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ABSTRACT  

Background: Postpartum hemorrhage (PPH) is the leading cause of maternal death worldwide, with an estimated 

mortality rate of 1,40000 per year or one maternal death every four minutes. PPH occurs in 5% of all deliveries and is 

responsible for 1/4th of all maternal deaths. The majority of these deaths occur within 4 hours of delivery which 

indicates that they are a consequence of the third stage of labour.  

Aim: To evaluate the role of rectal misoprostol and to compare its efficacy and safety with intramuscular oxytocin for 

active management of third stage of labour.  

Material and Methods: Study was conducted on 300 women who underwent normal vaginal delivery at term after 

spontaneous or induced labour.  

Results: Mean age was 23.83±3.10 years in group I, 23.35±2.62 years in group II and 24.03±3.9 years in group III. The 

mean POG was 38.72±1.18 weeks in group I, 38.63±1.36 weeks in group II and 38.64±1.22 weeks in group III. In the 

present study, 93% women in group I, 89% in group II and 94% in group III were spontaneous in onset while 7% in 

group I, 11% in group II and 6% in group III were induced labours. The mean blood loss in group I was 303.90±103.51 

ml, in group II it was 279.65±85.68 and 299.9±94.14 ml in group III and their differences were statistically 

insignificant.  Average fall in Hb level after delivery in group I, II and III was 0.42, 0.45 and 0.41 gm/dl. A total of 21 

(21%) patients in group I, 8 (8%) patients in group II and 14 (14%) patients in group III needed additional uterotonics.  

Shivering was the most common side effect in our study in all the three groups i.e. 19%, 19% and 6% in group I, II and 

III, respectively. Apart from shivering, fever and diarrhoea was also the other common side effects observed i.e. in the 

study.  Atonic PPH occurred in 11 (11%) patients in group I, four (4%) patients in group II and five (5%) patients in 

group III. None of patient had traumatic PPH.  

Conclusion: It can be concluded that of the two agents studied, misoprostol 800 mcg given per rectally is the most 

effective agent for active management of the third stage of labor (AMTSL). This is followed in efficacy by oxytocin 10 

U intramuscular and misoprostol 400 mcg per rectally. 
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INTRODUCTION 

Postpartum hemorrhage (PPH) is the leading 

cause of maternal death worldwide, with an 

estimated mortality rate of 1,40000 per year or 

one maternal death every four minutes. PPH 

occurs in 5% of all deliveries and is responsible 

for 1/4
th

 of all maternal deaths. The majority of 

these deaths occur within 4 hours of delivery 

which indicates that they are a consequence of 

the third stage of labour. Nonfatal PPH results in 

further interventions, iron deficiency anemia, 

pituitary infarction (Sheehan’s syndrome) with 

associated poor lactation, exposure to blood 

products, coagulopathy, and organ damage with 

associated hypotension and shock. Since all 

parturient women are at risk for PPH, care 

providers need to possess the knowledge and 

skills to practise active management of the third 

stage of labour to prevent PPH and to recognize, 

assess, and treat excessive blood loss.
1-3

 

