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ABSTRACT
Introduction: Miscarriage is a leading health concern that causes maternal morbidity and mortality. According to the World 
Health Organization (WHO), the incidence of miscarriage is 39 per 1000 women aged between 15-49 years. There is no reliable 
information regarding miscarriage in Bhutan. This investigation attempts to study the clinical and demographic profile of incomplete 
miscarriages and their outcome at the Jigme Dorji Wangchuck National Referral Hospital (JDWNRH), Bhutan. Methods: An 
observational study was carried out from February 2020 to February 2021 including 132 women with incomplete miscarriage at 
JDWNRH. Purposive sampling was done and patient with incomplete miscarriage presenting to the JDWNRH was interviewed 
using structured questionnaire after diagnosis or before they were discharged from hospital. Results: The study found that the 
proportion of incomplete miscarriage was 25.4 per 1000 pregnant women at JDWNRH. The common age group was 21-30 years 
with a mean age of 29.9 years. Of them, 65.91% were married, 55.3% had a stable job and 90% were gravida 2 and above. Nearly 
80% reported that it was an unplanned pregnancy and 73.5% due to lack of awareness of contraceptive use. Nearly 92% required 
hospital admission and 88.64% received surgical management. Conclusions: Women with incomplete miscarriages had mostly 
unintended pregnancies. The majority had surgical management with no mortality.
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INTRODUCTION

Miscarriage, also referred to as pregnancy loss, is defined as a 
nonviable intrauterine pregnancy up to 20 weeks of gestation1. 
Most early pregnancy losses occur in the first trimester. Miscarriage 
is the most adverse outcome of pregnancy2. The morbidity and 
mortality due to miscarriage remains underestimated worldwide2.
 Miscarriage is a leading but preventable cause of 
maternal mortality and morbidity3. Furthermore, the incidence of 
unsafe abortion accounts for 14 per 1000 women of age group 
15-49 years contributing to 7.9% of maternal mortality globally4. 
Miscarriage, be it spontaneous or induced, is generally seen more 
in developing countries compared to the developed countries. 
 Bhutan, with a population of 727,145, provides free 
health care services. Bhutan has made remarkable progress 

in bringing down the maternal mortality rate in the country 
achieving the Millennium Goal Development (MGD)5. Induced 
miscarriage is not legal in Bhutan and medical termination of 
pregnancy is legal only under three circumstances; when the 
pregnancy is the consequence of a rape or incest, when the 
pregnancy is life-threatening to the mother’s life and when the 
woman is mentally unsound6. In 2019,  1271 miscarriages were 
reported with 3 resulting in maternal mortality7. JDWNRH, 
the apex health center in the country reports evacuation and 
curettage for miscarriage as being the most common minor 
procedure performed. In 2019 alone, of the 761 minor procedures 
performed, 338 were evacuation and curettage for miscarriages8. 
 This research aims to study the clinical, social and 
demographic profile of incomplete miscarriages among the 
women of reproductive age group in JDWNRH.

METHODS

Study design and duration
This is an observational study carried out over a one-year period 
(February 2020 – February 2021) at the JDWNRH. 

Sampling method
Women with a positive gravindex test within 20 weeks of gestation 
and ultrasound evidence of retained products of conception were 
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eligible for inclusion in the study. Once diagnosis was confirmed 
and the patient was stabilized, they were approach for inclusion 
into the study. It was explicitly stated that refusal to participate 
in the study would not compromise their medical treatment. The 
same was detailed in the information sheet and informed consent 
form, along with their right to privacy and confidentiality. Data 
was collected via an interview using a structured questionnaire.

Ethical clearance
Ethical clearance was granted via Ref. No. REBH/
Approval/2019/057 by the Research Ethics Board of Health 
(REBH), under Ministry of Health, Thimphu. 

RESULTS

A total of 132 patients were enrolled in this study. The proportion 
of incomplete miscarriage in JDWNRH was found to be 25.4 per 
1000 among the pregnant women (Table 1).
 The mean age was 29.9 years with the youngest patient 
being 19 years and the oldest 46 years old. The age group of 
21-30 years had the highest number of incomplete miscarriages 
accounting for 54.5% (Table 1). Of the 132 patients enrolled, 94 
(71.21%) patients had secondary or more education while 21 
(15.9%) patients had no education. 
 Pregnancy was confirmed (patient knew about their 
pregnancy status) in 54.55% of patients while 9.09% said they 
were unaware of their pregnancy. The most common presenting 
symptom was per vaginal bleeding (100%) followed by 
abdominal pain (96.55%). 

stabilized the patient if the patient was hemodynamically unstable. Patient was escorted to 

private room and explained about the study and strict confidentiality. Patients were also 

explained about the option of withdrawal or discontinuation from the study. In such case, 

they will be still treated with all the resources available. Data were was collected through via 

an interview using a structured questionnaire. 

