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INTRODUCTION 
Postpartum haemorrhage is a single largest and leading 
cause of severe maternal morbidity and mortality, not 
only in developing countries, but also in developed 
countries. 
Worldwide PPH is responsible for upto 125,000 maternal 
deaths per year and it is associated with morbidity in 20 
million women per year. The importance of prevention 
particularly when there is limited access to emergency 
medical facilities is therefore obvious. 
Drugs conventionally used for prophylaxis against PPH 
includes oxytocin, methyl-ergometrine and 15 methyl 
PGF2α, prophylactic use of oxytocic agents after delivery 
of the infant has been shown to reduce the incidence by 
40%.1 
The use of these uterotonic agents in the management of 
third stage of labour reduces the amount of  bleeding and 
need for blood transfusion. But it is associated with side 
effects ranging from Nausea, vomiting, and hypertension 
to postpartum eclampsia, intracerebral haemorrhage, 
myocardial infarction, cardiac arrest and pulmonary 
oedema etc.  
These agents are given by injections, which requires 
sterile needles and syringes, which is important 
consideration in era of hepatitis and HIV. Drugs like 
PGF2α and PGE2 requires special storage condition 
(refrigeration) and all are not stable at high temperature. 
Syntocinon is also known to be useful in preventing PPH, 
but this drug also has to be used parentrally and they are 
expensive.  
Uterine atony  which complicates 1 in 20 deliveries 
results in excessive blood loss when adequate 
myometrial contraction fails to occur after placental 
expulsion. Risk factors for uterine atony include 
conditions where uterus is overdistended 
(polyhydramnios, multiple gestation, foetal macrosomia, 
rapid or prolonged labour, chorioamnionitis) or with use 
of uterine relaxing agents like tocolytics or general 
anaesthesia.2 
As a part of physiological adaptation to pregnancy the 
spiral arteries of placental bed are denuded of their 

muscular layer. So active management is aimed at 
promptly initiating the uterine contraction to compress 
these spiral arteries as they run among uterine smooth 
muscle fibres. Active management of third stage of 
labour include early cord clamping and controlled cord 
traction and administration of oxytocic drugs such as 
ergometrine and  oxytocin have been beneficial.3 
Intramuscular injection of syntocinon(oxytocin) has been 
tried successfully in active management of the third stage 
of labour. 
But these drugs ergometrine, oxytocin and PGF2α require 
storage at 2-8 ºC and must be protected from light. 
Storage requirement are major hurdle to the widespread 
use of these drugs. 
Misoprostol has become an important drug in obstetrical 
practice because of its strong uterotonic action and is 
helpful in management of third stage of labour. 
Misoprostol, a PGE1, analogue marketed for peptic ulcer 
disease has proven to have uterotonic effects when 
administered orally, rectally and vaginally. It has shelf life 
of several years and hence does not require specific 
conditions for storage. It does not raise blood pressure in 
doses up to 800 micrograms and can be effective 
alternative to methyl ergometrine for third stage of 
labour. Vaginal route is not feasible after delivery. The 
rectal route is chosen for this study because of the 
practical advantage of the reactal route like: 
1. Ease of administration. 
2. Patient compliance is not required. 
3. Gastro intestinal side effects like diarrhoea, nausea 
and vomiting may be less than oral route. Hence, this 
study has been undertaken to see for efficiency of rectal 
misoprostol in the third stage of labour. 
In a prospective study, oral and rectal misoprostol has 
been suggested as effective in prevention of PPH. 
However, there are few reports of rectal misoprostol for 
third stage management.  
The present study is an attempt to compare 
intramuscular syntocinon and per rectal misoprostol in 
the management of third stage of labour for prevention 
of post partum haemorrhage.  
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OBJECTIVES 
1. To compare the efficacy and  side effects of 600µg of 
rectal misoprostol with intramuscular  Syntocinon 10U  in 
prevention of postpartum  haemorrhage. 
2. To estimate amount of blood loss during the third 
stage and duration of third stage of labour in both 
groups. 
3. To know and evaluate the safety of the drugs in the 
management of 3rd stage of labour. 
METHODOLOGY 
The present randomized study is to compare the efficacy 
of per rectal misoprostol and intramuscular   syntocinon 
in the management of third stage of labour  to prevent 
Post partum hemorrhage.  
The study was conducted in the Department of Obstetrics 
and Gynaecology at the teaching hospitals attached  
namely. 
1. Basaveshwar general and teaching hospital 
2. Sangmeshwar  general and teaching hospital, 
Two hundred  pregnant women at term with 
spontaneous onset of labour were included in the study 
and were randomly divided into 2 groups of 100 women 
each group A and group B were given per rectal 
misoprostol (600μg) and intramuscular  syntocinon(10U)  
respectively at that delivery of anterior shoulder of 
foetus. 
200 cases admitted to the above hospitals who fulfilled 
the selection criteria were included for the study. The 
study was conducted from 2011 to 2013 
Inclusion criteria:  
All patients  in the age group of 19-<35 years, period of 
gestation ranging from 37-40 weeks and gravidity –both 
primi and multi  gravida, at term with spontaneous onset 
of labour were included in the study and subjected to 
vaginal delivery. 
Exclusion criteria: 
Multiple pregnancy, intrauterine foetal death, previous 
caesarean section, pregnancy induced hypertension, 
antepartum haemorrhage, heart disease, bronchial 
asthma, renal disease, liver disease, allergy to drug, and 
haematological disorders. 
The selected cases with inclusion criteria was divided into 
2 groups  