Postpartum hemorrhage (PPH) is defined as 

excessive bleeding more than 500 ml that occurs 

in 24 hours of delivery or a 10% fall in 

haemoglobin in first 24 hours. According to 

WHO new guidelines (2012) in AMTSL a 

uterotonic, preferably oxytocin, 10 IU IM 

immediately after all births, including caesarean 

sections. Delayed (1-3 minutes after birth) cord 

clamping, controlled cord traction for delivery of 

the placenta, fundal massage, regular and 

frequent assessment of uterine tone by palpation 

of the uterine fundus after delivery of the 

placenta. Postpartum haemorrhage (PPH) is 

arguably the most preventable but still a major 

cause of maternal death in low-income 

countries.
4
 In developing countries most women 

are anaemic. Poor health conditions are further 

aggravated by increased blood demand during 

pregnancy and blood loss during the third stage 

of labour. Active management of the third stage 

with 10 units of intramuscular oxytocin, 

controlled cord traction, and uterine massage are 

standard care by WHO.
5
  

In most developing countries, 50% or more of 

deliveries are attended by unskilled providers at 

home. The prevention of PPH particularly in 

resource poor settings, where PPH is the leading 

cause of maternal mortality. The current 

strategies being implemented to prevent PPH, 

ranging from active management of the third 

stage of labour in health facilities.
6
 

Recently, WHO has redefined misoprostol, an 

analogue of prostaglandin E1 (PGE1), has potent 

uterotonic action. The components of active 

management of the third stage of labor 

(AMTSL), as outlined in the November 2003 

Joint Statement of the International 

Confederation of Midwives (ICM) and the 

International Federation of Gynecology and 

Obstetrics (FIGO), include administration of a 

uterotonic agent (oxytocin is the drug of choice), 

controlled cord traction and uterine massage, 

after delivery of the placenta.
7
  

Oxytocin (Syntocinon®) is a cyclic nonapeptide 

that is obtained by chemical synthesis. This 

synthetic form is identical to the natural hormone 

that is stored in the posterior pituitary and 

released into the systemic circulation in response 

to suckling and labor. Oxytocin stimulates the 

smooth muscle of the uterus, more powerfully 

towards the end of pregnancy, during labor and 

immediately postpartum. At these times, the 

oxytocin receptors in the myometrium are 

increased.
 
The oxytocin receptor is coupled via 



International J. of Healthcare and Biomedical Research, Volume: 06, Issue: 02, January 2018, 94-106 

 

96 

ISSN: 2319-7072 

 

G9q proteins to phospholipase C. The resultant 

activation triggers release of calcium from 

intracellular stores and thus leads to myometrial 

contraction.
8
 

Misoprostol is a prostaglandin E1 (PGE1) 

analogue with stimulating effects on pregnant 

uterus through prostanoid EP and EP3 receptors. 

The effect of oral, sublingual and rectal 

mispprostol on postpartum hemorrhage in 

comparison with oxytocin has been documented.
 

Misoprostol’s effects are dose dependent and 

include cervical softening and dilation, uterine 

contractions, nausea, vomiting, diarrhea, fever, 

and chills. Although misoprostol is not approved 

by the US Food and Drug Administration (FDA) 

for these indications, in 2002, pregnancy was 

removed from the label as an absolute 

contraindication to misoprostol 

use. Misoprostol’s advantages over other 

synthetic prostaglandin analogues are its low 

cost, long shelf life, lack of need for 

refrigeration, and worldwide availability.
9  

The present study was planned to evaluate the 

efficacy of oxytocin and misoprostol in doses of 

400 mcg and 800 mcg for the active management 

of the third stage of labour. 

MATERIAL AND METHODS 

The present study was conducted on 300 women 

who underwent normal vaginal delivery at term 

after spontaneous or induced labour in the Deptt 

of Obstetrics & Gynaecology, Pt B.D. Sharma 

PGIMS, Rohtak. Women with antepartum 

haemorrhage, previous cesarean section, 

polyhydramnios, malpresentation, asthma, 

intrauterine death, medical disorders, coagulation 

disorders and those on anticoagulant therapy 

were excluded from the study. Detailed antenatal 

and obstetric history was taken. An informed 

written consent was taken. These women were 

divided in to three groups by systematic 

randomization:-  

Group I: 100 women received Tab. Misoprostol 

400 µgm rectally after delivery of baby for active 

management of third stage of labour. 

Group II: 100 women received Tab. Misoprostol 

800 µgm rectally after delivery of baby. 

Group III : 100 women received Injection 

Oxytocin 10 units intramuscularly after delivery 

of baby.   

Labour was monitored using partograph as per 

standard departmental protocol. Use of 

uterotonic agents and their dosage used in labour 

was noted. Total duration of labour as well as the 

duration of 3
rd

 stage was noted. Haemoglobin 

estimation of all the enrolled women was done at 

enrolment (onset/during labour) and again after 

24 hours of delivery. PPH was defined as blood 

loss of 500 ml or more or a fall of 10% or more 

in the haemoglobin level after birth of the baby. 

