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ABSTRACT 

Objective: To determine the efficacy of rectal misoprostol in management of Post Partum Haemorrhage in third 
stage of labour.  
Study Design: Interventional study.  
Place and Duration of Study: Gynaecology and obstetrics department at PNS Shifa Hospital Karachi, from Sep 
2012 to Mar 2013. 
Material and Methods: All singleton and multiple pregnancies of gestation 37-42 weeks, who presented in labour 
room to deliver and had prolonged second stage of labour (n=112) were enrolled in the study. Patients, who were 
having coagulopathy, abruption, placenta previa, and allergy to prostaglandins were excluded from the study. 
Third stage was managed actively according to hospital standard routine. Hemoglobin was measured at the time 
of admission and repeated after delivery in patients having PPH. Blood was estimated by weighing all gauzes 
and packs. If blood loss  more  than 500ml one hour after delivery and all traumatic causes and retained placenta 
were excluded, 600µg (3 tablets) of misoprostol were given per rectally, which were inserted up to a digit depth. 
After one hour total amount of blood loss was calculated. The data were then entered in a proforma and 
analyzed. 
Results: Majority (44.6%) of the women were 26-33 years of age, 8.9% had PPH with fall in hemoglobin by 1.5-2 
gms/dl. Ninety percent of the patients responded to rectal misoprostol.  
Conclusion: Active management of third stage of labour has a definite role in the preventive of PPH. Rectal 

administration of misoprostol should be considered for control of PPH in low resource settings like ours as it was 

found effective in the study. 
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INTRODUCTION 

 Primary postpartum haemorrhage (PPH) is 
the leading cause of maternal morbidity and 
mortality especially in developing countries1. 
Maternal mortality globally is estimated at 
529,000 deaths per year and created major 
demands on health care systems2. The WHO 
estimates that obstetric hemorrhage complicates 
10.5% of all live births in the world3. Timely 
management of PPH reduces maternal mortality4. 
The solution in developing countries like 
Pakistan is a management option which is simple 

to administer with no special storage 
requirement, cheap and easily available5. 
Misoprostol, a prostaglandin E-1 analogue is a 
revolutionary medicine, not only suitable for 
remote areas but also in hospital settings6. 
Overall PPH is responsible for 25% of maternal 
deaths in Pakistan. In Pakistan misoprostol is 
reportedly used only in hospital settings7. 
Unfortunately we are not aware of misoprostol 
use in PPH as alternative or additive therapy8,9, 
as there are no proper statistics available on 
maternal health in our country. Lots of work    
has been done in last two decades for the role          
of misoprostol in PPH10. There is a strong 
association between prolonged labour and 
postpartum hemorrhage11, but there is no local 
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guidelines available for its appropriate dose and 
route of its administration12. Aim of the study 
was to outline a protocol for use of misprostol in 
women in postpartum  hemorrhage. 

MATERIAL AND METHODS 

This interventional study was carried out in 
department of gynae and obstetrics at 600 bedded 
PNS Shifa Hospital Karachi for a period of six 
months. The study was approved by the ethical 
committee of the hospital. All patients between 
20 and 40 years of age having single or multiple 

pregnancies at term with prolonged labour and 
PPH were included. Causes of PPH other than 
atony were excluded. Informed consent was 
taken from each patient when they came to 
labour room. 

Maternal record including age, weight, 
parity, hemoglobin levels and previous 

obstetrical history were noted. Third stage of 
labour was managed actively according to FIGO 
standard protocol, that is 10 i.u of synctocinon, 
was given at the moment when anterior shoulder 
was delivered. Brandt Andrew method was used 
to deliver the placenta. Bimanual uterine message 
was done. For estimation of blood loss, bed pans 
were used and placed beneath buttocks of 
patients, and weighing all gauzes and packs 
(which were pre weighted) and collected in a 
plastic bag. Difference in weight was noted in 

grams and one gram of blood was taken equal to 
one ml of blood loss approximately. Blood loss 
was estimated from delivery till one hour 
postpartum. If blood loss was more than 500ml 
and all traumatic causes and retained placenta 
was excluded and patient had given informed 
consent for trial, 600mcg (3 tablets) of misoprostol 

 
Figure-1: Age distribution patients (Mean ± SD) age = 30.31 ± 5.60 years. 