Group A: Misoprostol 600µg was inserted per rectally 
immediately following birth of baby (100).  
Group B: Injection  syntocinon(10U) intramuscular was 
given at the delivery of anterior shoulder (100).  
Each of the patients will be allotted to one of the groups 
by coloured coins method (self selection — random 
sampling method). 
Methodology: 
An informed consent was taken from the patients who 
met the inclusion criteria. These women underwent a 
thorough general and systemic examination like 
cardiovascular system, respiratory system, per abdomen 
and per vaginal examination. 
The women were given either syntocinon(10U) 
intramuscular or per rectal misoprostol (600µg) at the 
delivery of anterior shoulder of foetus. 
Collection of blood  
The blood loss during the third stage of labour and the 
was calculated by keeping a sterile kidney tray at the 
vulva after the delivery of foetus and collected blood  
measured by a measuring jar and ‘Estimated total blood 
loss’  was noted down. If intravenous oxytocin was used 
during the second stage of labour, it was stopped 
immediately after delivery.  
Blood clots were collected and weighed, and blood loss 
was calculated accordingly (1 gm of clot= 4ml of blood). 
Length of third stage of labour, and side effects including 
nausea, vomiting, diarrhoea, shivering, and retained 
placenta were recorded. If uterine bleeding was more, 
than, additional oxytocics  if given (intra venous infusion 
of  oxytocin 5-10U,and intramuscular methergin 0.2mg 
)was noted. 
Hemoglobin (Hb) in gm% was done at the time of 
admission to the labour room and repeated 48 hours 
after delivery.  
A pretested proforma was used to collect the relevant 
information (like patients data, clinical information, 
investigation reports etc.) from each and every individual 
related from the cases. 
Statistical analysis of the 2 groups was done by Chi-
square test and t-test (normality test).  
Chi-square test was used to analyse categorical data and t 
test for comparing means of two groups. A two tailed 
p<0.05 was considered statistically significant. 

