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mortality may occur.6 The 3rd stage is perhaps the
most dangerous part of labour for the mothers are in
the main risk of being postpartum hemorrhage.5
Postpartum hemorrhage is defined as an estimated
blood loss in excess of 500 ml or any bleeding causing
deterioration of the patient's hemodynamic condition
(evidenced by rising pulse rate and falling blood
pressure). Research has demonstrated that normal
blood loss in a vaginal delivery may exceed 500 ml
and can range from 500 to 1000 ml.6 Prendiville et al.
suggested that blood loss in excess of 1000 ml would
be a more useful clinical definition.4 However, the
problem of blood loss at delivery could remain
notoriously inaccurate because it is a subjective visual
observation of the obstetrician rather than an objective
management. Therefore, a decline in hematocrit or
hemoglobin is a more reliable estimation of blood
loss.7 Although risk factors may increase a woman's
chances of developing postpartum hemorrhage, 2/3rd
of the cases of postpartum hemorrhage occurs without
any predisposing factors. Hence all pregnant women
remain 'at risk' for this catastrophic event. Postpartum
hemorrhage is the leading cause of maternal death in
developing world's accounting for 14.9% of such
death in areas where maternal mortality is high and
less than 10% in advanced countries.8 Various
comparative trials have been conducted to study the
reduction of blood loss through active versus expected
management of labour. They have predominantly
focused on blood loss originating from the placental
bed. As a part of the physiological adaptation to
pregnancy the spiral arteries of the placental bed are
denuded of their muscular layer. Active management
promptly initiates uterine contractions which
compress these spiral arteries as they run among
uterine smooth muscle fibers. Adequate management
of the third stage is crucial for the prevention of
postpartum bleeding in patients undergoing vaginal
delivery. Prendiville et al. in the Bristol showed third
stage trial and found an incidence of postpartum
bleeding of 5.9% in the actively managed group and
17.9% in the physiologically managed group. They
concluded that though active management had
definitely reduced third stage blood loss, even then
PPH is a big problem.3 Drugs used for prophylaxis
against postpartum hemorrhage include Oxytocin,
Ergometrine and Syrtrometrine (a combination of

Oxytocin and Ergometrine), Prostaglandins F2αα. The
most commonly used agents are injectable Oxytocin
and/or Ergometrine. They both require parenteral
administration and ergometrine require refrigeration.
Parenteral Prostaglandins have shown promise but
their use has been limited by side effects. In dire
situations intramyometrial injection of prostaglandin
F2α has been used with apparently dramatic effects
but this method has not been assessed in controlled
trial and serious side effects have been reported.
Misoprostol is a prostaglandin El analogue and is a
potent uterotonic agent. It has gastric antisecretory
properties. It has clinical application in peptic ulcer,
induction of abortion, cervical ripening and induction
of labour. The disadvantage of using Oxytocin in the
management of the third stage of labour is the
requirement for a trained and qualified person to
administer this drug, it also requires a readily available
supply of sterile syringe and needle that must be
handled and disposed of properly. This drug must be
handled and stored properly because it is unstable
when exposed to light and high temperature.
Misoprostol offers several advantages over Oxytocin
including a shelf life of several years, stability at high
temperature (i.e., it does not require refrigeration),
rectal administration (i.e., it does not require needle or
syringe), minimal side effects such as nausea and
vomiting, it can be administered to hypertensive
patients. The advantage of Misoprostol can make it a
feasible drug to be used in the routine management of
the third stage in developing countries.4,5 The rectal
route for Misoprostol has been considered to have
several practical advantages. Gastrointestinal side
effects are reduced. The per-rectal administration of
Misoprostol is possible to patients who are vomiting,
who are unable to take oral medication, or who are
under anesthesia. Because the side effects of oral
Misoprostol are essentially gastrointestinal and dose
dependent, the rectal route may be chosen for fewer
side effects. The effect of Misoprostol on the
postpartum uterus has been shown to be rapid.
Therefore, Misoprostol may be a potential alternative
to standard oxytocic in preventing atonic postpartum
hemorrhage in both low risks and high risks
pregnancies. Indeed, the majority of the deliveries
(90%) in our country take place at home and trained
personnel do not attend many of them. Lack of access

to skilled birth attendant who are able to administer
parenteral oxytocin, the high incidence of anemia in
pregnancy, non-availability of safe blood transfusion
services and lack of refrigeration to store Oxytocin,
worsen the outcome of postpartum hemorrhage in our
country.
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