plot asymmetry. For continuous outcomes, we would have used the test

proposed by Eggar 1997, and for dichotomous outcomes, we would have used the tests

proposed by Harbord 2006. If asymmetry had been detected by any of these tests or had

been suggested by a visual assessment, we would have performed exploratory analyses to

investigate it.

Where we suspected reporting bias (see ‘Selective reporting bias’ above), we aimed to

contact study authors to ask them to provide missing outcome data. However, this proved

difficult and where missing data were thought to introduce serious bias, the impact of

including such studies in the overall assessment of results was to be explored by a sensitivity

analysis. However, we felt we had insufficient information to make these assessments. None

of the studies reported only significant findings.

Intention-to-treat analysis: We have analysed data on all participants with available data in

the group to which they were allocated, regardless of whether or not they received the

allocated intervention.

Incomplete outcome data (attrition and exclusions): See Assessment of risk of bias in

included studies and Assessment of reporting biases sections above.

Selective outcome reporting bias: See Assessment of risk of bias in included studies and

Assessment of reporting biases sections above.

Data synthesis—We have carried out statistical analysis using the Review Manager

software (RevMan 2008). We have used fixed-effect meta-analysis for combining data

where it was reasonable to assume that studies were estimating the same underlying

treatment effect: i.e. where trials were examining the same intervention, and the trials’

populations and methods were judged sufficiently similar. If there was clinical heterogeneity

sufficient to expect that the underlying treatment effects differed between trials, or if

substantial statistical heterogeneity was detected, we have used random-effects analysis to

produce an overall summary, if this was considered clinically meaningful. We felt it

appropriate to use random-effects where we pooled data from different routes of misoprostol

administration (Comparison 2). If an average treatment effect across trials was not clinically

meaningful we have not combined heterogeneous trials. If we used random-effects analyses,

the results have been presented as the average treatment effect and its 95% confidence

interval.
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Subgroup analysis and investigation of heterogeneity—We have conducted

planned subgroup analyses classifying whole trials by interaction tests as described by

Deeks 2001.

We carried out the following subgroup analyses.

1. Women less than 13 weeks’ gestation.

2. Women between 13 and 23 weeks’ gestation.

3. Gestation not specified.

Sensitivity analysis—We were to carry out sensitivity analysis to explore the effect of

trial quality for important outcomes in the review, but there were insufficient data for these

assessments. Where there was risk of bias associated with a particular aspect of study quality

(e.g. inadequate sequence generation, inadequate allocation concealment and incomplete

outcome data not addressed) this was to be explored by sensitivity analysis. Again, there

were insufficient data.

RESULTS

Description of studies

See: Characteristics of included studies; Characteristics of excluded studies; Characteristics

of studies awaiting classification; Characteristics of ongoing studies.

Results of the search—One hundred and sixty-four reports were identified in the search

which covered medical interventions for miscarriage before 24 weeks’ gestation, both for

women with incomplete miscarriage and women with intrauterine fetal death. (Thirty reports

from an updated search on 23 July 2012 have been added to Studies awaiting classification.)

Fifteen studies involving 2750 women were included (Bique 2007; Blanchard 2004; Blohm

2005; Clevin 2001; Dao 2007; Moodliar 2005; Ngoc 2005; Niinimaki 2006; Pang 2001;

Sahin 2001; Shelley 2005; Shwekerela 2007; Trinder 2006; Weeks 2005; Zhang 2005), a

further four are awaiting classification (Diop 2009;Jabir 2009; Shaikh 2008; Yu 2000) and

one is an ongoing trial (Unkels 2008). The remaining reports were excluded (reasons are

given in table of Characteristics of excluded studies).

Included studies—Twelve of the 15 included studies involved only women with

incomplete miscarriage (Bique 2007; Blanchard 2004; Blohm 2005; Clevin 2001; Dao 2007;

Moodliar 2005; Ngoc 2005; Pang 2001; Sahin 2001; Shelley 2005; Shwekerela 2007;

Weeks 2005). Three studies included both women with incomplete miscarriage and women

with an intrauterine fetal death (Niinimaki 2006; Trinder 2006; Zhang 2005). One of these

studies reported the findings for incomplete miscarriage separately from those for

intrauterine fetal death (Trinder 2006) and for the other two studies, the authors kindly sent

us the separated data (Niinimaki 2006; Zhang 2005). There are a further 10 studies that

looked at both women with incomplete miscarriage and women with intrauterine fetal death,

and we have tried to contact these authors for the separated data but as yet have been

unsuccessful. We have therefore excluded these studies from this review. We have added

Neilson et al. Page 12

Cochrane Database Syst Rev. Author manuscript; available in PMC 2014 June 03.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



some recently published studies to the section Characteristics of studies awaiting

classification.

Therefore, 15 studies, with a total of 2750 women, and involving 70 meta-analyses, are

included. All the studies addressed medical treatment for incomplete miscarriage before 13

weeks and we found no studies addressing this question for women between 13 and 23

weeks’ gestation.

Ten of the studies used ultrasound to confirm the diagnosis (Blanchard 2004; Blohm 2005;

Clevin 2001; Dao 2007; Moodliar 2005; Ngoc 2005; Niinimaki 2006; Pang 2001; Shelley

2005; Zhang 2005). The other five studies used clinical assessment for the diagnosis (Bique

2007; Shelley 2005; Shwekerela 2007; Trinder 2006; Weeks 2005). Studies assessed

complete miscarriage either by ultrasound or clinical assessment and at times that varied

from three days to eight weeks. We have included the specific information in the

Characteristics of included studies and also at the beginning of the results section for each

comparison.

Excluded studies—The excluded studies are listed in the reference section under

excluded studies. The table Characteristics of excluded studies states the reasons for

exclusion from this review. These reasons mainly include: study not randomised; study

including women with intrauterine fetal death only; studies including women having

termination of pregnancy. We have also excluded studies where we have been unable to

contact the authors for data separated by incomplete miscarriage and intrauterine fetal death

(Bagratee 2004; Demetroulis 2001; Hinshaw 1997; Johnson 1997; Louey 2000; Machtinger

2004; Ngai 2001; Nielsen 1999; Shaikh 2008). Where authors have kindly responded but

have been unable to supply their data separated by incomplete miscarriage and intrauterine

fetal death, we have also needed to exclude these studies (Chung 1999).

Risk of bias in included studies

Overall, the quality of studies was good, although in most studies it was not possible to blind

participants and clinicians. It was unclear whether any of the studies were free of selective

reporting bias as we did not assess the trial protocols.

Allocation—Studies where group allocation was not random were excluded. The random

sequence generation was adequate in all studies except one (Sahin 2001) where it was

unclear. Allocation concealment was adequate in all studies except three (Clevin 2001; Ngoc

2005; Sahin 2001) where it was unclear.

Blinding—Blinding was adequate in only one study (Blohm 2005) and unclear in one study

(Pang 2001), and for the remainder it was inadequate. However, for many studies it was

considered not possible to blind, especially where medical treatment was being compared

with surgery.

Incomplete outcome data—Loss to follow up and exclusions after randomisation were

low in all studies except three. One where it was considered unclear (Clevin 2001) and two

where it was considered high (Pang 2001; Weeks 2005). In the Pang study (Pang 2001) it
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appeared that intention-to-treat analysis was not used and the data could not be re-included.

In the Weeks study (Weeks 2005), there was complete follow up at six days but by two

weeks there was a 33% loss to follow up in the misoprostol group and 45% in the group

having surgery. This was explained by women not returning from their communities for

follow up .

Selective reporting—It was unclear to us whether any of the studies were free of

selective reporting bias as we were unable to assess the protocols for the studies.

Other potential sources of bias—Seven out of the 15 studies appeared to be free of

other sources of bias (Blanchard 2004; Clevin 2001; Dao 2007; Ngoc 2005; Pang 2001;

Shelley 2005; Shwekerela 2007) and for the remained it was unclear.

Effects of interventions

All the 15 studies were assessing the medical treatment of incomplete miscarriage for

women at less than 13 weeks’ gestation. There were no studies involving women between

13 and 23 weeks’ gestation and none where gestation was not specified.

For the comparisons of misoprostol (by any route of administration versus expectant care or

versus surgery), we have used random-effects meta-analyses because of the clinical

heterogeneity around route of administration. For other meta-analyses we have used the

fixed-effect model except where significant heterogeneity was indicated (see Assessment of

heterogeneity above).

1. Misoprostol versus expectant care (three studies, 335 women, Analyses 1.1
to 1.26

For women less than 13 weeks’ gestation: Three studies involving 335 women addressed

this comparison for women with incomplete miscarriage (Blohm 2005; Shelley 2005;

Trinder 2006). There were two further studies that involved both women with incomplete

miscarriage and women with intrauterine fetal deaths, but to date we have been unable to

obtain the data separated by incomplete miscarriage and intrauterine fetal death for these

studies (Bagratee 2004; Ngai 2001).

Diagnosis of incomplete miscarriage and assessment of complete miscarriage after treatment

were made using clinical judgement in two studies (Shelley 2005; Trinder 2006) and using

ultrasound in one study (Blohm 2005). Assessment of the outcome of complete miscarriage

were made at differing times in the three studies: Blohm 2005 assessed at one week and

Shelley 2005 at 10 to 14 days. Trinder 2006 assessed at eight weeks and so these data have

not been included. There was as assessment at two weeks, but the findings were not reported

separately for women with incomplete miscarriage and women with intrauterine fetal death.

We have written to the authors to seek these data.

All the studies looked at vaginal misoprostol compared with expectant care (Blohm 2005;

Shelley 2005; Trinder 2006). There were no studies assessing other routes of administration.
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The studies are of good quality overall. However, blinding of participants and clinicians was

only used in one (Blohm 2005) and not the other two (Shelley 2005; Trinder 2006).

We have chosen to use random-effects meta-analyses for all the outcomes in this

comparison as we believe there is clinical heterogeneity as we are pooling differing routes of

administration (vaginal, oral, rectal and sublingual). We are, therefore, reporting the average

risk ratio or mean difference. Although there are currently only data from studies using

vaginal misoprostol, we believe other studies will be undertaken in the future and will be

added at future updates of this review. The individual routes of administration of

misoprostol are assessed for effectiveness below in Comparisons 3 to Comparison 6.

Primary outcomes

Complete miscarriage: Only two of the three studies assessed this outcome (Blohm 2005;

Shelley 2005), with the primary outcome for the third study (Trinder 2006) being infection

at 14 days.

There was no difference identified in complete miscarriage between misoprostol and

expectant care (average risk ratio (RR) 1.23, 95% confidence interval (CI) 0.72 to 2.10; two

studies, 150 women, [T2 = 0.12; Chi2 P = 0.02; I2 = 81%], Analysis 1.1). In terms of clinical

impact, the success rate with misoprostol ranged from 80% to 81% and for expectant care

from 52% to 85%. The heterogeneity may result from the different times at which complete

miscarriage was assessed with expectant care. One study assessed at one week and found a

success rate of 52% (Blohm 2005) and the other study assessed at two weeks and found a

success rate of 85% (Shelley 2005).

Surgical evacuation: There was also no difference identified in surgical evacuation between

misoprostol and expectant care (average RR 0.62, 95% CI 0.17 to 2.26; two studies, 308

women, [T2 = 0.78; Chi2 P = 0.003; I2 = 89%], Analysis 1.2).

Death or serious complication: The outcome of death or serious complication showed no

difference either (RR 2.91, 95% CI 0.12 to 70.05; one study, 126 women, Analysis 1.3)

though the review is underpowered to assess this outcome.

Secondary outcomes

Unplanned surgical intervention: There was no difference identified in unplanned surgical

intervention between misoprostol and expectant care (average RR 0.62, 95% CI 0.17 to

2.26; two studies, 308 women, [T2 = 0.78; Chi2 P = 0.003; I2 = 89%], Analysis 1.4).

Blood transfusion: There was no difference identified in blood transfusion (average RR

3.07, 95% CI 0.13 to 74.28; three studies, 332 women, [though only one study estimable],

Analysis 1.5),

Pain relief: There was no difference identified in pain relief (average RR 1.12, 95% CI 0.67

to 1.88; two studies, 308 women, random-effects [T2 = 0.10; Chi2 P = 0.08; I2 = 67%],

Analysis 1.10).
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Pelvic infection: There was no difference identified in pelvic infection (average RR 2.42,

95% CI 0.59 to 9.98; three studies, 333 women, [T2 = 0.00; Chi2 P = 0.43, I2 = 0%],

Analysis 1.11).

Women’s views: There was no information reported on women’s views.

Other outcomes: The other pre-specified secondary outcomes were not assessed in these

studies.

2. Misoprostol versus surgery (nine studies, 1449 women, Analyses 3.1 to
3.26)

For women less than 13 weeks’ gestation: Nine studies involving 1499 women addressed

this comparison for women with incomplete miscarriage at less than 13 weeks’ gestation

(Bique 2007; Dao 2007; Moodliar 2005; Sahin 2001; Shelley 2005; Shwekerela 2007;

Trinder 2006; Weeks 2005; Zhang 2005). The included studies were of good quality overall

(Figure 1), with all having adequate sequence generation and concealment allocation

although for Sahin 2001 it was unclear. Blinding was not possible in any of the studies when

comparing medical treatment with surgery. Only one study had incomplete data and these

related to the study being undertaken on rural Uganda where women in the community did

not return for follow-up checks (Weeks 2005). We were unclear about the possibility of

selective reporting bias as we did not assess any of the study protocols. Three of the nine

studies appeared to be free of other biases (Dao 2007; Shelley 2005; Shwekerela 2007).

Diagnosis of incomplete miscarriage and assessment of complete miscarriage after treatment

was made using clinical judgement in four studies (Bique 2007; Shelley 2005; Shwekerela

2007; Weeks 2005) and using ultrasound in four studies (Dao 2007; Moodliar 2005; Sahin

2001; Zhang 2005). Assessment of the outcome of complete miscarriage was made at

differing times in the studies: five studies assessed at one week (Bique 2007; Dao

2007;Shwekerela 2007; Weeks 2005; Zhang 2005) and three studies assessed around 10 to

14 days (Moodliar 2005; Sahin 2001; Shelley 2005). Trinder 2006 assessed at eight weeks

and so these data have not been included. There was as assessment at two weeks in this

study, but the findings were not reported separately for women with incomplete miscarriage

and women with intrauterine fetal death. We have written to the authors to seek these data.

We have chosen to use random-effects meta-analyses for all the outcomes in this

comparison as we believe there is clinical heterogeneity as we are pooling differing routes of

administration (vaginal, oral, vaginal + oral, rectal and sublingual). Although there are

currently only data from studies using vaginal misoprostol, we believe other studies will be

undertaken in the future and will be added at future updates of this review. The individual

routes of administration of misoprostol are assessed for effectiveness compared with surgery

below in Comparisons 7 to Comparison 11.

Primary outcomes

Complete miscarriage: There was no difference identified in complete miscarriage with

misoprostol compared with surgery (average RR 0.96, 95% CI 0.92 to 1.00, eight studies;
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1377 women, [T2 = 0.00; Chi2 P = 0.002, I2 = 68%], Analysis 2.1). However, from the

clinical perspective the success rate was very good for both misoprostol and surgery.

Misoprostol achieving between 80% and 99% success across studies and surgery achieving

between 91% and 100% success across studies.

Surgical evacuation: There were fewer surgical evacuations with misoprostol (average RR

0.07, 95% CI 0.03 to 0.18; eight studies, 1538 women, [T2 = 1.36; Chi2 P < 0.00001; I2 =

91%], Analysis 2.2).

Death or serious complication: There was no difference identified between misoprostol and

surgery (average RR 1.00, 95% CI 0.04 to 22.64; two studies, 132 women but only one

study was estimable (Analysis 2.3)).

Secondary outcomes

Unplanned surgical intervention: There were more unplanned surgery with misoprostol

(average RR 6.32, 95% CI 2.90 to 13.77; six studies, 1158 women, Analysis 2.4).

Blood transfusion: There was no difference identified for the number of blood transfusions

undertaken between misoprostol and surgery (average RR 1.73, 95% CI 0.19 to 16.08; four

studies, 430 women, [T2 = 0.00; Chi2 P = 0.62; I2 = 0%], Analysis 2.5).

Anaemia: There was no difference identified in anaemia identified (RR 1.71, 95% CI 0.24

to 12.24; one study, 36 women, Analysis 2.8).

Days of bleeding: There were more days of bleeding with misoprostol than with surgery

(average mean difference (MD) 2.12, 95% CI 1.18 to 3.07; three studies, 211 women,

Analysis 2.9). This difference was also considered clinically significant.

Pain relief: There was no difference identified with the use of pain relief between women

who had misoprostol and women who had surgery (average RR 1.48, 95% CI 0.67 to 3.25;

four studies, 525 women, [T2 = 0.50; Chi2 P < 0.00001; I2 = 90%], Analysis 2.10).

Pelvic infection: There was no difference identified in the incidence of pelvic infection

between women who had misoprostol and those who had surgery (average RR 0.70, 95% CI

0.25 to 1.99; seven studies, 907 women, Analysis 2.11).

Cervical damage: There was no statistically significant difference identified in cervical

damage although only one study (Weeks 2005) assessed this outcome (RR 0.07, 95% CI

0.00 to 1.25; one study, 189 women, Analysis 2.12).

Women’s views/satisfaction: There was no difference identified in women’s satisfaction

between misoprostol and surgery when expressed by whether they were satisfied or not

(average RR 0.99, 95% CI 0.98 to 1.01; four studies, 1134 women, Analysis 2.18). Women

were very satisfied overall, and satisfaction with misoprostol ranged from 91% to 99%

across studies and satisfaction with surgery ranged from 95 to 100%.
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When assessed using visual analogue scales, there were were more women satisfied with

surgery (average standardised mean difference (SMD) 1.01, 95% CI 0.01 to 2.00; two

studies, 131 women, random-effects [T2 = 0.41; Chi2 P = 0.03; I2 = 78%], Analysis 2.19)

but the difference was small and probably not clinically significant. Taken with the findings

above, it appears that overall most women are satisfied with the treatment they received.

Digestive disorders: More women had nausea with misoprostol compared with surgery

(average RR 3.18, 95% CI 1.78 to 5.70; six studies, 1115 women, [T2 = 0.10; Chi2 P = 0.29;

I2 = 19%], Analysis 2.24). This is likely to be clinically significant.