 
 



Amrutha S.Patil, Journal of Biomedical and Pharmaceutical Research 4 (4) 2015, 129-139 
 

© www.jbpr.in, All Rights Reserved.                                                                                                                                     CODEN (USA): JBPRAU 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

Pa
ge

13
1 

 
 

 
 

Table-9: Amount of Blood Loss in 3rd Stage Of Labour 
 

Blood loss (ml) Misoprostol Syntocinon 
50-100 9 38 
101-200 40 57 
201-300 38 3 
301-400 10 1 
401-500 3 1 
>500 0 0 
Total 100 100 
Mean SD 236.8 119.9 160 127.5 
Unpaired t test t 4.36 P 0.05,Sig 



Amrutha S.Patil, Journal of Biomedical and Pharmaceutical Research 4 (4) 2015, 129-139 
 

© www.jbpr.in, All Rights Reserved.                                                                                                                                     CODEN (USA): JBPRAU 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

Pa
ge

13
2 

In misoprostol group, blood loss of less than 100mL was 
observed only in 9 cases while maximum number of 
patients  40  had blood loss between 101-200 ml and in 
38 cases blood loss was in between 201-300mL. Only 10 
cases blood loss was between 301- 400ml. Only 3 
patients lost blood more than 400mL. Average blood loss 
was found to be 236.9±119.9ml. 
In syntocinon group 38 patients had blood loss  less than 
100ml, whereas maximum patients 57 had blood loss 
between 101-200mL, 3 of this group were having blood 

loss between 201-300mL,  blood loss between 301-
400mL was observed in 1 and 401-500mL also in 1 case. 
Average amount of blood loss was found to be 
160.5±127.5ml. 
Average blood loss in misoprost group was 
236.9±119.9ml and in syntocinon  group was 
160.5±127.5ml, showing that there is significant 
reduction in blood loss in syntocinon  group compared to 
misoprost group with p value ˂ 0.05 s. 

 

 
 

Table 10: Average fall in Hb level because of Postpartum Blood Loss 
 

Groups Average fall in Hb(gm/dl) SD Significance 

Misoprostol 0.69 0.49 t 3.40 
P 0.05,S Syntocinon 0.49 0.31 

Unpaired t-test 
Average fall in Hb level was 0.69 g/dl in misoprostol group whereas in syntocinon  group it was  0.49 g/dl., and data was 
analysed using Unpaired t-test with p value of  < 0.05, fall in Hb was  reduced in syntocinon group compared to 
misoprostol group suggesting statistically significant association.  
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Table 12: Duration of third stage of Labour in both groups 
 

Duration of 3rd staging labour (min) Misoprostol Syntocinon 

2-4 1 22 

4-6 15 36 

6-8 30 28 

8-10 28 11 

10-12 23 2 

12-14 2 - 

 0 0 

Total 100 100 

  
In misoprostol group, only 1 patient has III stage duration 
of less than 4 mins,  15 patients had duration between 4-
6 mins, Maximum number of cases i.e. 30  had duration 
of III stage between 6-8mins,28 took 8-10 minutes during 
this stage, 23 had duration of III stage of 10-12 mins, 2  
took 12-14 mins,. 

In Syntocinon group, maximum patients 36  took 4-6 mins 
during their III stage, 23  had third stage duration of 2-4 
mins, 28  patients had duration of 6-8 mins, 11 took 8-10 
mins during the third stage. Among this group only 2 
patients took 10-12 mins during this stage,. 

 

 
 

Table 13: Average duration of third Stage of Labour 
 

Groups Mean duration of 3rd 
stage of labour (min) SD Significance 

Misoprostol 8.03 3.23 t =7.37 

Syntocinon 5.26 1.9 p 0.05,s 
 Unpaired t-test  
 
In misoprostol group, average duration of III stage of labour was found to be 8.03±3.23 mins whereas in Syntocinon 
group it was found shorter, 5.26±1.9 mins , t value was 7.37 with p value of < 0.05 suggesting duration of third stage of 
labour was significantly reduced statistically in Syntocinon group.  
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Table 15:  Average amount of Blood Loss in Relation with duration of III Stage of Labour 
 

