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EFFECTS OF SUBLINGUAL MISOPROSTOL AS ADJUNCT TO 
OXYTOCIN FOR ACTIVE MANAGEMENT OF THIRD STAGE 
OF LABOUR IN PATURIENTS AT RISK OF POST-PARTUM 
HAEMORRHAGE IN ABAKALIKI :  A COMPARISON OF 200 
VERSUS 400 MICROGRAMS

Background: Postpartum Haemorrhage (PPH) still remains a 
major cause of maternal mortality despite adequate knowledge 
of its causes and treatment. Oxytocin administration is one of the 
major components of active management of third stage of labour 
(AMTSL). Evidence suggest benefit of misoprostol as an adjunct 
however optimal dose is yet to be determine considering the 
dose depended side effect profile of misoprostol. . 
Objective: This study evaluated the efficacy and side effect pro-
file of 200µg versus 400µg of prophylactic sublingual misoprostol 
as adjunct to AMTSL among parturient at risk for PPH. 
Methods: This was a double blinded, single centre, randomized 
controlled trial involving two hundred and forty parturient with 
2.1% drop out rate , thus 235 of them were analyzed; 117 (48.8%) 
and 118(49.2%) for 200 and 400 microgram group respectively. 
Data was analyzed using Statistical Package for Social Science 
(IBM SPSS) software (version 24, Chicago II, USA). Continuous 
variables were presented as mean and standard deviation (Mean 
± 2SD), while categorical variables were presented as numbers 
and percentages. Chi-square test (X2) was used for comparison 
between groups for qualitative variables while t-test was used 
for comparison between groups for quantitative variables. A dif-
ference with a P value <0.05 was considered statistically signifi-
cant.
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 Results: The mean blood loss was similar between the 200µg and 400µg groups of the study with 

280.68±179.40mls and 253.86±169.80mls for the 200µg and 400µg groups respectively and 

p=0.240. The occurrence of primary postpartum haemorrhage (PPH) was equally similar between 

the two groups with incidence of 9.4% and 7.6% for the 200µg and 400µg groups respectively, 

p=0.7997. The risk ratio (RR) for developing PPH was 0.888 (95% CI; 0.537-1.467). The need for 

additional oxytocics to control bleeding was equally the same between the study groups with 

p=0.132. However, more participants in the 400µg group had one or more of the side effects of 

sublingual misoprostol compared to the participants in the 200µg group with RR 1.5759 (95% CI; 

1.239-2.004), p<0.001. Shivering and fever were the side effects with significant difference between 

the two groups with p-values of 0.015 and 0.023 for shivering and fever respectively. 

Conclusion: Sublingual misoprostol as an adjuvant to AMTSL in the doses of 200µg and 400µg 

are equally effective in reducing blood loss and the incidence of primary PPH, among women at 

increased risk for PPH. However, misoprostol induced side effects were significantly higher with 

400µg. 

Keywords: Active Management of Third Stage of Labour, Maternal Mortality, Misoprostol, 

Postpartum Haemorrhage,  

 

 

 

 

INTRODUCTION 

Primary postpartum haemorrhage (PPH) is 

bleeding from the genital tract of 500ml or more 

within 24hours of vaginal delivery or 1000ml or 

more following caesarean section. A decline in 

packed cell volume of 10% or more from the pre 

delivery packed cell volume or any amount of 

blood loss that threatens the haemodynamic 

stability of the parturient within 24hours of 

delivery is also considered PPH.1,2,3,4 The 

incidence of postpartum haemorrhage (PPH) 

varies widely and it is noted to complicate 2% to 

15% of deliveries.5-7 About one in five of these 

hemorrhage progresses to a severe form that 

may endanger the mother’s life or affect her 

future fertility and exposes her to the risks of 

blood transfusion, surgery, and intensive care.5 

Postpartum haemorrhage (PPH) is a significant 

and sometimes life threatening complication of 

child birth and a major cause of maternal 

morbidity and mortality worldwide. About 25% of 

maternal mortality worldwide are related to 

postpartum haemorrhage with 99% occurring in 

developing countries, and uterine atony is the 

cause of PPH in 80% of cases.8 In Abakaliki 

postpartum haemorrhage is a major cause of 

maternal death contributing to 23% of these 

deaths.9 The risk factors for primary postpartum 

haemorrhage include age <20 or >40, multiple 

pregnancy, polyhydramnios and 

grandmultiparity. Others are induction or 

augmentation of labour, prolonged labour, 

hypertensive diseases in pregnancy, 

antepartum haemorrhage, fibroid coexisting with 

pregnancy, previous history of postpartum 

haemorrhage, chorioamnionitis and anaemia in 

pregnancy.3,5,10  

In pregnancy there is increased uteroplacental 

blood flow, reaching a peak flow rate of 600-
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700ml/minute at term.11 Hence if after delivery at 

