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Abstract
Background: Misoprostol is an analogue of prostaglandin (PGE 1) and the first registered PGN used for the treatment of
peptic ulcer disease. Misoprostol should not be used in pregnant women but it can be used in termination of intrauterine
fetal death (IUFD). It has been used for the induction of abortion in the first and second trimester of pregnancy.
Misoprostol has already been proved to be effective and efficient for second trimester since 1987. There is insufficient
information available from clinical trials to support their use to induce labor in third trimester of pregnancy. Aim of the
study: The aim of this study was to describe the effect of misoprostol in third trimester of pregnancy. Methods: This
retrospective study was carried out in two large hospitals in Dhaka city, which is the capital of a South Asian country,
Bangladesh. The record of the studied subject was taken from the Department of Obstetrics and Gynecology of Alpha
Hospital and the maternity ward of Beta Hospital from June 2018 to August 2019. The actual names of the two hospitals
are pseudonym for privacy. A detailed history of each patient was taken and physical and obstetric examination were
done. In total 52 patients were investigated and data were analyzed by SPSS version 23.0. Results: In this study, the
primi gravida response time was found as the highest. On an average 20.34 hours was needed for the primi gravida
category. In single, 2 and multi-parity cases the average pain response times were found as 16.3125, 10.3375 and 14
hours respectively. In Primi, 2nd, 3rd and 5th gravida cases the average delivery times were found 13.0714, 12.5938,
9.0769 and 3 hours respectively. Against single, two and three doses of misoprostol, the average pain response times
were found 7.6875, 11.5375 and 19.25 hours respectively. Conclusion: In this study, it had been found that, most of the
patient of IUFD was ‘primigravid’ (30.8%) of total respondents having complication with medical and endocrinal
disease. Pre- eclampsia is more common in prim gravid than multi. There is history of thyroid dysfunction. In some
cases, now a day, GDM is the cause behind IUFD.
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INTRODUCTION
Misoprostol is an analogue of prostaglandin
(PGE1) and the first registered PGN used for the
treatment of peptic ulcer disease. Within the past two
decades, prostaglandins (PGs) have provided as an
alternative procedure for induction of labour in women
with IUFD [1]. Misoprostol has been widely used for
cervical ripening as well as labour induction in various
pregnancy status at different gestational ages and using
through different routes and dosing regimens [2].

Although
misoprostol
(15-deoxy-16-hydroxy-16methylPGE1) is effective, concern has been raised
regarding the widespread application of this agent as a
primary or adjuvant agent for labour induction. [3] In
spite of those concerns, a large number of evidence
exists which shows that, the use of misoprostol as
labour induction is highly safe and effective [4].
Misoprostol is usually absorbed rapidly when
administered vaginally, orally or intra-cervically [5].
Among several routes, the vaginal route is
comparatively advantageous because sustained for long,
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peak levels are reached slowly and associated with
fewer side effects [6]. In some other studies [7-11] it
was reported that, the vaginal route is more effective
than oral route. Zieman et al., [12] compared the
absorption kinetics of misoprostol with vaginal versus
oral administration in pregnant women. In another
study, it was found that, the systemic bioavailability of
vaginally administered misoprostol is three-times
higher than that of the oral route administration when
determined by area-under-the-curve [13]. Although
misoprostol combined with mifepristone may ensure
better outcomes [14, 15], misoprostol alone is still the
standard protocol worldwide, especially in the
developing countries.

OBJECTIVE
The objective of the study to evaluation the
effect of misoprostol in third trimester of pregnancy
among Bangladeshi women.

METHODOLOGY
This retrospective study was carried out in two
large hospitals in Dhaka city the capital of a South
Asian country, Bangladesh. The record of the studied
population was taken from the Department of Obstetrics
and Gynecology of Alpha Hospital and the maternity
ward of Beta Hospital from June 2018 to August 2019.
The actual names of the two hospitals are pseudonym
for privacy. The criteria for IUFD were after 28 weeks
of gestation. Gestational age was based on reliable
menstrual
history
and/or
confirmation
by
ultrasonographic measurements performed in early
pregnancy. Patient with history of previous two
caesarian section, myometrial invasion of placenta,
placenta previa and any critical emergency with
obstetrical indication of immediate delivery was
excluded from the study. A detailed history of each
patient was taken and physical and obstetric
examination were done. Baseline investigation was
done according to hospitals protocol. Each of the
studied women was given 200µgm of misoprostol

orally every 6 hours. At the time of inclusion, data on
maternal and gestational age, parity, mode of previous
delivery, complications of pregnancy and status of
cervix were collected. In addition, after applying the
medicine, the response for pain and time of delivery
were recorded. A sample size of 6 years’ patients was
investigated and data was collected. Among those
56.3% ware between 20 to 30 years of age and 43.7%
was below 31 to 40 years old. The collected herd copy
data record was then transcribed in MS-Excel.

