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Abstract

Aim: To assess the effectiveness of oral misoprostol compared with methylergometrine in the prevention of
primary post-partum hemorrhage during the third stage of labor.
Methods: This was a randomized controlled trial of 864 singleton low-risk pregnant women. The outcomes
were total blood loss, duration of the third stage of labor and peripartal change in hematocrit. Comparisons
were by the c2-test and Student t-test. Relative risks were calculated for side-effects profile. A P-value of less
than 0.05 was statistically significant.
Results: The biodata of all the participants were similar. The mean blood loss for the misoprostol and
methylergometrine groups was 191.6 � 134.5 mL and 246.0 � 175.5 mL, respectively (95% CI: -79.3 to
-39.5 mL). The mean duration of the third stage of labor was 19.6 � 2.4 min and 9.4 � 3.3 min in the miso-
prostol and methylergometrine groups, respectively (95% CI: 9.82–10.58 min). More subjects had blood loss
>500 mL, 42 (9.7%) versus 6 (1.4%), and peripartal hematocrit change greater than 10%, 38 (8.8%) versus 5
(1.2%), in the methylergometrine group than in the misoprostol group, respectively. Also, more subjects
received additional oxytocic in the methylergometrine group, compared to the misoprostol group (80 [18.5%]
versus 33 [7.6%] patients, respectively).
Conclusions: Orally administered misoprostol was more effective in reducing blood loss during the third
stage of labor than intramuscular methylergometrine. However, there were more subjects in the misoprostol
group in whom duration of the third stage of labor was greater than 15 min and who also had manual placental
removal than in the methylergometrine group.
Key words: methylergometrine, misoprostol, prevention, primary post-partum hemorrhage, third stage of
labor.

Introduction

Maternal mortality is a catastrophe which affects
not only the woman but also her family and the com-
munity at large. An estimated 515 000 women die
yearly as a result of pregnancy-related complications,
and about 98% of these deaths occur in developing
countries.1

Post-partum hemorrhage still remains a major cause
of maternal morbidity and mortality in developing
countries, and accounts for 25% of maternal deaths.2

There are an estimated 14 million cases of pregnancy-
related hemorrhage every year worldwide, and at least
128 000 of these women bleed to death, especially
within 4 h of birth, from uterine atony due to poor
management of the third stage of labor.3,4 While the
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riskof dying from post-partum hemorrhage is about 1
in 100 000 deliveries in the USA and in the UK, it is
100-fold higher in developing countries.5,6 The prophy-
lactic use of oxytocics in the third stage of labor has
been shown to significantly reduce the risk of post-
partum hemorrhage, and it is generally advocated as
the most important component of the active manage-
ment of the third stage of labor.7 The common oxytocics
in use are oxytocin, methylergometrine and syn-
tometrine (Sandoz, Basel, Switzerland) and these have
been shown to significantly reduce the risk of severe
post-partum hemorrhage (greater than 1000 mL) and
the need for blood transfusions after delivery.8

However, their widespread use in resource-poor set-
tings is limited because they need to be administered
by skilled attendants via a parenteral route with sterile
needles and syringes as well as cool storage conditions
(between 2°C and 8°C) and away from light.

Misoprostol is a prostaglandin E1 analog. It is an
effective uterotonic agent, stable in high tropical tem-
perature, cheap, relatively free of overt adverse effects
and it does not require skilled attendants in its
administration. Its effectiveness at high doses of 600–
800 mg has been demonstrated in diverse obstetric
and gynecologic conditions. However, frequently
occurring adverse effects such as fever, shivering,
abdominal cramps, nausea, vomiting and diarrhea
necessitated the consideration of a lower effective
dose such as 400 mg to produce fewer side-effects for
this study. This is also in line with current interna-
tional feeling within the misoprostol research commu-
nity that further research should be conducted using
400 mg.

Most of the deliveries in the developing countries
take place either at home without supervision or are
supervised by traditional birth attendants who have
little or no skills to conduct them. While about half of
all pregnant women deliver with the help of a skilled
attendant, only 40% deliver in hospitals or health cen-
ters.9 Unfortunately, even in the health centers where
there are skilled attendants, storage facilities are either
not available or are out of use due to frequent outage of
the power supply. The results of several studies have
questioned the potency of these routine oxytocics in
tropical climates.10

This study was therefore born out of the need to
identify an alternative uterotonic agent that is effective,
cheap, stable at high tropical temperatures, relatively
free from adverse effects, and that can easily be admin-
istered without the need for skilled attendants espe-
cially in the remote rural areas where most of the

maternal mortality due to post-partum hemorrhage
occurs.