Blood loss was estimated by measuring the 

quantity of blood loss with the help of an 

indigenously devised bag fashioned out of an 

impermeable sheet and draining into a graduated 

plastic bag. This sheet was placed beneath the 

buttocks of the participants immediately after 

delivery of the baby. One gram weight was taken 

as equivalent to 1 ml blood loss. Blood loss at 

delivery and fall in haemoglobin levels in 24 

hours was the primary outcome measures. Need 

for additional oxytocin, blood transfusion and 

drug adverse effects, if any, was the secondary 

outcome measures. In the event of PPH, 

management was done as per standard 

departmental protocol and need for additional or 
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other uterotonics and/or blood was noted. 

Adverse effects like shivering, fever, nausea, 

vomiting, diarrhea etc were noted. 

Statistical analysis 

At the end of the study, data was compiled and 

statistically analyzed by using SPSS software 

version 17.0 for this prospective randomized 

study on 300 women. Student t-test (paired / 

unpaired) was used for inter and intra group 

comparisons. p value of <0.05 will be regarded 

statistically significant. 

RESULTS 

The mean age was 23.83±3.10 years in group I, 

23.35±2.62 years in group II and 24.03±3.9 years 

in group III. The intergroup probability values 

were not statistically significant (p >0.05). The 

mean POG was 38.72±1.18 weeks in group I, 

38.63±1.36 weeks in group II and 38.64±1.22 

weeks in group III. Around 90% patients of 

group I had parity range between 0-2, 86% had 

upto 3 previous viable births in group II and 85% 

had parity range 0-2 in group II. The intergroup 

probability value were not statistically 

significant (p >0.05). In the present study, 93% 

women in group I, 90% in group II and 94% in 

group III were spontaneous in onset while 7% in 

group I, 11% in group II and 6% in group III 

were induced labours.  

In group I and II patients, no oxytocin was used 

but in group III, it was used in 2 patients. A total 

of 8 patients used PG gel in group I, 9 patients in 

group II and 3 patients used in group III. 

Misoprostol was used in 1 patient each of group 

I, II and III respectively. 

Three types of inducing agents were used in the 

study. PG gel was the most commonly used 

inducing agent (20%) followed by misoprostol 

(3%) and oxytocin (2%) in that sequence. 

Oxytocin infusion, PG gel intracervical 

application and tab. Misoprostol 25 mcg vaginal 

application. PG gel was repeated after six hours 

of first dose after evaluation of the bishop score. 

Similarly, misoprostol 25 mcg was used for 

induction and similarly repeated after 4 hourly 

for first dose after evaluation of the bishop score. 

The mean blood loss in group I was 

303.90±103.51 ml, in group II it was 

279.65±85.68 and 299.9±94.14 ml in group III 

and their values were statistically insignificant 

(Table 1 & 2).  

We observed that before delivery mean Hb in 

group I was 9.51±1.01 gm%, in group II it was 

9.46±1.01 and was 9.54±0.99 gm% in group III 

patients. Similarly, after 24 hours, the mean Hb 

was found to be 9.09±1.03, 9.01±1.07 and 

9.13±0.99 in group I, II and III, respectively.  

The intergroup probability value were not 

statistically significant (p >0.05) but when we 

compared before delivery and after 24 hours, we 

found statistically significant difference among 

all the three groups (p <0.05) (Table 3). 

We found 21 (21%) patients in group I, 8 (8%) 

patients in group II and 14 (14%) patients in 

group III needed additional uterotonics.  Women 

in whom misoprostol 400 mcg was used needed 

the uterotonic more often while those in 800 mcg 

misoprostol was used required additional 

uterotonic in minimum number of cases, this 

difference being statistically significant.  

Various side effects such as shivering, nausea, 

vomiting, fever and diarrhoea were noticed. 

