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A bs t rac t  
Background: The amniotic sac rupturing prior to childbirth is known as premature rupture of membranes (PROM). This is known as preterm 
PROM if it occurs 37 weeks before pregnancy. It is referred to as term PROM if it occurs after 37 weeks of pregnancy. 
Objective: The study aimed to compare oral prostaglandin E1 and intracervical prostaglandin E2 gel to induce labor.   
Methodology: The randomized comparative study was conducted at Department of Obstetrics and Gynecology, SZABMU, Islamabad during 
the period February 26, 2022 till February 25, 2023. Two groups of 102 willing patients were formed. Oral prostaglandin E1 was given to Group 
A, while intracervical prostaglandin E2 was given to Group B. 
Results: In Oral PGE1 group 9.8% patients had cesarean section and in Intracervical PGE2 group 21.6% patients had cesarean section with 
p value (p=0.102). Oral PGE1 group had better outcomes than Intracervical PGE2 group.. 
Conclusion: When it comes to inducing labor in cases of pre-labor rupture of membranes at term, oral prostaglandin E1 performs better than 
intracervical prostaglandin E2 gel. 
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Introduction 

PROM happens when the amniotic sac ruptures before 

the onset of labor. If this happens before 37 weeks of 

pregnancy, it's called preterm PROM. If it happens after 

37 weeks of pregnancy, it's called term PROM.1 

The incidence of PROM is estimated to occur in 

approximately 5% to 10% of all pregnancies. Women 

experiencing PROM are at increased risk of 

complications such as intra-amniotic infection, 

postpartum infection, endometritis, and, in severe cases, 

maternal mortality. Neonates born to mothers with 

PROM are at heightened risk of respiratory distress, 

neonatal sepsis, intraventricular hemorrhage, and 

neonatal mortality. 2 

The aberrant breakdown of the extra-cellular matrices in 

the fetal membranes, mediated by matrix 

metalloproteinases, has been suggested as a key 

mechanism in the development of preterm PROM. 

Prostaglandins are hypothesized to contribute to this 

process by promoting matrix degradation.3 

A comprehensive review of twelve studies involving 

1,489 pregnancies examined the use of oral 

prostaglandin E1 (PGE1) to start labor (induction of labor 

or IOL) when the amniotic sac breaks before the 

expected due date (term premature rupture of 

membranes or TPROM). The results showed that 

successful vaginal births occurred in 73% to 95% of 

cases when PGE1 was taken orally, compared to 52% 
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to 94% of cases where other methods were used. This 

suggests that oral PGE1 is a safe and effective way to 

induce labor in TPROM. However, the studies used 

different doses, administration methods, and dosing 

schedules. This highlights the need for a consistent 

approach to using oral PGE1 for labor induction in 

Canadian obstetrical practice.4,5 

Oral misoprostol can serve as an alternative to PGE2 gel 

to induce labor in women with pre-labor PROM post 34 

weeks’ gestation. It has been shown to be an efficient 

and medically safe option for facilitating vaginal delivery, 

reducing the need to facilitate the process by oxytocin 

augmentation, and also significantly decreasing the 

chances of morbidity in both the mother and fetus.6 

A clinical trial reported that the mean Bishop score after 

6 hours was 8.95 ± 1.595 with oral PGE1 and 6.76 ± 

2.196 with intracervical PGE2, with the difference being 

statistically significant (p < 0.05). Additionally, 87.4% 

PGE1 group had successful deliveries within 24 hours 

compared to 85.3% in the participant of PGE2 group. 

The rate of cesarean delivery was 15.8% in the PGE1 

group and 32.6% in the PGE2 group, showed 

significantly different results in the two groups. Overall, 

oral PGE1 was associated with better outcomes 

compared to intracervical PGE2.7 

The study aimed to assess the outcomes of oral 

prostaglandin E1 and intracervical prostaglandin E2 gel 

to induce labor in term pregnancies with PROM. Existing 

literature reports oral prostaglandin E1 to be much 

efficient in delivering improved Bishop score and overall 

outcome, with a lower incidence of cesarean sections 

compared to intracervical prostaglandin E2 gel. 