More women had vomiting with misoprostol compared with surgery (average RR 2.25, 95%

CI 1.14 to 4.43; five studies, 1090 women, [T2 = 0.00; Chi2 P = 0.46; I2 = 0%], Analysis

2.25). This may be less clinically significant than the nausea.

There was no difference identified in the incidence of diarrhoea (average RR 4.25, 95% CI

0.76 to 23.73; three studies, 437 women, [T2 = 0.00; Chi2 P = 0.97; I2 = 0%], Analysis

2.26).

Other secondary outcomes: Other secondary outcomes were either not assessed in the

included studies or there are data from just one study from which it is hard to draw

conclusions. See other graphs in this comparison.

3. Vaginal misoprostol versus expectant care (three studies, 335 women,
Analyses 3.1 to 3.26)

For women less than 13 weeks’ gestation: Three studies involving 335 women addressed

this comparison for women with incomplete miscarriage (Blohm 2005; Shelley 2005;

Trinder 2006). There were two further studies that involved both women with incomplete

miscarriage and women with intrauterine fetal deaths, but to date we have been unable to

obtain the data separated by incomplete miscarriage and intrauterine fetal death for these

studies (Bagratee 2004; Ngai 2001).

The studies are of good quality overall. However, blinding of participants and clinicians was

only used in one (Blohm 2005) and not the other two (Shelley 2005; Trinder 2006).

Diagnosis of incomplete miscarriage and assessment of complete miscarriage after treatment

was made using clinical judgement in two studies (Shelley 2005; Trinder 2006) and using

ultrasound in one study (Blohm 2005). Assessment of the outcome of complete miscarriage

was made at differing times in the three studies: Blohm 2005 assessed at one week; Shelley

2005 at 10 to 14 days and Trinder 2006 at eight weeks although there was as assessment at

two weeks, findings were not reported separately for women with incomplete miscarriage

and women with intrauterine fetal death. We have written to the authors to see if they have

earlier data for incomplete miscarriage.
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Primary outcomes

Complete miscarriage: Only two of the three studies assessed this outcome (Blohm 2005;

Shelley 2005), with the primary outcome for the third study (Trinder 2006) being infection

at 14 days.

There was no difference identified in complete miscarriage between vaginal misoprostol and

expectant care (average RR 1.23, 95% CI 0.72 to 2.10; two studies, 150 women, random-

effects [T2 = 0.12; Chi2 P = 0.02; I2 = 81%], Analysis 3.1.1). From the clinical perspective,

the success rate with vaginal misoprostol ranged from 80% to 81% and for expectant care

from 52% to 85%. The heterogeneity may result from the different times at which complete

miscarriage was assessed with expectant care. One study assessed at one week and found a

success rate of 52% (Blohm 2005) and the other study assessed at 10 to 14 days and found a

success rate of 85% (Shelley 2005).

Surgical evacuation: There was also no difference identified in surgical evacuation between

vaginal misoprostol and expectant care (average RR 0.62, 95% CI 0.17 to 2.26; two studies,

308 women, random-effects [T2 = 0.78; Chi2 P = 0.003;I2 = 89%], Analysis 3.2.1).

Death or serious complication: The outcome of death or serious complication showed no

difference (RR 2.91, 95% CI 0.12 to 70.05; one study, 126 women, Analysis 3.3.1) though

the review is underpowered to assess this outcome.

Secondary outcomes

Unplanned surgical intervention: There was no difference identified in unplanned surgical

interventions between vaginal misoprostol and expectant care (average RR 0.62, 95% CI

0.17 to 2.26; two studies, 308 women, random-effects [T2 = 0.78; Chi2 P = 0.003; I2 =

89%], Analysis 3.4.1).

Blood transfusion: There was no difference identified in blood transfusion (RR 3.07, 95%

CI 0.13 to 74.28; three studies, 332 women [though only one study was estimable], Analysis

3.5.1),

Pain relief: There was no difference identified in pain relief (average RR 1.12, 95% CI 0.67

to 1.88; two studies, 308 women, random-effects [T2 = 0.10; Chi2 P = 0.08; I2 = 67%],

Analysis 3.10.1).

Pelvic infection: There was no difference identified in pelvic infection (RR 2.81, 95% CI

0.77 to 10.33; three studies, 333 women, Analysis 3.11.1).

Women’s views: There was no information reported on women’s views.

Other outcomes: The other pre-specified secondary outcomes were not assessed in these

studies.

4. Oral misoprostol versus expectant care (no studies)—There were no studies

that addressed this comparison.
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5. Rectal misoprostol versus expectant care (no studies)—There were no studies

that addressed this comparison.

6. Sublingual misoprostol versus expectant care (no studies)—There were no

studies that addressed this comparison.

7. Vaginal misoprostol versus surgery (four studies, 339 women, Analyses 7.1
to 7.26)

For women less than 13 weeks’ gestation: Four studies involving 339 women addressed

this comparison for women incomplete miscarriage (Moodliar 2005; Shelley 2005; Trinder

2006;.Zhang 2005). Two further studies involved both women with incomplete miscarriage

and women with intrauterine fetal deaths, but to date we have been unable to obtain the data

separated by incomplete miscarriage and intrauterine fetal death for these studies so these

studies have been excluded (Demetroulis 2001; Louey 2000).

The studies were of good quality overall. However, the nature of the intervention and

comparison meant it was not possible to blind participants or clinicians, and it was mostly

unclear whether the studies had selective reporting bias, or other biases.

Diagnosis of incomplete miscarriage and assessment of complete miscarriage after treatment

was made using clinical judgement in two studies (Shelley 2005; Trinder 2006) and using

ultrasound in two studies (Moodliar 2005; Zhang 2005). Assessment of the outcome of

complete miscarriage was made at differing times in the studies: Zhang 2005 assessed at

three days; Shelley 2005 at 10 to 14 days; Moodliar 2005 at two weeks and Trinder 2006 at

eight weeks although there was as assessment at two weeks, findings were not reported

separately for women with incomplete miscarriage and women with intrauterine fetal death.

We have written to the authors to seek these data.

Primary outcomes

Complete miscarriage: Fewer women had complete miscarriage with vaginal misoprostol

compared with surgery (RR 0.90, 95% CI 0.82 to 0.99; three studies, 154 women, Analysis

7.1.1). However, from the clinical perspective the success rate was high in both groups,

vaginal misoprostol ranged from 80% to 91% and for surgery from 89% to 100%.

Surgical evacuation: Fewer women had surgical evacuation with vaginal misoprostol

compared with women who were given surgery straight away (average RR 0.18, 95% CI

0.08 to 0.44; three studies; 315 women, random-effects [T2 = 0.46; Chi2 P = 0.008; I2 =

79%], Analysis 7.2.1). This finding was not perhaps surprising as the comparison group was

surgical intervention, but it is an important outcome to assess as clinical management would

be to use surgery if misoprostol failed. This reduction in the use of surgery with vaginal

misoprostol helps to confirm the success of this intervention. The reasons for the

heterogeneity were unclear.

Death or serious complication: There was no difference identified in the composite

outcome of death or serious complications (RR 1.00, 95% CI 0.04 to 22.64; two studies, 132
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women, [though only one was estimable], Analysis 7.3.1) though the review is

underpowered to assess this outcome.

Secondary outcomes

Unplanned surgical intervention: In the vaginal misoprostol group, there was a higher

incidence of unplanned surgical intervention (average RR 5.56, 95% CI 1.11 to 27.90; three

studies, 315 women, [T2 = 0.96; Chi2 P = 0.15; I2 = 47%], Analysis 7.4.1). Again this

finding is unsurprising as surgery is the comparative intervention and one would anticipate

that few additional operations would be required if surgery was successful.

Blood transfusion: There was no difference identified in blood transfusions (RR 1.82, 95%

CI 0.21 to 15.70; three studies, 241 women, Analysis 7.5.1).

Anaemia: There was no difference identified in anaemia (RR 1.71, 95% CI 0.24 to 12.24;

one study, 36 women, Analysis 7.8.1).

Days of bleeding: Women treated with vaginal misoprostol had more days of bleeding than

women treated with surgery (MD 2.76, 95% CI 1.55 to 3.97; two studies, 131 women,

Analysis 7.9.1).

Pain relief: Women treated with vaginal misoprostol used more pain relief than women

treated with surgery (RR 1.75, 95% CI 1.21 to 2.54; three studies, 313 women, Analysis

7.10.1).

Pelvic infection: There was no difference identified in pelvic infection (RR 1.27, 95% CI

0.37 to 4.42; four studies, 338 women, Analysis 7.11.1).

Women’s views/satisfaction: Women were more satisfied with surgery (average SMD 1.01,

95% CI 0.01 to 2.00; two studies, 131 women, random-effects [T2 = 0.41; Chi2 P = 0.03; I2

= 78%], Analysis 7.19.1) but the difference was small and based on just two small studies.

Reasons for the heterogeneity were unclear.

Digestive disorders: There was no difference identified in nausea (RR 1.37, 95% CI 0.58 to

3.22; three studies, 156 women, Analysis 7.24.1), vomiting (RR 1.48, 95% CI 0.25 to 8.93;

two studies, 131 women, Analysis 7.25.1) or diarrhoea (RR 4.30, 95% CI 0.52 to 35.36; two

studies, 131 women, Analysis 7.26.1).

Other outcomes: The other pre-specified secondary outcomes were not assessed in these

studies.

8. Oral misoprostol versus surgery (four studies, 1347 women, Analyses 8.1
to 8.26)

For women less than 13 weeks’ gestation: Four studies involving 1347 women addressed

this comparison for women with incomplete miscarriage (Bique 2007; Dao 2007;

Shwekerela 2007; Weeks 2005). We identified a further study involving both women with

incomplete miscarriage and women with intrauterine fetal deaths but the authors, although
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they were able to supply additional data, were unable to separate outcomes by women with

incomplete miscarriage and women with intrauterine death and so we excluded this study

(Chung 1999).

The included studies were of good quality overall, with all having adequate sequence

generation and concealment allocation. Blinding was not possible when comparing medical

treatment with surgery. Three of the studies had little loss to follow up and exclusions after

randomisation (Bique 2007; Dao 2007; Shwekerela 2007). However, one study, though it

had no loss to follow up at six days, had considerable loss to follow up at one to two weeks

(33% in the misoprostol group and 45% in the group having surgery) which was not similar

between the groups (Weeks 2005). This seemed to arise from women returning home to

their communities and not coming back for follow-up appointments, and this was fully

discussed by the authors (Weeks 2005). Sensitivity analysis was not undertaken because

outcomes at six days appeared not subject to bias.

Diagnosis of incomplete miscarriage and assessment of complete miscarriage after treatment

was made using clinical judgement in three studies (Bique 2007; Shwekerela 2007; Weeks

2005) and using ultrasound in one study (Dao 2007). Assessment of the outcome of

complete miscarriage was made at seven days in all four studies (Bique 2007; Dao 2007;

Shwekerela 2007; Weeks 2005).

Primary outcomes

Complete miscarriage: There was no difference identified in the number of complete

miscarriages with oral misoprostol compared with surgery (RR 0.97, 95% CI 0.93 to 1.02;

four studies, 1143 women, Analysis 8.1.1). In addition, in terms of clinical impact, the

success rate was high in both groups, for oral misoprostol it ranged from 91% to 99% and

surgery ranged from 91% to 100%.

Surgical evacuation: Fewer women had surgical evacuation with oral misoprostol (average

RR 0.05, 95% CI 0.02 to 0.10; four studies, 1143 women, random-effects [T2 = 0.33. Chi2 P

= 0.03; I2 = 68%], Analysis 8.2.1). The reasons for the heterogeneity were unclear.

Death or serious complication: There were no data on this outcome.

Secondary outcomes

Unplanned surgical intervention: There were more women needing unplanned surgical

intervention in the oral misoprostol group (RR 7.07, 95% CI 2.34 to 21.30; three studies,

843 women, Analysis 8.4.1).

Blood transfusion: It was not possible to produce a risk ratio with these data (Analysis

8.5.1).

Pain relief: There was less pain relief required with oral misoprostol than with surgery (RR

0.85, 95% CI 0.77 to 0.92; one study, 212 women, Analysis 8.10.1) but the difference was

small and most women used pain relief whether they had misoprostol or surgery.
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Pelvic infection: There was no difference identified in pelvic infection (RR 0.26, 95% CI

0.03 to 2.41; two studies, 489 women, Analysis 8.11.1).

Cervical damage: There was no difference identified in cervical damage (RR 0.07, 95% CI

0.00 to 1.25; one study, 189 women, Analysis 8.12.1).

Women’s views: There was no difference identified in women’s satisfaction (RR 0.99, 95%

CI 0.97 to 1.01; four studies, 1134 women, Analysis 8.18.1).

Digestive disorders: There was more nausea (RR 4.77, 95% CI 2.68 to 8.49; three studies,

959 women, Analysis 8.24.1) and vomiting (RR 2.59, 95% CI 1.29 to 5.21; three studies,

959 women, Analysis 8.25.1) with oral misoprostol compared with surgery, but there was no

difference identified in diarrhoea (RR 4.63, 95% CI 0.22 to 95.55; one study, 306 women,

Analysis 8.26.1).

Other outcomes: The other pre-specified secondary outcomes were not assessed in these

studies.

9. Vaginal plus oral misoprostol versus surgery (one study, 80 women,
Analyses 9.1 to 9.26)

For women less than 13 weeks’ gestation: One study involving 80 women assessed this

comparison (Sahin 2001).

The study was of low quality with uncertainty around sequence generation, allocation

concealment, selective reporting bias and other potential biases and it was not possible to

blind participants and clinicians.

Assessment of incomplete miscarriage was undertaken using ultrasound and assessment of

outcomes was undertaken at 10 days.

Primary outcomes

Complete miscarriage: There was no difference identified in incomplete miscarriage (RR

0.95, 95% CI 0.87 to 1.04; one study, 80 women, Analysis 9.1.1). In clinical terms though,

with success in this one study was 95% with the medical treatment and 100% with surgery.

Surgical evacuation: There was less surgical evacuation with misoprostol than with surgery

(RR 0.04, 95% CI 0.01 to 0.18; one study, 80 women, Analysis 9.2.1).

Death or serious complication: Not reported.

Secondary outcomes

Days of bleeding: There was no difference identified in the number of days of bleeding

(RR1.55, 95% CI 0.58 to 2.52; one study, 80 women, Analysis 9.9.1).

Pelvic infection: There was no difference identified in pelvic infection (RR 0.50, 95% CI

0.05 to 5.30; one study, 80 women, Analysis 9.11.1).
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Women’s views: There was no information reported on women’s views

Other outcomes: The other pre-specified secondary outcomes were not assessed in this

study.

10. Rectal misoprostol versus surgery (no studies)—There were no studies that

addressed this comparison.

11. Sublingual misoprostol versus surgery (one ongoing study)—There is one

ongoing study addressing this comparison (Unkels 2008).

12. Vaginal misoprostol versus oral misoprostol (one study, 201 women,
Analyses 12.1 to 12.26)

For women less than 13 weeks’ gestation: One study involving 201 women addressed this

comparison for women incomplete miscarriage (Pang 2001). One further study involved

both women with incomplete miscarriage and women with intrauterine fetal deaths, but to

date we have been unable to obtain the data separated by incomplete miscarriage and

intrauterine fetal death for this study so it has been excluded from this review (Machtinger

2004).

The study quality (Pang 2001) was good in terms of there having adequate sequence

generation, concealment allocation and appeared to be free of other potential sources of bias,

however it was not clear whether participants, clinicians and assessors were blinded to the

intervention given.

Assessment of incomplete miscarriage was undertaken using ultrasound and assessment of

outcomes was undertaken at one day after treatment.

Primary outcomes

Complete miscarriage: There was no difference identified in complete miscarriage (RR

0.94, 95% CI 0.76 to 1.16; one study, 198 women, Analysis 12.1.1), with the success rate

being 61% with vaginal misoprostol and 65% with oral misoprostol, both assessed on day

one.

Surgical evacuation: There was no difference identified in surgical evacuation (RR 1.11,

95% CI 0.77 to 1.60; one study, 198 women, Analysis 12.2.1).

Death or serious complications: Not reported.

Secondary outcomes

Unplanned surgical intervention: There was no difference identified in unplanned surgical

intervention (RR 0.36, 95% CI 0.01 to 8.80; one study, 186 women, Analysis 12.4.1).

Pain relief: There was also no difference identified in pain relief (RR 1.43, 95% CI 0.93 to

2.17; one study, 186 women, Analysis 12.10.1).
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Digestive disorders: There were no differences identified in nausea (RR 0.63, 95% CI 0.26

to 1.54; one study involving 198 women, Analysis 12.24.1) and vomiting (RR 0.36, 95% CI

0.07 to 1.75; one study, 198 women, Analysis 12.25.1).

There was a reduction in diarrhoea for women using vaginal misoprostol compared with oral

misoprostol (RR 0.21, 95% CI 0.12 to 0.36; one study, 198 women, Analysis 12.26.1).

Women’s views: There was no information reported on women’s views.

Other outcomes: There was no information reported on other pre-specified secondary

outcomes.

13. Rectal misoprostol versus oral misoprostol (no studies)—There were no

studies that addressed this comparison.

14. Oral misoprostol 600 ug versus oral misoprostol 1200 ug (two studies, 469
women, Analyses 14.1 to 14.26)

For women less than 13 weeks’ gestation: Two studies involving 469 women addressed

this comparison for women with incomplete miscarriage (Blanchard 2004; Ngoc 2005).

One study was of reasonably good quality (Blanchard 2004) with adequate sequence

generation, concealment of allocation, low loss to follow up and other sources of bias were

not apparent. There was no blinding of participants, clinicians and assessors, and it was

unclear whether there was selective reporting bias. The other study (Ngoc 2005) was similar

but it was unclear whether there was adequate allocation concealment.

Primary outcomes

Complete miscarriage: There was no difference identified in complete miscarriage (RR

1.00, 95% CI 0.93 to 1.07; two studies, 464 women, Analysis 14.1.1).

Surgical evacuation: There was no difference identified in surgical evacuation (RR 0.76,

95% CI 0.29 to 1.99; one study, 295 women, Analysis 14.2.1). The success rate with the

single 600 ug dose ranged from 66% to 95% and the success rate with the repeat 600 ug

dose (total 1200 ug) from 67% to 94%.