Shivering was the most common side effects in 

our study in all the three groups i.e. 19%, 19% 

and 6% in group I, II and III, respectively. 
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Shivering was found to be statistically significant 

between group II vs. III and I vs. III. Apart from 

shivering, fever and diarrhoea was also the other 

most common side effects observed i.e. 8% in 

group I, 12% in group II and 4% in group III 

(Table 4). Nausea was also found in 6% patients 

in group I, 12% in group II and 3% in group III. 

The intergroup probability value were not 

statistically significant (p >0.05). 

Atonic PPH was found in 12 (12%) patients in 

group I, 4 (4%) patients in group II and 5 (5%) 

patients in group III. None of the case was found 

to be of traumatic PPH. All the patients were 

managed medically. 

We found that in group I none of the patient 

required blood transfusion but in group II 1 

patient and in group III 2 patients received blood 

transfusion postoperatively. In all the three 

patients who received blood transfusion, one unit 

of blood was transfused in each patient. 

DISCUSSION 

Postpartum haemorrhage (PPH) is regarded as 

one of the major causes of maternal mortality 

and morbidity in developing countries. The 

incidence of PPH has been reported less than 5% 

to more than 10%.
10

 Estimated five lacs women 

die as a result of pregnancy each year globally. 

Approximately one quarter of all pregnancy and 

delivery related maternal deaths worldwide occur 

in India.
11

 the chief cause of postpartum 

haemorrhage is uterine atony. The third stage of 

labour is potentially the most dangerous for the 

mother. One intervention that has been promoted 

as an effective method for preventing atonic PPH 

is the management of the third stage of labour.
10

  

 

 

Age of patients 

The mean age was 23.83±3.10 year in group I, 

23.35±2.62 years in group II and 24.03±3.9 years 

in group III. Asmat et al
12

 reported (2015) a total 

of 1678 women in two groups (839 women in 

each group) to evaluate the role of misoprostol 

(800 mcg) administered per rectal and 

intramuscular oxytocin (10 units) for prevention 

of post partum hemorrhage in active 

management of third stage of labour.  

Period of Gestation (POG) 

In our study mean POG was 38.72±1.18 weeks 

in group I, 38.63±1.36 weeks in group II and 

38.64±1.22 weeks in group III which is 

comparable to the study of Gohil et al
13

 reported 

(2011) their study on 200 women with 50 

women in each of the four group. The patients 

were administered 400 mcg misoprostol in group 

1, 10 units oxytocin intramuscular in group 2, 

0.2 mg methyl-ergometrine intravenous in group 

3 and ergometrine + oxytocin (0.5 mg + 5 IU) in 

group 4 for managing the third stage of labour. 

The period of gestation was 38.7±2.3 weeks in 

misoprostol (400 mcg) group and 38.7±2.2 

weeks in oxytocin group which is comparable to 

our study.  

Parity 

Nulliparous women formed 58%, 59% and 52% 

participants in group I, II and III respectively. 

Shrestha et al
14

 reported in 2011, a study on 200 

women and divided them into two groups of 100 

women in each group to study the role of 

misoprostol (1000 mcg) per rectal and 

intramuscular oxytocin (10 units) for prevention 

of postpartum haemorrhage in active 

management of third stage of labour. Nulliparous 
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women formed 63% of all patient in misoprostol 

group and 62% in oxytocin group.   

Onset of labour: 

Most of the women in our study had spontaneous 

onset of labour i.e. 91%, 90% and 94% in group 

I, II and III respectively. Gohil et al
13

 reported 

spontaneous onset of labour 84% in misoprostol 

group and 86% in oxytocin group and are 

comparable to our study. 

Inducing agent: 

Three types of inducing agents were used in our 

study in group I, II and III: PG gel (dinoprostone 

gel) in 20%, misoprostol in 3% and oxytocin in 

2% patients. Considering the study as a whole 

and inducing agents used in 9%, 10% and 6% 

women in group I, II and III respectively. Most 

common dinoprostone gel was used as inducing 

agent in our study. Gohil et al
13

 reported induced 

labour in oxytocin and misoprostol group in 14% 

and 16% respectively in his study.  