However, limited research has been conducted in the 

local population, where intracervical prostaglandin E2 

gel is routinely used. This study seeks to provide reliable 

evidence that can inform clinical practice in the local 

context, ensuring more effective and appropriate 

management of PROM at term. The goal is to improve 

the outcomes in both maternal and neonatal while 

minimizing risks to the health and safety of both mother 

and fetus. 

Methodology 

The randomized comparative study was conducted at 

Department of Obstetrics and Gynecology, SZABMU, 

Islamabad during the period February 26, 2022 till 

February 25, 2023.  

Inclusion criteria: 18-40 years old females, presenting 

PROM (as per operational definition) at term (gestational 

age >37 weeks, assessed on LMP)  

Exclusion criteria: Multiple fetus, non-cephalic 

presentation, fetal anomalies (on ultrasound)  

Females with previous cesarean sections, antepartum 

haemorrhage and systemic diseases i.e. anemia (Hb<10 

g/dl), diabetes (BSR>200 mg/dl), hypertension 

(BP≥140/90mmHg). 

After obtaining official approval from the authorized 

ethical committee Ref no F.1-

1/2015/ERB/SZABMU/947. Approximately 102 patients 

meeting the inclusion criteria were recruited from the 

labor room of the Department of Obstetrics & 

Gynecology. All the enrolled patients signed an official 

consent form, and confidentiality was maintained 

throughout the study. Demographic data, including 

name, age, gestational age, parity, and BMI, were 

recorded. The patients were then randomly assigned to 

two groups using a lottery method. A total of 51 chits 

were prepared for each group (Group A and Group B), 

and placed in a box. Upon the arrival of each patient, one 

chit was drawn from the box to randomly assign the 

patient to the respective group. In Group A, patients 

received oral prostaglandin E1 (25 mg of misoprostol, 

administered every 6 hours with a maximum of 3 doses). 

In Group B, patients received intracervical prostaglandin 

E2 (2.5 mg of dinoprostone gel, administered every 6 

hours with a maximum of 3 doses). The time of induction 

was recorded. Patients were followed in the labor room 

for 6 hours, and after this period, the Bishop Score was 

evaluated. The patients were then monitored further to 

assess the total duration from induction to delivery. The 

time of delivery was recorded, and the total induction-to-

delivery interval was calculated. If the Bishop Score was 

less than 5 after 6 hours of the third dose, indicating 

failed induction, patients underwent cesarean section, 

and the mode of delivery was documented as per the 

operational definition. All data were recorded on a 

proforma. As all patients were considered low-risk, fetal 

monitoring was performed via cardiotocography. Fetal 

distress was observed in three patients in the PGE1 

group and two patients in the PGE2 group, for whom 

cesarean sections were performed. 

SPSS version 25 was used to interpret all of the data that 

was gathered. Mean±SD was used to calculate 

quantitative variables. Frequencies and percentages 

were used to represent qualitative factors. T- test was 
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utilized to compare the independent samples. A p-value 

of less than 0.05 was considered as significant.  

Age, gestational age, parity, BMI, and length of PROM 

were used to stratify the data. Following stratification, the 

mean induction to delivery interval and Bishop score in 

both groups were compared using the independent 

samples t-test, and the mode of delivery in both groups 

for each stratum was compared using the chi-square 

test. A P-value of less than 0.05 was considered 

significant. 

Results 

The average age of patients was 25.88±3.91 and 

25.29±3.63 with p value (p=0.433) in Oral PGE1 group 

was and in Intracervical PGE2 group respectively (Table 

I). In Oral PGE1 group 41(80.4%) patients were 

primigravida and 10(19.6%) patients were multigravida. 

