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3 APH: Antepartum hemorrhage. 

4 CI: Confident interval. 
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31 PGF2α: Prostaglandin F two alpha. 

32 PROM: Pre-labor rupture of membranes. 

33 RR: Relative risk. 
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35 SD: Standard deviation. 
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37 Wk: Week. 
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INTRODUCTION 

 

 

Labor induction, when performed on a patient with an unripened 

cervix, is often prolonged and difficult. Failed induction requiring 

cesarean delivery is common in this setting (Adair, et al.  1998). 

Prostaglandin preparations and intravenous oxytocin are the most 

frequent pharmacologic choices used today for induction (Hofmeyr. 

1999). Oxytocin, which acts purely by stimulating uterine activity, is 

widely accepted as safe and effective, but its success is highly dependent 

on the condition of the cervix at the onset of induction (Ngai, et al. 

1996).     

      

          Misoprostol, a synthetic analogue of prostaglandin E1, has been 

widely studied in a variety of dosages and routes of administration as an 

alternative to oxytocin.  Misoprostol offers the advantage of promoting 

both cervical ripening and myometrial contractility (Tang, et al. 2002).   

         

          More than 100 randomized, controlled trials have shown 

misoprostol to be a safe and effective agent for cervical ripening and 

labor induction in patients with viable pregnancies. The majority of 

participants in these trials have received repeated doses of 25 ug to 50 ug 

of intravaginally administered misoprostol (Chong, et al. 2003). Several 

studies assessing orally administered misoprostol for cervical ripening 

and labor induction have been published. The majority of participants 

included in these latter studies have received 50 ug orally every 4 hours. 

This dose administered orally seems to be as effective as the same dose 

administered vaginally (Toppozada, et al. 1997). Vaginal administration 

of misoprostol seems to be more effective than oral route, although there 
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is more liability of uterine hyperstimulation with vaginal doses of 50 ug 

or more (Shetty, et al. 2001). 

 

           The pharmacokinetics of misoprostol suggests that it is more 

bioavailable when given vaginally than orally, its plasma concentration 

peak of its metabolite (misoprostolic acid) is reached after 1: 2 hs from 

vaginal administration, compared with about 30 min. after oral 

administration (Zieman, et al. 1997). Although peak levels are lower 

with the vaginal route, they are sustained longer and overall exposure to 

the drug is increased. This may be an explanation for its greater efficacy 

along with its possible direct effect on the cervix (Danielson, et al. 

1999).   

         

          The sublingual route would have the higher efficacy than the oral 

route by avoiding the 1
st
 pass effect of the gastric and hepatic systems, 

while having lower hyperstimulation rates by avoiding the direct effect on 

the cervix on the contrary with the vaginal route. Thus, the sublingual 

route has a better effect as compared with oral and vaginal routes with no 

increase in uterine hypercontractility rates (Shetty, et al. 2002).  
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AIM OF THE STUDY 

 

          To compare the efficacy (as regard labor and neonatal outcome) 

and safety (as regard complications and side effects) of 50 ug 

misoprostol; between three routes of administration; orally, vaginally and 

sublingually; for cervical ripening and labor induction at term.  

 

 

 


