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AAIIMM  OOFF  TTHHEE  SSTTUUDDYY  

The aim of the work is to compare between the effect of 

Carbetocin, Oxytocin and Misopropostol on decreasing blood 

loss for high risk parturient undergoing cesarean section. 
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DDIISSCCUUSSSSIIOONN  

Postpartum hemorrhage is a potentially life thereatening 

complication of both vaginal and cesarean delivery, the 

prevalence of PPH is approximately 6% of all deliveries 

(Carroli et al., 2008) 

The most  frequent cause of PPH is uterine atony, 

therefore active management of third stage of labour rather 

than expectant management is recommended (Chong et al., 

2004) 

During the second half of the 20
th

 century, a package of 

interventions  performed during the third stage of Labour 

become the cornerstone for the prevention of PPH. This 

approach become known as the "active management of  the 

third stage of Labour" and consisted initially of the following 

components : the administration of a prophylactic uterotonic 

after delivery of a baby, early cord clamping and cutting and 

the controlled traction of the umbilical cord. Uterine massage 

is also frequently included as a part of the active management 

of the third stage of Labour. In contrast to active management, 

expectant management involves instead waiting for signs of 

placental separation and allows for the placenta to be delivered 
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spontaneously. Compared with expectant management, the 

active management is associated with reduction in occurrence 

of PPH (WHO recommendations for prevention and 

treatment of post-partum Hemorrhage, 2012) 

In our study the aim is to compare between the effect of 

Carbetocin, oxytocin and misoprostol on decreasing blood loss 

for high-risk parturient undergoing Cesarean section. 

The study included 60 women undergoing Cesarean 

section and the following  was  done:   

Group 1   received 400  g Misoprostol at the 

beginning of Cesarean section and 400  g at the end. 

Group 2  received 20 IU of oxytocin as soon as the 

umbilical cord is clamped immediately after delivery.  

       Group 3   received  slow intravenous injection of 

single dose of carbetocin 100  g as soon as the umbilical cord 

is clamped immediately after delivery. 

In our study,as regard change of Hb of the women 

involved in this study:  

- In oxytocin group : the mean is 1.74, the SD is 0.84  

- In carbetocin group : the mean is 1.34, the SD is 0.54 
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- In misoprostol group : the mean is 2.07, the SD is 0.80 

The results showed a significant difference as regard 

mean change in Hb level after treatment: with misoprostol 

showing the highest drop : Hb (2.07 + 0.8) compared to 

oxytocin (1.7 + 0.8) and carbetocin (1.3 + 0.5).By using post 

hoc test,the significant difference was shown to be between 

misoprostol group and carbetocin group only. 

In a study done by Attilakos et al., (2010), comparing 

carbetocin and oxytocin : there was no significant difference in 

the mean hemoglobin fall after the operation. 

Another study done by Fazel et al., (2013) comparing 

rectal misoprostol to IV oxytocin, the decrease in Hb level in 

the two groups wasn't statistically significant. (P = 0.55). 

As regard volume of blood loss:  

In our study, there was highly significant difference 

between the 3 groups as regard mean volume of blood loss. 

Carbetocin showed the lowest volume of blood loss (604 

+ 79.5) compared to oxytocin (677 + 98.2) and misoprostol 

(707.5 + 89.7).By using post HOC test, the significant 

difference was shown to be between carbetocin and 
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misoprostol groups and between carbetocin and oxytocin 

groups. 

In a study done by Sut et al., (2012) comparing 

carbetocin and oxytocin, the mean blood loss was observed to 

be greater in the oxytocin group compared to the carbetocin 

group but the difference wasn't statistically significant. 

In another study done by Larciprete et al., (2013) 

comparing carbetocin and oxytocin, there was no significant 

difference in the amount of estimated blood loss between the 2 

groups. In the study done by Larciprete: blood loss was 

estimated by the surgeon in the usual way (visual estimation, 

number of the used swabs and amount of aspirated blood) and 

this could be the cause of difference in results between his 

study and our study. 

In the study done by Fazel et al., (2013) comparing rectal 

misoprostol to IV oxytocin, there was no difference in the 

amount of intraoperative blood loss between the two groups. 

Duthie et al., (1992) in his study to measure 

intraoperative blood loss during elective lower segment 

Caesarea section by using alkaline hematin method, that 

included forty women (mean age 29 years) with singleton 
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pregnancies (mean gestation 38 weeks) delivered by elective 

lower segment Cesarean section under general anaethesia 

(mean birth weight 3177 gm). Certainly, there was no 

significant difference in the estimated blood loss, there was 

also no difference in the post-operative fall in hemoglobin. 

This method can be imprecise especially for blood loss more 

than 600 ml, mean while in this study  blood loss was 

measured by more accurate means. 

Concerning uterine tone after treatment 

In our study, carbetocin group showed the highest tone (4 

+ 0) compared to oxytocin (2.7 + 0.47) and misoprostol (2.5 + 

0.5). 

By using post HOC test, the significant difference was 

shown to be between carbetocin and misoprostol groups and 

between carbetocin and oxytocin group. 

This occurs because carbetocin causes uterine 

contractions in less than 2 minutes after IV administration of 

optimal dosage of 100  g.  A single dose of Carbetocin has 

been hypothysed to act as 16 hours IV oxytocin infusion 

regarding the increase in uterine tone and reduction of risk of 

post-partum Hge. (Larciprete et al., 2013) 
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In the study done by Larciprete et al., (2013) comparing 

carbetocin and oxytocin : there was significant difference in 

the uterine tone and in the fundal height. The uterine 

contractility was better in carbetocin group at 2.12 and 24 

hours after Cesarean section and the difference was 

statistically significant at 24 hours (P < 0.05) 

Concerning need for additional uterotonics  

In our study, there was significant difference between the 

three study groups as regard  need for additional uterotonics. 

The results demonstrated an increased use of additional 

oxytocics in the oxytocin group (30% of cases) and in the 

mesoprostol group (30% of cases) VS (0% of cases) in 

Carbetocin group. 

In the study done by (Larciprete et al., 2013) the main 

result of the study is that carbetocin is associated with reduced 

use of additional oxytocics. 

All the previous studies of carbetocin Dansereau et al., 

(1999) and Boucher et al., (1998) demonstrated a lower rate 

of additional oxytocin usage, but no study has demonstrated a 

significant difference in the rate of PPH, which is arguably a 

more important outcome. The reason for this is that only a 
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very large study with many thousands of women would have 

adequate power to demonstrate a significant difference in this 

relatively rare outcome. Perhaps large retrospective studies 

from countries or institutions where carbetocin is used 

routinely may provide interesting data, although such studies 

would be prone to bias. 

Nevertheless, the lower use of additional oxytocics is a 

important outcome with possible financial savings if the 

additional oxytocics require prolonged administration or the 

labour ward or in the recovery area. However, this may be 

offset by the higher cost of carbetocin in comparison to 

oxytocin. The UK cost of a carbetocin ampoule is 17.64 

(although areduced price may be available), whereas the cost 

of a 10 IU ampoule of oxytocin is LE 0.86 (Attilakos et al., 

2010) 

As for out study, the cost of the oxytocin ampoule is 5 

LE, meanwhile the cost of the Carbetocin ampoule is 110 LE. 

Which may be not applicable in most of the hospitals and 

among the Egyptian population as Egypt is considered one of 

the developing countries. 