Similarly, in Intracervical PGE2 group 38(74.5%) 

patients were primigravida and 13(25.5%) patients were 

multigravida with p value (p=0.477). In Oral PGE1 group 

33(64.7%) patients had <40 weeks gestational age and 

18(35.3%) patients had >40 weeks gestational age. 

Similarly, in Intracervical PGE2 group 36(70.6%) 

patients had <40 weeks gestational age and 15(29.4%) 

patients had >40 weeks gestational age with p value 

(p=0.856) (Table I). 

In Oral PGE1 group 36(70.6%) patients had <25 BMI 

and 15(29.4%) patients had >25 BMI. Similarly, in 

Intracervical PGE2 group 37(72.5%) patients had <25 

BMI and 14(27.5%) patients had >25 BMI with p value 

(p=0.680). 

In Oral PGE1 group 35(68.8%) patients had <12 hours 

duration of PROM and 16(31.4%) patients had >12 

hours duration of PROM. Similarly, in Intracervical PGE2 

group 38(74.5%) patients had <12 hours duration of 

PROM and 13(25.5%) patients had >12 hours duration 

of PROM with p value (p=0.510).    

The mean estimated fetal weight in Oral PGE1 group 

was 3.27±0.79 kg and in Intracervical PGE2 group was 

3.35±0.79 kg hours with p value (p=0.636) (Table 2). At 

time of induction the Bishop score in Oral PGE1 group 

was 2.99±0.81 and in Intracervical PGE2 group it was 

2.94±0.79 with p value (p=0.876). After 6 Hours of 

induction the Bishop score in Oral PGE1 group was 

8.84±1.77 and in Intracervical PGE2 group it was 

7.51±1.92 with p value (p=0.0001). 

 

 

Table I: Age, Parity & Gestational age of the participants. 

 
Age Groups 

Groups  
Total 

 
p value Oral PGE1 Intracervical 

PGE2 

 
18-25 years 

22 27 49  
 
 
0.482 

43.1% 52.9% 48.0% 

 
26-30 years 

24 18 42 

47.1% 35.3% 41.2% 

 
31-40 years 

5 6 11 

9.8% 11.8% 10.8% 

 
Total 

51 51 102 

100.0% 100.0% 100.0% 

Mean±SD 25.88±3.91 25.29±3.63 25.59±3.77 0.433 

Parity Oral PGE1 Intracervical 
PGE2 

Total p value 

 
Primi gravida 

41 38 79  
 
.477 

80.4% 74.5% 77.5% 

 
Multi gravida 

10 13 23 

19.6% 25.5% 22.5% 

 
Total 

51 51 102 

100.0% 100.0% 100.0% 

Gestational age Oral PGE1 Intracervical 
PGE2 

Total p value 

 
<40 weeks 

33 36 69  
 
0.525 

64.7% 70.6% 67.6% 

 
>40 weeks 

18 15 33 

35.3% 29.4% 32.4% 

 
Total 

51 51 102 

100.0% 100.0% 100.0% 

Mean±SD 39.65±1.62 39.59±1.64 39.62±1.62 0.856 

 

Table II: Results of BMI, duration of PROM and estimated fetal weight. 

 
BMI 

Groups  
Total 

 
p value Oral PGE1 Intracervical 

PGE2 

 
<25 

36 37 73  
 
0.826 

70.6% 72.5% 71.6% 

 
>25 

15 14 29 

29.4% 27.5% 28.4% 

 
Total 

51 51 102 

100.0% 100.0% 100.0% 

Mean±SD 24.39±1.78 24.53±1.57 24.46±1.69 0.680 

Duration of 
PROM 

Oral PGE1 Intracervical 
PGE2 

Total p value 

 
<12 hours 

35 38 73  
 
0.510 

68.6% 74.5% 71.6% 

 
>12 hours 

16 13 29 

31.4% 25.5% 28.4% 

 
Total 

51 51 102 

100.0% 100.0% 100.0% 

Mean±SD 9.88±4.02 9.90±4.22 9.89±4.10 0.981 

Estimated 
fetal weight 
(Kg) 

N Mean SD p value 

Oral PGE1 51.00 3.27±0.79 0.79  
0.636 Intracervica

l PGE2 
51.00 3.35±0.79 0.79 
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Table III: Results of Bishop score and induction to delivery 
interval. 