 
Figure-2: The Pauty among the patients. 
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were given per rectally, which were inserted up 
to a digit depth.  

Data Analysis 

Statistical package for social sciences SPSS 
version 13.0 was used for analysis of statistics. 
Descriptive statistics was used to calculate         
mean and standard deviation for variables like 
age of patient; frequencies and percentages             
for parity, gravida, blood loss and postpartum 
hemorrhage after misoprostol treatment. 

Stratification according to age and gravidae was 
done to evaluate the effect of these variables on 
occurrence of PPH. 

RESULTS 

Rectal misoprostol was used for the 
treatment of post-partum hemorrhage in 112 
women with mean age of 30.31 ± 5.6. The age 
group of patients in study was 18 to 40 years, 

while most of the patients were of the age group 
26 to 33 years (44%) as shown in fig-1. Out of 112 
women, 15 (13.3%) were primiparous (Para 0+0), 
95 (84.8%) were multiparous (para 1-5) and only  
2 (1.8%) were grand multiparous (Para>5) as 
shown in fig-2. Blood loss measurement after 
misoprostol treatment has shown that 102 (91.1%) 
women were observed with blood loss <500 ml 
followed by 9 (8%) with blood loss 500-1000 ml 
and only one (0.9%) had blood loss >1000 ml   

(fig-3). 

Thus, the frequency of postpartum 
hemorrhage was 8.9%, fall of hemoglobin level is 
noted in patients having PPH between 1.5 to 
2gms/dl which is shown in the (fig-4). Among 27 
women of age group 18-25 years, PPH occurred 
in only one (3.7%) woman, among 50 women of 
age group 26-33 years, PPH occurred in 6 (12%) 

 
Figure-3: Blood loss after misoprostol treatment (n=112). 

 
Figure-4: Haemoglobin level before and after delivery. 
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women while among 35 women of age group   
34-40 years, PPH occurred in three (8.6%) 
women. The incidents of PPH increases with 
parity as only 6.7% of primigravida had post 
partum haemorrhage as compared to 12.5% in 
multigrvida. One patient did not responded to 
the misoprotol and needed further intervention. 
Among 15 women of primigravidaes, PPH 
occurred in only one (6.7%) woman, among 65 
women of gravidae 1-4, PPH occurred in 5 (7.7%) 
women while among 32 women of gravidae 5-8, 
PPH occurred in 4 (12.5%) women. 

DISCUSSION 

In low income countries maternal mortality 
is mostly caused by post-partum hemorrhage. It 
is observed that in sub Saharan Africa13, 40 
maternal deaths have been reported per 100,000 
births. While in United Kingdom1 maternal death 
is observed in 100,000 births. 

These statistics need intervention to decrease 
maternal mortality14. Lack of training and storing 
facility for oxytocic agents, non-availability of 
trained birth attendants for administration of 
parenteral uterotonic agents and non-availability 
of blood transfusion facility in rural areas further 
worsens the consequences of post-partum 
hemorrhage15. 

Prolonged labour13 and multi-parity leads     
to an increased risk of post-partum hemorrhage 
because of uterine atony in third world, leading 
to increased  maternal mortality and morbidity16. 