Materials and Methods

This is a prospective single-blinded, randomized con-
trolled trial that was conducted from 4 January 2004 to
30 January 2005 at the Adeoyo Maternity Hospital,
Yemetu, Ibadan, Nigeria. This is a secondary health
center located in the semiurban area of Ibadan, the
capital city of Oyo state. However, the standard of
patient care in this hospital is quite poor and can be
compared with what is obtained in most rural health
centers in Nigeria. It was therefore used as a model
health center for possible implementation of the
outcome of this study to the society at large. This hos-
pital serves over 1 million people who are mainly from
low socioeconomic classes with a high maternal mor-
tality ratio. There are more than 6000 deliveries per
annum in this hospital and the maternal mortality ratio
is 1200 per 100 000 live births. Post-partum hemor-
rhage contributes more than 32% of the maternal death
in this hospital. The ethical committee of the Oyo state
ministry of health and the hospital management board
approved the research protocol. The only uterotonic
agent in use in this center is intramuscular methyler-
gometrine (Swiss Pharma Nigeria, Agege, Lagos,
Nigeria) because it is cheap and readily available.
Although this hospital has cold storage facilities, the
frequent power outage may distort the maintenance of
cool storage conditions. Hence, drugs such as methyl-
ergometrine used in this study might have lost their
potency due to poor storage conditions.

The study group consisted of women with singleton,
low-risk pregnancy who had spontaneous vertex
delivery. A written informed consent was obtained
from every participant who met the inclusion criteria at
admission into the labor ward with a diagnosis of
active phase of labor, singleton pregnancy with antici-
pated spontaneous vertex delivery. Exclusion criteria
were the presence of contraindications to the use of
either misoprostol and methylergometrine, such as
pre-eclampsia and other hypertensive diseases in pre-
gnancy, pre-existing cardiac disease, severe anemia,
history of asthma, renal or hepatic disorders, allergy to
prostaglandin, and the presence of conditions requir-
ing prophylactic oxytocin infusion after delivery such
as grand multiparity, multiple pregnancy, polyhydram-
nios, previous history of post-partum hemorrhage, and
uterine fibroid. Randomization was by simple random
selection in the second stage of labor. In order to
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eliminate selection bias, an independent statistician
generated sets of four random letters, which were in
boxes, and each box contained four separate random
allocations which was equivalent to an opaque sealed
envelope stratified in a block of four. Randomization
was carried out when vaginal delivery was imminent
and a piece of paper was picked from the next treatment
envelope. At the delivery of the anterior shoulder, each
subject randomly received either 400 mg of oral miso-
prostol or 500 mg of intramuscular methylergometrine.

Performance bias was significantly minimized by
ensuring that the accoucheurs adhered strictly to the
standardized care protocol, which was boldly written
on cardboard and pasted on the walls of the labor
rooms. All the intrapartum parameters were assessed
by the usual accoucheurs who normally supervise
deliveries in this center, and this significantly reduced
detection and measurement bias.

The third stage of labor was managed by waiting for
signs of placental separation before delivery of the pla-
centa by controlled cord traction. Blood loss was esti-
mated by a combination of careful measurement of
blood collected in a receptacle after the delivery of the
baby, visual estimation of blood loss and extrapolation
of blood loss using weight difference of the total
perineal pad used up to 24 h in the post-partum period.
Irrespective of the assigned medication that was given
during the third stage of labor, an additional dose of
500 mg of methylergometrine and/or i.v. infusion of
20 IU of syntocinon in 500 mL of normal saline was
given when the accoucheur diagnosed post-partum
hemorrhage due to excessive blood loss. Blood was
transfused to women with hematocrit less than 21% in
the post-partum period or whenever there was symp-
tomatic anemia.

The primary variables that were assessed in this
study were the estimated blood loss during delivery
and within the first 24 h post-partum, the duration of
the third stage of labor and additional oxytocic given
to treat post-partum hemorrhage. The occurrence of
primary post-partum hemorrhage was defined as
blood loss more than or equal to 500 mL or the need
to transfuse blood due to hemodynamic instability
within 24 h of delivery.11 In addition, an objective esti-
mation of blood loss was done using a peripartal fall
in hematocrit of at least 10% as a definition of post-
partum hemorrhage. Hence, all participants had
hematocrit done on admission into the labor ward,
and this was repeated 24 h after delivery. Other vari-
ables that were assessed were maternal vital signs,
which were recorded immediately after delivery and

repeated 15, 30 and 60 min later. The duration of the
third stage of labor was adjudged prolonged when
longer than 30 min. Adverse effects such as nausea,
vomiting, headache, chest pain, abdominal cramps,
fever and shivering were documented up to 24 h
post-partum.