Death or serious complication: One study provided data (Ngoc 2005) but it was not

possible to produce a risk ratio (Analysis 14.3.1).

Secondary outcomes

Unplanned surgical intervention: There was no difference identified in unplanned surgical

intervention (RR 0.76, 95% CI 0.29 to 1.99; one study, 295 women, Analysis 14.4.1).

Women’s views/satisfaction: There was no difference identified in women’s satisfaction

(RR 1.02, 95% CI 0.96 to 1.09; two studies, 460 women, Analysis 14.18.1).
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Digestive disorders: There was also no difference identified between the two doses of oral

misoprostol for nausea (average RR 1.19, 95% CI 0.57 to 2.46, two studies, 463 women,

random-effects [T2 = 0.19; Chi2 P = 0.07; I2 = 70%], Analysis 14.24.1) or vomiting (RR

1.01, 95% CI 0.60 to 1.72; two studies, 463 women, Analysis 14.25.1). There was a

reduction in diarrhoea for women allocated to one dose of misoprostol (RR 0.73, 95% CI

0.55 to 0.97; one study, 294 women, Analysis 14.26.1). The confidence interval and the data

being from one small study, makes the clinical significance unclear.

Other outcomes: The other pre-specified secondary outcomes were not assessed in this

study.

15. Oral mifepristone + vaginal misoprostol versus surgery (one study, 19
women, Analyses 15.1 to 15.26)—This study included women with many kinds of

miscarriage (missed abortion, anembryonic pregnancies, incomplete miscarriage) but the

authors were able to send us the data split by the types of miscarriage (Niinimaki 2006). The

study also covered women less than 24 weeks’ gestation, some of whom were less than 13

weeks and some not.

For women less than 13 weeks’ gestation: For the 16 women who were less than 13

weeks’ gestation, treatments were equally successful with 10/10 (100%) women in the

medical group and 6/6 (100%) women in the surgical group achieving complete miscarriage.

There were no additional surgical evacuations required and none of the women had a pelvic

infections.

For women 13 to 23 weeks’ gestation: For the three women who were between 13 and 24

weeks’ gestation, treatments again were equally successful with 1/1 (100%) women in th

medical group and 2/2 (100%) women in the surgical group achieving complete miscarriage.

There were no additional surgical evacuations required and none of the women had a pelvic

infections.

16. Vaginal prostaglandin E1 (gemeprost) versus surgery (one study, 34
women, Analyses 16.1 to 16.4)

For women less than 13 weeks’ gestation: One study involving 34 women compared

vaginal prostaglandin E1 (gemeprost) with surgery (Clevin 2001). The study was of

uncertain quality. It had adequate sequence generation and low risk of other potential

sources of bias. However, the allocation concealment was unclear, as was the completeness

of the outcome data and potential for selective reporting bias. It was not possible to blind

participants and clinicians.

Primary outcomes: None of the pre-specified primary outcomes were reported.

Secondary outcomes

Unplanned surgical intervention: Although data were reported on this outcome it was not

possible to report a risk ratio (Analysis 18.4.1).

Neilson et al. Page 26

Cochrane Database Syst Rev. Author manuscript; available in PMC 2014 June 03.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



DISCUSSION

The studies we identified virtually all covered women less than 13 weeks; there was one

study which included three women greater than 13 weeks (Niinimaki 2006). Misoprostol

was the drug studied most frequently and it was assessed against expectant care and surgery,

and the possible routes of administration were vaginal, oral, vaginal plus oral, sublingual

and rectal.

Summary of main results

The limited data available for all these comparisons can be summarised as follows.

Misoprostol compared with expectant care (Comparison 1)—No statistically

significant differences were identified between misoprostol and expectant care although the

review was underpowered to assess this comparison with only three studies involving 335

women. Vaginal misoprostol was the only route of administration used in these comparisons

and further studies would be needed to be sure of the findings.

Misoprostol compared with surgery (Comparison 2)—Misoprostol was slightly less

effective than surgery but the difference was probably not clinically relevant with the

success rate for both treatments being high. There was a large and significant reduction in

surgery required when misoprostol was used. There was more blood loss with misoprostol,

though cervical damage seemed less; however, this was just assessed in one study with

possible risk of bias in loss to follow up. In addition, the findings were not statistically

significant and thus compatible with both benefit and harm. There was more nausea and

vomiting with misoprostol (particularly oral misoprostol) but no difference in women’s

satisfaction was identified.

Vaginal misoprostol compared with expectant care (Comparison 3)—No

statistically significant differences were identified between vaginal misoprostol compared

with expectant care in terms of women achieving a complete miscarriage. However, in one

study vaginal misoprostol was significantly more effective than expectant care (Blohm

2005) and in the other study was equally effective (Shelley 2005). This difference seems to

lie in the differing success in the expectant care group between the two studies. Complete

miscarriage was 52% (32/64) in the study assessing this at one week (Blohm 2005) and 85%

(12/14) in the study assessing it at two weeks (Shelley 2005). This is in contrast to the

success rates with vaginal misoprostol which were 81% (52/64) and 80% (8/10)

respectively. It may be, therefore, that if women are prepared to wait longer then more might

achieve spontaneous miscarriage without the use of vaginal misoprostol. However, the

numbers of participants in both these studies was small. There were no differences identified

in the other outcomes assessed (surgical evacuation; death or serious complications; blood

transfusions; pain relief; pelvic infection). There was no information about women’s views

of these two forms of care.

Vaginal misoprostol compared with surgery (Comparison 7)—There was a small

but significant reduction in women achieving a complete miscarriage with vaginal

misoprostol compared with surgery. However, vaginal misoprostol still showed a success
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rate of between 80% to 91%. There was a large and significant reduction in the use of

surgery and no difference in death or serious complications. The mean number of days of

bleeding was higher with misoprostol and there was more need for pain relief. There was no

significant difference in the other outcomes assessed (blood transfusion; anaemia; pelvic

infection; nausea; vomiting; diarrhoea).

Oral misoprostol compared with surgery (Comparison 8)—No statistically

significant difference was identified between oral misoprostol compared with surgery in

terms of women achieving a complete miscarriage. There was a large and significant

reduction in the use of surgery, and deaths or serious complications were not reported. There

was less pain relief needed with oral misoprostol, but increased nausea and vomiting. There

were no difference in other outcomes assessed (pelvic infection; cervical damage;

diarrhoea).

Vaginal plus oral misoprostol compared with surgery (Comparison 9)—Based

on one study of 80 women, no statistically significant differences were identified for

complete miscarriage (success rates from 95% to 100%), days of bleeding and pelvic

infection. There was a significant reduction in the use of surgery with the medical

management.

Vaginal misoprostol compared with oral misoprostol (Comparison 12)—No

significant difference was identified between vaginal misoprostol compared with oral

misoprostol in terms of women achieving a complete miscarriage or in the need for

additional surgical intervention. There was significantly less diarrhoea with vaginal

misoprostol compared with the oral route, but no difference in other outcomes assessed

(pain relief; nausea; vomiting).

600 ug oral misoprostol compared with 1200 ug oral misoprostol (Comparison
14)—The only significant difference identified in this comparison was significantly more

diarrhoea with the higher dose.

Other comparisons—For other comparisons there were either no studies or the studies

provided insufficient data.

Women’s views—the only study that assessed women views in any detail was a

publication by Harwood in 2008 (Harwood 2008) as part of the study on vaginal misoprostol

versus surgery (Zhang 2005). The 652 women in this multicentre randomised controlled trial

were asked prospectively to complete a daily diary of any symptoms experienced for the two

weeks after treatment. The women also completed questionnaires assessing quality of life,

depression, stress and treatment acceptability at two weeks after treatment. Although a few

differences were observed in some of the individual measures, overall there was no

significant different in the mean scores for quality of life, though vaginal misoprostol was

associated with higher levels of pain than surgery. Overall treatment acceptability was

similar, and these findings can help to inform the focus of counselling for women choosing a

treatment option.
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Overall completeness and applicability of evidence

The review is probably underpowered to assess the effectiveness of medical treatments for

incomplete miscarriage.

One study published by Smith 2009 but part of the MIST trial, undertook long-term follow

up to assess any potential impact on subsequent fertility (Trinder 2006). They concluded that

the method of miscarriage management did not affect subsequent pregnancy rates with

around four in five women giving birth within five years of the index miscarriage. Women

can be reassured that long-term fertility concerns need not affect their choice of miscarriage

management.

Quality of the evidence

The quality of the evidence was generally fairly good, although it is hard to assess if there

has been selective reporting bias.

Potential biases in the review process

We attempted to minimise bias by the following; two review authors assessed eligibility for

inclusion and two authors carried out data extraction and assessed risk of bias. Data entry

into RevMan (RevMan 2008) was undertaken by one author and checked by another.

However, many of these steps involve subjective assessments and thus may carry some risk

of bias.

Agreements and disagreements with other studies or reviews

We are unaware of other reviews on this topic. Our conclusions seem to agree with most of

those of the included studies that women can be offered a choice of treatments because

differences are small and not of major consequences. Women may have particular

preferences as to the adverse effects they wish to try to avoid and this likely to influence

their choice of treatment.

AUTHORS’ CONCLUSIONS

Implications for practice

Although it would be critical to have more data, the current evidence suggests there appears

to be no major differences other than avoiding surgery, between misoprostol, expectant care

and surgery in the treatment of incomplete miscarriage for women of less than 13 weeks’

gestation. Avoiding surgery has considerable benefits in terms of reducing adverse effects

(although these were not fully assessed systematically in the included studies) and is

particularly beneficial in income-poor countries. There were some differences identified in

adverse effects such as pain, digestive disorders, etc, and this information should be

conveyed to women to help them make an informed choice on what is important to them.

Implications for research

There is an urgent need for studies to assess medical interventions for incomplete

miscarriage for women between 13 to 24 weeks’ gestation, as currently there are no trials to
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guide practice. Multi-centre trials would seem appropriate to give sufficient size to provide

sound evidence.

There is a need for more trials comparing the use of medical treatments, by the various

routes, with expectant care and surgery to confirm or refute these findings for women less

than 13 weeks. This should provide more evidence on the effectiveness and adverse effects,

so women can be provided with better information in order to support their choices. Future

trials should separate women with non-viable pregnancies prior to miscarriage, from those

with incomplete miscarriages.

Women’s views and quality of life measures should be assessed alongside the clinical

outcome in any future trials. These trials should be large enough to provide definitive

findings and should assess the important outcomes identified in this review.

[Note: the 34 citations in Studies awaiting classification may alter the conclusions of the

review once assessed.]

Acknowledgments

Jorgen Boettiger for the translation of the Clevin 2001 paper and Maria Paz de Andres for the translation of Rivero-
Lopez 1998.

As part of the pre-publication editorial process, this review has been commented on by three peers (an editor and
two referees who are external to the editorial team) and the Group’s Statistical Adviser.

SOURCES OF SUPPORT

Internal sources

• The University of Liverpool, UK.

External sources

• National Institute for Health Research, UK.

NIHR NHS Cochrane Collaboration Programme Grant Scheme award for NHS-prioritised centrally-managed,
pregnancy and childbirth systematic reviews: CPGS02

CHARACTERISTICS OF STUDIES

Characteristics of included studies [ordered by study ID]

Bique 2007

Methods RCT with randomisation of individual women. Using computer-generated random numbers in
sequentially numbered opaque envelopes

Participants Inclusion criteria
• Women with confirmed incomplete spontaneous or induced miscarriage, less than 12 weeks’
gestation.
• Diagnosis was based on past or present history of vaginal bleeding during pregnancy and an open
cervical os.
• > 18 years; no known allergy to misoprostol; no signs of severe infection; no haemodynamic
disturbance; lived or worked within the hospitals geographic area of coverage.
• N = 270 women.
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Exclusion criteria
• Nothing specified other than inclusion criteria.

Interventions Intervention: oral misoprostol - 600 ug single dose. N = 123.
Comparison: surgery - MVA. N = 124.

Outcomes Complete miscarriage without recourse to additional surgical intervention, experience of side
effects and acceptability of treatment
• Appears to be clinical assessment of complete miscarriage.
• Women were assessed 1 week.
• If miscarriage was still incomplete, women were given the option to wait another week or have
surgery then. Women who chose to wait were reassessed 1 week later and if still no complete
miscarriage then surgery.

Notes 1. Setting: tertiary hospital in Mozambique.
2. If miscarriage incomplete at 7 days, women were given the option to wait another week or have
surgery then. Women who chose to wait and were still incomplete at 2 weeks were then given
surgery.
3. Additional outcomes assessed but not pre-specified in the review: bleeding; pain/cramps; fever;
chills; tolerability; would choose method again; would recommend method to a friend; best and
worst features.

Risk of bias

Bias Authors’ judgement Support for judgement

Random
sequence
generation
(selection bias)

Low risk “The randomisation scheme was generated by computer…”

Allocation
concealment
(selection bias)

Low risk “…treatment allocations printed on cards inserted into sequentially
numbered opaque envelopes…a member of the study staff opened the next
envelope in the sequence and assigned to women to the indicated
treatment group.”

Blinding
(performance
bias and
detection bias)
All outcomes

High risk It was not possible to blind people and this is discussed by authors

Incomplete
outcome data
(attrition bias)
All outcomes

Low risk • 23 women were excluded after randomisation because of a problem
identified with the randomisation process as discussed by authors.
• 35 women did not return at 1 week: 12 from misoprostol group and 23
from MVA group.
• 10 women in misoprostol group had MVA prior to the 1 week follow-up
time. These were included in the misoprostol group.
• Not strictly speaking ITT analysis, but outcomes on the 23 women
excluded were reported and similar to those included. Analysis was done
on 212 women on whom data were available.

Selective
reporting
(reporting bias)

Unclear risk As far as can tell, outcomes reported were those pre-specified, however
the trial protocol was not assessed

Other bias Unclear risk The 2 groups were comparable on background characteristics. But the
paper mentioned that ‘in the process of monitoring the first 20 cases, it
was noted that the randomisation scheme was not being appropriately
followed - the study was re-started’. More women were lost to follow up
in the MVA group than the misoprostol group

Blanchard 2004

Methods RCT with randomisation of individual women. Sequentially numbered opaque envelopes, using
pseudo-random number generator

Participants Inclusion criteria
• Women with signs of incomplete miscarriage.
• Diagnosis confirmed by ultrasound.
• 1st trimester; good general health; no allergy to misoprostol; good access to emergency facilities.
• N = 169 women.
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Exclusion criteria
• None specified.

Interventions Intervention: oral misoprostol - 600 ug, single dose (N = 86).
Comparison: oral misoprostol - 1200 ug, 2 doses, 4 hours apart (N = 83)

Outcomes Complete miscarriage at 48 hours; surgical evacuation; side effects and acceptability
• Assessed by ultrasound at 48 hours.
• If miscarriage not complete at 48 hours, women were given the option to wait additional 5 days (1
week from misoprostol administration) to see if miscarriage would be complete without further
intervention. If miscarriage not complete after 1 week or if woman refused extension, then she
underwent surgical evacuation according to standard practice.

Notes 1. Setting: 2 teaching hospitals in Bangkok, Thailand.
2. Additional outcomes assessed but not pre-specified in the review: bleeding (heavy, normal,
spotting); pain; fever; medically necessary interventions; satisfied or very satisfied with treatment.

Risk of bias

Bias Authors’ judgement Support for judgement

Random
sequence
generation
(selection bias)

Low risk “Pseudo-random number generator in SSPS 9.0.”

Allocation
concealment
(selection bias)

Low risk Women given the next “…sequentially numbered
opaque envelope; the number in the envelope became
her study identification number”

Blinding
(performance
bias and
detection bias)
All outcomes

High risk “Neither the provider nor the woman was blinded to
the treatment regimes.”

Incomplete
outcome data
(attrition bias)
All outcomes

Low risk 2 women in single-dose group and 1 woman in
double-dose group were lost to follow up. 1.8% of
total, so no real impact.

Selective
reporting
(reporting bias)

Unclear risk Appears to be free of selective reporting bias but we
did not assess the trial protocol

Other bias Low risk Appears to be free of other reporting bias.

Blohm 2005

Methods RCT with randomisation of individual women.

Participants Inclusion criteria
• Women seeking medical attention due to signs of miscarriage in 1st trimester.
• To be included women had to be circulatory stable (stable blood pressure and haemoglobin > 90
g/L) and without any signs of genital infection. Only women with a gestational residue (A-P
diameter) between 15 and 50 mm were included. The non-viability of the concepts had to be
confirmed and accepted by both the physician and woman. Only women above the age of 18 were
included.
• Vaginal ultrasound confirmed the miscarriage diagnosis.
• N = 126 women.
Exclusion criteria
• Women who were not able to understand the information provided regarding the study and women
with a possible allergy or medical contraindication for analgesics or misoprostol were not included.

Interventions Intervention: vaginal misoprostol - 400 ug.
• 2 tablets of 200 ug, each self administered at home.
• N = 64.
Comparison: placebo.
• tablets identical with the misoprostol tablets.
• N = 62.
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Outcomes Complete miscarriage assessed at 6-7 days; infection; bleeding; gastrointestinal side effects;
subjective pain; use of analgesics and length of sick leave
• Assessed at 7 days.
• Successful miscarriage was defined as A-P diameter for the gestational residue was < 15 mm.

Notes 1. Setting: University Hospital, Goteborg, Sweden.
2. Confirmed with the author that the women had incomplete miscarriages diagnosed by ultrasound
and there were no IUF.
3. Additional outcomes assessed but not pre-specified in the review: serum haemoglobin; reduction
in serum haemoglobin and days of sick leave.