term there is inadequate uterine contraction, 

about same quantity of blood will be lost per 

minute. Normally, following the delivery of the 

baby, strong myometrial contractions occur, 

leading to placenta separation/expulsion and 

occlusion of the blood vessels passing through 

the myometrium to the placenta bed. These 

mechanisms in addition to increased platelet 

activity and a release of pro coagulant factors 

help in reducing blood loss.12 Hence, placental 

separation/expulsion presents a critical window 

for the prevention of PPH. Various preventive 

measures during this stage have been 

proposed.12 One of such measures is active 

management of the third stage of labour 

(AMTSL) which has been shown to be effective 

in reducing postpartum haemorrhage, with 

oxytocin being the most important component of 

AMTSL.13 Despite the efficacy of oxytocin in 

AMTSL it has been shown to prevent only 50 – 

60% of PPH.13  Therefore, addition of another 

uterotonic, such as misoprostol, may help in 

achieving the required uterine contraction. Thus, 

a synergistic uterotonic effect might be expected 

from the complementary use of misoprostol14. 

Misoprostol has the advantages of availability 

and easy accessibility, low cost, long shelf life, 

thermostability, ease of administration and mild 

and often self-limiting side effects.14,22,23 All 

these properties make misoprostol particularly 

suitable for use in low resource settings like ours. 

Some of the side effects associated with 

misoprostol are fever, shivering, nausea, 

vomiting, diarrhea, abdominal discomfort, and 

chills.22,23  

However the dose of misoprostol when used as 

an adjuvant to oxytocin has not been clearly 

determined. While some studies have used 

200µg, 400µg and 600µg respectively others 

have used 800µg of misoprostol as adjuvant to 

oxytocin for primary prevention of PPH with 

similar efficacy but differing side effects 

profile.14,26 Thus there is a recommendation for 

further studies to determine the minimum 

effective dose of misoprostol that could be used 

in addition to oxytocin to effectively prevent 

primary postpartum haemorrhage with the least 

side effects possible, especially among women 

at increased risk of primary postpartum 

haemorrhage.26,2 This study compared the 

efficacy and side effect profile of 200µg and 

400µg of sublingual misoprostol as an adjuvant 

to oxytocin in third stage of labour in reducing 

blood loss among women at increased risk for 

postpartum haemorrhage. 

MATERIALS AND METHOD 

 STUDY DESIGN 

This was a double blind randomized controlled 

trial on the efficacy and side effect profile of two 

different doses of sublingual misoprostol (200ug 

and 400ug) given as adjuvant to parenteral 

oxytocin, 10IU in third stage of labour, in 

reducing blood loss following vaginal delivery 

among women at increased risk of postpartum 

haemorrhage due to uterine atony. 

 STUDY POPULATION 

Participants for this study were from population 

of pregnant women admitted for vaginal delivery 

at Alex Ekweme Federal University Teaching 

Hospital Abakaliki, at term that were at increased 

risk of primary postpartum haemorrhage due to 

uterine atony from 1st April to 30th September, 

2018. 

 PATIENT RECRUITMENT  

The participants were randomized by means of 

a computer generated random-number using the 

software Research Randomizer®. Using this 

software, one hundred and twenty (120) 

numbers were randomly generated from a pool 

of two hundred and forty (240) numbers and 

were assigned to group A (200µg of 

misoprostol), while the remaining one hundred 

and twenty (120) numbers were assigned to 

group B (400µg of misoprostol). Each tablet of 

Misoprostol (Misoclear) contains 200µg of 

misoprostol. 

INCLUSION CRITERIA 

Participants were parturients at term who gave 

informed consent for the study, with no 

contraindication(s) to misoprostol and vaginal 
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delivery. Participants also had one or more of the 

risk factors for uterine atony, as outlined below.  