The sample size in this study was calculated to detect
at least 5% difference in the effectiveness between
methylergometrine, which was found to be 96% effec-
tive in preventing primary post-partum hemorrhage
from previous studies and misoprostol, which is antici-
pated to achieve 91% effectiveness. With 80% power
and P-value of 0.05, 378 participants were required for
each study arm making a total of 756 subjects. A delib-
erate over-sampling of 25% allowed for participants
that dropped out from the study and also to increase
the power of the observations. The total number of
participants who gave their consent at admission into
the labor ward was 945. However, only 864 participants
who met the inclusion criteria and had imminent spon-
taneous vertex delivery were randomized during the
second stage of labor. Hence, each study arm had a
sample size of 432. Eighty-one participants who ini-
tially gave their consent were not randomized due to 33
participants who voluntary withdrew from participat-
ing for personal reasons, 17 patients had an emergency
caesarean section, 24 patients had augmentation of
labor, and 7 patients had intrapartum complications
such as pre-eclampsia (5 patients) and antepartum
hemorrhage (2 patients).

Data obtained were coded and entered into a com-
puter running Statistical Package for Social Science
version 12 for windows (SPSS, Chicago, IL, USA). The
module of the same program was used to validate
all entries. Initial analysis was done by generation
of frequency tables while further analyses were by
cross-tabulation to explore the statistical relationship
between variables in the two groups. The differences
between the misoprostol and methylergometrine
group were assessed using the non-parametric test and
the c2-test for categorical variables. The mean and stan-
dard deviation of normally distributed continuous
variables were compared using Student’s t-test. Vari-
ables not conforming to normal distribution were com-
pared using the Mann–Whitney U-test. Proportions
were compared by calculation of c2 with Yates’ correc-
tion for continuity, and relative risks. Numerical values
were reported as means � standard deviation and 95%
confidence interval were calculated. The difference
between two parameters was taken as statistically sig-
nificant when P-values were less than 0.05.
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Results

Table 1 shows that the baseline characteristics of
patients in either group were similar, P > 0.05.

Table 2 shows that the mean blood loss in the
misoprostol group, 191.6 � 134.5 mL, is lower than
the mean blood loss in methylergometrine group,
246.0 � 175.5 mL. The mean difference of -54.4 mL was
statistically significant at P < 0.0001 (95% CI: -79.3 to
-39.5 mL). The mean duration of the third stage of labor
was 19.6 � 2.4 min and 9.4 � 3.3 min in the misoprostol
and methylergometrine groups, respectively, with a
mean difference of 10.2 min (95% CI = 9.82–10.58 min).
However, the methylergometrine group had a higher
mean post-delivery hematocrit of 32.7 � 3.7%, mean
change in hematocrit of 1.2 � 1.5 and mean percentage
change in hematocrit between admission and post-
delivery hematocrit of 3.5 � 4.5% as compared with
the misoprostol group where these values were
32.1 � 3.4%, 0.4 � 0.6 and 1.2 � 1.8%, respectively.

These differences were statistically significant (95%
CI:-1.07 to -0.13, -0.95 to -0.65 and -2.76 to -1.84).

Table 3 shows that there were fewer subjects with
blood loss greater than 500 mL in the misoprostol
group (six patients; 1.4%) than in the methylergo-
metrine group (42 patients; 9.7%), with a relative risk of
0.14. There were fewer subjects with a percentage
change of hematocrit greater than 10% in the misopros-
tol group (five patients; 1.2%) than in methylergo-
metrine group (38 patients; 8.8%), with relative risk of
0.13. Moreover, there were more subjects whose dura-
tion of third stage of labor was greater than 15 min, in
the misoprostol group than in the methylergometrine
group: 264 (61.1%) versus 14 (3.2%). The relative risk
was 18.86. These differences were statistically signifi-
cant when analyzed with Pearson c2-test with Yates’
correction for continuity. The proportion of patients
who had an additional dose of oxytocics was signifi-
cant in the methylergometrine group, 80 (18.5%) as
against 33 (7.6%) patients in the misoprostol group.