Need for additional Uterotonic: 

Additional uterotonics were required in 21%, 8% 

and 4% in group I, II and III respectively which 

is comparable to a study of Gulmezoglu et al
15

 as 

(additional uterotonics required in 15% in 

misoprostol group and 11% in oxytocin group.) 

Moreover additional uterotonics needed in 1.8% 

in oxytocin group and 3.6% in misoprostol group 

in study of Anjuman et al and additional 

uterotonics needed in 3% in oxytocin group and 

1% subjects in misoprostol group in study of 

Sharma et al.
16

  It is evident that when 

misoprostol (400 mcg) was used for active 

management of third stage of labour then the 

requirement of additional uterotonic is highest to 

the tune of one in five. This is followed by 14% 

requirement in oxytocin group while the 

corresponding frequency in misprostol (800 

mcg) is 8%, which is minimum. Our study 

patients at 800 mcg dose of misoprostol being 

most effective for active management of third 

stage of labour followed by 10 unit and 400 mcg 

dose of misoprostol is least effective. Hence, 

WHO recommends a dose higher than 400 mcg 

which would be a effective strategy for 

prevention of post partum hemorrhage in active 

management of third stage of labour.   

Given the increased efficacy of misoprostol (800 

mcg) may be effective minimum dose as per the 

observation of our study. According to WHO 

New 2012 recommendation oxytocin 10 units 

intramuscular is the agent of AMTSL and other 

component of AMTSL i.e. CCT and uterine 

massage are optional measures. In poor resource 

setting, WHO recommend sublingual use of 800 

mcg misoprostol for AMTSL if oxytocin is not 

available. However, our study misoprostol 800 

mcg is better than oxytocin 10 units 

intramuscular for AMTSL.  

Blood loss in third stage of labour: 

Mean blood loss in our study group I was 

303.90±103.51 ml, in group II it was 

279.65±85.68 ml and 299.9±94.14 ml in group 

III which is comparable to the average blood loss 

in two groups was 322±6.9 and 337±7.3 ml in 

misoprostol and oxytocin respectively. The 

preventive measures by adopting additional 

uterotonics were 9% in group I misoprostol 400 

mcg, 10% in group II misoprostol 800 mcg and 

6% in group III oxytocin comparable to the 

additional agents adopted in women 14.66% and 

14.31% in misoprostol and oxytocin groups 

respectively in Asmat et al study. 
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Ramya et al
17

 studied on 210 women had 100 

women in oxytocin (10 unit intramuscular) group 

A and 110 women in methergin group B (0.2mg) 

to study the role in active management of third 

stage of labour and observed mean blood loss at 

delivery in group I was 354ml and in group II 

162.72ml with p value 0.00046. 

Studies available in literature suggest a blood 

loss varying from 100 to 385 ml with 

misoprostol in varying doses as the Active 

Management of Third Stage of Labour agent. 

With 400 mcg dose Gohil et al
13

 reported a mean 

blood loss 355± 115.72ml while Patil et al
18

 

found the loss to the tune of 236.8± 19.9 ml. The 

mean blood loss of 303.9± 103.51ml using the 

same dose of misoprostol in our study compares 

well to these reported studies. 

Since episiotomy itself can cause a blood loss of 

100 to 200 ml. It is obvious to expect a higher 

mean blood loss in the third stage of labour in 

such women. The present study found that the 

mean blood loss in third stage of labour using 

800 mcg misoprostol was 24 points lower than 

400 mcg dose of misoprostol and the mean value 

was lower than that reported by Asmat et al
12

 and 

was insignificantly higher than that report by 

Parsons et al.
19

  

Considering the use of oxytocin (10 units) for 

active management of third stage of labour 

literature reports suggest a mean blood loss 

between 118.60± 70.72 to 354 ml. Again the 

episiotomy can cause some increase in the 

amount of blood loss in third stage of labour if 

not evaluated separately. Our study has found a 

mean blood loss of 299.9± 94.14 ml which is 

comparable to that reported in the literature and 

that is higher that of misoprostol 400 mcg and 

lower than that with misprostol 800 mcg thus 

suggesting 800 mcg misoprostol as the preferred 

agent of choice found between oxytocin and 

misoprostol 400 in that order. 