RESULT
In this study, among total 52 participants, 40%
were valid primi cases. Besides this, 30.8%, 25% and
3.8% cases were with 2nd, 3rd and, 5th gravida
respectively. In this study, the primi gravida response
time was found as the highest. On an average 20.34
hours was needed for the primi gravida category. For
the 2nd, 3rd and, 5th gravida average times were found
6.62±3.44, 4.69±0.95, 3±0 and 11.54±12.84 hours
respectively. ANOVA test was conducted to verify
whether the differences observed between the pain
response time needed for the different gravida were
truly significant or not. The result showed that, F value
was 7.849 with sig 0.000, which indicates that the
differences observed were the true differences in the
population. In single, 2 and multi-parity cases the
average pain response times were found as 16.3125,
10.3375 and 14 hours respectively. In Primi, 2nd, 3rd
and 5th gravida cases the average delivery times were
found 13.0714, 12.5938, 9.0769 and 3 hours
respectively. Against single, two and three doses of
misoprostol, the average pain response times were
found 7.6875, 11.5375 and 19.25 hours respectively.
Table 1: Gravida status of participants (N=52)
Gravida
n
%
Valid Primi 21 40.4
2nd
16 30.8
3rd
13 25.0
5th
2
3.8

Figure I: Gravida status of the Participants
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Table 2: Average pain response time (hour) with respect to gravida (N=52)
Gravida n
Mean ±SD
Primi
21 20.33±16.51
2nd
16 6.62±3.44
3rd
13 4.69±0.95
5th
2
3±0
Total
52 11.54±12.84
Table 3: ANOVA test on average pain response time (hour) with respect to gravida, (N=52)
Variables
Sum of Squares df Mean Square F
Sig
Between groups 2765.737
3
921.912
7.849 0
Within groups
5637.686
48 117.452
Total
8403.423
51
Table 4: Doses required for effective termination, (N=52)
Gravida
n
Cumulative (%)
Valid Primi 21 40.4
2nd
16 71.2
3rd
13 96.2
5th
2
100
Table 5: Average pain response time with respect to different parity and gravidas age of misoprostol doses, (N=52)
Parity n
Mean
1
8
16.3125
2
40 10.3375
Multi
4
14
Total
52 11.5385
Table 6: Average delivery time with respect to gravida, (N=52)
Gravida n
Mean
(±SD)
Primi
21 13.0714 9.29689
2nd
16 12.5938 4.97064
3rd
13 9.0769
3.23938
5th
2
3.0000
0.0000
Total
52 11.5385 7.02506

Figure II: Mean Value of Average Delivery Time of the Participants (N=52)
Table 7: Average pain response time with respect to different miso-doses (N=52)
Dose n
Mean
(±SD)
1
8
7.6875
3.44277
2
40 11.5375 6.7912
3
4
19.25
9.63933
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Figure III: Mean Value of Average Pain Responses of the Participants, (N=52)

DISCUSSION
The aim of this study was to describe the effect
of misoprostol in third trimester of pregnancy. In this
study, among total 52 participants, 40% were valid
primi cases. Besides this, 30.8%, 25% and 3.8% cases
were with 2nd, 3rd and, 5th gravida respectively. The
primi gravida response time was found as the highest
(40%) and that was almost similar to the study by
Jahanfar SH et al., [16] in which the incidence of IUFD
in primipara was 39.2%. In this current study, the most
common cause of IUFD was idiopathic and that was the
second most common cause of IUFD in Abdul et al.,
study [17]. Among our settings, on an average 20.34
hours was in needed for the primi gravida category. For
the 2nd, 3rd and, 5th gravida average times were found
6.62±3.44, 4.69±0.95, 3±0 and 11.54±12.84 hours
respectively. But in Gomez et al., study [18], 15% cases
required >24 hrs. To deliver and/or extra augmentation.
As the most common side effect, fever was seen in our
study followed by diarrhoea which was similar to El
Garib et al., study [19]. In single, 2 and multi-parity
cases of this study, the average pain response times
were found as 16.3125, 10.3375 and 14 hours
respectively. In Primi, 2nd, 3rd and 5th gravida cases
the average delivery times were found 13.0714,
12.5938, 9.0769 and 3 hours respectively. Against
single, two and three doses of misoprostol, the average
pain response times were found 7.6875, 11.5375 and
19.25 hours respectively and these findings are
comparable to that reported from Ibadan (Nigeria) of
17.5 hours14 and Kampala of 14.7 hours [20]. Our
mean onset of painful uterine contractions was also
similar to that of Fawole and colleague’s findings [21].
The effectiveness of misoprostol in management of
fetal death and induction of labor in many other studies
[15, 21, 22]
LIMITATION OF THE STUDY
Though it was a single centered study with a
small sample size, so findings of this study may not
reflect the exact scenario of the whole country.

respondents having complication with medical and
endocrinal disease. Pre- eclampsia is more common in
prim gravid than multi. There is history of thyroid
dysfunction. In some cases, now a day, GDM is the
cause behind IUFD. We would like to recommend for
conducting similar more studies with larger sized
samples in several places, for getting more specific
findings.
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