Table 1 Baseline characteristics of continuous variables of patients

Parameters Misoprostol
n = 432

Ergometrine
n = 432

P-value 95% CI

Age (years) 26.8 � 5.4 28.2 � 5.4 0.928 -2.14–0.71
Parity 1.3 � 1.2 1.6 � 1.2 0.053 -0.43–0.13
Gestation (weeks) 38.7 � 1.5 39.5 � 1.3 0.051 -0.35–1.27
Admission PCV (%) 32.5 � 3.4 33.8 � 3.6 0.268 -1.80–0.86
Admission systolic BP (mmHg) 119.5 � 9.7 115.7 � 8.9 0.174 -2.56–5.04
Admission diastolic BP (mmHg) 75.6 � 6.2 74.2 � 6.2 0.626 -2.26–0.60
Admission mean arterial BP (mmHg) 90.5 � 6.8 88.0 � 6.3 0.241 -3.33–1.58
Maternal height (cm) 167.3 � 5.4 166.5 � 5.2 0.763 0.45–1.22
Maternal weight (kg) 71.0 � 4.0 71.9 � 4.0 0.106 -0.0.56–1.24
Body mass index (kg/m2) 30.5 � 2.3 30.8 � 2.1 0.116 -0.65–1.46
Birthweight of baby (kg) 3.2 � 0.4 3.3 � 0.4 0.763 -0.17–1.59
Admission pulse rate (b.p.m.) 84.1 � 7.2 83.3 � 4.5 0.059 -1.20–0.32
Admission temp. (°C) 36.7 � 0.4 36.7 � 0.3 0.626 -5.85–1.54

Values are mean � standard deviation. Student’s t-test at P > 0.05 not statistically significant. BP, blood pressure; b.p.m, beats per minute;
PCV, packed cell volume.

Table 2 Post-partum features of patients: misoprostol group versus ergometrine group

Parameters Misoprostol
n = 432

Ergometrine
n = 432

P-value Mean
differences

95% CI
of the difference

Total estimated blood loss (mL) 191.6 � 134.5 246.0 � 175.5 <0.0001 -54.4 -79.3 to -39.5
Duration of third stage of labor (min) 19.6 (4) � 2.4 9.4 � 3.3 <0.0001 3.01 9.82 to 10.58
Post-delivery PCV (%) 32.1 � 3.4 32.7 � 3.7 0.032 -0.6 -1.07 to -0.13
Differences in PCV (%) 0.4 � 0.6 1.2 � 1.5 <0.0001 -0.8 -0.95 to -0.65
Percentage changes in PCV (%) 1.2 � 1.8 3.5 � 4.5 <0.0001 -2.3 -2.76 to -1.84

Comparison of means of post-partum parameters between the two groups. Values are in mean � standard deviation. Independent samples
Students’ t-test was used for normally distributed variables, and variables not conforming to normal distribution such as blood loss, duration
of third stage of labor and post-delivery PCV were compared by Mann–Whitney U-test. P < 0.05 is statistically significant. PCV, packed cell
volume.
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There was no significant difference in the number of
participants who had manual removal of retained pla-
centa in the two groups.

Table 4 shows the side-effects profile of the two
groups. The relative risk of developing pyrexia was
more than fourfold with misoprostol use than methyl-
ergometrine. More subjects developed fever with tem-
perature greater than 38°C within 24 h of delivery in
the misoprostol group than in the methylergometrine
group, 31 (7.2%) as compared to 7 (1.6%). However,
there were more subjects who had headache, nausea
and vomiting, 54 (12.5%), 16 (3.7%) and 12 (2.8%),
respectively, in the methylergometrine group than in
the misoprostol group in which these side-effects
occurred in 1 (0.23%), 10 (2.3%) and 1 (0.23%) subjects,
respectively. These were statistically significant when
analyzed by Pearson’s c2 (P < 0.05). Other symptoms
such as shivering occurred in not statistically signifi-
cantly higher proportion in subjects in the misoprostol
group than in subjects in the methylergometrine group.
No subjects in either group developed diarrhea during
the study period.