Duration of 3rd stage of labour(min) 
Blood loss (ml) 

misoprostol Syntocinon 
 

2-4 180 215.9 

4-6 213 141.4 

6-8 227.5 146.4 

8-10 247.9 141.8 

10-12 236.9 170 

12-14 275  

30  0 0    

 
In misoprostol group, 275ml of blood was lost when duration was 12-14 mins, it was 236.9 ml when duration was 10-12 
mins, 247.9ml blood loss occurred in duration range of 8- 10mins, 227.5ml of blood loss occurred with 6-8 mins 
duration, 213mL blood loss occurred when duration was 4-6 min and minimal blood loss in this group was 180ml when 
duration of IIIrd stage was 2-4 mins.  
In syntocinon group, 215.9ml of blood loss occurred at 2-4 mins duration of third stage,141.4ml at 4-6 mins duration, 
146.4ml at 6-8 mins duration, 141.8ml at 8-10mins duration ,  170ml at 10-12 mins duration of third stage. 
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Graph 12:  Average amount of Blood Loss in Relation with duration of III Stage of Labour 
 

 
 

Table 16: Side Effects of Drugs in Both Groups 
 

Side effects Misoprostol Syntocinon 

Nausea 13(6.5%) 26(13%) 

Vomiting 4(2%) 7(3.5%) 

Shivering 48(24%) 0 

Pyrexia 36(18%) 0 

Diarrhea 0 0 

Abdominal cramps 26(13%) 35(17.5%) 

 
Side effects were seen more in group Misoprostol as compared to Syntocinon group. In misoprostol group nausea was 
seen in 6.5% of cases, vomiting in 2% of cases, shivering in 24% of cases , pyrexia in 18% of cases and abdominal cramps 
in13%cases. 
In Syntocinon group nausea was seen in 13% of cases, vomiting in 3.5% of cases and, Abdominal cramps in17.5%cases 
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DISCUSSION 
Comparative study between per rectal misoprostol(600microg) and intramuscular Syntocinon(10U)   in prophylaxis of 
PPH done in Department of OBG in MR Medical college showed the following. 
Mean duration of third stage of labour (in mins): 
In the present study, in misoprostol group, average duration of 3rd stage of labour was found to be 8.03±3.23 mins 
whereas in syntocinon group it was found shorter, 5.26±1.9 mins 
                             

Table-18: Mean duration of third stage of labour (in mins) 
 

Study  Misoprostol  Syntocinon  

Shrestha A . et al. 8.8 2.8 9.2 3.2 

Arun Kumar et al. 6.19 ± 0.74 6.61 ± 1 

Present study 8.03 3.23 5.26 1.90 

 
In study by Shrestha A. et al.when misoprostol was 
compared to  syntocinon, there was reduction in mean 
length of third stage from  9.2 3.2 mins in group in 
syntocinon to  8.8 2.8mins in misoprostol group.p value 
0 .84. 67 

In study by Arun kumar et al. when misoprostol was 
compared to  syntocinon, there was reduction in mean 
length of third stage from 6.61 ± 1 mins in group in 
syntocinon to 6.19 ± 0.74 mins in misoprostol group.p 
value 0 .84.In misoprostol group, average duration of III 
stage of labour was found to be 8.03±3.23 mins whereas 
in syntocinon  group it was found shorter, 5.26±1.9 mins , 
t value is 7.37 with p value of < 0.05, there by suggesting 
syntocinon causes statistical significant reduction in 
duration of III stage of labour when compared to per 
rectal misoprostol.  

Mean hemoglobin concentration/Fall in Hb: 
In our study average fall in Hb level was 0.69 g/dl in 
misoprostol group whereas in syntocinon group it was 
0.49 g/dl 
In the study by Shrestha A. et al, There was no significant 
difference between  
The 2 groups in mean hemoglobin concentration, 
whether predelivery or  
postpartum.67   
In the study by Arun Kumar et, al.The resultant change of 
haemoglobin level was insignificant, 0.55 ± 0.03 gm/dl v/s 
0.45 ± 0.03 gm/dl in both the groups respectively. 
In the present study comparison of Hb changes following 
delivery in both the groups are statistically significant 
with an average fall in Hb level 0.49gm/dI in syntocinon 
group and 0.69 gm/dl in misoprostol group. Intergroup 
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comparison applying unpaired t-test shows t = 3.40, p < 
0.05 which is statistically significant i.e. intramuscular 
syntocinon results in significantly lesser reduction in Hb 
when compared to per rectal misoprostol.  
Therefore there is reduced fall in Hb in syntocinon group 
is statistically significant when compared to Misoprostol. 