Episiotomy:  

In our study mean blood loss in group I was 

283.57±119.20 ml, in group II it was 263.19± 

90.07 and in group III, was 273.18± 90.18 in 

episiotomy group which is comparable to Bakht 

et al study who studied on 100 women 50 in each 

group. 200ug per rectal in group I and 20 unit 

oxytocin i.v. for the prevention of post partum 

haemorhage in third stage of labour. Only one 

study (Firouzbakht et al
20

) reported in 2013 and 

conducted a study on 100 women (50 in each 

group misoprostol) 200ug per rectal in group I 

and 20 units oxytocin intravenous for the 

prevention of post partum haemorhage in third 

stage of labour has reported 66% in misoprostol 

group and 58% in oxytocin group. However they 

have not analyzed blood loss in the episiotomy 

and non episiotomy group. Our study has found 

a significant difference between episiotomy and 

non episiotomy patients of each group of the 

study. Thus, suggesting a significant blood loss 

by virtue of episiotomy itself. Although our 

study did not separately evaluated to exclude the 

blood loss due to episiotomy it is suggested that 

futhur studies on active management of third 

stage of labour should exclude the blood loss of 

episiotomy.  

To the best of our knowledge there is no study 

found in which three parameter of rectal 

misoprostol 400 mcg, rectal misoprostol 800 

mcg and oxytocin 10 units are evaluated and 

compared collectively to prevent Post Partum 

Haemorrhage in third stage of labour. 
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Hb estimation:  

In our study Hb estimation before delivery and 

after 24 hours was found statistically significant 

among all the three groups (p <0.05) and 

intergroup difference was not statistically 

significant (p >0.05). Average fall in Hb level 

after delivery in group I, II and III was 0.42, 0.45 

and 0.41 gm/dl, respectively which is 

comparable to the fall in mean Hb level of 

0.69g/dl in study by Patil et al.
18

 

Rani et al
21

 (2015) studied on 200 women had 

two groups 100 women in each group to study 

the role of (600 mcg) misoprostol per oral and 

oxytocin (600 mcg) for active management of 

third stage of labour and to prevent PPH in third 

stage of labour and its complication. They found 

significant fall in Hb% group I 0.69±0.68 and in 

group II 0.593±0.81respectively (Pre and post 

delivery). 

In our study, most women in the study were 

already anemic prior to delivery. This is in 

contrast to most studies in literature where the 

pre delivery Hb is above 10 gm%. A fall in 

preexisting lower value is likely to be more 

significant statistically than a similar fall in 

preexisting higher value. Secondly, the anemic 

women are more likely to have higher loss at 

delivery due to atonicity of uterus than non 

anemic women. Both these factors could have 

resulted in signifying reduction in Hb in our 

study. Gohil et al
13

, Rani et al
21

 and Shrestha et 

al
14

 also reported a significant fall in Hb after 

delivery in their studies.  

Moreover in our study mean Hb estimation 

before delivery in group I was 9.51±1.01, in 

group II 9.46±1.01 and in group III 9.54±0.94. 

Similarly after 24 hours of delivery Hb 

estimation was 9.09±1.03, 9.01±1.03, 9.13±0.99 

in group I, II and III respectively which is 

statistically significant in all group and 

statistically insignificant in intergroup (P>0.05) 

which is comparable to the study Shrestha et al
14

 

in which the pre and post delivery hemoglobin in 

misoprostol and oxytocin groups were 

statistically significant (P< 0.001) were as the 

pre delivery and the post delivery Hb estimation 

between misoprostol and oxytocin group was 

statistically not significant (P=0.222).  

Post Partum Hemorrhage  

In our study, atonic PPH was observed in 11% in 

group I, 4% and 5% in group II and III 

respectively which is comparable to study of 

Saurabh et al
22

 as 10% of individuals had PPH in 

misoprostol group and 2% in oxytocin group. 