Alternative uterotonic preparations which 
are cheap, easy to administer and store may 
contribute to the treatment of post-partum 
hemorrhage and thus help low income countries 
in decreasing maternal morbidity and mortality17. 
In a study by Bamigboye et al. Four ninty one 
women were observed. These women were given 
400mcg of misoprostol rectally or 1 ampoule of 
synctometrine intramuscularly randomly after 
the delivery. Results showed that hemoglobin, 
postpartum blood loss and length of third stage 
of labour were similar18. In a descriptive study in 
Egypt by H Abdul Aleem and colleagues, out of 
18 women with severe hemorrhage because of 

atony, 16 had responded to misoprostol (88.2%). 
These women previously received oxytocin, 
methylergometrine and enzaprost but were not 
responding. In this study 1000mcg of misoprostol 
was given before resorting lastly to surgical 
intervention. In four cases only 600mcg 
misoprostol was available in theatre, and thus 
was used so. The above mentioned study 
concluded that cases of postpartum hemorrhage 
because of uterine atony not responding to other 
uterotonics can be treated effectively with 
misoprostol19. Our results matched the results of 
H Abdul-Aleem’s as post-partum haemorrhage 
was controlled in 102 (91.1%) out of 112 patients. 
In 10 patients misoprostol was not effective. Out 
of these 10 patients, 9 (8.9%) patients had blood 
loss of 500-1000ml, and only one (0.9%) had blood 
loss >1000ml. These results are promising and 
encouraging use of misoprostol in treatment of 
postpartum haemorrhage, which is no doubt a 
low cost solution for postpartum haemorrhage in 
our setups. Postpartum haemorrhage occurred 
with significant higher frequency in grand 
multiparas (para>5). Rate of PPH was almost 
doubled than that of primigravidas (para 0) and 
multiparas (para 1-5). These results matched with 
results of Munim who noticed three times higher 
incidence of PPH in grand multipara. 

Misoprostol, a prostaglandin E1 analogue 
and is marketed for treatment of peptic ulcer. In 
countries where it is registered it is not approved 
for any use in pregnancy and also not approved 
in post-partum hemorrhage. Because misoprostol 
is heat stable, easy available, every midwife carry 
this in her bag20. Oxytocin is not recommended to 
be replaced by misoprostol in PPH21, instead it is 
required to be available to doctors working in 
rural health posts and to the mid wives 
conducting home deliveries in remote areas. In 
these settings it is not practically possible to 
administer parenteral oxytocics and misoprostol 
will prove an easy treatment options for women 
dying of PPH, as non-availability of easy to use, 
carry and store uterotonic agents is major        
hurdle to prevent life threatening post-partum 
hemorrhage in developing world22. From our 
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knowledge we know that as compare to oxytocin 
or ergometrine, misoprostol is easy to use         
(no equipment needed), multiple routes of 
administration (rectal and oral), easy to store in 
room temperature for longer time (several   
years), thermostable and with fewer side      
effects including shivering and hyperthermia. 
Additionally it can be given safely in 
hypertensives23. Practical advantage of rectal 
route is to avoid gastrointestinal side effects24. 
Several studies have proved that misoprostol 
rectally is effective in treatment of post-partum 
hemorrhage in third stage of labour14. Although 
we are still unable to determine rate of 
transmucosal absorption of rectal misoprostol. 
Postpartum haemorrhage when related to the age 
among 27 women of age 18-25 years of age PPH 
was not controlled in only one (3.7%) in 50 
women of age group 26-33 years, PPH was not 
controlled, ie 6 (12%), While  among 35 women of 
age group 34-40 years PPH, was not controlled in 
3 (8.6%). In our country where women has lesser 
access to contraception  and control over their 
family size25, we frequently see women of higher 
age group getting pregnant. However in this 
study the results matched with Robert’s who 
proved that there is no relationship of age with 
PPH18. 

Worldwide and especially in our country 
postpartum haemorrhage is the major killer of 
women and there is a need to consider measures 
to reduce this complication. In patients with  
PPH, rectal route appears practical and preferable 
to vaginal and oral administration and thus 
preventing PPH. Further studies are warranted in 
Pakistan to increase awareness about misoprostol 
among rural health workers, where most 
deliveries occur. 

CONCLUSION 

Active management  of third stage of labour 
has a definite role in the preventive of PPH. 
Rectal administration of misoprostol should be 
considered for control of PPH in low resource 
settings like ours as it was found effective in the 
study. 
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