Risk of bias

Bias Authors’ judgement Support for judgement

Random
sequence
generation
(selection bias)

Low risk “…random table system…”

Allocation
concealment
(selection bias)

Low risk “Patients were randomised…by drawing a sealed envelope from a box…
tablets were delivered to the independent pharmacy where they were
inserted by the pharmacy staff into numbered envelopes in blocks of 10…
the randomisation list was retained by the hospital pharmacy and was not
broken until after completion of the study when statistical analyses were
performed”. However, no mention of the envelopes being opaque - so
concealment allocation unclear but because tablets are identical, it seems
unlikely there is a problem here

Blinding
(performance
bias and
detection bias)
All outcomes

Low risk The placebo tablets “…were identical in appearance to the active
misoprostol tablets” and clinicians “…unaware of the randomisation
sequence”

Incomplete
outcome data
(attrition bias)
All outcomes

Low risk There was no loss to follow up and women received their appropriate
allocation. the analysis appears to be ITT

Selective
reporting
(reporting bias)

Unclear risk Seems to be free of bias here, though the secondary outcome of ‘total
number of days of bleeding’ was not reported. However, we did not assess
the trial protocol

Other bias Unclear risk 1. There was an imbalance in baseline data for gestational age:
misoprostol: 72.8 (SD 12.2) and placebo 77.8 (SD 12.9). This might favour
better outcomes for the placebo group, but probably no important bias
here.
2. Women chose whether they wanted a D&C if miscarriage not complete
after 1 week or whether to wait longer. So we used the outcome of
complete miscarriage at 1 week which excludes problems with choice after
that time, but the problem is present for the outcome of surgical
evacuation.

Clevin 2001

Methods RCT with randomisation of individual women.

Participants Inclusion criteria
• Women with miscarriage up to 12 weeks’ gestation.
• Transvaginal ultrasound used.
• Only those women (N = 34) with endometrial thickness > 10 cm were randomised, the remaining
women (N = 27) had endometrial thickness < 10 cm an were managed by expectancy.
• N = 61 women.
Exclusion criteria
• Women with intrauterine device in situ, missed abortion flow/blighted ovum, extrauterine
pregnancy or mola.

Interventions Intervention: vaginal prostaglandin.
• Prostaglandin E1 analogue (gemeprost).
• N = 17.
Comparison: surgical management.

Neilson et al. Page 33

Cochrane Database Syst Rev. Author manuscript; available in PMC 2014 June 03.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



• Curettage.
• N = 17.

Outcomes Duration of vaginal bleeding; pain; discomfort experienced; sick days and days of absence
• Assessed at 5-8 days using transvaginal ultrasound.

Notes 1. Setting: district hospital in Glostrup, Copenhagen, Denmark.
2. Paper written in Danish, with English abstract. Paper was translated.
3. Additional outcomes assessed but not pre-specified in the review: bleeding; pain; days of sick
leave; women’s dissatisfaction.
The participants were divided into 2 groups:
• Group 1 (27) with an endometrial thickness of less than 10mm and
• Group 2 (34) with an endometrial thickness greater than 10mm. Group 1 was managed by
expectancy and Group 2 was further divided into 2 groups again at random:
• Group 2 A (17) which was given Prostaglandin E1 analogue gemeprost (1 mg).
• Group 2 B (17) which underwent curettage.
This review looked only at group 2A versus 2B.

Risk of bias

Bias Authors’ judgement Support for judgement

Random
sequence
generation
(selection bias)

Low risk “The participating women were chosen at random by the drawing of lots
into 2 parallel groups.”

Allocation
concealment
(selection bias)

Unclear risk “The participating women were chosen at random by the drawing of lots
into 2 parallel groups.” No further information

Blinding
(performance bias
and detection
bias)
All outcomes

High risk Not possible to blind women nor clinicians. No mention of whether
assessors were blinded or not

Incomplete
outcome data
(attrition bias)
All outcomes

Unclear risk 4 women did not complete the trial period. 2 from Gemeprost group and 0
from curettage group (2 from expectant group). 6% loss but both from the
medical management group

Selective
reporting
(reporting bias)

Unclear risk There is no mention of the outcomes to be measured although there was a
questionnaire sent to women and this may well have been designed before
the study began. Also, we did not assess the trial protocol

Other bias Low risk “The patients in all groups were comparable regarding age, previous
births and previous spontaneous or instigated abortions.” There was no
other information which would suggest other biases

Dao 2007

Methods RCT with randomisation of individual women, in blocks of 10 and stratified by site (2 sites
involved)

Participants Inclusion criteria
• Women with incomplete spontaneous or induced miscarriage, less than 12 weeks’ gestation,
diagnosed using ultrasound.
• Uterine size equivalent to a gestation of less than 12 weeks LMP, open cervical os, past or present
history of vaginal bleeding during pregnancy and ultrasound evidence of substantial uterine debris
with evidence of fetal demise.
• Women living or working within the hospital’s geographical area of coverage, no known
contraindications to misoprostol, no signs of severe infection, temperature < 38 °C and general good
health.
• N = 460 women.
Exclusion criteria
• Women with very high fever; signs of severe infection.

Interventions Intervention: oral misoprostol.
• 600 ug, single dose.
• N = 233.
Comparison: surgery.
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• MVA.
• N = 227.

Outcomes Complete miscarriage following initial treatment; adverse effects, bleeding; pain (7-point Likert
scale), acceptability (5-point Likert scale)
• Assessed at 1 week using clinical assessments and US. Women could wait a further week before
surgery (MVA) if they wished.

Notes 1. Setting: 2 large university teaching hospitals in Burkina Faso, Sub-Saharan Africa.
2. Additional outcomes assessed but not pre-specified in the review: pain/cramps; fever; chills;
bleeding; overall experience; overall satisfaction; would choose again; would recommend to a
friend; hospitalisation; managed pain with paracetamol; would have liked stronger pain killers;
sought contact with providers; made phone calls to providers; best and worst features.

Risk of bias

Bias Authors’ judgement Support for judgement

Random
sequence
generation
(selection bias)

Low risk “…computer-generated random sequence provided by
Genunity Health Projects…”

Allocation
concealment
(selection bias)

Low risk “The assignment was concealed from providers and
participants until after informed consent was given
when the next sequential opaque sealed study envelope
was opened to reveal allocation…”

Blinding
(performance
bias and
detection bias)
All outcomes

High risk “Neither women nor providers were blinded to
treatment assignment…”

Incomplete
outcome data
(attrition bias)
All outcomes

Low risk • Lost after randomisation and before Rx: 10 in
misoprostol group and 3 in the MVA group.
• Exclusion after randomisation: 5 in the misoprostol
group and 1 in the MVA group.
• Overall, there were uneven loses to follow and some
exclusions, but as numbers are small and we think this
is unlikely to cause bias.

Selective
reporting
(reporting bias)

Unclear risk Pre-specified outcomes reported on, but the trial
protocol not assessed

Other bias Low risk No apparent biases from other sources. Baseline data
showed no statistically significant differences between
the groups

Moodliar 2005

Methods RCT with randomisation of individual women. Sequentially numbered sealed envelopes, using a
computer-generated number allocation

Participants Womenwith spontaneous incomplete miscarriage after up to 13 weeks’ gestation assessed by
ultrasound
N = 94 women.

Interventions Intervention: vaginal misoprostol - 600 ug (plus a second dose 24 hours later if miscarriage still
not complete). N = 47
Comparison: surgical ERPC by sharp curettage following 20 U of oxytocin per litre of normal
saline under GA with no prophylactic antibiotics but oral analgaesics were prescribed. N = 47

Outcomes Women requiring ERPC after failed medical management; number of doses of misoprostol
required; duration of bleeding; adverse effect profile (nausea, vomiting and/or diarrhoea); time
spent away from work; use of analgesia

Notes 1. Setting: Gynaecology Outpatient Dept, Durban, South Africa.
2. Additional outcomes assessed but not pre-specified in the review: Hb at 4 days; pain (VAS);
duration of analgaesia; days of sick leave; satisfaction (VAS); would use same treatment again;
would recommend treatment to friend.
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Risk of bias

Bias Authors’ judgement Support for judgement

Random sequence
generation
(selection bias)

Low risk “Computer-generated patient number allocation.”

Allocation
concealment
(selection bias)

Low risk “The number was sealed consecutively numbered envelopes by staff not
involved in the study. Sealed envelopes were opened and consecutively
enrolled women had their allocated treatment. It is not clear, however,
whether the enveloped were opaque or not.”

Blinding
(performance bias
and detection bias)
All outcomes

High risk It was not possible to blind women nor clinicians, and it was unclear
whether assessors were blinded for some of the outcomes

Incomplete
outcome data
(attrition bias)
All outcomes

Low risk No loss of participants nor exclusions reported.

Selective reporting
(reporting bias)

Unclear risk It would appear so though the pre-specified outcomes do not match the
reported outcomes fully. Also we did not assess the trial protocol

Other bias Unclear risk No figures given on baseline data, only reported as “those who were
randomised were well matched for demographic and clinical data”.
Study not stopped early for benefit and no other apparent biases

Ngoc 2005

Methods RCT with randomisation of individual women.

Participants Inclusion criteria
• Women with incomplete miscarriage.
• Women of 18 years or older, living or working within 1 h of the study hospital, no known
contraindication to misoprostol and general good health.
• N = 300 women.
Exclusion criteria
• None specified.

Interventions Intervention: oral misoprostol - 600 ug. N = 150.
Comparison: oral misoprostol - 1200 ug (2 × 600 ug, 4 hours apart). N = 150

Outcomes Complete evacuation without recourse to surgery; women’s satisfaction and acceptability

Notes 1. Setting: large tertiary facility in Ho Chi Minh City in Southern Vietnam.
2. Mean gestational age was 8.1 weeks, so we consider all to be less than 13 weeks’ gestation,
this was confirmed by personal communication with co-author J Blum but we have emailed the
first author to confirm as suggested.
3. Additional outcomes assessed but not pre-specified in the review: bleeding; pain/cramps; fever/
chills; tolerability; would choose again; would recommend to a friend.

Risk of bias

Bias Authors’ judgement Support for judgement

Random sequence
generation
(selection bias)

Low risk “…computer generated random sequence…”

Allocation
concealment
(selection bias)

Unclear risk “…opening the next study envelope…”

Blinding
(performance bias
and detection bias)
All outcomes

High risk Although comparing drug doses, because the comparator group were
given second dose 4 hours later, this was not blinded from participants
not caregivers
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Incomplete
outcome data
(attrition bias)
All outcomes

Low risk 5 women lost to follow up: 1/150 for single dose and 4/150 for repeat
dose. Authors made every effort to contact women, both by phone and
visits but unsuccessfully for these 5 women. There were no exclusion
reported although some outcomes were only available on 145 of the
women in the double dose group rather than 146. The analysis was not
by intention to treat because of the lost data, but we considered the loss
was small enough for there to be no important bias

Selective reporting
(reporting bias)

Unclear risk Seem to have reported all pre-specified outcomes, but we did not access
the trial protocol

Other bias Low risk There was nothing to suggest any other risk of bias.

Niinimaki 2006

Methods RCT with randomisation of individual women.

Participants Inclusion criteria

• Women with incomplete spontaneous miscarriage and IUFD, with only women with
incomplete miscarriage being included in this review.

• Women aged > 18 years with positive pregnancy test and with one of the following: in
transvaginal ultrasonography an inhomogeneous mass with a diameter of 15-50 mm in
the uterine cavity (incomplete spontaneous abortion); empty amnion sac with a diameter
of > 15 mm (anembryonic pregnancy ); or crown-rump length > 5 mm without signs of
fetal heart function (missed abortion). All kinds of miscarriage were included (missed
abortion; anembryonic pregnancies; incomplete spontaneous abortion).

• N = 19 women (98 were randomised of which 19 had incomplete miscarriage).

Exclusion criteria

• Women with profuse bleeding; signs of endometritis, allergies to either drug; severe
asthma, suspected cases of molar or extrauterine pregnancy.

Interventions Intervention: oral mifepristone + vaginal misoprostol.

• Oral mifepristone (200 mg) + vaginal misoprostol (800 ug).

• N = 11.

Comparison: surgery.

• Curettage.

• N = 8.

• Some women (mainly nulliparous) were given 400 ug vaginal misoprostol 2 hours
before to ripen the cervix.

Outcomes Complete abortion rate; bleeding; pain; satisfaction; complications including infection (clinical
signs or elevated infection parameters in lab tests) treated with oral or IV antibiotics; continuous
and heavy bleeding; blood transfusions; curettage for any reason; intense pain requiring admission

Notes Setting: Oulu University Hospital, Finland.
The 19 women with incomplete spontaneous miscarriage were part of a larger study of 98 women
who had had various forms of miscarriage (incomplete spontaneous miscarriage; anembryonic
pregnancy; missed miscarriage). Separate data were available from the authors for the women with
incomplete spontaneous miscarriage. Of the 19 women, 16 were < 13 weeks’ gestation and 3 were
between 13 and 23 weeks’ gestation. This information is held at the Cochrane Pregnancy and
Childbirth Group Office

Risk of bias

Bias Authors’ judgement Support for judgement

Random
sequence
generation
(selection bias)

Low risk “…computer randomised program with the block length of 6.”
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Allocation
concealment
(selection bias)

Low risk “An independent consult performed the randomisation and assigned
the randomisation list to a secretary, who made the numbered opaque
envelopes for the study. …Allocation concealment was used to
confirm that neither the clinician nor the patient knew the type of
treatment in advance… After informed consent the next numbered
envelope was opened to define the type of treatment of each patient.”

Blinding
(performance
bias and
detection bias)
All outcomes

High risk Cannot blind women nor clinicians to the treatment because this study
compared medical versus surgical treatment

Incomplete
outcome data
(attrition bias)
All outcomes

Low risk Authors randomised 98 women (19 with ICM and 79 with IUFD) with
49 in each group. Of these, they reported on 48 in medical and 47 in
surgical groups because 1 woman in the medical management group
had an ERPC and in the surgical group one woman had an emergency
ERPC and one had a spontaneous complete miscarriage. Of these
women only 19 had incomplete miscarriage (the remainder had
intrauterine deaths) and of these all appear to be accounted for in the
analysis

Selective
reporting
(reporting bias)

Unclear risk We did not assess the protocol, and additionally the authors did not
report on bleeding; blood transfusions’

Other bias Low risk No apparent additional biases apparent.

Pang 2001

Methods RCT with randomisation of individual women.

Participants Inclusion criteria

• Women with clinical diagnosis of incomplete miscarriage confirmed by transvaginal
ultrasound.

• Specifically - women with clinical diagnosis of incomplete miscarriage, positive
urinary pregnancy test, confirmed by transvaginal ultrasonography (TVS) with
evidence of retained product of conception (POC).

• N = 201 women.

Exclusion criteria

• Women with an intrauterine dimension measuring < 11 cm2 (sagittal plus transverse
plane) were considered to have an empty uterus and excluded from randomisation. Also
excluded were women with: severe blood loss; sepsis; known allergy to prostaglandins
or analogue, history of asthma, clinician thought unsuitable for misoprostol.

Interventions Intervention: vaginal misoprostol.

• 800 ug - 2 doses if necessary.

• N = 96.

Comparison: oral misoprostol.

• 800 ug - 2 doses if necessary.

• N = 105.

Outcomes Efficacy; side effects; short-term complications.

• outcomes assessed at 1 day following treatment and again at 2 weeks.

Notes 1 Setting: The Chinsese University of Hong Kong.

2 Additional outcomes assessed but not pre-specified in the review: bleeding; pain; fever;
drop in Hb.
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Risk of bias

Bias Authors’ judgement Support for judgement

Random
sequence
generation
(selection bias)

Low risk Computer-generated set of random numbers in blocks
of 5.

Allocation
concealment
(selection bias)

Low risk Opaque envelopes labelled serially.

Blinding
(performance
bias and
detection bias)
All outcomes

Unclear risk No information given.

Incomplete
outcome data
(attrition bias)
All outcomes

High risk Of the 201 women randomised, 198 got the treatment
allocated, but only 186 were analysed because 12 were
lost to follow up - 7.5%. It is unclear whether ITT
analysis was undertaken

Selective
reporting
(reporting bias)

Unclear risk No obvious outcome reporting bias but authors do not
list their outcomes and although only report significant
differences in abstract, in paper they report several
adverse outcomes with data. We did not assess the trial
protocol.

Other bias Low risk Significantly more women in oral group had a past
history of termination, P < 0. 001, but this was thought
to probably not to create important bias

Sahin 2001

Methods RCT with randomisation of individual women.

Participants Inclusion criteria

• Women with uncomplicated incomplete spontaneous miscarriage assessed with
ultrasound.

• Women with a history of vaginal bleeding, cramping abdominal pain and passage of
some products of the conceptus; in good health with a normal hemoglobin level (> 9
g/dl) and haemodynamically stable; estimated gestational age was ≤ 10 weeks, if the
anterior-posterior diameter of any retained product of the conceptus was < 50 mm, and
if they had no contraindication to prostaglandin treatment.

• N = 80 women.

Exclusion criteria

• Women with temperature > 37.5 °C, excessive vaginal bleeding requiring immediate
surgical evacuation, haemodynamic instability or foul-smelling products of the
conceptus.

Interventions Intervention: vaginal misoprostol.

• 200 ug 4 times daily after application of 200 ug intravaginal misoprostol for 5 days.

• N = 40.

Comparison: surgical management.

• Curettage, sometimes with general anaesthesia.

• N = 40.

Outcomes Number of days of vaginal bleeding; rate of complications (fall in Hb, infection, perforation) and
women’s satisfaction
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• Miscarriage assessed at 10 days but no indication on whether this was a clinical
assessment or by ultrasound.

Notes 1 Setting: University hospital, Turkey.

2 Additional outcomes assessed but not pre-specified in the review: mean change in Hb;
dissatisfaction.

Risk of bias

Bias Authors’ judgement Support for judgement

Random
sequence
generation
(selection bias)

Unclear risk No information provided except to say women were
randomised.

Allocation
concealment
(selection bias)

Unclear risk No information provided.

Blinding
(performance
bias and
detection bias)
All outcomes

High risk Participants nor clinicians cannot be blinded. There is
nomention as to whether the outcome assessor was
blinded. For outcomes where participants assessed for
themselves, these were not blinded

Incomplete
outcome data
(attrition bias)
All outcomes

Low risk No losses and no exclusions were reported, but
nothing is described. As there is no deviation from
protocol it is assumed that analysis was by ITT

Selective
reporting
(reporting bias)

Unclear risk Seem to report on all outcomes specified in ‘Materials
and methods’ but we did not assess the trial protocol

Other bias Unclear risk No imbalances in baseline data identified (assessed:
age, gravity, parity, gestational age, anterior-posterior
diameter). Study not stopped early and no apparent
differential diagnosis

Shelley 2005

Methods RCT with randomisation of individual women. Used a centralised computer-based enrolment and
randomisation service. The Coordinating Centre used the biased coin method of maintaining balance
between study arms, and was stratified by hospital and gestation (< 7 weeks; 8-10 weeks; 11-13
weeks)

Participants Inclusion criteria

• Women with incomplete or inevitable miscarriage at < 13 weeks’ gestation assessed
clinically.

