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Abstract: Comparative study of intravaginal misoprostol and intracervical Dinoprostone for induction of 

labour in Premature rupture of membranes at term. This is a prospective observational study done during Feb 

2015 to Jan 2016. 100 pregnant women who were booked in this hospital were taken for study. Out of 100 

patients, 50 patients received 25ug intravaginal misoprostol and 50 patients received intracervical dinoprostone 

gel for labour induction. The mean delivery interval was 11 hrs and 13 hrs in misoprostol and dinoprostone 

group and 12 hrs and 17 hrs among assisted vaginal delivery. 61%in misoprostol group and 56% in 

dinoprostone group required 2 doses for vaginal delivery. 75% of misoprostol group and 60% of dinoprostone 

group had normal delivery, 11% and 16.5% of respective group had assisted vaginal delivery, 15% and 22.5% 

had caesarean delivery respectively. Indication for caesarean delivery was failed induction and fetal distress.  
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I. Introduction 
Premature rupture of membranes (PROM) is spontaneous rupture of membranes prior to onset of 

labour. It can occur at term ie, after 37 completed weeks or preterm (PPROM). Incidence of PROM is 5-10%
1
 

and 60% occur at term
2
. Spontaneous labour follows term PROM at 24,48 and 96 hrs in 70%, 85%and 95% of 

women respectively. Studies have showed an increased risk of maternal and perinatal morbidity and mortality 

when time interval from ruoture of membranes until delivery was prolonged. This is the main reason for labour 

induction
3 
. 

Karim  introduced the use of prostaglandins (PG’s) to induce labour. PGE2 and PGE2V have been 

commonly used for induction of labour, but they are expensive and have some limitations
4
. Dinoprostone is 

being used intracervically which is inconvenient method for induction
5
 . Recently an alternative prostaglandin 

PGE1 analogue misoprostol has been used for cervical ripening and to induce labour
6
 . Misoprostol, a synthetic 

PGE1 analogue, was commercialized in 1987 for antiulcer, antisecretory and cytoprotective effects. Misoprostol 

was also effective as cervical priming agent . It is now being tried orally, intravaginally and intracervically for 

induction of labour . The present study was undertaken to assess the efficacy and safety of intravaginal 

misoprostol as compared to intracervical dinoprostone for induction and progress of labour 

 

II. Methods 
This study is a comparative study done in the Dept of Obstetrics and Gynaecology in Bharatha Ratna 

Dr B.R. Ambedkar Medical College & Hospital, Bangaluru, over a period of 1year from Feb 2015 to Jan 2016. 

About 100 term gestation women who came with premature rupture of membranes (PROM) were taken into the 

study. Details of the each women, labour induction, number of doses, mean delivery interval, mode of delivery 

and indication for caesarean delivery were assessed at the end of each delivery.  

 

III. Results 
In this study, out of 100 women with PROM, 50 women were given intravaginal misoprostol and 50 

were given intracervical dinoprostone for labour induction. Mean age of patients belongs to 21-27yrs (53%), 

Parity distribution about 61(61%) were primi and 29 (29%) were multiparous. The mean delivery interval was 

11 hrs and 13 hrs in misoprostol and dinoprostone group and 12 hrs  and  17 hrs among assisted vaginal 

delivery. 61% in misoprostol group and 56% in dinoprostone group required 2 doses for vaginal delivery. 75% 

of misoprostol group and 60% of dinoprostone group had normal delivery, 11% and 16.5% of respective group 

had assisted vaginal delivery, 15% and 22.5% had caesarean delivery respectively. Indication for caesarean 

delivery was failed induction and fetal distress.  
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IV. Discussion 
To attain a safe delivery in carefully recruited cases of PROM by opting for active management of 

labour with labour induction either by intravaginal misoprostol 25 ug every 4-6 hrs or intracervical dinoprostone  

0.5 mg every 6 hrs interval. The patients were standardized and compared regarding labour induction, number of 

doses, mean delivery interval, mode of delivery and indication for caesarean delivery were assessed at the end of 

each delivery. In this study mean age of patients belongs to 21-27 yrs (53%). The difference in age group was 

not significant (p- 0.799). In this study parity distribution about 61(61%) were primi and 29(29%) were 

multiparous. Period of gestation between 37-39weeks were 47(47%) and 40-42weeks were 53(53%).  

In this study, mean delivery interval was 11 hrs and 13 hrs in misoprostol and dinoprostone group and 

12 hrs  and  17 hrs among assisted vaginal delivery. In the study done by kulshreshtha et al induction delivery 

interval was shorter in misoprostol group 10.93 hrs as compared to 12.54+/- 7 hrs in dinoprostone. In the study 

by Nanda et al mean delivery interval was 5 hrs shorter in misoprostol group 13.3 vs 18.53 hrs with p value 

0.011.In this study, 61% in misoprostol group and 56% in dinoprostone group required 2 doses for vaginal 

delivery. Total number of doses required for vaginal delivery did not differ much between two groups. It 

correlates with the study done by Manjunath et al which says no difference in number of doses between the 

groups.In this study, Mode of delivery – 75% of misoprostol group and 60% of dinoprostone group had normal 

delivery, 11% and 16.5% of respective group had assisted vaginal delivery, 15% and 22.5% had caesarean 

delivery respectively. These results are similar to previous studies done by Nagpal et al. the study done by Girija 

et al also reported the same, no difference was noted in normal delivery, instrumental delivery and caesarean 

delivery.In this study, indication for caesarean delivery was failed induction and fetal distress. These results are 

similar to study done by Manjunath et al .  

 

V. Conclusion 
PROM should be diagnosed at the earliest . patients history alone has a sensitivity of 90% for diagnosis 

of PROM. (gold et al 1989) PROM can result either from inherited weakness of collagen or an acquired 

degradation of collagen. Studies have showed an increased risk of maternal and perinatal morbidity and 

mortality when time interval from rupture of membranes until delivery was prolonged .The induction delivery 

interval in intavaginal misoprostol group was significantly lower in assisted vaginal delivery. But not much 

difference was found in women who delivered normally. Analysis of data obtained in our study shows that 

misoprostol and dinoprostone appear to have similar efficacy in PROM. The additional benefits of misoprostol 

are its stability at room temperature and its low cost when compared to dinoprostone. Although misoprostol is 

not approved by FDA for labour induction, WHO committee has included it in list of essential drugs and 

recommends its use for labour induction. So misoprostol appears equally safe and effective in labour induction 

compared to dinoprostone. 
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