Moreover oxytocin group of our study had lower 

number of PPH in the present study similar to 

Saito et al from Japan. Firoubakht et al
20

 carried 

randomized clinical trial on 100 patients divided 

into 2 groups to receive either two 200mcg rectal 

misoprostol tablets (n=50) or 20 units oxytocin 

in 1000cc normal saline iv (n=50) in the study 

vaginal bleeding >= 500 ml/ PPH was 12% in 

misoprostol group and 10%in oxytocin group 

which is comparable to our study had PPH 11% 

in group I, 4% in group II and 5% in group III.  

Blood transfusion 

In our study, group I none of the patients 

required blood transfusion in group I and II 

patients and 2 patients in group III received 

blood transfusion which is comparable to 

Gulmezoglu et al
23

 (2001) study had 0.8% of 

misoprostol group and 1% of oxytocin group 

required blood transfusion or fewer women in 

the misoprostol group needed. As the present 
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study excludes known medical disorder and 

complicated pregnancies, the need for blood 

transfusion was 1% only. Thus, suggesting no 

additional requirement for blood transfusion 

merely due to the agent used for AMTSL. 

Side effects 

Shivering was the most common side effects in 

our study in all the three groups as 19%, 19% 

and 6% in group I, II and III respectively which 

is comparable with study of Gulmezoglu (2001) 

et al
44

 as 18% in misoprostol group and 30% 

shivering in oxytocin group. In our study side 

effects were seen more in misoprostol group I 

and II as compared to oxytocin group III. Side 

effects in group of misoprostol were nausea 6% 

in group I and 12% in group II, vomiting 3% in 

each group I and II, fever 7% in group I and 10% 

in group II. Diarrhoea 1% was in group I and 2% 

in group II of our study which are comparable to 

study as nausea 6.5%, vomiting 2%, pyrexia 

18% and no diarrhoea in misoprostol group. 

Fever is known side effect of prostaglandins. 

Pyrexia is a centrally mediated prostaglandin El 

effect.  Incidence was found to increase with 

dose (dose dependent side effect) Not life 

threatening and subside in 6 to 8 hours, 

significant higher number of women has fever 

with 800 mcg dose of misoprostol to oxytocin. 

Nausea/ Vomiting/ Diarrhea known as the side 

effect of prostaglandins hence higher in 

prostaglandins group of study i.e. group 1 and 2 

as compared to oxytocin (group 3).  From our 

study it can be concluded that of the two agents 

studied. Misoprostol 800 mcg given per rectally 

is the most effective agent for AMTSL. This is 

followed in efficacy by oxytocin 10 U 

intramuscular and misoprostol 400 mcg per 

rectally. Given the availability of non parenteral 

formulations of misoprostol which are easy to 

transport, store and administer, it can serve as the 

preferred agent over oxytocin for AMTSL in 

women devoid of contraindications to it. 

From our study it can be concluded that of the 

two agents studied, misoprostol 800 mcg given 

per rectally is the most effective agent for 

AMTSL. This is followed in efficacy by 

oxytocin 10 U I/M and misoprostol 400 mcg per 

rectally in that order. 
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Table 1: Blood loss in 3
rd

 stage of labour 

Blood loss 

(ml) 

Group I  

(Misoprostol 400 

µg) 

(n=100) 

Group II  

(Misoprostol 

800 µg) 

(n=100) 

Group III  

(Oxytocin)  

(n=100) 

p value  

I Vs. II 

p value 

II vs. III 

p value 

I vs. III 

Upto 100 5(5%) 3(3%) 6(6%)  

 

 

 

 

 

P=0.072, 

t=1.80 

NS 

 

 

 

 

 

 

P=0.113, 

t=1.59 

NS 

 

 

 

 

 

 

P=0.775, 

t=0.285 

NS 

101-150 5(5%) 10(10%) 2(2%) 

151-200 16(16%) 12(12%) 13(13%) 