• Bleeding not excessive, haemodynamic system stable, temperature < 37.5 °C, no history
of current serious systemic medical or surgical condition, use of prostaglandins not
contraindicated (allergy, mitral stenosis, diabetes, blood dyscrasia, haemolytic disease,
glaucoma, sickle cell anaemia, hypertension, epilepsy or severe asthma), 18 years or
older, not taking anticoagulants or oral corticosteroids, singleton pregnancy, no
intrauterine device in situ, and sufficient familiarity with English to complete written
questionnaires.

• N = 40 women.

Exclusion criteria

• A non-viable intrauterine pregnancy diagnosed on ultrasound but with no vaginal
bleeding.

Interventions Intervention 1: vaginal misoprostol.

• 400u g with repeat dose 4-6 hours later if needed (= 400 ug or 800 ug).
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• N = 13 but 1 woman withdrew immediately after randomisation leaving. N = 12.
Intervention 2: surgical management.

• Aspiration curettage or D&C under GA.

• N = 12.

Comparison: expectant care.

• N = 15.

Outcomes Successful evacuation; infection; haemorrhage; pain; bleeding; physical and emotional recovery;
anxiety and depression

• Assessed clinically at 10-14 days and 8 weeks.

Notes 1 Setting: 5 metropolitan hospitals, Melbourne, Australia.

2 Additional outcomes assessed but not pre-specified in the review: pain; return to usual
activities after 2 and 6 days; HADS anxiety score at 2 and 6 days; would choose this
method again.

Risk of bias

Bias Authors’ judgement Support for judgement

Random
sequence
generation
(selection bias)

Low risk “…a centralised computer-based enrolment and
randomisation service…using the biased coin method of
maintaining balance between study arms, and was
stratified by hospital and gestation (7 weeks or less, 8 - 10
weeks, 11 - 13 weeks).”

Allocation
concealment
(selection bias)

Low risk “…a centralised computer-based enrolment and
randomisation service, available by telephone 24 hours a
day.”

Blinding
(performance
bias and
detection bias)
All outcomes

High risk “Participants and clinicians could not be blind. Unclear of
outcome assessor blind or not, though not for outcomes
assessed by women. Reports that “The data analyst had
access to unblinded data but no contact with any study
participant”

Incomplete
outcome data
(attrition bias)
All outcomes

Low risk 1 woman randomised to medical Rx (misoprostol)
withdrew following randomisation and was not included in
the analyses
Medical group: 1 woman was lost to follow up at 10 to 14
days; 1 woman was lost to follow up at 8 weeks
Surgical group: 1 woman was lost to follow up at 8 weeks.
Expectant group: 1 woman was lost to follow up at 8
weeks.

Selective
reporting
(reporting bias)

Unclear risk Outcome measures are listed in the methods section and
are those reported in the results section. We did not assess
the trial protocol

Other bias Low risk Study was planned to recruit 831 women from power
calculation 80% power to detect of 5% (99% to 91%) at
0.05 level, but staff were recruiting < 50% eligible women
and of these only 22% agreed. So, in effect stopped early
but not because of benefit, so probably no bias, just
underpowered.
No data provided on base line balance, but reported that:
“there were no marked or systematic differences between
the groups at trial entry with regards to gestation, women’s
age, reproductive history, methods of diagnosis, days of
bleeding, pain, haemoglobin or white cell count”.
There seemed to be no differential diagnosis.

Shwekerela 2007
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Methods RCT with randomisation of individual women in blocks of 10.

Participants Inclusion criteria

• Women with incomplete spontaneous or induced miscarriage, less than 12 weeks’
gestation.

• Women living within 1 hour of hospital; past or present history of bleeding during this
pregnancy; cervical os open by visual/digital inspection; uterine size of no greater than
12 weeks since last menstrual period; generally in good health; willing to return for
follow up.

• N = 300 women.

Exclusion criteria

• Women with severe infection; known allergy to misoprostol; signs of severe infection
(foul-smelling discharge, fever > 39 °C, or pulse > 110/minute) or a known allergy to
misoprostol.

Interventions Intervention: oral misoprostol.

• 600 ug single dose.

• N = 150.

Comparison: surgery.

• MVA.

• N = 150.

Outcomes Successful miscarriage; adverse effects; women’s satisfaction

• Study protocol did not call for routine ultrasonography either for initial diagnosis or
for determination of treatment success.

• Assessment at 1 week.

Notes 1 Setting: Kagera Regional Hospital, Bukoba, Tanzania.

2 All women observed for 3 hours after Rx before being allowed home and antibiotics
were given as needed. If miscarriage still incomplete at 7 days, women offered
additional week or MVA. Any woman still with incomplete miscarriage at 14 days
was offered MVA.

3 Additional outcomes assessed but not pre-specified in the review: bleeding; pain;
fever; tolerability.

Risk of bias

Bias Authors’ judgement Support for judgement

Random sequence
generation
(selection bias)

Low risk “….computer-generated random code, created in bocks of 10 at Genunity
Health Projects’ Office in New York City.”

Allocation
concealment
(selection bias)

Low risk “The code was used by a Genunity employee who was not part of the
research team as a basis for sealing cards in consecutively numbered
envelopes… staff would open the next envelope in the numbered
series…”. Although not opaque enveloped, we think the numbered series
should be alright

Blinding
(performance bias
and detection
bias)
All outcomes

High risk Not able to blind participants or clinicians.

Incomplete
outcome data
(attrition bias)
All outcomes

Low risk No loss to followup and no deviations from protocol allocation reported.
ITT analysis
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Selective
reporting
(reporting bias)

Unclear risk Report on pre-specified outcomes, though we have not assessed the trial
protocol

Other bias Low risk On most characteristics women did not differ significantly. But
significantly more women in the misoprostol group had spontaneous
miscarriage and were married. However, we considered that this probably
will not have any impact on differences in outcome

Trinder 2006

Methods RCT with randomisation of individual women. Randomisation was by a central telephone system at
the Clinical Trials Unit using minimisation to ensure comparability

Participants Inclusion criteria

• Women of less than 13 weeks’ gestation with a diagnosis of either incomplete
miscarriage or early fetal/embryonic demise.

• Defined ICM as areas of mixed echogenicity within the uterine cavity with or without a
disordered gestational sac. Early embryonic demise was defined as an intact gestational
sac of greater than 20 mm mean diameter with no other internal structures and early fetal
demise as a fetus over 6 mm crown rump length with no hart activity on transvaginal
ultrasound scan.

• N = 1200 women. Incomplete miscarriage N = 274; early fetal demise N = 924.

Exclusion criteria

• Women with severe haemorrhage or pain; pyrexia > 38°C; severe asthma; haemolytic
disease or blood dyscrasias; current anticoagulation or systemic corticosteroid Rx; twin or
higher order pregnancy; smoker aged > 35; inability to understand English.

Interventions Intervention 1: vaginal misoprostol.

• 800 ug.

• N = 398 total; ICM = 90; IUFD = 308.

Intervention 2: surgery - s.

• Suction curettage.

• N = 403 total; ICM = 92; IUFD = 310.

Comparison: expectant care.

• N = 399 total; ICM = 92; IUFD = 306.

All women were given a specific information sheet, 30 co-dydramol tablets, and an emergency
telephone number

Outcomes Primary outcome: gynaecological infection within 14 days of trial entry
Secondary outcomes: antibiotics for presumed gynaecological infection within 14 days and within 8
weeks; duration of clinical symptoms (pain, additional analgesia, vaginal bleeding; days off work,
days before return to usual daily activities); complications (fall in haemoglobin at 10-14 days, blood
transfusion, unplanned consultations or admission within 14 days and within eight weeks); efficacy;
psychological outcomes (depression and anxiety); and return to normal activity

• Unplanned curettage assessed at 2 weeks and 8 weeks.

Notes 1 Setting: early pregnancy assessment unit in 7 hospitals in UK.

2 Results are reported by both IUFD and ICM. However, randomisation was not reported
as stratified so there will be risk of bias in using data from the subgroups.

3 Additional outcomes assessed but not pre-specified in the review: none.

Risk of bias

Bias Authors’ judgement Support for judgement
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Random
sequence
generation
(selection bias)

Low risk “Randomisation was by a central telephone system at the
Clinical Trials Unit in Oxford. We used minimisation to
ensure comparability between women with respect to
participating centres, parity, type of miscarriage and
gestation”

Allocation
concealment
(selection bias)

Low risk Randomisation was by a central telephone system at the
Clinical Trials Unit in Oxford, and although no specific
information given on randomisation, clinical trials units
generally use computer-generated random numbers list

Blinding
(performance
bias and
detection bias)
All outcomes

High risk Not possible to blind women nor clinicians, because
women given medical or surgical intervention were
treatment in hospital and women in expectant arm were
able to go home. Cannot blind surgery vs medical
treatment or expectant care.

Incomplete
outcome data
(attrition bias)
All outcomes

Low risk Loss of participants to follow up:

• loss immediately after randomisation:
misoprostol = 0; surgery = 1; expectant care =
1.

• loss at 14 day outcomes; misoprostol = 9 ;
surgery = 8; expectant care = 5.

• loss at 8 week outcomes: misoprostol = 3;
surgery = 2; expectant care = 6.

However, we do not know whether these women had ICM
or IUFD, but at a maximum loss would be 10%.
Exclusions after randomisation: In each of the surgical
group and expectant care group, one woman with a viable
pregnancy was excluded. Analysis was by ITT

Selective
reporting
(reporting
bias)

Unclear risk All important pre-specified outcomes were reported but
we have not assessed the trial protocol

Other bias Unclear risk Study stopped early because struggling to recruit and not
because of benefit, so bias unlikely. There were no
important baseline differences between the 3 groups
However, the randomisation was not reported as stratified
by women with ICM and women with IUFD and so these
may not have similar groups for comparison

Weeks 2005

Methods RCT with randomisation of individual women. Consecutively numbered sealed opaque envelopes,
using a computer-generated random number

Participants Inclusion criteria

• Women with incomplete miscarriage of less than 13 weeks’ gestation.

• Clinical diagnosis.

• N = 317 women.

Exclusion criteria

• Women presenting with haemorrhage causing haemodynamic changes; ay suspicion of
an ectopic pregnancy, severe asthma, signs of severe infection, known sensitivity to
misoprostol.

Interventions Intervention: oral misoprostol.

• 600 ug.

• N = 160.

Comparison: surgery.
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• Manual vacuum aspiration (MVA).

• Women given 50 mg pethidine and 0.2 mg ergometrine.

• N = 152.

Outcomes Completeness of evacuation; adverse effects, maximum pain and blood loss

• Clinical assessment at 7 days.

Notes 1 Setting: Mulago Hospital, Kampala, Uganda.

2 On discharge all women given doxycycline (100 mg/12 hours for 7 days) and
metronidazole (400 mg 3 times a day for 5 days) because of the high incidence of septic
abortion in Urganda.

3 Additional outcomes assessed but not pre-specified in the review: severity of bleeding;
maximum pain; adverse effects; satisfaction; would choose method again; would
recommend to a friend; worst and best aspects of treatment.

4 Poor response in terms of women not returning for follow-up appointment happened
despite transport costs being provided.

Risk of bias

Bias Authors’ judgement Support for judgement

Random
sequence
generation
(selection bias)

Low risk “Computer-generated random numbers…”

Allocation
concealment
(selection bias)

Low risk “The allocation was written on cards and placed in consecutively numbered
opaque sealed envelopes.”

Blinding
(performance
bias and
detection bias)
All outcomes

High risk “‘Neither the patients, assessors, nor the data analysers were blinded to the
allocation.” It was not possible to blind women or clinicians because a drug
was compared with surgery.

Incomplete
outcome data
(attrition bias)
All outcomes

High risk Loss of participants to follow up from 317 women randomised was
considerable and was discussed by authors. Many women in the rural
communities of Uganda did not come for follow up after discharge.

• At 6 days - no loss to follow up.

• At 1-2 weeks: Misop had 53 /160 (33%) lost to follow-up -
leaving 107 women.

• MVA had 70/157 (45%) lost to follow up - leaving 82 women.

5 women were excluded in the MVA group (3 for self discharge
and 2 women were incorrectly excluded by the recruiter after
randomisation but before treatment, 1 because she did not fit the
entry criteria and 1 because no manual vacuum aspiration kit
was available)

• 1 woman in misoprostol gp and 7 in MVA group were given the
wrong Rx, but were included on ITT for analysis.

• Included in MVA were 6 women for whom MVA was not
possible (5 amount of retained products too great and 1 the os
had closed).

The study was analysed by ITT based on available data.

Selective
reporting
(reporting bias)

Unclear risk Seem to report findings fully, there is just the problem of large losses to
follow up - due to the low-income country setting probably. We have not
assessed the trial protocol.

Other bias Unclear risk Study was stopped for pragmatic reasons and not for benefit (principle
investigator moved) and os probably no bias
Clinical characteristics at presentation were similar between the 2 groups,
though no P values reported

Neilson et al. Page 45

Cochrane Database Syst Rev. Author manuscript; available in PMC 2014 June 03.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



Women in the MVA group were given routine analgesia where women in
the medical management group had analgesia on re-quest. However, women
in MVA still had more pain, so pain with MVA likely to be under-estimated

Zhang 2005

Methods RCT with randomisation of individual women in ratio of 3:1.

Participants Inclusion criteria

• Women with incomplete miscarriage and intrauterine fetal death.

• Women with anembryonic gestation or embryonic or fetal death, also women with
incomplete or inevitable miscarriage, were enrolled in the trial after assessment using
ultrasound.

• N = 652 total; ICM - N = 39; IUFD - N = 613.

Exclusion criteria

• Women with anaemia (< 9.5 g/dl); hemodynamic instability; history of clotting disorder;
using anticoagulants (not including aspirin); allergic to prostaglandins or non-steroidal
antiinflammatory drugs; previously undergone surgical or medical abortion either self
induced or induced by other physicians during this pregnancy.

Interventions Intervention: vaginal misoprostol.

• 800 ug (4 x 200 ug).

N = 30.
Comparison: surgery.

• Vacuum aspiration.

• N = 9.

Outcomes Success, Hb, fever, nausea, vomiting, diarrhoea and acceptability

• Complete miscarriage assessed at 3 days and 8 days using transvaginal ultrasound.

Notes • Setting: 4 university settings in US: Columbia University; University of Miami;
University of Pennsylvania; University of Pittsburgh.

• Authors sent us data which separated the outcomes for women with incomplete
miscarriage and those with intrauterine fetal deaths.

• Additional outcomes assessed but not pre-specified in the review: pain; hospital
admission; fever. 1 additional paper (Harwood 2008) compared women’s assessment of
quality of life between vaginal misoprostol and surgery.

• It was reported in the Harwood 2008 publication on this study that despite reporting
greater pain and lower acceptability of treatment related symptoms, quality of life and
treatment acceptability were similar for medical and surgical treatments. Here women
with incomplete miscarriage and intrauterine deaths were assessed together.

Risk of bias

Bias Authors’ judgement Support for judgement

Random
sequence
generation
(selection bias)

Low risk “…centralised, computer-automated telephone
response system…” used to ran-domly assign women
to groups in a 3:1 ratio

Allocation
concealment
(selection bias)

Low risk A centralised, computer-automated telephone
response system. It was considered that because it
was an automated computer response, then allocation
concealment would be good

Blinding
(performance

High risk Not possible to blind either women or clinicians.
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bias and
detection bias)
All outcomes

Incomplete
outcome data
(attrition bias)
All outcomes

Low risk 1 woman lost to follow up - surgical group.

Selective
reporting
(reporting bias)

Unclear risk Assessed all the pre-specified outcomes from the
paper, but the trial protocol was not assessed

Other bias Unclear risk No significant difference in baseline data reported on
the criteria assessed, but difficult to say anything
about all other types of bias

BP: blood pressure

ERPC: evacuation of retained products of conception

GA: general anaesthetic

Hb: haemoglobin

ICM: incomplete miscarriage

ITT: intention to treat

IUFD: intrauterine fetal death

MVA: manual vacuum aspiration

RCT: randomised controlled trial

SD: standard deviation

VAS: visual analogue scale

vs: versus

Characteristics of excluded studies [ordered by study ID]

Study Reason for exclusion

Abdel 1997 Participants were women with an intrauterine fetal death.

Al Inizi 2003 Participants were women with an intrauterine fetal death.

Al-Bdour 2007 Participants were women with an intrauterine fetal death.

Almog 2005> Participants were women having a termination of pregnancy.

Amjad 1999 Participants were women with an intrauterine fetal death.

Anderman 2000 Participants were women with an intrauterine fetal death.

Autry 1999 Participants were women with an intrauterine fetal death.

Avila-Vergara 1997 Participants were women with an intrauterine fetal death.

Ayudhaya 2006 Participants were women with an intrauterine fetal death.

Bagratee 2004 Study included women with ICM and women with IUFD. We have tried to contact the
authors to ask if they could provide their data spilt by women with ICM and women with
IUFD. To date we have not had a response

Bani-Irshaid 2006 Participants were women having a termination of pregnancy.

Bebbington 2002 Participants were women having a termination of pregnancy.

Behrashi 2008 Participants were women having a second trimester termination of pregnancy, some of
whom had an intrauterine fetal death

Betstadt 2008 Participants were women with an intrauterine fetal death.
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Biswas 2007 Participants were women having a termination of pregnancy.

Cabrol 1990 Participants were women with an intrauterine fetal death.

Caliskan 2005 Participants were women having a termination of pregnancy.

Caliskan 2009 Participants were women having a second trimester termination of pregnancy, some of
whom had an intrauterine fetal death

Chittacharoen 2003 Participants were women having a termination of pregnancy.

Chung 1999 Study included women with ICM and women with IUFD. We contacted the authors who
were extremely helpful and did provide additional data which is held at the OPCG
editorial office. However, unfortunately they could not provide their data split by women
with ICM and women with IUFD so we were unable to include their data in this review

Creinin 1997 Participants were women with an intrauterine fetal death.

David 2003 Participants were women with an intrauterine fetal death.

David 2005 Participants were women with an intrauterine fetal death.

de Jonge 1995 Quasi RCT.