Bishop Score Groups N Mean SD p value 

Bishop score 
(at time of 
induction) 

Oral PGE1 51.00 2.99 0.81  
0.876 Intracervical 

PGE2 
51.00 2.94 0.79 

Bishop score 
(after 6 hours 
of induction) 

Oral PGE1 51.00 8.84 1.77  
0.0001* Intracervical 

PGE2 
51.00 7.51 1.92 

Results of 
induction to 
delivery 
interval 
(hours) in 
study groups 

Groups N Mean SD  

Oral PGE1 51.00 12.37 4.66 0.0001* 

Intracervical 
PGE2 

51.00 16.02 4.60  

The mean induction to delivery interval in Oral PGE1 

group was 12.37±4.66 and in Intracervical PGE2 group 

was 16.02±4.60 hours with p value (p=0.0001) (Table 

III). 

In Oral PGE1 group 46(90.2%) patients had 

spontaneous vaginal delivery and 5 (9.8%) patients had 

cesarean section. In Intracervical PGE2 group 

40(78.4%) patients had spontaneous vaginal delivery 

and 11(21.6%) patients had cesarean section with p 

value (p=0.102). 

In Oral PGE1 group spontaneous vaginal delivery was 

noted in 46 female out of which 18 (39.13%) were 

augmented with Syntocinon to accelerate labor and in 

Intracervical PGE2 group it was noted that out of 40 

vaginal deliveries 21(52.5%) females required 

augmentation. 

In Oral PGE1 caesarean deliveries were noted in 05 

females, 03 females required augmentation and in 

Intracervical PGE2 group 11 females had caesarean 

deliveries out of which 08 (72.72%) were augmented. 

Indication of cesarean section in Oral PGE1 group was 

persistent NRCTG 3 (5.9%), failed IOL 2(3.9%) and in 

Intracervical PGE2 group Indication of cesarean section 

was persistent NRCTG 2(3.9%), persistent decreased 

fetal movement 2(3.9%), failed IOL 3(5.9%), reduced 

liqor + NRCTG 2(3.9%) and non-progression of labor 

2(3.9%) (Table (V). 

The stratification results for age, gestational age, parity, 

BMI and duration of PROM with Bishop score, mode of 

delivery and induction to delivery interval were non-

significant. Chorioamniotis was not developed in any 

group (Table V& VI). 

Discussion 

In cases where the amniotic sac breaks before labor 

starts (pre-labor rupture of membranes), actively 

inducing labor can lower the risk of infections for both the 

mother and baby compared to waiting for labor to start 

on its own. Preparing the cervix for labor before 

induction (cervical ripening) can make the induction 

process more successful. 

Table IV: Results of mode of delivery and indication of 
cesarean section 

 
Mode of 
delivery 

Groups  
Total 

 
p value Oral PGE1 Intracervical 

PGE2 

Spontaneous 
vaginal 

46 40 86  
 
 
 
 
 
0.102 

90.2% 78.4% 84.3% 

Cesarean 
section 

5 11 16 

9.8% 21.6% 15.7% 

Total 51 51 102 

100.0% 100.0% 100.0% 

Indication of 
Cesarean 
section 

Groups  
Total 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
0.10 

Oral PGE1 Intracervical 
PGE2 

Persistent 
NRCTG 

3 2 5 

5.9% 3.9% 4.9% 

Persistent 
Decreased 
Fetal Movement 

0 2 2 

0.0% 3.9% 2.0% 

 
Failed IOL 

2 3 5 

3.9% 5.9% 4.9% 

Reduced Liqor 
+ NRCTG 

0 2 2 

0.0% 3.9% 2.0% 

Non –
progression of 
labor 

0 2 2 

0.0% 3.9% 2.0% 

Total 51 51 102 

100.0% 100.0% 100.0% 

 

