A COMPARISON OF ORALLY ADMINISTERED MISOPROSTOL
WITH VAGINALLY ADMINISTERED MISOPROSTOL FOR
CERVICAL RIPENING AND LABOR INDUCTION

Thesis
Submitted for fulfillment of Master Degree in Obstetrics and Gynecol ogy

By
HANY SAAD AMIN MOHAMED
Resident of Obstetrics and Gynecology
Faculty of Medicicine-Cairo University

Supervised by
POF. DR. MAHER MOHAMED ABDEL WAHAB
Professor of Obstetrics & Gynecology
Faculty of Medicine-Cairo University

PROF. DR. ASHRAF ABDEL RAHMAN RAMADAN
Professor of Obstetrics & Gynecology
Faculty of Medicine-Cairo University

DR. AHMED MOHAMED ABDEL HAKE
Lecturer of Obstetrics & Gynecology
Faculty of Medicine-Cairo University

Fuculty of Medicine

Cairo University

2008




Abstract

Objectives. Our purpose was to compare orally administered
with vaginally administered misoprostol for centidggening
and labor induction.

Patients and M ethods: 40 subjects with medical or
obstetrical indications for labor induction and uaied,

uneffaced cervices were randomly assigned to recwially
administered or vaginally administered misopro€ioLig of

oral misoprostol or 25ug of vaginal misoprostol \gagen every

4 hrs. If cervical ripening( Bishop score>e8 or cervical
dilatation of> 3cm) or active labor didn’t occur, repeated doses
were given to a maximum of 6 doses or 24 hrs.Tlierea
oxytocin was administered intravenously by a stashdad
incremental infusion protocol to a maximum of 22imiuh.

Results: of the 40 subjects evaluated, 20 received orally
administered misoprostol and 20 subjects receiagihally
administered misoprostol. fewer orally treated satg( 3 cases
where 2 cases are multigravida and 1 case primagawere
delivered in 24 hrs of the initiation of inductian,comparison
with the vaginally treated group( 16 cases whertases are
multigravida and 7 cases are primigravida). Thetfrom
induction to delivery in the orally treated groupsn35.5£12 hrs
(mean and SD) in nulligravida, 23+13 hrs (mean @BJ in
multigravida, while in the vaginally treated growps 21.5+14
hrs (mean and SD) in nulligravida, 19210 hrs (maaa SD) in
multigravida. the mean time interval between thduation to
Initiation of vaginal delivery between the orallgated group
28.91£13 hrs(mean and SD) while in the vaginallatee group
20+13 hrs(mean and SD). the induction to initiatddaelivery
(vaginal or abdominal) as 29+12 hrs(mean and SkE)erorally
treated group, 21+12 hrs(mean and SD) in the végitraated
group. the average number of doses of misoprostal for
induction as 3.3t1.7(mean and SD) in the orallgated group
while 2.2+1.3(mean and SD) in the vaginally treageaup ( P =
0.043). Oxytocin augmentation was used in 15 ciast®e




orally treated and 12 cases in the vaginally tckgteup( P =
0.500). The number of cases delivered vaginaltpenorally
treated group 12 cases(60%) while in the vagirtedigted group
19 cases(95%). The number of cases delivered hin €@
orally treated group were 8 cases while in the valgy treated
group were 1 case( P = 0.023). Chorioamnionitisioed in 4
cases in oral group, 3 cases in the vaginal grdtgrine
tachysystol occurred in 1 case in oral group, 2s&s the
vaginal group. Uterine hypertonus occurred in kdaghe oral
group while no cases reported in the vaginal grédgmormal
FHR pattern reported in 5 cases in the oral gréugases in the
vaginal group with no statistical difference betwé®th
groups. The neonatal outcome show no statistitf@rdnce
between both groups.

Conclusion: Oral administration of 50ug of misoprostol
appears less effective than vaginal administratio2bug of
misoprostol for cervical ripening and labor indoati

Key wor ds. Misoprostol, cervical ripening, labor induction.
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There are many indications for term labor inductions,
including postterm pregnancy, preeclampsia,diabetes mellitus,
oligohydraminos, IUFD, IUGR, abnormal antepartum fetal
surveillance results. The immature cervix isthe greatest barrier
to labor induction. Because oxytocin only affect only the uterine
contractions and not the cervical ripening, prostaglandin agents
are thefirst choice for labor induction because they exert alocal
effect on the cervix, causing effacement and dilatation, and
stimulate myometrial contractions, increasing the likelihood of
success. Dinoprostone has been the agent of choice of
preinduction cervical ripening for several decadesand is
currently one of the pharmacologica agents approved by the
U.S Food and Drug administration for this indication. Although
widely used, it has two disadvantages: It is expensive, and it
require continuous refrigeration .Thus, there is a need for less
costly and less temperature-sensitive aternatives. Misorpostol, a
synthetic PGEL analogue, has been proposed as an aternative
agent for the preinduction of cervical ripening. Misoprostol was
initially used for treatment of peptic ulcer caused by
prostaglandin synthetase inhibitors, and was approved by the
U.S. Food and Drug Administration for Obstetric use in April
2002.

Although the oral dose of 100 ug was previously advocated
as preferred dose by wing et al, more recent reports by
Cochrane review, other review, and forthcoming WHO
recommendation have identified 50 ug as the highest dose that
should be used. The recommended dose by vaginal routeis 25
ug every 4 hrs. however, excessive uterine contractility resulting
in fetal distressis a cause for concern. Comparing the oral and
vaginal administration of misoprostol, the oral administration is
easier and has greater acceptability among women, convenience
and lack of invasiveness. Fewer cervical examinations could
also reduce the peripartum infection rates. Further, absorption is
more rapid and possibly more predictable, with peak serum
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concentration after oral administration of 34 min and a half life
of 10-40 min. Peak serum concentration for vaginal
administration is 60-80 min, and this level is sustained for up to
4 hrs. Ora administration, if proved safe and effective, could
potentially reduce overall hospitalization time by permitting
administration of the medication in an outpatient setting.
Although the direct local effect of vaginal administration on
cervical ripening may be advantageous, the shorter half life of
oral delivery may be beneficial in the event of uterine
hyperstimulation .
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A comparison of orally administered Misoprostol with
vaginally administered Misoprostol for cervical ripening &
induction of labor.
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