Discussion

Most studies in contemporary obstetric practice have
shown that active management of the third stage of
labor by early cord clamping, controlled cord traction

and prophylactic use of oxytocics are a useful means
of preventing post-partum hemorrhage. Reports have
also shown that by these means, the incidence of
post-partum hemorrhage was reduced from 18% to
5%, the need for therapeutic oxytocics dropped from
30% to 6% and the duration of the third stage of labor
fell from 15 min to 5 min12,13 These remarkable out-
comes are achieved when accompanied by adequate
supervision in labor, prompt intervention and
improved facilities in delivery rooms. The role of
methylergometrine in the prevention of primary
post-partum hemorrhage has been long established.
However, in the tropics, storage of methylergo-
metrine may be problematic due to the high environ-
mental temperature, which reduces the potency of the
drug. Moreover, the drug has some side-effects that
may be devastating in untrained hands. One of the
alternatives to methylergometrine in modern day
obstetric practice are the prostaglandins. Unfortu-
nately most prostaglandins; F2a and E2 are heat labile
and too expensive for a resource-constrained environ-
ment. On the other hand, misoprostol is an inexpen-
sive drug, easy to store, and systemically absorbed
orally and across mucous membranes. Hence, it
stands to be a promising substitute for other well-
established injectable agents if found to be effective
in reducing the incidence of primary post-partum
hemorrhage.13–15 Absorption of misoprostol is very

Table 3 Comparison of proportion of post-partum parameters between the misoprostol group and the ergometrine group

Parameters Misoprostol
n = 432

Ergometrine
n = 432

P-value
Exact sig. (two-sided)

Relative risk

Manual placental removal 23 (5.3%) 17 (3.9%) 0.419 1.35
Additional oxytocic 33 (7.6%) 80 (18.5%) <0.0001 0.41
PPH (blood loss >500 mL) 6 (1.4%) 42 (9.7%) <0.0001 0.14
Percentage PCV change >10% 5 (1.2%) 38 (8.8%) <0.0001 0.13
Duration of third stage of labor >15 min 264 (61.1%) 14 (3.2%) <0.0001 18.86

Values are in number and proportion (percentage). c2-test with Yates’ correction for continuity. P < 0.05 is statistically significant. PPH,
post-partum hemorrhage; PCV, packed cell volume.

Table 4 Profile of side-effects in the study groups

Side-effects Misoprostol
n = 432

Ergometrine
n = 432

P-value Relative risk

Fever (temp. >38°C) 31 (7.2) 7 (1.6) <0.05 4.71
Shivering 23 (5.3) 21 (4.9) >0.05 1.09
Nausea 10 (2.3%) 16 (3.7%) <0.05 0.63
Vomiting 1 (0.23%) 12 (2.8%) <0.05 0.08
Headache 1 (0.23) 54 (12.5) <0.05 0.02

Values are in numbers (percentage). Pearson c2. Mann–Whitney U-test, 81 822.500. Wilcoxon
W, 174 918.5. Z = -4.665. Two-tailed. P < 0.05 is statistically significant.
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rapid, being detected within 2 min after oral ingestion
and peaking between 12 and 30 min.16

This study shows that misoprostol is effective in the
prevention of primary post-partum hemorrhage in
women with low-risk pregnancy. Although misopros-
tol was more effective than methylergometrine as dem-
onstrated from the results of this study, the incidence of
post-partum hemorrhage in both study groups falls
relatively within the universally acceptable range of
5% to 8% in places where some form of prophylaxis
is practiced, as against 18% where a physiological
approach is the norm.13 The low incidence of post-
partum hemorrhage observed in this study could be
due to the fact that women with notable risk factors for
post-partum hemorrhage were excluded from partici-
pation in the study. In addition, all women were de-
livered under controlled circumstances in hospital
settings that were not exclusively high risk for post-
partum hemorrhage.

The outcome of this study, which demonstrated that
oral misoprostol is effective for the prevention of
primary post-partum hemorrhage when compared
with intramuscular methylergometrine, further but-
tresses the clinical usefulness of this drug in obstetrics
care especially in a resource-poor setting. A similar
study done in South Africa to determine the thera-
peutic efficacy of misoprostol in primary post-partum
hemorrhage showed that 800 mg of misoprostol per
rectum was more effective than the combination of
parenteral syntometrine and syntocinon in stopping
primary post-partum hemorrhage due to uterine
atony.17 The results of other trials comparing miso-
prostol and placebo or no treatment were somewhat
equivocal. In three trials in South Africa, misoprostol
seemed to reduce blood loss, which is similar to the
findings of this study. However, in two other trials in
South Africa and France; misoprostol was less effec-
tive than placebo or no treatment.18 The results of the
large 2001 World Health Organization trial conducted
in nine countries with 18 530 participating women,
which compared 600 mg of oral misoprostol with i.v.
or i.m. 10 IU oxytocin, demonstrated that there was
associated higher risk of blood loss and the use of
additional uterotonics (up to 16% of women) with the
use of misoprostol compared to other uterotonics.18 A
systematic review of 16 randomized controlled trials
of misoprostol to prevent post-partum hemorrhage
in 28 138 women concluded that misoprostol is less
effective than injectable oxytocin or oxytocin-
methylergometrine preparations as part of active
management of the third stage of labor.19 On the other