Demetroulis 2001 Study included women with ICM and women with IUFD. We have contacted the authors
who have tried to help us but are unable to separate their data by women with ICM and
women with IUFD

Dickinson 1998 Participants were women having a termination of pregnancy, including some with
intrauterine fetal death

Dickinson 2002 Participants were women having a termination of pregnancy, including some with
intrauterine fetal death

Dickinson 2003 Participants were women having a termination of pregnancy for fetal abnormality

Egarter 1995 Participants were women with an intrauterine fetal death.

Elhassan 2008 Participants were women having a termination of pregnancy, including some with
intrauterine fetal death

Eng 1997 Participants were women with an intrauterine fetal death in the 2nd trimester

Eppel 2005 Participants were women having a termination of pregnancy in the 2nd trimester,
including some with intrauterine fetal death

Fadalla 2004 Participants were women having a termination of pregnancy in the 2nd trimester,
including some with intrauterine fetal death

Feldman 2003 Participants were women having a termination of pregnancy in the 2nd trimester,
including some with intrauterine fetal death

Fiala 2005 Participants were women having a termination of pregnancy for fetalmalformations and
socio-economic reasons

Gazvani 2000 Study was of women with incomplete miscarriage, but it assessed surgery versus expectant
care, rather than medical management

Ghorab 1998 Participants were women having a termination of pregnancy for fetalmalformations or
intrauterine fetal death

Gilles 2004 Participants were women with an intrauterine fetal death.

Gonzalez 2001 Participants were women having a termination of pregnancy for intrauterine fetal death or
medical or genetic reasons

Graziosi 2004 Participants were women with an intrauterine fetal death.

Grimes 2005 Participants were women having a termination of pregnancy, including some with
intrauterine fetal death

Gronlund 2002 Not an RCT, but a prospective cross-over study by alternate regimes every 4 months

Guix 2005 Participants were women having a termination of pregnancy. Also allocated to different
treatments at the discretion of the clinician, so not an RCT

Hassan 2007 Quasi RCT, women allocated to groups based on alternate sequence
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Hausler 1997 Participants were women with complete spontaneous miscarriage and endometrial width
up to 8 mm

Heard 2002 Participants were women with an intrauterine fetal death.

Herabutya 1997a Participants were women with an intrauterine fetal death.

Herabutya 1997b Participants were women with an intrauterine fetal death.

Herabutya 2005 Participants were women having a termination of pregnancy.

Hernandez-Valencia 2003 Participants were women with an intrauterine fetal death.

Hidar 2001 Participants were women having a termination of pregnancy.

Hidar 2005 Participants were women having a termination of pregnancy for intrauterine fetal death

Hill 1991 Participants were women with an intrauterine fetal death.

Hinshaw 1995 Participants were women with an intrauterine fetal death.

Hinshaw 1997 Study included women with ICM and women with IUFD. We have tried to contact the
authors to ask if they could provide their data spilt by women with ICM and women with
IUFD. To date we have not had a response

Hogg 2000 Participants were women having a termination of pregnancy, with some for intrauterine
fetal death but mostly for fetal anomalies

Islam 2006 Participants were women with an intrauterine fetal death.

Jain 1994 Participants were women having a termination of pregnancy for intrauterine fetal death

Jain 1996 Participants were women having a termination of pregnancy for intrauterine fetal death or
fetal anomalies

Jain 1999 Participants were women having a termination of pregnancy.

Johnson 1997 Study included women with ICM and women with IUFD. We have tried to contact the
authors to ask if they could provide their data spilt by women with ICM and women with
IUFD. To date we have not had a response

Kanhai 1989 Participants were women with an intrauterine fetal death.

Kapp 2007 Participants were women having a termination of pregnancy, including women with an
intrauterine fetal death

Kara 1999 Participants were women with an intrauterine fetal death.

Kovavisarach 2002 Participants were women with an intrauterine fetal death.

Kovavisarach 2005 Participants were women with an intrauterine fetal death.

Kushwah 2009 Participants were women with an intrauterine fetal death.

Lelaidier 1993 Participants were women with an intrauterine fetal death.

Lippert 1978 Not an RCT. Women were divided into two groups.

Lister 2005 Participants were women with an intrauterine fetal death.

Louey 2000 Study included women with ICM and women with IUFD. We have tried to contact the
authors to ask if they could provide their data spilt by women with ICM and women with
IUFD. To date we have not had a response

Lughmani 2007 Participants were women with an intrauterine fetal death.

Lughmani 2008 Participants were women with an intrauterine fetal death.

Machtinger 2004 Study included women with ICM and women with IUFD. We have tried to contact the
authors to ask if they could provide their data spilt by women with ICM and women with
IUFD. To date we have not had a response

Makhlouf 2003 Participants were women having a termination of pregnancy.

Martin 1955 Not an RCT, alternate allocation.

Muffley 2002 Participants were women with an intrauterine fetal death.

Neilson et al. Page 49

Cochrane Database Syst Rev. Author manuscript; available in PMC 2014 June 03.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



Mulayim 2009 Participants were women with an intrauterine fetal death and some having a termination of
pregnancy

Nakintu 2001 Participants were women with an intrauterine fetal death.

Nassar 2006 Participants were women with an intrauterine fetal death.

Ngai 2001 Study included women with ICM and women with IUFD. We have tried to contact the
authors to ask if they could provide their data spilt by women with ICM and women with
IUFD. To date we have not had a response

Ngoc 2004 Participants were women with an intrauterine fetal death, classified as ‘missed abortion’

Nielsen 1999 Study included women with ICM and women with IUFD. We have tried to contact the
authors to ask if they could provide their data spilt by women with ICMand women with
IUFD. To date we have had no response but we are still trying to contact the authors using
a different email address

Niromanesh 2005 Participants were women with an intrauterine fetal death.

Nor Azlin 2006 Participants were women having a termination of pregnancy, including women with an
intrauterine fetal death

Nuthalapaty 2005 Participants were women having a termination of pregnancy, including women with an
intrauterine fetal death

Nuutila 1997 Participants were women having a termination of pregnancy, including women with an
intrauterine fetal death

Owen 1999 Participants were women with indication for termination of pregnancy

Paraskevaides 1992 Included both women with incomplete miscarriage and women with intrauterine fetal
death. We were unable to contact the authors to request split data

Perry 1999 Participants were women with indication for termination of pregnancy

Piotrowski 1979 Participants were women with an intrauterine fetal death.

Pongsatha 2004 Participants were women with indication for termination of pregnancy

Ramsey 2004 Participants were women with indication for termination of pregnancy

Rita 2006 Participants were women with an intrauterine fetal death.

Rivero-Lopez 1998 Participants were women with an intrauterine fetal death.

Rosenberg 2006 Participants were women with an intrauterine fetal death.

Roy 2003 Participants were women with indication for termination of pregnancy

Ruangchainikhom 2006 Participants were women with indication for termination of pregnancy

Saichua 2009 Participants were women with an intrauterine fetal death.

Salamalekis 1990 Not an RCT, no mention of randomisation.

Sathapanachai 2000 Participants were women with an intrauterine fetal death.

Shobeira 2007 Participants were women with an intrauterine fetal death.

Stockheim 2006 Participants were women with an intrauterine fetal death.

Su 2005 Participants were women with indication for termination of pregnancy

Suchonwanit 1999 Participants were women with an intrauterine fetal death.

Surita 1997 Participants were women with an intrauterine fetal death.

Tang 2003 Participants were women with ‘silentmis carriage’ and women with complete and
incomplete miscarriages were excluded

Tang 2006a Participants were women with ‘silent miscarriage’ and women with incomplete
miscarriages were excluded

Thavarasah 1986 Participants were women with an intrauterine fetal death.

Toppozada 1994 Participants were women with indication for termination of pregnancy for intrauterine fetal
death
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Wood 2002 Participants were women with an intrauterine fetal death.

Yapar 1996 Participants were women with indication for termination of pregnancy including women
with intrauterine fetal death

Yilmaz 2005 Participants were women with indication for termination of pregnancy including women
with intrauterine fetal death

Yilmaz 2007 Participants were women having termination of pregnancy, some of whom had an
intrauterine fetal death

RCT: randomised controlled trial

Characteristics of studies awaiting assessment [ordered by study ID]

Altaf 2006

Methods

Participants

Interventions

Outcomes

Notes

Anderson 2009

Methods

Participants

Interventions

Outcomes

Notes

Ara 2009

Methods

Participants

Interventions

Outcomes

Notes

Arellano 2009

Methods
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Participants

Interventions

Outcomes

Notes

Azra 2007

Methods

Participants

Interventions

Outcomes

Notes

Bagratee 2009

Methods

Participants

Interventions

Outcomes

Notes

Behrashi 2010

Methods

Participants

Interventions

Outcomes

Notes

Ben-Meir 2009

Methods

Participants

Interventions

Outcomes

Notes
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Dabash 2009

Methods

Participants

Interventions

Outcomes

Notes

Dabash 2010

Methods

Participants

Interventions

Outcomes

Notes

Diop 2009

Methods RCT with randomisation of individual women.

Participants Women with incomplete miscarriage with uterine size < 12 weeks’ gestation
N = 300.

Interventions Intervention: oral misoprostol (600 mcg).
Comparison: sublingual misoprostol (400 mcg).

Outcomes Complete miscarriage, satisfaction, side effects and pain.

Notes We have still to assess this study for inclusion.

Fang 2009

Methods

Participants

Interventions

Outcomes

Notes

Hughes 1996

Methods
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Participants

Interventions

Outcomes

Notes

Jabir 2009

Methods

Participants

Interventions

Outcomes

Notes We are trying to get a copy of this paper for assessment.

Jabir 2009a

Methods

Participants

Interventions

Outcomes

Notes

Kushwah 2011

Methods

Participants

Interventions

Outcomes

Notes

Montesinos 2011

Methods

Participants

Interventions

Outcomes

Notes
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Moran 2005

Methods

Participants

Interventions

Outcomes

Notes

Mostafa-Gharebaghi 2010

Methods

Participants

Interventions

Outcomes

Notes

Nasreen 2009

Methods

Participants

Interventions

Outcomes

Notes

Paritakul 2010

Methods

Participants

Interventions

Outcomes

Notes

Ramadan 2009

Methods

Participants
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Interventions

Outcomes

Notes

Rausch 2012

Methods

Participants

Interventions

Outcomes

Notes

Shah 2010

Methods

Participants

Interventions

Outcomes

Notes

Shaikh 2008

Methods RCT with randomisation of individual women.

Participants Women with missed or incomplete miscarriage before 10 weeks’ gestation
N = 200 women.

Interventions Intervention: 1200 ug oral misoprostol (400 ug doses every 4 hours for 3 doses)
Comparison: 400 ug oral misoprostol 2 hours before MVA under cervical block

Outcomes Success; adverse effects (abdominal cramps}; acceptability to women

Notes We aim to contact the authors for information on the methodology and outcome data

Shokry 2009

Methods

Participants

Intervention

Outcomes

Notes
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Sripramote 2000

Methods

Participants

Interventions

Outcomes

Notes

Tanha 2010

Methods

Participants

Interventions

Outcomes

Notes

Tanha 2010a

Methods

Participants

Interventions

Outcomes

Notes

Taylor 2011

Methods

Participants

Interventions

Outcomes

Notes

Torre 2012

Methods

Participants
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Interventions

Outcomes

Notes

Yu 2000

Methods

Participants

Interventions

Outcomes

Notes We are trying to get a copy of this paper for assessment.

Zanganeh 2010

Methods

Participants

Interventions

Outcomes

Notes

Zhang 2000

Methods

Participants

Interventions

Outcomes

Notes

MVA: manual vacuum aspiration

RCT: randomised controlled trial

Characteristics of ongoing studies [ordered by study ID]

Unkels 2008

Trial name or title Is misoprostol a safe alternative to manual vacuum aspiration in women with incomplete
abortions in developing countries?

Methods Evaluator-blinded, single centre, randomised controlled non-inferiority trial
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Participants Women with first trimester pregnancy loss.

Interventions Intervention: sublingual misoprostol - 600 ug (3 doses of 200 ug each every 4 hours)
Comparison: surgery (MVA).

Outcomes Ultrasonagraphic thickness; change in Hb; pain; adverse effects; women’s satisfaction and
acceptability

Starting date 11 February 2008.

Contact information Dr Regina Unkels, PO Box 97, Lindi, Tanzania.

Notes Study No: ISRCTN65305620
Website: www.tgpsh.or.tz

MVA: manual vacuum aspiration

DATA AND ANALYSES

Comparison 1

Misoprostol versus expectant care

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 2 150 Risk Ratio (M-H,
Random, 95% CI)

1.23 [0.72, 2.10]

 1.1 Vaginal misoprostol 2 150 Risk Ratio (M-H,
Random, 95% CI)

1.23 [0.72, 2.10]

 1.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 1.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 1.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 1.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

2 Surgical evacuation 2 308 Risk Ratio (M-H,
Random, 95% CI)

0.62 [0.17, 2.26]

 2.1 Vaginal misoprostol 2 308 Risk Ratio (M-H,
Random, 95% CI)

0.62 [0.17, 2.26]

 2.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 2.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 2.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 2.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

3 Death or serious complication 1 126 Risk Ratio (M-H,
Random, 95% CI)

2.91 [0.12, 70.05]

 3.1 Vaginal misoprostol 1 126 Risk Ratio (M-H,
Random, 95% CI)

2.91 [0.12, 70.05]

 3.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 3.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 3.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 3.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

4 Unplanned surgical
intervention

2 308 Risk Ratio (M-H,
Random, 95% CI)

0.62 [0.17, 2.26]

 4.1 Vaginal misoprostol 2 308 Risk Ratio (M-H,
Random, 95% CI)

0.62 [0.17, 2.26]

 4.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 4.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 4.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 4.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

5 Blood transfusion 3 332 Risk Ratio (M-H,
Random, 95% CI)

3.07 [0.13, 74.28]

 5.1 Vaginal misoprostol 3 332 Risk Ratio (M-H,
Random, 95% CI)

3.07 [0.13, 74.28]

 5.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 5.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 5.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 5.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

6 Haemorrhage 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 6.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 6.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 6.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 6.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 6.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

7 Blood loss 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 7.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 7.2 Oral misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 7.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 7.4 Rectal misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 7.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

8 Anaemia 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 8.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]
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 8.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 8.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 8.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 8.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

9 Days of bleeding 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 9.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 9.2 Oral misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 9.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 9.4 Rectal misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 9.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

10 Pain relief 2 308 Risk Ratio (M-H,
Random, 95% CI)

1.12 [0.67, 1.88]

 10.1 Vaginal misoprostol 2 308 Risk Ratio (M-H,
Random, 95% CI)

1.12 [0.67, 1.88]

 10.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 10.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 10.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 10.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

11 Pelvic infection < 14 days 3 333 Risk Ratio (M-H,
Random, 95% CI)

2.42 [0.59, 9.98]

 11.1 Vaginal misoprostol 3 333 Risk Ratio (M-H,
Random, 95% CI)

2.42 [0.59, 9.98]

 11.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 11.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 11.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 11.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

12 Cervical damage 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 12.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 12.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 12.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 12.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]
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 12.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

13 Digestive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

14 Hypertensive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

15 Duration of hospital stay 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.2 Oral misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.4 Rectal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

16 Psychological effects 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.2 Oral misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.4 Rectal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

17 Subsequent fertility 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 17.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]
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 17.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 17.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 17.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 17.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

18 Women’s views/satisfaction 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 18.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 18.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 18.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 18.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 18.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

19 Women’s views/satisfaction
- continuous data

0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 19.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 19.2 Oral misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 19.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 19.4 Rectal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 19.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

20 Death 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 20.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 20.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 20.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 20.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 20.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

21 Serious morbidity 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]
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 21.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

22 Pathology of placental tissue 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.2 Oral misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.4 Rectal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

23 Costs 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.2 Oral misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.4 Rectal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

24 Nausea 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 24.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 24.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 24.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 24.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 24.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

25 Vomiting 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 25.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 25.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 25.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 25.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 25.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

26 Diarrhoea 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 26.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]
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 26.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 26.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 26.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 26.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

Comparison 2

Misoprostol versus surgery

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 8 1377 Risk Ratio (M-H,
Random, 95% CI)

0.96 [0.92, 1.00]

 1.1 Vaginal misoprostol 3 154 Risk Ratio (M-H,
Random, 95% CI)

0.91 [0.83, 0.99]

 1.2 Oral misoprostol 4 1143 Risk Ratio (M-H,
Random, 95% CI)

0.97 [0.93, 1.02]

 1.3 Vaginal + oral
misoprostol

1 80 Risk Ratio (M-H,
Random, 95% CI)

0.95 [0.87, 1.04]

 1.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 1.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

2 Surgical evacuation 8 1538 Risk Ratio (M-H,
Random, 95% CI)

0.07 [0.03, 0.18]

 2.1 Vaginal misoprostol 3 315 Risk Ratio (M-H,
Random, 95% CI)

0.18 [0.08, 0.44]

 2.2 Oral misoprostol 4 1143 Risk Ratio (M-H,
Random, 95% CI)

0.05 [0.02, 0.10]

 2.3 Vaginal + oral
misoprostol

1 80 Risk Ratio (M-H,
Random, 95% CI)

0.04 [0.01, 0.18]

 2.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 2.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

3 Death or serious complication 2 132 Risk Ratio (M-H,
Random, 95% CI)

1.0 [0.04, 22.64]

 3.1 Vaginal misoprostol 2 132 Risk Ratio (M-H,
Random, 95% CI)

1.0 [0.04, 22.64]

 3.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 3.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 3.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 3.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

4 Unplanned surgical
intervention

6 1158 Risk Ratio (M-H,
Random, 95% CI)

6.32 [2.90, 13.77]
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 4.1 Vaginal misoprostol 3 315 Risk Ratio (M-H,
Random, 95% CI)

5.56 [1.11, 27.90]

 4.2 Oral misoprostol 3 843 Risk Ratio (M-H,
Random, 95% CI)

6.12 [1.99, 18.84]

 4.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 4.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 4.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

5 Blood transfusion 4 430 Risk Ratio (M-H,
Random, 95% CI)

1.73 [0.19, 16.08]

 5.1 Vaginal misoprostol 3 241 Risk Ratio (M-H,
Random, 95% CI)

1.73 [0.19, 16.08]