Mean blood loss (in ml) : 
In the present study, distribution of blood loss in the two 
groups showed mean blood loss of 160.6 ± 127.5m1 in to  
syntocinon  group, while in misoprostol group it was 
236.8 ± 119.9m1. 

                                          
Table-19: Mean blood loss (in ml). 

 
Study Misoprost Syntocinon 

Shrestha A,  et al 156.7±124.2 132.3±91.8 
Arun Kumar et al,. 230±50.2 240.30±38.70 

Present study 236.8 ± 119.9 160.6 ± 127.5 
 
In the study Shrestha A. et al, the mean blood loss was estimated was   
156.7 124.2 ml in Misoprostol group and 205 175ml in syntocinon group. 
In the study by Arun Kumar et,al.,the mean blood loss was 230 ± 50.2 ml and  
240.30 ± 38.70 ml in both the groups respectively. 
In the present study, distribution of blood loss in the two groups showed mean blood loss of 160.6 ± 127.5m1 in   
syntocinon  group, while in misoprostol group it was 236.8 ± 119.9m1. On application of unpaired t test t = 4.36, p < 0.05 
which is significant i.e. intramuscular  syntocinon  results in significantly lesser amount of blood loss when compared to 
per rectal misoprostol. 
There was statistically significant reduction in the blood loss in syntocinon group compared to misoprostol group. 
 
Side effects 
In a similar study by Shrestha A. et al.  Twenty Five 
women in the misoprostol group experienced shivering, 
but none in the syntocinon group. (P =.06)  
Gastrointestinal adverse effects such as nausea, vomiting, 
and diarrhea, were significantly higher in the syntocinon 
group than in the  
misoprostol group (11 vs. 3, P =.01s). 67 
In similar study by Arun Kumar et al,. 25(16.66%) subjects 
in group 1 and  20(13.33%) in group 2 had shivering. 
5(3.33%) subjects in group 1and 2 (1.33%) subjects in 
group 2 had nausea. 3(2%) and none had temperature 
>38°c in group 1 and  2 respectively. So, it was concluded 
that shivering, nausea and hyperpyrexia were  slightly 
more common with misoprostol than oxytocin but it was 
statistically not  significant. 
In the present study incidence of side effects like nausea 
(6.5%) and vomitifig (2%) & diarrhea were less in 
misoprostol group as compared to  syntocinon group. In 
to  syntocinon group incidence of nausea was 13% and 
vomiting 3.5%. Shivering was seen only in misoprostol 
group i.e. 24%. Incidence of pyrexia was found only in 
misoprostol group which was 18% .Abdominal cramps 
were seen in 13% in misoprostol group &17.5% in 
syntocinon group.    
 
  

CONCLUSION 
Where maternal mortality is high and resources are 
limited, the introduction of low cost evidence based 
practices to prevent and manage post partum 
haemorrhage can improve maternal and infant survival 
Hence prophylactic aspect to reduce the incidence of 
complications in third stage is very important This 
comparative study between  and per rectal misoprostol 
and intramuscular Syntocinon(10U) in prophylaxis of PPH 
done in Department of OBG in MR Medical college 
showed that intramuscular Syntocinon(10U) when used 
results in lower blood loss, more effective reduction in 
duration of third stage of labour, significantly lesser 
reduction in Hb level after delivery but is associated with 
unpleasant side effects like nausea, vomiting. 
Per rectal misoprostol, inexpensive and does not need 
refrigeration is safe but side effects were comparatively 
more in misoprostol and is relatively less effective in 
preventing blood loss, results in higher fall of Hb level and 
required additional oxytocics with a higher frequency.  
Hence a cafeteria approach is required in usage of these 
drugs in general in reducing post partum haemorrhage 
and thereby maternal morbidity and mortality. 