Table 5. Stratification results of Bishop score (6 hours post 
induction) 

Variables Groups Mean SD p value 

 
 
 
 
Age Groups 

18-25 
years 

Oral PGE1 8.18 2.52 0.112 

Intracervical 
PGE2 

7.22 2.19 

26-30 
years 

Oral PGE1 9.42 0.50 0.046* 

Intracervical 
PGE2 

7.67 1.75 

31-40 
years 

Oral PGE1 9.00 0.01 0.048* 

Intracervical 
PGE2 

8.33 0.52 

 
 
Parity 

Primi 
gravida 

Oral PGE1 8.71 1.94 0.116 

Intracervical 
PGE2 

7.71 1.78 

Multi 
gravida 

Oral PGE1 9.40 0.52 0.034* 

Intracervical 
PGE2 

6.92 2.25 

 
 
Gestational 
age groups 

<40 weeks Oral PGE1 9.06 1.41 0.165 

Intracervical 
PGE2 

7.53 1.98 

>40 weeks Oral PGE1 8.44 2.28 0.076 

Intracervical 
PGE2 

7.47 1.85 

 
 
BMI Groups 

<25 Oral PGE1 8.78 1.81 0.166 

Intracervical 
PGE2 

7.51 1.94 
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>25 Oral PGE1 9.00 1.73 0.187 

Intracervical 
PGE2 

7.50 1.95 

 
Duration of 
PROM 
Groups 

<12 hours Oral PGE1 8.71 1.81 0.232 

Intracervical 
PGE2 

7.42 2.00 

>12 hours Oral PGE1 9.13 1.71 0.321 

Intracervical 
PGE2 

7.77 1.74 

Variables Groups Mean SD p value 

 
 
 
Age Groups 

18-25 
years 

Oral PGE1 12.59 4.43  
0.432 Intracervical 

PGE2 
15.63 4.34 

26-30 
years 

Oral PGE1 12.29 4.75  
0.321 Intracervical 

PGE2 
15.39 4.89 

31-40 
years 

Oral PGE1 11.80 6.22  
0.005* Intracervical 

PGE2 
19.67 3.72 

 
 
Parity 

Primi 
gravida 

Oral PGE1 11.88 4.38  
0.223 Intracervical 

PGE2 
16.42 4.77 

Multi 
gravida 

Oral PGE1 14.40 5.46  
0.034 Intracervical 

PGE2 
14.85 4.00 

 
Gestational 
age 

<40 weeks Oral PGE1 12.61 4.95  
0.117 Intracervical 

PGE2 
16.36 4.78 

>40 weeks Oral PGE1 11.94 4.19  
0.432 Intracervical 

PGE2 
15.20 4.18 

 
BMI 
Groups 

<25 Oral PGE1 12.86 4.75  
0.154 Intracervical 

PGE2 
15.97 4.44 

>25 Oral PGE1 11.20 4.39  
0.049* Intracervical 

PGE2 
16.14 5.16 

 
Duration of 
PROM 
Groups 

<12 hours Oral PGE1 11.46 4.54  
0.411 Intracervical 

PGE2 
15.76 4.61 

>12 hours Oral PGE1 14.38 4.43  
0.652 Intracervical 

PGE2 
16.77 4.66 

 

Table VI: Stratification results of induction to delivery 

 
Variables 

 
Mode of 
delivery 

Groups  
Total 

 
p value Oral 

PGE1 
Intracervi
cal 
PGE2 

 
 
 
 
 
 
Age 
Groups 

 
 