1. Previous history of PPH due to uterine 

atony 

2. Chorioamnionitis 

3. Multiple gestation,  

4. Polyhydramnios,  

5. Grandmultiparity,  

6. Induction of labour  

7. Augmentation of labour  

8. Prolonged labour,  

9. Precipitate labour 

10. Coexisting Uterine fibroid 

11. Anaemia at term (<30%) 

12. Obesity (90kg) 

 EXCLUSION CRITERIA 

1. Caesarean deliveries 

2. PPH not due to uterine atony 

 SAMPLE SIZE DETERMINATION 

The minimum sample size was determined using 

the formula for non-inferiority randomized 

controlled trials where the end point is a 

continuous variable55 

 

Where; 

 N = sample size per group 

Z1-α = 1.645 at 5% type 1 error (p<0.05) 

Z1-β = 0.845 at power of 80% 

do = clinically acceptable margin; here taken as 50ml 

S = pooled standard deviation of both groups for comparison; which is 148ml51 

 

Therefore;  

N = 2 x (1.645 + 0.845)2 x 1482 

  502 

  = 2 x 2.492 x 21,904   = 2 x 0.00248004 x 21,904 = 108.65 = 109 

  2500 

Adding 10% attrition = 10/100 x 109 = 10.9 = 11 

Sample size per group is therefore 120 participants 

Sample size for both groups is 240 participants 

 

OUTCOME MEASURES 

Primary Outcome Measures were 

1. Estimated blood loss following vaginal 

delivery 

2. Excessive blood loss after vaginal 

delivery defined as blood loss ≥500ml 

Secondary Outcome Measures were 

1. Change in haematocrit after vaginal 

delivery 

2. The need for additional uterotonics to 

control bleeding 

3. The need for blood transfusion following 

vaginal delivery 

4. Maternal side effects of misoprostol 

(nausea, vomiting, diarrhoea, fever, 

shivering) 

STATISTICAL ANALYSIS 

Data were collated, tabulated then statistically 

analysed using statistical Package for Social 

Science (IBM SPSS) software (version 24, 
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Chicago II, USA). Continuous variables were 

presented as mean and standard deviation 

(Mean ± 2SD), while categorical variables were 

presented as numbers and percentages. Chi-

square test (X2) was used for comparison 

between groups for qualitative variables while t-

test was used for comparison between groups 

for quantitative variables. Any difference with a 

P value <0.05 was considered statistically 

significant. 

ETHICAL CONSIDERATIONS 

Ethical clearance was sought and obtained from 

the Health Research and Ethics committee of 

the  

Federal University Teaching Hospital Abakaliki- 

FUTHA/REC/VOL.2/2018/ 

RESULTS 

Two hundred and forty (240) participants were 

recruited into the study but 235 had the complete 

information required for analysis. Five (5) 

proforma were lacking some of the necessary 

information required for analysis, 3 from the 

200µg group and 2 from the 400µg group.  

The demographic/Obstetrics characteristics of 

the study participants showed no significant 

difference in any of the parameters between the 

two study groups. Thus the participants in this 

study were similar in the above characteristics 

as showed in table 1.  

There were no significant differences in the 

relative frequency of all the considered risk 

factors for postpartum haemorrhage among the 

two arms of the study. Thus none of the arms of 

the study was at increased risk of PPH relative 

to the other as showed in table 2.  

The mean blood loss, pre and post-delivery 

haematocrits as well as the change in 

peripartum haematocrits were similar in the two 

arms of the study. Thus no increase in 

postpartum blood loss in one arm of the study 

relative to the other arm as showed in table 3.  

The incidence of primary postpartum 

haemorrhage showed no significant difference 

between the two groups, thus the incidence of 

primary postpartum haemorrhage was similar 

among the study groups as in table 4.  

The incidence of one or more side effects was 

significantly higher in the 400µg group. However 

among the individual side effects observed, 

shivering and fever were significantly higher 

among the 400µg arm of the study. The 

occurrence of other side effects between the two 

arms of the study did not show any significant 

difference as showed in table 5.  

The need for additional oxytocics to control 

postpartum bleeding was similar in both arms of 

the study. Even though the need for additional 

oxytocics was higher among the 200µg group of 

the study, this was not statistically significant as 

showed in table 6. Among all the participants in 

the study, no one required surgical intervention 

to control bleeding and none received blood 

transfusion to correct symptomatic anaemia. 

 

Table 1; Demographic/Obstetrics Characteristics of the Study Participants. 

