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Table V

LABOUR OUTCOME IN

PGE2 GROUP

PGE2 Group

Labour Primi Multipara Total
outcome % % %
A. Successiul Induction
1 Alter first application 15 25 40
2. Needed sccond application 09 18 27
3 Nceded oxviocin augmentation 12 03 15
B Cacsarcan Scction 14 04 18
Total 50 50 100
Table VI
LABOUR OUTCONME IN OXYTOCIN GROUP
Oxytocin Group
Outcome Primi Mulupara Total
G Y %
A. Successful Induction
1. After [irst Induction 00 08 08
2. Needed second Induction 18 2 47
B. Cacsarcan Scction 32 13 45
Total 50 50 100

ds compared to 32% in primi and 13%
for multipara in oxytocin group which is
statistically highly significant. Itwas further
obscrved that repetition ol PGE2 gel
application / oxytocin mnfusion and nced
ol cacsarcan scction were more in paticnts

having uncngaged headand occipito-posterior
positions.

Nausca and occasional vomiling was
scen only in 1% case, uterine hypertonus
in 2% cascs, foctal distress in 3% cascs.
and there was no incidence of PPH, cervical
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Table VII
MATERNAL COMPLICATIONS IN BOTH GROUPS

Maternal Complications

PGE2 Group Oxytocin Group

% 7
Naused & occdasional vomiting 01 00
Uterine Hypertonus 02 08
Cervical Dystocia 00 25
Foctal Distress 03 18
Retained Placenta 00 03
Post-partum Hacmorrhage (PPH) 00 09

Table VIII
NEONATAL COMPLICATIONS IN BOTH GROUPS

Complications

PGE2 Group

Oxytocin Group

% %
Birth Asphyxia 2.0 9.0
Nconatal Jaundice 0.0 10.0
Nconatal Infection 0.0 2.0
Neonatal Morlality 0.0 0.0

dystocia and retained placenta in the
PGE2 group whercas in the oxytocin
group ulcrine hypcertonus was scen
in 87 cascs, cervical dystocia was in
25% cascs, foctal distress was in
18% cascs and PPH was in 9% cases
(Table VII).

Analysis of nconatal complication in
both the groups revealed that the incidence
of birth asphyxia was only 2% in thc PGE2
group where as 9% in oxytocin group,
nconatal jaundicc was scen 10% in the

oxytocin group and there was none in the
PGE2 group. There werc no significant
differences in the incidence of infcctions
and there was no nconatal death in any
of the group (Table VIII).

DISCUSSION

Our study has clearly brought out the
differences in success rates of PGE2 gel
and oxytocin infusion in induction of
labour in unfavourable cervix. The success
rate of delivery was 82% in the PGE2
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group whereas this was only 55% in the
oxytocin group. This is similar to the
results obtained by Norchi et al (1992).
The incidence of foctal distress was
significantly high (9%) in oxytocin
group as compared to only 2% in PGE2
gel group. This can be explained on the
basis of rising tcnsion on utcrinc wall
with unnatural uterinc contractjons in the
facc of an unycilding cervix, which
compromises uleroplacental circulation.

Uterine hypertonus reported to be a
complication of PGE2 intraccrvical gel
(Rayburn, 1989) and Handa ct al 1994)
was not scen in our study. This compli-
cation appcars to be related to inaccurate
application of PGE2 gel. One must take
carc to deposit the gel in the cervical canal
and notbeyond. PGE2beinga good stimulant
of uterus can ccrtainly initiate uterine
contractions before the cervix has had time
toripen. This may lead to utcrine hypertonus
as with oxylocin.

We have obscrved in our study that
a high incidence of caesarcan section was
partly because of undiagnoscd border line
disproportion/CPD particularly among the
nulliparas who presented with unengaged
foctal hcad/OP position at the time of
induction. Our present study has demon-
strated thatthere was anincreased incidnece
of dysfunctional labour (uterine hypcrionus
& cervical dystocia), foctal distress and
PPH in the oxytocin group. A similar
observation is also made by many authors
carlier. Uterine hyperstimulation or inco-
ordinate uterine activitics were virtually
absent in our study.

In this study it was scen that the rate
of cacsarcan section was considerably less
in PGE2 group (18%) as compared to

thc oxytocin group (45%0 which is in
agreementwiththeresults obtained by Baveja
ct al (1988).

Itis obscrved that the incidence of primary
PPH is higher in oxytocin group. This may
perhaps be duc to uterine exhaustion in
response 10 administration of oxcytocin
in high concentration over a long period.
So, itis further observed thatevenonstepping
up the oxytocin dose in the third stage,
the uterus becomes relaxed / atonic re-
sulting in PPH. It is interesting to note
from our study that in such a situation
administration of injection prostodin
(Carboprost Tromethamine) acts better to
arrest the PPH immediately.

We are also convinced that there is
increased incidence of rctained placenta
in oxytocin induced patients where as it
was virtually abscnt in the PGE2 group.
PGE2 promotes the fundal dominance and
simultaneously relaxes the lower uterine
scgment whereas oxytocin promotes uter-
inc dominance as well as contractions of
lower uterine segment resulting the en-
trapment of placenta / retained placenta
in few cases.

The present study has confirmed that
neonatal outcome was better with PGE2
group. Although it has been reported by
some authors that there is an increased
rate of neonatal infection with the oxytocin
infusion, but surprisingly in our study this
was very low (2%) which may be duc
to stringent supervision and strict aseptic
prccautions followed in army settings.
Morcover, 10% of neonates developed-
jaundice after oxytocin infusion which was
doserelated while no case of neonatal janudice
was reported in PGE2 group. The present
study is in agreement with Clegg et al
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(1974), that a strong dose dependant
rclationship of oxytocin to the incidence
of nconatal hyperbilirubinaemia exists.

CONCLUSION

From this study, is is concluded that
PGE2 intraccrvical gel is a useful instru-
ment for induction of labour inunfavourable
cervix. However, it is nQt an absolute
altcrnative to oxytocin as oxytocin aug-
mentation may be required in some cases.
The roles of PGE2 gel and oxytocin in
unfavourable cervix are complimentary
and not competitivc.
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