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Introduction 

The increased incidence of the idiopathic respiratory 

distress syndrome (IRDS) in infants of diabetic mothers 

may be explained by preterm delivery and asphyxia but the 

metabolic derangement per se may also be responsible for 

the inadequate production of lung surfactant. In addition, 

the activities of key enzymes responsible for the production 

of these phospholipids are decreased in the fetal lung tissue. 

(Tydénet al.,2017). 

Neonatal respiratory distress may occur in either 

term or preterm newborns with a higher relative risk in 

preterm, and whether born vaginally or through caesarean 

section, but in a higher percentage after elective caesarean 

section whose rate is rising either due to maternal request 

(Minkoffet al., 2003), obesity (Poobalanet al., 2009), and 

older maternal age (Callawayet al., 2005) than after normal 

vaginal delivery (Zanardo et al., 2004) or emergency 

caesarean section (Hansen et al.,2007). 

It is responsible for 30% of neonatal deaths 

(Harrison, et al., 2008). It has several subdivisions: 

One is the respiratory distress syndrome (RDS) 

which is called hyaline membrane disease, it can occur in 

about 1% of pregnancies as a result of a pathology in lung 

surfactant either qualitative or quantitative (Whitsett et al., 

2005), and usually in preterm neonates (Blandet al.,2008).  

Another is transient tachypnea of the newborn (TTN) 

in which there is respiratory distress and increased 
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respiratory rate due to delayed resorption of pulmonary 

fluid, as a result of defective catecholamine surge 

(Faxeliuset al., 1983), its incidence is 5.7/1000 deliveries 

(95% CI;1.7-2.7)(Morrison et al., 1995). 

And also includes persistent pulmonary hypertension 

in which the fetal pulmonary vascular resistance remains 

high and the pulmonary blood flow still low after delivery 

(Whitsettet al., 2005). 

Catecholamines can stimulate pulmonary fluid 

reabsorption through acting upon beta-adrenergic receptors 

in fetal lung which present more late in gestation (Bland,et 

al., 2008), and thus enable the secretion of surfactant 

(Whitsettet al., 2005). 

This surge of catecholamines can be provoked 

through prostaglandins given before caesarean section to 

pregnant diabetic females (Singhet al., 2004) as those who 

are born vaginally are found to be adapted metabolically 

through a higher catecholamine level at birth (Hagneviket 

al., 1984). 

So, prostaglandins may be given about one hour 

before an elective caesarean section after excluding the 

presence of contraindication to their use to decrease the 

neonatal respiratory diseases and thus, the number of 

children who suffered from bronchopulmonary dysplasia 

that occurs frequently in children who had previously TTN 

will diminish (Whitsett et al., 2005). 
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The prostaglandins in common use are misoprostol 

(prostaglandin E1) and dinoprostone (prostaglandin E2). 

Prostaglandin E1 (Misoprostol) is available as a cervical 

ripening agent in the form of 100 or 200 mcg tablets which 

can be taken orally, vaginally, or sublingually, their Tmax 

is 12 +/- 3 minutes with terminal half life ranging from 20 

to 40 minutes (Woodet al.,2001). 

Prostaglandins E2 which are available as oral tablets, 

pessaries, or vaginal gels are uteroselective agents 

(O'Brienet al., 1995) widely used for induction of labour, 

start action within 10 minutes and become in full action 

after about 12 hours (Rayburnet al., 1989). 

In a previous prospective study of 36 women 

scheduled for an elective caesarean section beyond 

38weeks (Motaze et al., 2013),18 women received 

intravaginal prostaglanadin E2 gel and 18 received placebo, 

there was one neonatal respiratory distress case in the 

control group which was reported as transient tachypnea of 

the newborn (risk ratio (RR) 0.33, 95% confidence interval 

(CI) 0.01 to 7.68) with similar Apgar score at one and five 

minutes and no need to mechanical ventilation nor side 

effects related to treatment in either group, so no difference 

in respiratory outcome reported although there was a 

significantly higher catecholamine level in the intervention 

group. 
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Aim of the work 

The aim of this study is to assess the efficacy of 

Prostaglandin E1 on the reduction of the neonatal 

respiratory morbidity in diabetic women scheduled for 

elective caesarean section. 

Research hypothesis: In diabetic pregnant women 

undergoing elective C.S, Prostaglandin E1 may reduce 

neonatal respiratory morbidity. 

Research question: In diabetic pregnant women 

undergoing elective C.S, Does prostaglandin E1 decrease 

the rate of neonatal respiratory morbidity ? 