Demographic/Obstetrics Variables 200µg group  

(mean ±SD ) 

400µg group  

(mean ± SD) 

p – Value 

Maternal Age (years) 30.04 ± 3.30 29.79 ± 3.95 0.593 

Parity  2.03 ± 1.44 1.75 ± 1.41 0.133 

Weight (kg) 75.49 ± 8.82 76.02 ± 7.91 0.628 

Height (meters) 1.63 ± 0.05 1.62 ± 0.06 0.394 

Maternal BMI (kg/m2) 28.55 ± 3.16 29.03 ± 2.97 0.235 

Gestational Age (weeks) 39.46 ± 1.12 39.41 ± 1.00 0.678 
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Table 2; Risk Factors for Primary Postpartum Haemorrhage among the Study Groups 

Risk Factors among the two groups 200µg Group 400µg Group p-Value 

History of Postpartum Haemorrhage 19(16.24%) 14(11.86%) 0.437 

Chorioamnionitis  4(3.42%) 2(1.69%) 0.672 

Multiple Gestation 3(2.56%) 5(4.24%) 0.728 

Grandmultiparity  7(5.98%) 7(5.93%) 0.796 

Induction of Labour 8(6.84%) 5(4.24%) 0.558 

Augmentation of Labour 43(36.75%) 50(42.37%) 0.455 

Prolonged Labour 16(13.68%) 12(10.17%) 0.530 

Precipitate Labour 9(7.69%) 7(5.93%) 0.782 

Uterine Fibroid in Pregnancy 10(8.55%) 14(11.86%) 0.533 

Anaemia at Term (<30%) 11(9.40%) 7(5.93%) 0.451 

Obesity ( ≥90kg at term) 9(7.69%) 12(10.17%) 0.662 

# BMI = Body Mass Index; Total number in 200µg =117; Total number in 400µg = 118 

 

Table 3; Haematological Profile of the Study groups 

Haematological Variables 200µg group  

(mean ± SD) 

400µg group  

(mean ± SD) 

p-Value 

Blood Loss (mls) 280.68 ± 179.4 253.86 ± 169.8 0.240 

Pre-delivery Haematocrit (%) 33.45 ± 2.49 33.71 ± 2.61 0.437 

Post-delivery Haematocrit (%) 31.40 ± 2.59 31.90 ± 2.88 0.170 

Change in Haematocrit (%) 2.11 ± 0.93 1.94 ± 0.79 0.139 

 

Table 4; Incidence of Primary Postpartum Haemorrhage among the Study groups. 

Blood loss 200µg Group 400µg Group Risk Ratio 95% CI p-Value 

Blood Loss ≥500ml 11 (9.4%) 9 (7.6%) 0.888 0.537-1.467 0.7997 

 

Table 5; Observed Side Effects of Misoprostol among the Study groups 

Side Effects 200µg n(%) 400µg n(%) Risk Ratio (95% Ci) p-Value 

Nausea 5 (4.27%) 7 (5.93%) 1.172 (0.714-1.925) 0.779 

Vomiting 3 (2.56%) 6 (5.08%) 1.345 (0.832-2.175) 0.505 

Shivering 19 (16.24%) 36 (30.51%) 1.437 (1.119-1.844) 0.015 

Fever 7 (5.98%) 19 (16.10%) 1.543 (1.174-2.028) 0.024 

Total Side Effect(s) 24 (20.51%) 49 (41.53%) 1.576 (1.239-2.004) <0.001 

Total number in 200µg group =117; Total number in 400µg group = 118 
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Table 6; Use of additional Oxytocics to control Bleeding among the Study Groups 

Additional oxytocic use 200µg Group 400µg Group Risk Ratio (95% Ci) p-Value 

Any Additional Oxytocic(s) 21(17.95%) 12(10.17%) 1.437 (0.898-2.299) 0.133 

Additional Misoprostol 7(5.98%) 4(3.39%) 1.412 (0.640-3.118) 0.508 

High dose Oxytocin 18(15.38%) 10(8.47%) 1.468 (0.878-2.454) 0.145 

Total number in 200µg group =117; Total number in 400µg group = 118 
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DISCUSSION 

Sublinqual misoprostol as an adjunct to oxytocin 

in parturients at higher risk of post partum 

haemorrhage reduced the odd of pph. However 

200 microgram is equally effective as 400 

microgram with better side effect profile. 

The mean blood loss in the 400µg group was 

253.86 ±169.8mls which is less than the 500mls 

diagnostic of PPH following vaginal delivery. 