201-250 7(7%) 16(16%) 8(8%) 

251-300 23(23%) 28(28%) 31(31%) 

301-350 10(10%) 17(17%) 23(23%) 

351-400 20(20%) 10(10%) 12(12%) 

401-450 3(3%) 0(%) 0(%) 

451-500 7(7%) 2(2%) 3(3%) 

>500 4(4%) 2(2%) 2(2%) 

Range 100-550 100-530 100-600 

Mean±SD 303.90±103.51 279.65±85.68 299.9±94.14 
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Table 2. Mean blood loss in 3
rd

 stage of labour in different studies 

Study Misoprostol 400 

meg 

Misoprostol 

600 meg 

Misoprostol 800 

meg 

Oxytocin 10 units 

Steven et 

al(2007) 

Not available Not available 163.5 Not available 

Gohil et 

al(2011) 

355±115.72 Not available Not available 281±131.27 

Sharma et 

al(2014) 

Not available 101.48±56.24 Not available 118.60±70.72 

Ramya et al 

(2015) 

Not available Not available Not available 354 

Patil et al 

(2015) 

236.8±19.9 Not available Not available Not available 

Alam et 

al(2017) 

Not available 183.18±9.70 Not available 145.86±11.53 

Asmat et al 

(2017) 

Not available Not available 322± 6.9 337±7.3 

Saurabh et 

al(2017) 

Not available 257.14±0.29 Not available Not available 

Present study 

(2017) 

303.9±103.51 Not available 279.65±85.68 299.9±94.14 
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Table 3: Hb estimation (gm%) 

Period Group I  

(Misoprostol 

400 µg) 

(n=100) 

Group II  

(MIsoprostol 

800 µg) 

(n=100) 

Group III  

(Oxytocin)  

(n=100) 

p value  

I Vs. II 

p value 

II vs. III 

p value 

I vs. III 

Before 

delivery 

9.51±1.01 9.46±1.01 9.54±0.99 P=0.726, 

t=0.350 

NS 

P=0.572, 

t=0.565 

NS 

P=0.832, 

t=0.212 

NS 

After 24 hours 9.09±1.03 9.01±1.07 9.13±0.99 P=0.590, 

t=0.538 

NS 

P=0.837, 

t=0.205 

NS 

P=0.779, 

t=0.280 

NS 

Fall in Hb% 0.51 0.46 0.41    

Statistical 

significance 

before vs. 

after 

P=0.004, 

t=2.86, 

Significant 

P=0.002, 

t=3.07 

Significant 

P=0.004, 

t=2.89 

Significant 

   

Table 4: Side effects 

 Group I  

(Misoprostol 

400 µg) 

(n=100) 

Group II  

(MIsoprostol 

800 µg) 

(n=100) 

Group III  

(Oxytocin)  

(n=100) 

p value  

I Vs. II 

p value 

II vs. III 

p value 

I vs. III 

Shivering 19(19%) 19(19%) 6(6%) χ2 = 0, p 1 

(>0.05 NS) 

χ2 = 7.72, 

p 0.005 

(<0.01 S) 

χ2 = 7.72, 

p 0.005 

(<0.01 S) 

Nausea 6(6%) 12(12%) 3(3%) χ2 = 2.19, p 

0.138 (>0.05 

NS) 

χ2 = 5.83, 

p 0.01 

(<0.01 S) 

χ2 = 1.04, 

p 0.306 

(>0.05 NS) 

Vomiting 3(3%) 3(3%) 3(3%) χ2 = 0, p 1 

(>0.05 NS) 

χ2 = 0, p 

1 (>0.05 

NS) 

χ2 = 0, p 1 

(>0.05 NS) 

Fever 7(7%) 10(10%) 3(3%) χ2 = 0.888, 

p 0.345 

(>0.05 NS) 

χ2 = 4.34, 

p 0.03 

(<0.05 S) 

χ2 = 1.41, 

p 0.233 

(>0.05 NS) 

Diarrhoea 1(1%) 2(2%) 1(1%)    

 