18-25 
years 

Spontaneo
us 
vaginal 

17 19 36  
 

0.586 
77.3% 70.4% 73.5% 

Cesarean 
section 

5 8 13 

22.7% 29.6% 26.5% 

 
 
26-30 
years 

Spontaneo
us 
vaginal 

24 15 39  
 

0.038 
100.0% 83.3% 92.9% 

Cesarean 
section 

0 3 3 

0.0% 16.7% 7.1% 

31-40 
years 

Spontaneo
us 
vaginal 

5 6 11 - 

100.0% 100.0% 100.0% 

 
 
 

 
Primi 
gravida 

Spontaneo
us 
vaginal 

36 31 67  
 

0.441 
87.8% 81.6% 84.8% 

 
 
Parity 

Cesarean 
section 

5 7 12 

12.2% 18.4% 15.2% 

 
Multi 
gravida 

Spontaneo
us 
vaginal 

10 9 19  
 
0.054 

100.0% 69.2% 82.6% 

Cesarean 
section 

0 4 4 

0.0% 30.8% 17.4% 

 
 
 
Gestatio
nal age 
groups 

 
 
<40 
weeks 

Spontaneo
us 
vaginal 

31 28 59  
 
0.057 

93.9% 77.8% 85.5% 

Cesarean 
section 

2 8 10 

6.1% 22.2% 14.5% 

>40 
weeks 

Spontaneo
us 
vaginal 

15 12 27 0.805 

83.3% 80.0% 81.8% 

Prostaglandin E2 (PGE2) gel boosts Cervical ripening, 

which can be used vaginally or intracervically. 

Misoprostol, a prostaglandin E1 analogue that was 

originally developed to treat stomach ulcers, has now 

being tested as a cervical ripening agent. Unlike PGE2 

gel, which needs refrigeration, misoprostol is affordable, 

stable and simple to administer.8 

Studies on using the medication misoprostol orally to 

prepare the cervix for childbirth have shown it can be 

effective. However, there's concern that it might lead to 

excessively strong and frequent contractions, potentially 

harming both mother and baby.9 The vaginal route was 

used in most studies due to a longer halflife when taken 

vaginally rather than orally. The short half-life of oral 

misoprostol, on the other hand, may be beneficial for 

cervical ripening since it reduces the risk of 

hyperstimulation and tachysystole. 

The benefit of taking misoprostol orally, particularly with 

regard to PROM, is that it eliminates the need for 

frequent vaginal inspections, lowering the danger of 

sepsis in both the mother and the infant.10 We conducted 

this study at the Unit II, Department of Obstetrics & 

Gynecology, SZABMU, Islamabad to compare the 

outcome of oral prostaglandin E1 and intracervical 

prostaglandin E2 gel for induction of labor in pre-labor 

rupture of membranes at term. 

Misoprostol and dinoprostone, the inducing agents for 

cervical ripening and labor induction, are available in a 

variety of forms, including gel, pills, inserts, and 

pessaries, and may be delivered by intravaginal, 

intracervical, oral, and sublingual methods. 

