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Introduction 

nduction of labour at term is a common obstetric 

intervention. Induction of labour is the artificial initiation of 

labour before its spontaneous onset for the purpose of delivery 

of the feto-placental unit using mechanical or pharmacological 

methods (Mackenzie et al., 2006). The goal of labour induction 

is to stimulate uterine contractions before spontaneous onset of 

labour, resulting in vaginal delivery (Saeed et al., 2011). 

Cheaper alternatives for induction of labour, stable at 

room temperature, have the potential to produce substantial 

cost savings in developing countries and allow safe induction 

of labour in those countries which cannot provide 

pharmacological induction of labour (Hofmeyr et al., 2001). 

Misoprostol, a synthetic prostaglandin E1 analogue, presents 

low cost, storage at room temperature, and widespread 

availability (Varsha Deshmukh et al., 2017). 

Misoprostol is a unique prostaglandin E1 analogue. 

Tablets, marketed for anti-inflammatory drug-induced gastric 

ulceration, are stable and inexpensive. The use of misoprostol 

in pregnancy has been reviewed since long time. Introduction 

of misoprostol was done by Sanchez- Ramos et al. in 1993. 

Several randomized trials of labour induction with misoprostol 

have been undertaken (Iyengar et al., 2016). 

I 



 Introduction 

 2 

 Certain disadvantages are associated with oxytocin use 

like need to administer it by intravenous route, lack of stability 

at room temperature, shorter shelf life, and being relatively 

expensive. Misoprostol has advantages of being easy to use, 

convenient administration by various routes like the vaginal, 

sublingual and oral, being stable at room temperature, having 

a longer shelf life, and being relatively inexpensive (Antil 

and Gupta, 2016). 

Overall, misoprostol may be the best prostaglandin for 

labour induction, as titrated low-dose oral solution seems to 

be the safest in terms of caesarean section risk, while vaginal 

misoprostol tablets (≥50 μg) are the most effective in 

achieving vaginal delivery within 24 h of induction (Alfirevic et 

al., 2015). 

Since 1992 as published in the article of Margulies et 

al and the initial American clinical report by Sanchez-Ramos 

et al, detailing the use of misoprostol for cervical ripening 

and labour induction, there has been growing interest in this 

agent (Sanchez Ramos et al., 1993). 
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Aim of the Work 

o determine the effects of oral misoprostol solution 

compared to vaginal misoprostol in induction of labour. 
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Induction of Labor 

nduction of labor refers to techniques for stimulating 

uterine contractions to accomplish delivery prior to the 

onset of spontaneous labor. Between 1990 and 2012, the 

overall frequency of labor induction more than doubled in the 

United States, rising from 9.5 in 1990 to a high of 23.8 

percent in 2010, before declining to 23.3 percent in 2012 

(Osterman et al., 2014). 

INDICATIONS 

A. Obstetrical and medical 

Delivery before the onset of labor is indicated when the 

maternal/fetal risks associated with continuing the pregnancy are 

thought to be greater than the maternal/fetal risks associated with 

early delivery. However, it is influenced by factors such as 

gestational age, presence/absence of fetal lung maturity, severity 

of the maternal or fetal clinical condition, and maternal factors 

related to likelihood of induction success (ACOG, 2017). 

The only options for intervention are induction of 

labor or cesarean delivery. Induction is generally preferred 

when there are no contraindications to labor and vaginal 

birth, given the increased maternal risks associated with 

cesarean delivery.  
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