hand, a more recent study by Wright and Newton
showed that misoprostol is as effective as oxytocin
but less effective than a combination of oxytocin and
methylergometrine in the prevention of primary post-
partum hemorrhage.20 The usefulness of oral miso-
prostol is further corroborated by the findings of
Derman et al. where they found in a randomized con-
trolled trial that oral misoprostol was associated with
significant decreases in the rate of acute post-partum
hemorrhage and mean blood loss in rural India when
compared with placebo.21 Moreover, this study also
showed that 33 (7.6%) patients in the misoprostol
group required additional oxytocic as against 80
(18.5%) patients in the methylergometrine group.

However, the conclusion drawn from most previous
studies which showed that misoprostol was less effec-
tive than other uterotonic agents at statistically signifi-
cant levels cannot be translated verbatim into clinical
practice. Gertrude Stein once said: “A difference, to
be a difference, must make a difference”.22 A clinically
important difference by definition is not whether it is
statistically significant. Further, a statistically signifi-
cant difference may have no clinical importance.23

Misoprostol normally does not cause any adverse
cardiovascular effect such as hypertension24 as com-
pared with methylergometrine, which is known to
stimulate alpha-adrenergic and dopaminergic recep-
tors causing hypertension, abdominal pain because
of smooth muscle contraction, and nausea, vomiting,
diarrhea, headache and tachycardia.22,25 Pyrexia greater
than 38°C was observed in 31 (7.2%) patients within 1 h
of delivery and they responded well to oral acetami-
nophen tablets within 2 h of medication. Conversely,
shivering was reported by two studies to be the main
side-effects, which occurred in 19% of women while
pyrexia occurred in 2% of women in one study using
400 mg of misoprostol, as against this study in which
23 (5.3%) patients had shivering as a complication. In
other recent studies26,27 using a higher dose of oral
misoprostol (600 mg), both shivering (28% to 42%) and
pyrexia (7.5% to 34%) were more common.

This study shows that misoprostol has a place in
the prevention of primary post-partum hemorrhage
during the third stage of labor especially in resource-
poor settings where cool storage facilities for other
oxytocics are not feasible. Misoprostol was more effec-
tive than methylergometrine at statistically significant
levels in this study with a power in excess of 80%. The
provision of oral misoprostol in addition to existing
oxytocics to maternity centers in the remote resource-
poor settings of developing countries may be the
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solution to curbing the high maternal mortalities that
result from primary post-partum hemorrhage because
it is highly effective, cheap, heat stable (requires no
refrigeration), has a long shelf life and has fewer del-
eterious adverse effects. The outcome of this study may
explain the reasons for the high maternal mortality
ratio in the study center despite their routine usage of
intramuscular methylergometrine in active manage-
ment of the third stage of labor. The cold storage facili-
ties in this hospital can be adjudged to be below
standard and this situation is similar to what is
obtained in many other health institutions in Nigeria
due to either nonexistence or inadequate power supply.

Conclusion

Orally administered misoprostol was more effective
than intramuscular methylergometrine in reducing
blood loss during the third stage of labor in a resource-
poor setting. However, more subjects in the misopros-
tol group had a duration of the third stage of labor
greater than 15 min and also had manual removal of
the placenta than the methylergometrine group. In
view of the established efficacy of oral misoprostol in
the prevention of primary post-partum hemorrhage
during third stage of labor, coupled with the recent
recommendation of the misoprostol research commit-
tee of the International Federation of Obstetricians and
Gynecologists, the National Agency of Food and Drugs
Administration and Control (NAFDAC) of the Federal
Republic of Nigeria have recently licensed the use of
oral misoprostol for the prevention of primary post-
partum hemorrhage especially in rural settings where
most post-partum hemorrhages occur due to home
deliveries and/or lack of health facilities.
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