Ethical clearance  

Ethical clearance was approved granted by the Research Ethics Board of Health (REBH), 

under Ministry of Health, Thimphu.  

Autonomy and justice  

 During the recruitment, the eligible women were given full autonomy to decide whether they 

want to participate in the study or not. Since we, the investigators were also their treating  

physicians, at no point they were made to feel that the care provided would be compromised 

Figure 1: Study Flowchart 
Figure 1. Study Flowchart

Table 1. Clinical and demographic profile of incomplete 
miscarriage

Characteristics Frequency (Percentage)
Age

15 – 20 Years 5 ( 3.79%)
21 – 30 Years 72 (54.55%)
31 – 40 Years 47 (35.61%)
>41 Years 8 (6.06%)

Marital status
Married 87 (65.91%)
Unmarried 22 (16.67%)
Living Together 15 (11.36%)
Others [divorced, widow] 8 (6.06%)

Occupation
Employed 73 (55.30%)
Unemployed 59 (44.70%)

Education level
No Education 21 (15.91%)
Primary 17 (12.88%)
Secondary 56 (42.42%)
Tertiary 38 (28.79%)

Past obstetric history
Primi Mothers 42 (31.82%)
Gravida 2 or More 90 (68.18%)

Current Pregnancy
Planned 27 (20.45%)
Unplanned 105 (79.55%)

Current contraception
None 97 (73.48%)
Barrier 21 (15.91%)
DMPA 1 (0.76%)
ECP 13 (9.85%)

History of using abortifacient
Yes 54 (40.91%)
No 78 (59.09%)

Medical condition
Yes 10 (7.58%)
No 122 (92.42%)

Any recent infection
Yes 0 (0%)
No 132 (100%)

History of trauma
Yes 0 (0%)
No 132 (100%)
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 Eighty seven out of hundred thirty-two (65.91%) patients 
were married, 22(16.67%) were unmarried and 15(11.36%) were 
living together. 38.2% of the women were primi gravida and 
73(55.30%) had a stable job (Table 1). 
 Out of 132 patients, only 10(7%) had underlying 
medical conditions out of which 2 had endocrine disorder. None 
of the patients  had a history of trauma or any features of infection 
(Table 1). 
 The majority of patients 105(79.55%) reported that 
this pregnancy was unplanned or unintended. Ninety-seven 
(73.48%) had no contraception usage and said they were not 
aware of contraceptive methods (Figure 2). Of the 132 patients, 
78(59.09%) patients had a spontaneous miscarriage while the 
remaining 54(40.91%) gave a history of taking abortifacient as 
they were not ready to start family or their family was complete 
(Figure 3). 

 Of the 132 patients, 122(92.42%) required hospital 
admission. Surgical management was given to 117(88.64%) 
while 15(11.36%) received medical management. Although there 
were no cases of mortality due to the miscarriage, morbidity 
following miscarriage was seen as follows; 4.10% presented 
with shock, 3.28% with sepsis requiring IV antibiotics, 14.7% 
of patients had received blood transfusion and 1.63% patients 
required ICU admission (Figure 4).