 

 



Amrutha S.Patil, Journal of Biomedical and Pharmaceutical Research 4 (4) 2015, 129-139 
 

© www.jbpr.in, All Rights Reserved.                                                                                                                                     CODEN (USA): JBPRAU 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

Pa
ge

13
8 

References  
1. Myles M. The third stage of labour. Textbook of 

Midwives, 10th Edn. USA, English Language Book 
Society/Churchill Livingstone; 1985. p. 328-342.  

2. Mudaliar AL. Conduct of normal labour. Clinical 
Obstetrics 9th Edn. Madras, Orient Longman; 1994. p. 
103-113. 

3. Dutta DC. Complication of the third stage of labour. 
Textbook of Obstetrics, 4th Edn. Calcutta, New Central 
Book Agency Pvt. Ltd.; 1998. p. 441- 449. 

4. McDonald S. Physiology and management of the third 
stage of labour. Myles Textbook for Midwives, 13th 
Edn. China, Churchill Livingstone; 1999. p. 465-488. 

5. Causation and stages of labour, AL Mudaliar, MK 
Krishnan Menon. Mud aliar and Menon’s clinical 
obstetrics, 10th edition, Sarla Gopalan, Vanita Jam 
editors. Hyderabad; Orient longman; 2005: p.85-95. 

6. Berg CJ. Pregnancy related mortality in the united 
states 1987-1990. Obstet Gynecol. 1996;88:161-7. 

7. Samil RS. Postpartum haemorrhage and 
management. J Pediatr Obstet Gynecol 1988;4-7. 

8. Pritchard JA. Blood volume changes in pregnancy and 
the Paerperium. Am J Obstet Gynecol 
1962;84(10):1271-82 

9. Combs CA. Factors associated with postpartum 
haemorrhage with vaginal birth.Obstet Gynecol 
1991;77:69-76. 

10. Abou Zahr C. Antepartum and postpartum 
Haemmorhage. Health dimensions of sex and 
reproduction Boston, Harvard university Press. 1998. 

11. Schuurmans N. Prevention and management of 
postpartum haemorrhage. J Soc Obstet Gynecol Can 
2000;22(4):271-281. 

12. Kamalajayaram V, Devi ED. Prophylactic PGF2α for 
control of postpartum bleeding, a comparative study 
with methyl ergometrine. J Obstet Gynaecol 
Ind1994;44:393-9  

13. Donald Ian, Post Partum Haemorrhage. In Donald 
lam, Editor practical obstetric problems 5th Edn New 
Delhi : B.I publication Pvt Ltd; 1998 P. 748-794.  

14. Obstetrical haemorrhage F Gary Cunningham, 
Norman F, Gant, Kenneth J Levenco, Larry C Gilstrap 
III, John C. Hauth, Katharine D. Wenstrom. Williams 
Obstretrics. 21st additon. Andrea Sells, Susan R 
Noujain; Koren Davis editors. United State of 
America; Mc. Graw hill; 2001: P. 6 19-669.  

15. Prendiville WJ, Harding JE, Elbourne DR, Stirrat GM, 
The Bristol third stage trial; active versus 
physiological management of third stage of labour. 
BMJ 1988; 297: 1295-1300.  

16. Rogers J, Wood J, McCandlish R, Ayerss, S Elborurne 
D, Active versus expectant management of third 
stage of labour: The Hichingbrooke randomised 
controlled trial. Lancet 1998; 35 1:693-699 

17. Chukuebelu. Comparative study of ergometrine and 
syntometrine at completion of 2nd stage of labour 
with respect to amount of blood loss. Br Med J May 
1963:1390. 

18. Bengt Sorbe. Comparison of Oxytocin and 
ergometrine intravenously for assessing blood loss in 
3rd stage of labour. J Obstet Gynecol 1978;52:694. 