This is less than 296±151ml reported in Ibadan51 

but higher than 225.8±156.7mls and 230ml 

reported in India.14,58 The difference may be due 

to regional differences as PPH has been noted 

to have regional differences due to factors not 

related to maternal characteristics, labour 

management and pregnancy changes.56,57 The 

evidence on regional differences in the 

incidence of PPH is further reinforced by the 

finding of similar average blood loss (225/230ml) 

in the 400µg sublingual misoprostol groups in 

the two studies carried out among the Indian 

population.14,58 Thus, yet unidentified factor(s), 

which vary among different populations, may 

influence the amount of blood loss following 

vaginal delivery.56,57 However, while blood loss 

measurement in the study done at Ibadan was 

by collection with plastic bedpan over 1 hour 

after delivery plus the blood estimate in the used 

delivery pads51 the Indian studies used kidney 

dish applied to the perineum for blood collection 

before measurement.14,58 Blood in the used 

delivery pads was not accounted for and could 

have led to lower estimated blood loss in the 

Indian studies. In this study the modified brass v 

drape was placed under the buttocks of the 

parturients for collection of blood after the 

delivery of the baby but before delivery of the 

placenta. The blood collection was for 2 hour 

period from the delivery of the baby. The used 

delivery pads were weighed before and after use 

to account for the blood collected in them. These 

made for more accurate estimation of blood loss 

in this study. 

In the 200µg group, the mean blood loss was 

280.68 ±179.4mls. This was within the normal 

limits of blood loss at vaginal delivery and was 

less than the ≥500mls of blood loss diagnostic of 

postpartum haemorrhage following vaginal 

delivery. This is lower than the 307±145mls 

reported by Ugwu et al at Ibadan in a similar 

study.51 This may be due to factor(s) in 

population with differential effects on blood 

loss.56,57  

In this study, the difference in the mean blood 

loss of 280.68±179.4mls and 253.86 ±169.8mls 

for the 200µg and 400µg groups respectively did 

not reach clinical significance (p=0.2402). 

Therefore the ability of both 200µg and 400µg 

sublingual misoprostol as adjuvant to active 

management of third stage of labour (AMTSL) 

did not show statistically significant difference, 

even though the mean blood loss was lower in 

those who received 400µg sublingual 

misoprostol. This was similar to the study by 

Ugwu et al with p-value of 0.679.51  

The incidence of primary postpartum 

haemorrhage in this study was 9.4% (11/117) 

and 7.6% (9/118) for the 200µg and 400µg 

groups respectively, with p=0.7997. Thus the 

observed difference was not statistically 

significant. Therefore, 200µg and 400µg 

sublingual misoprostol as adjuvant to AMTSL 

prevented primary postpartum haemorrhage to 

the same extent, among women at increased 

risk of PPH. This is similar to that reported by 

Ugwu et al51 at Ibadan with incidence of primary 

PPH of 8.1% (5/62) and 9.7 (6/62) for 200µg and 

400µg sublingual misoprostol groups 

respectively, (p=0.752). Chaudhuri et al in their 

study reported 3.5% (5/144) among participants 

who received 400µg adjuvant sublingual 

misoprostol14 while Bajwa et al reported 4% 

incidence of PPH among study participants who 

received 400µg sublingual misoprostol in the 

third stage of labour.58 These are rather low 

compared to the incidence of PPH in this study 

and that reported from Ibadan. However blood 

estimation for an hour in those studies as well as 

the method of blood collection that did not 

account for blood contained in the delivery pads 

may have contributed to the observed 

differences.14,51,58 Blood loss estimation was 
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however over two hours postpartum in this 

study.  

The change in the packed cell volume (PCV) 

between the pre-delivery and post-delivery 

values was 2.11±0.93% and 1.94±0.79% for the 

200µg and 400µg sublingual misoprostol groups 

respectively with p= 0.139. Thus there was no 

significant difference in the change in pcv 

between the two groups. The PCV change was 

equally not significant in the study at Ibadan with 

the reported pcv change of 2.8±1.7% and 

2.7±1.5% for the 200µg and 400µg sublingual 

misoprostol groups respectively (p=0.752).51 

This means that both doses of sublingual 

misoprostol are equally effective in reducing 

changes in peripartum PCV as adjuvants to 

AMTSL.  

The incidence of adverse effects of sublingual 

misoprostol was significantly higher in the 400µg 

group (49/118; 41.5%) when compared to the 

200µg group (24/117; 20.5%) with p<0.001. 