DISCUSSION

The study found that the rate of incomplete miscarriage in 
JDWNRH was 25.4 per 1000 women aged 15-49 years. Similar 
studies in neighboring countries have reported incidence rates of  
37 per 1000, 50 per 1000, 42 per 1000 and 47 per 1000 women 
aged 15-49 years in Bangladesh9, Pakistan10, Nepal11 and India12 
respectively. The proportionate rate of miscarriage in this study 
is lower compared to some of the studies done in our region 
because this report has included only incomplete miscarriage and 
excluded other early pregnancy losses.
 This study observed that 72(54.55%) out of 132 patients 
with incomplete miscarriage were between 21-30 years of age 
with a mean age of 29.9 years. This finding is similar to some of 
the studies done in our region. Mehata et al in Nepal reported that 
miscarriage was seen commonly in women aged 20-34 years13. 
Similarly, Dhingra et al also stated that most miscarriages were 
reported in the age group of 20-29 years14. This could be due to 
the high fertility rate in this age group as well as the fact that 
women in this age group would be  at the peak of their careers 
and hence, not ready for a family or pregnancy. 
 In this study it was observed that 87(65.91%) were 
married, 16.67% were unmarried and 11.36% were in a live-
in-relationship. Chae et al in 2017 did a systematic study from 
14 countries and concluded that unmarried women went for 
induced miscarriage because they were either too young or 
due to partner’s objection. In the case of married women, they 
wanted to postpone or wanted spacing between children15. There 
is a need of strengthening contraception services and providing 
sexual health education among the group of unmarried and live-
in-relation women and contraceptive counseling for the married 
couples. 
 In this study, 71.21% of the women had secondary 
education and above. Seventy-three percent of women who 
had a miscarriage were employed A study in Brazil observed 
that 55.8% had more than 8 years of schooling but 55.8% were 
unemployed. Women with more education may be motivated 
to invest more time in their career and do not want unplanned 
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pregnancies16. This could also be the same reason for women who 
had miscarriages in this study. 
 Majority (68.18%) of patients in this study was gravida 
2 or more while 31.82% were primi gravida. A similar finding 
was reported in Nepal where 54.55% had para one and above 
while 45.45% were nulliparous13. Shipra et al also reported 
a similar finding wherein 84.21% of women with more than 2 
living children had sought medical termination of pregnancy in 
India17. However, our  findings contradict a study in Brazil where 
it was observed that 75.4% were nulliparous women16. Women 
with one or more living children had more miscarriages since 
their family is complete and they prefer the average size family. 
A chronic medical condition is a risk factor for miscarriages but in 
our study, majority (92.42%) did not have any underlying medical 
condition. There was no history of trauma or features of infection 
in any of the patient who presented with incomplete miscarriage. 
A retrospective study done in South Africa found that patients 
with underlying medical conditions had a heightened risk for 
miscarriage. They reported that 38% of women with miscarriage 
had an associated endocrine disorder18. However, in our study, 
only 2 of the 10 women with an underlying medical condition 
had an endocrine disorder (thyroid disorder). Increased rate of 
fetal loss is seen in women with high serum thyroid antibody 
concentration (thyroid peroxidase or thyroglobulin), including 
those who are euthyroid19.
 Among the women who had miscarriages, 59.09% had 
a spontaneous miscarriage and 40.91% had induced miscarriage 
following the intake of the abortifacient drug. This finding was 
similar to an observational study done in India which reported that 
58.44% were spontaneous miscarriage and 41.55% were induced 
miscarriages14. A study in Pakistan reported an induced abortion 
rate of 54% in 201412. The rate was high as these pregnancies 
were unplanned or unintended, these women had completed their 
family, were not ready to start family or were not ready for the 
next baby10.
 Our study also found that 73.48% of the women have not 
used any contraception and 40.91% had induced miscarriage due 
to unplanned or unintended pregnancies by using abortifacient 
drugs which is similar to a study done in Bangladesh where 
unintended pregnancy was 48% in 20149. In Pakistan, the rate of 
unintended pregnancy was 46% in 201410. Both the studies said 
that unintended or unplanned pregnancies were due to an unmet 
need for contraception and high level of unwanted childbearing. 
There is a need to create awareness on the availability of 
emergency contraception or other methods of contraception in 
our country to prevent unwanted or unintended pregnancy 
 In our study, 100% of our patients with incomplete 
miscarriage had received ultrasound scan, 65.91% had moderate 
retained product of conception (RPOC) following which they 
had received (88.64%) surgical management and the remaining 
11.36% patients had received medical management. Similar 
findings have been reportedin India with 84.4% receiving surgical 

management and 12.99% receiving medical management12. 
They also reported that 90% of their patients required hospital 
admission which is similar to our finding (92.42% requiring 
hospital admission).
 Moderate to severe anemia was seen in 37.2% and 
14.7% has received blood transfusion following an incomplete 
miscarriage. 3.28% and 1.6% of the patients have received IV 
antibiotics and ICU admission respectively. Similar events were 
reported in India though the rate was higher compare to our study; 
53.24% have received a blood transfusion, 18.1% have received 
IV antibiotics and 1.3% required ICU admission14. A study in 
Brazil  states that 15.6% required blood transfusion, 8.3% had 
sepsis, 12.3% required ICU admission and 4.9% died16. Although 
morbidity was observed following an incomplete miscarriage, no 
mortality was seen at the JDWNRH during the study period.

LIMITATIONS

This study has certain limitations. Firstly, this is a single-center 
study and the study population is small. Secondly, we had only 
focused on incomplete miscarriages and excluded other forms 
of miscarriages like molar pregnancies and failed pregnancies. 
Thirdly, as induced miscarriage is not legal in our country, taking 
history, especially about the use of abortifacients was difficult 
and might have led to social desirability bias.

CONCLUSIONS

The proportion of incomplete miscarriage in this study is 25.4 
per 1000 pregnant women. 79.55% of incomplete miscarriage are 
due to unplanned/unintended pregnancy and 73.48% are due to 
unmet need of contraception. 40.91% had induced miscarriage, 
24% said that their family are complete. The majority (88.64%) 
had surgical management with no mortality. However, morbidities 
like blood transfusion (13.64%), sepsis (2.27%), requiring 
intravenous antibiotics and ICU admission (1.51%) was seen 
during this study period.

RECOMMENDATIONS

Based on the limitations of this study, following are the 
proposed recommendations. The policymaker should prioritize 
strengthening contraceptive services if we want to avoid 
unintended/unplanned pregnancies, which leads to morbidity and 
mortality in women of reproductive age group. Pre-conception 
counseling services20 must be strengthened if we want more 
planned pregnancies21.
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