 5.2 Oral misoprostol 1 189 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 5.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 5.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 5.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

6 Haemorrhage 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 6.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 6.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 6.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 6.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 6.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

7 Blood loss 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 7.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 7.2 Oral misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 7.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 7.4 Rectal misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 7.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

8 Anaemia 1 36 Risk Ratio (M-H,
Random, 95% CI)

1.71 [0.24, 12.24]

 8.1 Vaginal misoprostol 1 36 Risk Ratio (M-H,
Random, 95% CI)

1.71 [0.24, 12.24]

 8.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 8.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 8.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 8.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

9 Days of bleeding 3 211 Mean Difference (IV,
Random, 95% CI)

2.12 [1.18, 3.07]

 9.1 Vaginal misoprostol 2 131 Mean Difference (IV,
Random, 95% CI)

2.76 [1.55, 3.97]

 9.2 Oral misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 9.3 Vaginal + oral
misoprostol

1 80 Mean Difference (IV,
Random, 95% CI)

1.55 [0.58, 2.52]

 9.4 Rectal misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

 9.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Random, 95% CI)

0.0 [0.0, 0.0]

10 Pain relief 4 525 Risk Ratio (M-H,
Random, 95% CI)

1.48 [0.67, 3.25]

 10.1 Vaginal misoprostol 3 313 Risk Ratio (M-H,
Random, 95% CI)

1.64 [1.05, 2.55]

 10.2 Oral misoprostol 1 212 Risk Ratio (M-H,
Random, 95% CI)

0.85 [0.77, 0.92]

 10.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 10.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 10.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

11 Pelvic infection < 14 days 7 907 Risk Ratio (M-H,
Random, 95% CI)

0.70 [0.25, 1.99]

 11.1 Vaginal misoprostol 4 338 Risk Ratio (M-H,
Random, 95% CI)

1.14 [0.29, 4.44]

 11.2 Oral misoprostol 2 489 Risk Ratio (M-H,
Random, 95% CI)

0.26 [0.03, 2.41]

 11.3 Vaginal + oral
misoprostol

1 80 Risk Ratio (M-H,
Random, 95% CI)

0.5 [0.05, 5.30]

 11.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 11.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

12 Cervical damage 1 189 Risk Ratio (M-H,
Random, 95% CI)

0.07 [0.00, 1.25]

 12.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 12.2 Oral misoprostol 1 189 Risk Ratio (M-H,
Random, 95% CI)

0.07 [0.00, 1.25]

 12.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 12.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 12.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

13 Digestive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 13.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

14 Hypertensive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

15 Duration of hospital stay 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.2 Oral misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.4 Rectal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

16 Psychological effects 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.2 Oral misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.4 Rectal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

17 Subsequent fertility 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 17.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 17.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 17.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 17.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 17.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

18 Women’s views/satisfaction 4 1134 Risk Ratio (M-H,
Random, 95% CI)

0.99 [0.98, 1.01]

 18.1 Vaginal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 18.2 Oral misoprostol 4 1134 Risk Ratio (M-H,
Random, 95% CI)

0.99 [0.98, 1.01]

 18.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 18.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 18.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

19 Women’s views/satisfaction
- continuous data

2 131 Std. Mean Difference
(IV, Random, 95% CI)

1.01 [0.01, 2.00]

 19.1 Vaginal misoprostol 2 131 Std. Mean Difference
(IV, Random, 95% CI)

1.01 [0.01, 2.00]

 19.2 Oral misoprostol 0 0 Std. Mean Difference
(IV, Random, 95% CI)

0.0 [0.0, 0.0]

 19.3 Vaginal + oral
misoprostol

0 0 Std. Mean Difference
(IV, Random, 95% CI)

0.0 [0.0, 0.0]

 19.4 Rectal misoprostol 0 0 Std. Mean Difference
(IV, Random, 95% CI)

0.0 [0.0, 0.0]

 19.5 Sublingual misoprostol 0 0 Std. Mean Difference
(IV, Random, 95% CI)

0.0 [0.0, 0.0]

20 Death 1 38 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 20.1 Vaginal misoprostol 1 38 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 20.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 20.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 20.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 20.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

21 Serious morbidity 1 94 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.1 Vaginal misoprostol 1 94 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.2 Oral misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

22 Pathology of placental tissue 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 22.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.2 Oral misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.4 Rectal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

23 Costs 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.1 Vaginal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.2 Oral misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.3 Vaginal + oral
misoprostol

0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.4 Rectal misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.5 Sublingual misoprostol 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

24 Nausea 6 1115 Risk Ratio (M-H,
Random, 95% CI)

3.18 [1.78, 5.70]

 24.1 Vaginal misoprostol 3 156 Risk Ratio (M-H,
Random, 95% CI)

1.46 [0.61, 3.48]

 24.2 Oral misoprostol 3 959 Risk Ratio (M-H,
Random, 95% CI)

4.69 [2.64, 8.34]

 24.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 24.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 24.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

25 Vomiting 5 1090 Risk Ratio (M-H,
Random, 95% CI)

2.25 [1.14, 4.43]

 25.1 Vaginal misoprostol 2 131 Risk Ratio (M-H,
Random, 95% CI)

1.26 [0.12, 13.73]

 25.2 Oral misoprostol 3 959 Risk Ratio (M-H,
Random, 95% CI)

2.39 [1.13, 5.02]

 25.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 25.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 25.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

26 Diarrhoea 3 437 Risk Ratio (M-H,
Random, 95% CI)

4.25 [0.76, 23.73]

 26.1 Vaginal misoprostol 2 131 Risk Ratio (M-H,
Random, 95% CI)

4.09 [0.51, 32.97]

 26.2 Oral misoprostol 1 306 Risk Ratio (M-H,
Random, 95% CI)

4.63 [0.22, 95.55]

 26.3 Vaginal + oral
misoprostol

0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 26.4 Rectal misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 26.5 Sublingual misoprostol 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

Comparison 3

Vaginal misoprostol versus expectant care

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 2 150 Risk Ratio (M-H,
Random, 95% CI)

1.23 [0.72, 2.10]

 1.1 Gestation < 13 weeks 2 150 Risk Ratio (M-H,
Random, 95% CI)

1.23 [0.72, 2.10]

 1.2 Geststion 13-23 weeks 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 1.3 Gestation not specified 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

2 Surgical evacuation 2 308 Risk Ratio (M-H,
Random, 95% CI)

0.62 [0.17, 2.26]

 2.1 Gestation < 13 weeks 2 308 Risk Ratio (M-H,
Random, 95% CI)

0.62 [0.17, 2.26]

 2.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 2.3 Gestation not specified 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

3 Death or serious complication 1 126 Risk Ratio (M-H,
Fixed, 95% CI)

2.91 [0.12, 70.05]

 3.1 Gestation < 13 weeks 1 126 Risk Ratio (M-H,
Fixed, 95% CI)

2.91 [0.12, 70.05]

 3.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 3.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

4 Unplanned surgical
intervention

2 308 Risk Ratio (M-H,
Random, 95% CI)

0.62 [0.17, 2.26]

 4.1 Gestation < 13 weeks 2 308 Risk Ratio (M-H,
Random, 95% CI)

0.62 [0.17, 2.26]

 4.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 4.3 Gestation not specified 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

5 Blood transfusion 3 332 Risk Ratio (M-H,
Fixed, 95% CI)

3.07 [0.13, 74.28]

 5.1 Gestation < 13 weeks 3 332 Risk Ratio (M-H,
Fixed, 95% CI)

3.07 [0.13, 74.28]

 5.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 5.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

6 Haemorrhage 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 6.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 6.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 6.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

7 Blood loss 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 7.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 7.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 7.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

8 Anaemia 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 8.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 8.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 8.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

9 Days of bleeding 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 9.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 9.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 9.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

10 Pain relief 2 308 Risk Ratio (M-H,
Random, 95% CI)

1.12 [0.67, 1.88]

 10.1 Gestation < 13 weeks 2 308 Risk Ratio (M-H,
Random, 95% CI)

1.12 [0.67, 1.88]

 10.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

 10.3 Gestation not specified 0 0 Risk Ratio (M-H,
Random, 95% CI)

0.0 [0.0, 0.0]

11 Pelvic infection < 14 days 3 333 Risk Ratio (M-H,
Fixed, 95% CI)

2.81 [0.77, 10.33]

 11.1 Gestation < 13 weeks 3 333 Risk Ratio (M-H,
Fixed, 95% CI)

2.81 [0.77, 10.33]

 11.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 11.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

12 Cervical damage 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 12.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 12.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 12.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

13 Digestive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 13.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

14 Hypertensive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 14.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

15 Duration of hospital stay 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

16 Psychological effects 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

17 Subsequent fertility 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 17.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 17.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 17.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

18 Women’s views/satisfaction 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 18.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 18.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 18.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

19 Women’s views/satisfaction -
continuous data

0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 19.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 19.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

Neilson et al. Page 73

Cochrane Database Syst Rev. Author manuscript; available in PMC 2014 June 03.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 19.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

20 Death 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 20.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 20.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 20.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

21 Serious morbidity 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 21.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

22 Pathology of fetal/placental
tissue

0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

23 Costs 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

24 Nausea 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 24.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 24.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 24.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

25 Vomiting 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 25.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 25.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 25.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

26 Diarrhoea 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 26.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]
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 26.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 26.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI)

0.0 [0.0, 0.0]

Comparison 4

Oral misoprostol versus expectant care

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 1.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 1.2 Geststion 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 1.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

2 Surgical evacuation 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 2.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 2.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 2.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

3 Death or serious complication 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 3.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 3.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 3.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

4 Unplanned surgical intervention 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 4.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 4.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 4.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

5 Blood transfusion 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 5.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 5.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 5.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

6 Haemorrhage 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]
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 6.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 6.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 6.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

7 Blood loss 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 7.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 7.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 7.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

8 Anaemia 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 8.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 8.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 8.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

9 Days of bleeding 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 9.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 9.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 9.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

10 Pain relief 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 10.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 10.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 10.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

11 Pelvic infection 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 11.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 11.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 11.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

12 Cervical damage 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 12.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 12.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 12.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]
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13 Digestive disorders 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 13.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 13.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 13.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

14 Hypertensive disorders 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 14.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 14.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 14.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

15 Duration of hospital stay 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

 15.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI)

0.0 [0.0, 0.0]

16 Psychological effects 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 16.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

17 Subsequent fertility 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 17.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 17.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 17.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

18 Women’s views/satisfaction 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 18.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 18.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 18.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

19 Women’s views/satisfaction -
continuous data

0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 19.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 19.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

Neilson et al. Page 77

Cochrane Database Syst Rev. Author manuscript; available in PMC 2014 June 03.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 19.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

20 Death 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 20.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 20.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 20.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

21 Serious morbidity 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 21.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 21.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 21.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

22 Pathology of fetal/placental
tissue

0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 22.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

23 Costs 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

 23.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI)

0.0 [0.0, 0.0]

24 Nausea 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 24.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 24.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 24.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

25 Vomiting 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 25.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 25.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 25.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

26 Diarrhoea 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 26.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 26.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

 26.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI)

0.0 [0.0, 0.0]

Comparison 7

Vaginal misoprostol versus surgery

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 3 154 Risk Ratio (M-H,
Fixed, 95% CI) 0.90 [0.82, 0.99]

 1.1 Gestation < 13 weeks 3 154 Risk Ratio (M-H,
Fixed, 95% CI) 0.90 [0.82, 0.99]

 1.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 1.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [00.0, 0.0]

2 Surgical evacuation 3 315 Risk Ratio (M-H,
Random, 95% CI) 0.18 [0.08, 0.44]

 2.1 Gestation < 13 weeks 3 315 Risk Ratio (M-H,
Random, 95% CI) 0.18 [0.08, 0.44]

 2.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Random, 95% CI) 0.0 [00.0, 0.0]

 2.3 Gestation not specified 0 0 Risk Ratio (M-H,
Random, 95% CI) 0.0 [0.0, 0.0]

3 Death or serious complication 2 132 Risk Ratio (M-H,
Fixed, 95% CI) 1.0 [0.04, 22.64]

 3.1 Gestation < 13 weeks 2 132 Risk Ratio (M-H,
Fixed, 95% CI) 1.0 [0.04, 22.64]

 3.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [00.0, 0.0]

4 Unplanned surgical
intervention 3 315 Risk Ratio (M-H,

Random, 95% CI) 5.56 [1.11, 27.90]

 4.1 Gestation < 13 weeks 3 315 Risk Ratio (M-H,
Random, 95% CI) 5.56 [1.11, 27.90]

 4.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Random, 95% CI) 0.0 [00.0, 0.0]

 4.3 Gestation not specified 0 0 Risk Ratio (M-H,
Random, 95% CI) 0.0 [0.0, 0.0]

5 Blood transfusion 3 241 Risk Ratio (M-H,
Fixed, 95% CI) 1.82 [0.21, 15.70]

 5.1 Gestation < 13 weeks 3 241 Risk Ratio (M-H,
Fixed, 95% CI) 1.82 [0.21, 15.70]

 5.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 5.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [00.0, 0.0]

6 Haemorrhage 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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 6.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

7 Blood loss 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

8 Anaemia 1 36 Risk Ratio (M-H,
Fixed, 95% CI) 1.71 [0.24, 12.24]

 8.1 Gestation < 13 weeks 1 36 Risk Ratio (M-H,
Fixed, 95% CI) 1.71 [0.24, 12.24]

 8.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

9 Days of bleeding 2 131 Mean Difference (IV,
Fixed, 95% CI) 2.76 [1.55, 3.97]

 9.1 Gestation < 13 weeks 2 131 Mean Difference (IV,
Fixed, 95% CI) 2.76 [1.55, 3.97]

 9.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

10 Pain relief 3 313 Risk Ratio (M-H,
Fixed, 95% CI) 1.75 [1.21, 2.54]

 10.1 Gestation < 13 weeks 3 313 Risk Ratio (M-H,
Fixed, 95% CI) 1.75 [1.21, 2.54]

 10.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

11 Pelvic infection < 14 days 4 338 Risk Ratio (M-H,
Fixed, 95% CI) 1.27 [0.37, 4.42]

 11.1 Gestation < 13 weeks 4 338 Risk Ratio (M-H,
Fixed, 95% CI) 1.27 [0.37, 4.42]

 11.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

12 Cervical damage 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

Neilson et al. Page 80

Cochrane Database Syst Rev. Author manuscript; available in PMC 2014 June 03.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts
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13 Digestive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

14 Hypertensive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

15 Duration of hospital stay 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

16 Psychological effects 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

17 Subsequent fertility 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

18 Women’s views/satisfaction 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

19 Women’s views/satisfaction -
continuous data 2 131

Std. Mean Difference
(IV, Random, 95%
CI)

1.01 [0.01, 2.00]

 19.1 Gestation < 13 weeks 2 131
Std. Mean Difference
(IV, Random, 95%
CI)

1.01 [0.01, 2.00]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 19.2 Gestation 13-23 weeks 0 0
Std. Mean Difference
(IV, Random, 95%
CI)

0.0 [0.0, 0.0]

 19.3 Gestation not specified 0 0
Std. Mean Difference
(IV, Random, 95%
CI)

0.0 [0.0, 0.0]

20 Death 1 38 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.1 Gestation < 13 weeks 1 38 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

21 Serious morbidity 1 94 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.1 Gestation < 13 weeks 1 94 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

22 Pathology of fetal/placental
tissue 0 0 Std. Mean Difference

(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

23 Costs 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 24 Nausea 3 156 Risk Ratio (M-H,
Fixed, 95% CI) 1.37 [0.58, 3.22]

 24.1 Gestation < 13 weeks 3 156 Risk Ratio (M-H,
Fixed, 95% CI) 1.37 [0.58, 3.22]

 24.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 24.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

25 Vomiting 2 131 Risk Ratio (M-H,
Fixed, 95% CI) 1.48 [0.25, 8.93]

 25.1 Gestation < 13 weeks 2 131 Risk Ratio (M-H,
Fixed, 95% CI) 1.48 [0.25, 8.93]

 25.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 25.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

26 Diarrhoea 2 131 Risk Ratio (M-H,
Fixed, 95% CI) 4.30 [0.52, 35.36]

 26.1 Gestation < 13 weeks 2 131 Risk Ratio (M-H,
Fixed, 95% CI) 4.30 [0.52, 35.36]

 26.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 26.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

Comparison 8

Oral misoprostol versus surgery

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 4 1143 Risk Ratio (M-H,
Random, 95% CI) 0.97 [0.93, 1.02]

 1.1 Gestation < 13 weeks 4 1143 Risk Ratio (M-H,
Random, 95% CI) 0.97 [0.93, 1.02]

 1.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Random, 95% CI) 0.0 [0.0, 0.0]

 1.3 Gestation not specified 0 0 Risk Ratio (M-H,
Random, 95% CI) 0.0 [0.0, 0.0]

2 Surgical evacuation 4 1143 Risk Ratio (M-H,
Random, 95% CI) 0.05 [0.02, 0.10]

 2.1 Gestation < 13 weeks 4 1143 Risk Ratio (M-H,
Random, 95% CI) 0.05 [0.02, 0.10]

 2.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Random, 95% CI) 0.0 [0.0, 0.0]

 2.3 Gestation not specified 0 0 Risk Ratio (M-H,
Random, 95% CI) 0.0 [0.0, 0.0]

3 Death or serious complication 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

4 Unplanned surgical
intervention 3 843 Risk Ratio (M-H,

Fixed, 95% CI) 7.07 [2.34, 21.30]

 4.1 Gestation < 13 weeks 3 843 Risk Ratio (M-H,
Fixed, 95% CI) 7.07 [2.34, 21.30]

 4.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 4.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

5 Blood transfusion 1 189 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 5.1 Gestation < 13 weeks 1 189 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 5.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 5.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