Thus the incidence of adverse effects increased 

with increase in the dose of the sublingual 

misoprostol. Similar trend was noted by Ugwu et 

al with incidence of 16 (25.8%) women in the 

200μg group and 42 (67.7%) in the 400μg group 

(P < 0.001). The adverse effect incidence was 

rather higher in the study by Ugwu et al 

compared to this study.  Among the observed 

side effects, shivering and fever had significantly 

higher incidence in the 400µg than the 200µg 

group with relative risk of 1.4368 (95% 

confidence interval 1.12-1.84) and 1.5427 (95% 

confidence interval 1.17-2.03) respectively. 

Ugwu et al reported that the risk of shivering was 

significantly lower with 200μg compared to 

400μg (relative risk 0.33, 95% confidence 

interval 0.19–0.58).51 Among the observed side 

effects in this study, shivering and fever showed 

significant difference between the two arms of 

the study with p-values of 0.015 and 0.023 

respectively. However, Ugwu et al reported 

significant difference only in the rate of shivering 

among the study groups with p<0.001.  

The incidence of specific adverse effects 

observed in this study were 30.5%/16.1% and 

16.2%/6.0% for shivering/fever among 

participants in the 400μg and 200μg arms 

respectively. These were comparable to the 

findings by Bajwa et al of 25% and 15% for 

shivering and fever respectively in the 400μg 

group of their study.58 However in the study at 

Ibadan the reported incidence of side effects 

were 58.1%/17.7% and 19.4%/8.1% for 

shivering/fever among the 400μg and 200μg 

arms respectively.51 The incidence of shivering 

and fever were lower among the 200μg arms of 

these studies.  

The need for additional oxytocic(s) did not differ 

significantly among the study groups in this 

study with p=0.132. This showed that the 

participants in both arms of the study had similar 

risk of developing PPH, thus the randomization 

of participants into the study groups was without 

bias. Ugwu et al equally reported no significant 

difference in the need for additional uterotonics 

among their study groups with p=0.803.51 

However, the need for additional oxytocics in this 

study, was more among the participants who 

received 200μg (17.9%) compared to those who 

received 400μg (10.2%). Similar trend was 

noted in the study done at Ibadan where 16.1% 

and 14.5% of their study participants required 

additional oxytocics in the 200μg and 400μg 

respectively.51 However, Diallo et al in their own 

study noted that only 4.5% of their study 

participants in the 400μg arm required additional 

oxytocics to control bleeding.8 This was rather 

low compared to the other studies above. 

However, the blood contained in the delivery pad 

was not accounted for and this is likely to cause 

reduction in the estimated blood loss, thereby 

creating a sense of adequate control of blood 

loss in the managing team. 

CONCLUSION 

Postpartum haemorrhage (PPH) is a major 

complication of labour and delivery with its 

attendant maternal morbidity and mortality, 

moreso for women at increased risk for PPH. 

Active management of the third stage of labour 

(AMTSL) has been shown to reduce the risk of 

PPH. However a significant number of 
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parturients still develop PPH despite the 

institution of AMTSL, thus making the use of 

additional uterotonics imperative. Although 

sublingual misoprostol has good uterotonic 

effect, it also has a number of dose dependent 

side effects, making the search for the lowest 

effective dose with very minimal side effects 

necessary. Findings from this study show that 

postpartum blood loss at vaginal delivery among 

women at increased risk of PPH were similar, 

following the use of 200μg and 400μg sublingual 

misoprostol as adjuvant to AMTSL. There was 

also no significant difference in peripartum PCV 

change between the two arms of the study. 

However, the incidence of adverse effects was 

significantly higher among the participants who 

received 400μg of misoprostol with fever and 

shivering being the adverse effects with 

significant difference. Therefore, 200μg 

sublingual misoprostol is effective as adjuvant to 

the routine AMTSL in reducing blood loss at 

vaginal delivery among women at increased risk 

of primary postpartum haemorrhage, with 

minimal side effects. 

RECOMMENDATIONS 

 Sublingual misoprostol 200μg as an adjuvant to 

oxytocin in the third stage of labour should be 

given to women at increased risk of postpartum 

haemorrhage following vaginal delivery, to 

reduce the incidence of postpartum 

haemorrhage.  There is need to confirm these 

findings in a larger multi-centre trial. 

STRENGTH OF THE STUDY 

This was a double blind randomized controlled 

study with low risk for bias and blood loss was 

objectively assessed. 

LIMITATION OF THE STUDY 

This was a single center study which may not 

represent the findings in the general population. 

CONFLICT OF INTEREST 

There is no conflict of interest as all the drugs 

used in the study were obtained from the drug 

companies without any incentives from them. 
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