19. Prendiville W, Elbourne D, McDonald S. Active as 
expectantant management inthe third stage of 
labour. Cochrane review. March 9, 2001. In: Cochrane 
FebruaryIssue 4, 2001 Oxford : update software Ltd. 

20. Laurence DR, Benette PN. Endocrinology IV. 
Hypothalamic and pituitary hormones, Sex hormones, 
contraception, uterus. Clinical pharmacology, 7th 
Edn. Singapore, Longman Singapore Publishers Pvt 
Ltd; 1995. p. 591-614 

21. Williams CB, Pery HV. Lipid derived autocoids. 
Chapter 26, Goodman and gilman’s, 8th edn., 
Hardman G. Joe and Limbird E. Zee, 1996:p.601-616. 

22. Obren WF. Cervical ripening and labour induction 
progress and challenges. Clin Obstet Gynecol June 
1995;38(2):219-231 

23. K.S. Raghavan, Prostaglandis in labour. The 
management of labour, 6th edition. S. Arulkumaran, 
S.S. Ratnam K, Bhasker Rao, editors. Chennai; Orient 
Longman Pvt ltd 2003; p. 197-2 12.  

24. Early pregnancy termination with mifepristone and 
misoprostol in United State, N England Med. 
1998:338:1241-1247.  

25. Sajal Datta, Sudip Chakravathi. Misoprostal 
pharmacology. Sukumar Bank et al. Miso prostal in 
obstetrics and gynaecology. Sukumar bank, Sajal 
Dutta, Krishnendu Gupta, Editors; New Delhi; Jaypee 
Brothers Pvt Ltd; 2003:            P. 9-14.  

26. A comparative study suing two-dose regimen (200 
microgram or 400 microgram) Vaginal misoprostol for 
preoperative cervical dilatation in first trimester 
nulliparae. Br. J. Obstet Gynaecol. 1998:105; 413-417 

27. Dawood MY. Oxytocin in human pregnancy and 
parturition. Obstet Gynecol 1978;51:13 8-143. 

28. Forman A. Effect of nifedipine on oxytocin and 
prostaglandin F2α induced uterine activity in 
postpartum uterus. Am J Obstet Gynecol 
1983;144:665.96 

29. Zuckerman H. Prostaglandin F in human blood during 
labour. Obstet Gynecol 1978;51:311-314. 



Amrutha S.Patil, Journal of Biomedical and Pharmaceutical Research 4 (4) 2015, 129-139 
 

© www.jbpr.in, All Rights Reserved.                                                                                                                                     CODEN (USA): JBPRAU 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

Pa
ge

13
9 

30. Sellers SM. Raised prostaglandin levels in the third 
stage of labour. Am J Obstet Gynecol 1982;144:209-
212. 

31. IIancheran A. Effect of oxytocics on prostaglandin 
levels in the third stage of labour. Gynecol Obstet 
Invest 1990;29:177-180 

32. Raghavan KS. Prostaglandins in labour. The 
management of labour, 1stEdn.Chennai, Orient 
Longman; 1997. p. 197-212 

33. Damelsson KG, Marions L, Roditgnez, Spur BW. 
Comparison between oral and vaginal administration 
of misoprostol on uterine contractility. 
ObstetGynaecol 1999;93:275-280. 

34. Giannopoulos G, Jackson K, Kredchster J. 
Prostaglandins E and F2 alpha receptors in human 
myometrium during the menstrual cycle and in 
pregnancy and labout. Am J Obstet Gynecol 
1985;153:904-910.

 
 


	Where maternal mortality is high and resources are limited, the introduction of low cost evidence based practices to prevent and manage post partum haemorrhage can improve maternal and infant survival
	Hence prophylactic aspect to reduce the incidence of complications in third stage is very important This comparative study between  and per rectal misoprostol and intramuscular Syntocinon(10U) in prophylaxis of PPH done in Department of OBG in MR Medi...