6 Haemorrhage 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

7 Blood loss 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

8 Anaemia 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

9 Days of bleeding 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

10 Pain relief 1 212 Risk Ratio (M-H,
Fixed, 95% CI) 0.85 [0.77, 0.92]

 10.1 Gestation < 13 weeks 1 212 Risk Ratio (M-H,
Fixed, 95% CI) 0.85 [0.77, 0.92]

 10.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

11 Pelvic infection 2 489 Risk Ratio (M-H,
Fixed, 95% CI) 0.26 [0.03, 2.41]

 11.1 Gestation < 13 weeks 2 489 Risk Ratio (M-H,
Fixed, 95% CI) 0.26 [0.03, 2.41]

 11.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

12 Cervical damage 1 189 Risk Ratio (M-H,
Fixed, 95% CI) 0.07 [0.00, 1.25]

 12.1 Gestation < 13 weeks 1 189 Risk Ratio (M-H,
Fixed, 95% CI) 0.07 [0.00, 1.25]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 12.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

13 Digestive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

14 Hypertensive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

15 Duration of hospital stay 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

16 Psychological effects 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

17 Subsequent fertility 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

18 Women’s views/satisfaction 4 1134 Risk Ratio (M-H,
Fixed, 95% CI) 0.99 [0.97, 1.01]

 18.1 Gestation < 13 weeks 4 1134 Risk Ratio (M-H,
Fixed, 95% CI) 0.99 [0.97, 1.01]

 18.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

19 Women’s views/satisfaction -
continuous data 0 0 Std. Mean Difference

(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]
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 19.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

20 Death 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

21 Serious morbidity 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

22 Pathology of fetal/placental
tissue 0 0 Std. Mean Difference

(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

23 Costs 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

24 Nausea 3 959 Risk Ratio (M-H,
Fixed, 95% CI) 4.77 [2.68, 8.49]

 24.1 Gestation < 13 weeks 3 959 Risk Ratio (M-H,
Fixed, 95% CI) 4.77 [2.68, 8.49]

 24.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 24.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

25 Vomiting 3 959 Risk Ratio (M-H,
Fixed, 95% CI) 2.59 [1.29, 5.21]

 25.1 Gestation < 13 weeks 3 959 Risk Ratio (M-H,
Fixed, 95% CI) 2.59 [1.29, 5.21]

 25.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 25.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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26 Diarrhoea 1 306 Risk Ratio (M-H,
Fixed, 95% CI) 4.63 [0.22, 95.55]

 26.1 Gestation < 13 weeks 1 306 Risk Ratio (M-H,
Fixed, 95% CI) 4.63 [0.22, 95.55]

 26.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 26.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

27 New Outcome 0 0 Odds Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

Comparison 9

Vaginal + oral misoprostol versus surgery

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 1 80 Risk Ratio (M-H,
Fixed, 95% CI) 0.95 [0.87, 1.04]

 1.1 Gestation < 13 weeks 1 80 Risk Ratio (M-H,
Fixed, 95% CI) 0.95 [0.87, 1.04]

 1.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 1.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

2 Surgical evacuation 1 80 Risk Ratio (M-H,
Fixed, 95% CI) 0.04 [0.01, 0.18]

 2.1 Gestation < 13 weeks 1 80 Risk Ratio (M-H,
Fixed, 95% CI) 0.04 [0.01, 0.18]

 2.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 2.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

3 Death or serious complication 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

4 Unplanned surgical
intervention 0 0 Risk Ratio (M-H,

Fixed, 95% CI) 0.0 [0.0, 0.0]

 4.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 4.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 4.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

5 Blood transfusion 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 5.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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 5.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 5.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

6 Haemorrhage 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

7 Blood loss 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

8 Anaemia 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

9 Days of bleeding 1 80 Mean Difference (IV,
Fixed, 95% CI) 1.55 [0.58, 2.52]

 9.1 Gestation < 13 weeks 1 80 Mean Difference (IV,
Fixed, 95% CI) 1.55 [0.58, 2.52]

 9.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

10 Pain relief 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

11 Pelvic infection 1 80 Risk Ratio (M-H,
Fixed, 95% CI) 0.5 [0.05, 5.30]

 11.1 Gestation < 13 weeks 1 80 Risk Ratio (M-H,
Fixed, 95% CI) 0.5 [0.05, 5.30]

 11.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

12 Cervical damage 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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 12.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

13 Digestive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0 0]

 13.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

14 Hypertensive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

15 Duration of hospital stay 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

16 Psychological effects 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

17 Subsequent fertility 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

18 Women’s views/satisfaction 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

19 Women’s views/satisfaction -
continuous data 0 0 Mean Difference (IV,

Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

20 Death 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

21 Serious morbidity 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

22 Pathology of fetal/placental
tissue 0 0 Mean Difference (IV,

Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

23 Cost 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

24 Nausea 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 24.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 24.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 24.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

25 Vomiting 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 25.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 25.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 25.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

26 Diarrhoea 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 26.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 26.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 26.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

Comparison 12

Vaginal misoprostol versus oral misoprostol

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 1 198 Risk Ratio (M-
H,Fixed, 95% CI) 0.94 [0.76, 1.16]

 1.1 Gestation < 13 weeks 1 198 Risk Ratio (M-
H,Fixed, 95% CI) 0.94 [0.76, 1.16]

 1.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 1.3 Gestation not specified 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

2 Surgical evacuation 1 198 Risk Ratio (M-
H,Fixed, 95% CI) 1.11 [0.77, 1.60]

 2.1 Gestation < 13 weeks 1 198 Risk Ratio (M-
H,Fixed, 95% CI) 1.11 [0.77, 1.60]

 2.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 2.3 Gestation not specified 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

3 Death or serious complication 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.1 Gestation < 13 weeks 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.3 Gestation not specified 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

4 Unplanned surgical
intervention 1 186 Risk Ratio (M-

H,Fixed, 95% CI) 0.36 [0.01, 8.80]

 4.1 Gestation < 13 weeks 1 186 Risk Ratio (M-
H,Fixed, 95% CI) 0.36 [0.01, 8.80]

 4.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 4.3 Gestation not specified 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

5 Blood transfusion 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 5.1 Gestation < 13 weeks 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 5.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 5.3 Gestation not specified 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

6 Haemorrhage 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.1 Gestation < 13 weeks 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.3 Gestation not specified 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

7 Blood loss 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

8 Anaemia 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.1 Gestation < 13 weeks 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.3 Gestation not specified 0 0 Risk Ratio (M-
H,Fixed, 95% CI) 0.0 [0.0, 0.0]

9 Days of bleeding 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

10 Pain relief 1 186 Risk Ratio (M-H
Fixed, 95% CI) 1.43 [0.93, 2.17]

 10.1 Gestation < 13 weeks 1 186 Risk Ratio (M-H,
Fixed, 95% CI) 1.43 [0.93, 2.17]

 10.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

11 Pelvic infection 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

12 Cervical damage 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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 12.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

13 Digestive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

14 Hypertensive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

15 Duration of hospital stay 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

16 Psychological effects 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

17 Subsequent fertility 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

18 Women’s views/satisfaction 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

19 Women’s views/satisfaction -
continuous data 0 0 Std. Mean Difference

(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

Neilson et al. Page 93

Cochrane Database Syst Rev. Author manuscript; available in PMC 2014 June 03.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 19.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

20 Death 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

21 Serious morbidity 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

22 Pathology of fetal/placental
tissue 0 0 Std. Mean Difference

(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

23 Costs 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

24 Nausea 1 198 Risk Ratio (M-H,
Fixed, 95% CI) 063 [0.26, 1.54]

 24.1 Gestation < 13 weeks 1 198 Risk Ratio (M-H,
Fixed, 95% CI) 0.63 [0.26, 1.54]

 24.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 24.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

25 Vomiting 1 198 Risk Ratio (M-H,
Fixed, 95% CI) 0.36 [0.07, 1.75]

 25.1 Gestation < 13 weeks 1 198 Risk Ratio (M-H,
Fixed, 95% CI) 0.36 [0.07, 1.75]

 25.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 25.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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26 Diarrhoea 1 198 Risk Ratio (M-H,
Fixed, 95% CI) 0.21 [0.12, 0.36]

 26.1 Gestation < 13 weeks 1 198 Risk Ratio (M-H,
Fixed, 95% CI) 0.21 [0.12, 0.36]

 26.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 26.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

Comparison 13

Rectal misoprostol versus oral misoprostol

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 1.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 1.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 1.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

2 Surgical evacuation 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 2.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 2.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 2.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

3 Death or serious complication 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 3.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 3.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 3.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

4 Unplanned surgical intervention 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 4.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 4.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 4.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

5 Blood transfusion 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 5.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 5.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]
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 5.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

6 Haemorrhage 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 6.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 6.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 6.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

7 Blood loss - severe 0 0 Odds Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.1 Gestation < 13 weeks 0 0 Odds Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.2 Gestation 13-23 weeks 0 0 Odds Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.3 Gestation not specified 0 0 Odds Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

8 Anaemia 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 8.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 8.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 8.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

9 Days of bleeding 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

10 Pain relief 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 10.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 10.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 10.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

11 Pelvic infection 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 11.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 11.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 11.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

12 Cervical damage 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 12.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 12.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 12.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

13 Digestive disorders 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 13.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 13.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 13.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

14 Hypertensive disorders 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 14.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 14.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 14.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

15 Duration of hospital stay 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

16 Psychological effects 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

17 Subsequent fertility 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 17.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 17.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 17.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

18 Women’s views/satisfaction 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 18.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 18.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 18.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

19 Women’s views/satisfaction -
continuous data 0 0 Std. Mean Difference

(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]
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 19.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

20 Death 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 20.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 20.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 20.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

21 Serious morbidity 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 21.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 21.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 21.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

22 Pathology of fetal/placental
tissue 0 0 Std. Mean Difference

(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

23 Costs 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

24 Nausea 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 24.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 24.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 24.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

25 Vomiting 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 25.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 25.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 25.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

26 Diarrhoea 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 26.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 26.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 26.3 Gestation not specified 0 0 Risk Ratio (M-H’ Fixed,
95% CI) 0.0 [0.0, 0.0]

Comparison 14

Oral misoprostol: 600 ug versus 1200 ug

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 2 464 Risk Ratio (M-H,
Fixed, 95% CI) 1.00 [0.93, 1.07]

 1.1 Gestation < 13 weeks 2 464 Risk Ratio (M-H,
Fixed, 95% CI) 1.00 [0.93, 1.07]

 1.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 1.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

2 Surgical evacuation 1 295 Risk Ratio (M-H,
Fixed, 95% CI) 0.76 [0.29, 1.99]

 2.1 Gestation < 13 weeks 1 295 Risk Ratio (M-H,
Fixed, 95% CI) 0.76 [0.29, 1.99]

 2.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 2.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

3 Death or serious complication 1 295 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.1 Gestation <13 weeks 1 295 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

4 Unplanned surgical
intervention 1 295 Risk Ratio (M-H,

Fixed, 95% CI) 0.76 [0.29, 1.99]

 4.1 Gestation < 13 weeks 1 295 Risk Ratio (M-H,
Fixed, 95% CI) 0.76 [0.29, 1.99]

 4.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 4.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

5 Blood transfusion 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 5.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 5.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 5.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

6 Haemorrhage 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

7 Blood loss 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

8 Anaemia 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

9 Days of bleeding 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

10 Pain relief 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

11 Pelvic infection 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

12 Cervical damage 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 12.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

13 Digestive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

14 Hypertensive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

15 Duration of hospital stay 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.1 Gestation <13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

16 Psychological effects 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

17 Subsequent fertility 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

18 Women’s views/satisfaction 2 460 Risk Ratio (M-H,
Fixed, 95% CI) 1.02 [0.96, 1.09]

 18.1 Gestation <13 weeks 2 460 Risk Ratio (M-H,
Fixed, 95% CI) 1.02 [0.96, 1.09]

 18.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

19 Women’s views/satisfaction -
continuous data 0 0 Std. Mean Difference

(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]
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 19.1 Gestation <13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

20 Death 1 295 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.1 Gestation <13 weeks 1 295 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

21 Serious morbidity 1 295 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.1 Gestation < 13 weeks 1 295 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

22 Pathology of fetal/placental
tissue 0 0 Std. Mean Difference

(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

23 Costs 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.1 Gestation < 13 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.2 Gestation 13-23 weeks 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.3 Gestation not specified 0 0 Std. Mean Difference
(IV, Fixed, 95% CI) 0.0 [0.0, 0.0]

24 Nausea 2 463 Risk Ratio (M-H,
Random, 95% CI) 1.19 [0.57, 2.46]

 24.1 Gestation <13 weeks 2 463 Risk Ratio (M-H,
Random, 95% CI) 1.19 [0.57, 2.46]

 24.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Random, 95% CI) 0.0 [0.0, 0.0]

 24.3 Gestation not specified 0 0 Risk Ratio (M-H,
Random, 95% CI) 0.0 [0.0, 0.0]

25 Vomiting 2 463 Risk Ratio (M-H,
Fixed, 95% CI) 1.01 [0.60, 1.72]

 25.1 Gestation <13 weeks 2 463 Risk Ratio (M-H,
Fixed, 95% CI) 1.01 [0.60, 1.72]

 25.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 25.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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26 Diarrhoea 1 294 Risk Ratio (M-H,
Fixed, 95% CI) 0.73 [0.55, 0.97]

 26.1 Gestation < 13 weeks 1 294 Risk Ratio (M-H,
Fixed, 95% CI) 0.73 [0.55, 0.97]

 26.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 26.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

Comparison 15

Oral mifepristone + vaginal misoprostol versus surgery

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 1 19 Risk Ratio (M-H,
Fixed, 95% CI) 1.0 [0.77, 1.31]

 1.1 Gestation < 13 weeks 1 16 Risk Ratio (M-H,
Fixed, 95% CI) 1.0 [0.78, 1.27]

 1.2 Gestation 13-23 weeks 1 3 Risk Ratio (M-H,
Fixed, 95% CI) 1.0 [0.39, 2.58]

 1.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

2 Surgical evacuation 1 19 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 2.1 Gestation < 13 weeks 1 16 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 2.2 Gestation 13-23 weeks 1 3 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 2.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

3 Death or serious complication 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 3.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

4 Unplanned surgical intervention 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 4.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 4.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 4.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

5 Blood transfusion 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 5.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 5.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 5.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

6 Haemorrrhage 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 6.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

7 Blood loss 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 7.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

8 Anaemia 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 8.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

9 Days of bleeding 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 9.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

10 Pain relief 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 10.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

11 Pelvic infection < 14 days 1 19 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.1 Gestation < 13 weeks 1 16 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.2 Gestation 13-23 weeks 1 3 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 11.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

12 Cervical damage 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

 12.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 12.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

13 Digestive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 13.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

14 Hypertensive disorders 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 14.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

15 Duration of hospital stay 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.1 Gestation <13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 15.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

16 Psychological effects 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 16.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

17 Subsequent fertility 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 17.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

18 Women’s views/satisfaction 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.1 Gestation <13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 18.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

19 Women’s views/satisfaction -
continuous data 0 0 Mean Difference (IV,

Fixed, 95% CI) 0.0 [0.0, 0.0]
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 19.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 19.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

20 Death 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 20.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

21 Serious morbidity 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 21.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

22 Pathology of fetal/placental
tissue 0 0 Mean Difference (IV,

Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 22.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

23 Costs 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.1 Gestation < 13 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.2 Gestation 13-23 weeks 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 23.3 Gestation not specified 0 0 Mean Difference (IV,
Fixed, 95% CI) 0.0 [0.0, 0.0]

24 Nausea 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 24.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 24.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 24.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

25 Vomiting 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 25.1 Gestation <13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 25.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 25.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]
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26 Diarrhoea 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 26.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 26.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

 26.3 Gestation not specified 0 0 Risk Ratio (M-H,
Fixed, 95% CI) 0.0 [0.0, 0.0]

Comparison 16

Vaginal prostaglandin E1 (gemeprost) versus surgery

Outcome or subgroup title No. of studies No. of participants Statistical method Effect size

1 Complete miscarriage 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

1.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 1.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 1.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

2 Surgical evacuation 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 2.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 2.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 2.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

3 Death or serious
complication 0 0 Risk Ratio (M-H, Fixed,

95% CI) 0.0 [0.0, 0.0]

 3.1 Gestation < 13 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 3.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 3.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

4 Unplanned surgical
intervention 1 34 Risk Ratio (M-H, Fixed,

95% CI) 0.0 [0.0, 0.0]

 4.1 Gestation < 13 weeks 1 34 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 4.2 Gestation 13-23 weeks 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

 4.3 Gestation not specified 0 0 Risk Ratio (M-H, Fixed,
95% CI) 0.0 [0.0, 0.0]

WHAT’S NEW

Last assessed as up-to-date: 21 September 2009.

Neilson et al. Page 107

Cochrane Database Syst Rev. Author manuscript; available in PMC 2014 June 03.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



Date Event Description
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PLAIN LANGUAGE SUMMARY

Comparing medical treatments for miscarriage with waiting for nature to take its
course or using surgery to empty the womb

Miscarriage is when a pregnant woman loses her baby before the baby would be

considered able to survive outside the womb, i.e. before 24 weeks’ gestation. Miscarriage

occurs in about 10% to 15% of pregnancies and the signs are bleeding usually with some

abdominal pain and cramping. The cause of miscarriage is often unknown, but most are

likely to be due to abnormalities in the baby’s chromosomes. Women experiencing

miscarriage may be quite distressed, and there can be feelings of emptiness, guilt and

failure. Fathers can also be affected emotionally. Traditionally, surgery (curettage or

vacuum aspiration) has been the treatment used to remove any retained tissue and it is

quick to perform. It has now been suggested that medical treatments (usually

misoprostol) may be as effective and may carry less risk of infection. This review was

undertaken to compare medical treatments with surgery or with no treatment. The review

identified 15 studies involving 2750 women and all these studies were of women less

than 13 weeks’ gestation. There were a number of different ways of giving the drugs and

so there are limited data for each comparison. Overall, the review found no difference in

the success between misoprostol and waiting for spontaneous miscarriage, nor between

misoprostol and surgery. The overall success rate was over 80% and sometimes as high

as 99%, and one study identified no difference in subsequent fertility between treatments.

Vaginal misoprostol was compared with oral misoprostol in one study which found no

difference in success but there was more diarrhoea with oral misoprostol. However,

women on the whole seemed happy with their care whichever treatment they were given.

The review suggests that misoprostol or waiting for spontaneous expulsion of fragments

are important alternatives to surgery, but women should be offered an informed choice.

Further studies are clearly needed to confirm these findings. There is an urgent need for

studies on women who miscarry when more than 13 weeks’ gestation.
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Figure 1. Methodological quality summary: review authors’ judgements about each
methodological quality item for each included study.
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