We find mean age of patients in Oral PGE1 and 

Intracervical PGE2 groups were as (25.88±3.91 vs 

25.29±3.63, p=0.433) while in Nadar et al., study the 

mean age of patients in Oral misoprostol and 

Intracervical PGE2 gel groups were as (27.33±2.76 vs 

27.11±3.48, p=0.687). In our study at time of induction 

the Bishop score was as (2.99±0.81 vs 2.94±0.79, 



Hannan Sajid et al 

J Soc Obstet Gynaecol Pak. 2024; Vol 14. No.2                   291 
 

p=0.876) while in Nadar et al., at time of induction the 

Bishop score was as (2.67±0.53 vs 2.97±0.0.63), after 6 

Hours of induction the Bishop score was as (8.84±1.77 

vs 7.51±1.92, p=0.0001) while in reference study after 6 

Hours of induction the Bishop score was as (7.84±3.64 

vs 9.39±4.20, p=0.0001). In our study mean induction to 

delivery interval was as (12.37±4.66 vs 16.02±4.60, 

p=0.0001) while in Nadar et al., mean induction to 

delivery interval was as (12.60±3.78 vs 14.66±4.80, 

p=0.005). In our study Oral PGE1 group 9.8% patients 

had cesarean section and in Intracervical PGE2 group 

21.6% patients had cesarean section with p value 

(p=0.102) while in Nadar et al., In Oral PGE1 group 10% 

patients had cesarean section and in Intracervical PGE2 

group 17.14% patients had cesarean section with p 

value (p=0.217). Oral PGE1 group had better outcomes 

than Intracervical PGE2 group. These findings aligned 

with the findings of our investigation. Furthermore, they 

come to the conclusion that a little dose of oral 

misoprostol (25 mcg) administered for pre-induction 

cervical ripening is a safe, efficient, and well-tolerated 

alternative to intracervical PGE2 gel, particularly for 

PROM patients at term.8 The time between PROM and 

delivery was also evaluated in this study. In a research 

employing 200 mcg oral misoprostol, Ngai et al. found 

comparable results, with a PROM to delivery time of 

7.5±6 hours compared to 16.2±6.3 hours in the placebo 

group.11 Using a low dosage of 100 mcg oral misoprostol 

every 6 hours compared to a placebo, Hoffmann et al. 

conducted an extended PROM experiment. The results 

showed that oral misoprostol required 7.5 hours 

compared to 25 hours for the placebo (P<0.001).12 In a 

study comparing 100 mcg oral misoprostol every 6 hours 

to intravenous oxytocin, Al Hussaini TK et al. discovered 

that the PROM to delivery interval was much shorter with 

100 mcg oral misoprostol every 6 hours (60 percent vs. 

35.4%), with a statistically significant result (P<0.001).13 

In term PROM patients, Ayaz et al compared 50 mcg oral 

misoprostol every 4 hours against conservative care and 

found that misoprostol reduced PROM to delivery 

interval (14.8 hours versus 17 hours, P< 0.001).14 As a 

result, inducing the patient did not raise the likelihood of 

caesarean section; in fact, good cervical ripening 

considerably lowered the rate of caesarean. 

For IOL, misoprostol was shown to be more effective 

than prostaglandin E2. Many studies have indicated that 

it has a shorter induction to labor and delivery interval. 

Misoprostol is now widely used for cervical ripening 

across the globe. The “American College of 

Obstetricians and Gynecologists” has approved its 

usage for inducing childbirth.15 

According to Qudsia's research, Misoprostol is more 

effective and quicker than prostaglandin E2 in increasing 

bishop score, and hence its induction to labor and 

delivery time is shorter. In her research, the time from 

induction to labor was shorter with Misoprostol, at 

7.2±4.7 hours, compared to 12.03±6.69 hours with 

prostaglandin E2.16 

When compared to intracervical PGE2, sublingual PGE1 

is a better cervical ripening agent, since it is quicker and 

more effective, with a shorter induction- to-delivery 

delay. Sublingual PGE1 was also associated with a 

decreased rate of caesarean section and fetal distress 

when compared to oral or vaginally delivered PGE1.7 

This discovery was overlooked in prior studies and is a 

valuable finding from our research. As a result, low-dose 

Misoprostol is just as effective as prostaglandin E2 for 

improving bishop score and uterine contractions. 

Padayachee et al evaluate the effectiveness of oral 

misoprostol for induction of labor (IOL) in the setting of 

term pre-labor membrane rupture (TPROM). Oral 

misoprostol seems to be a safe and effective IOL in 

TPROM, according to the researchers. However, the 

disparities in administration, dosage and frequency 

documented in the literature underscore the necessity 

for a consistent methodology to be used in practice.4 

Deepika et al examined the effectiveness of a sublingual 

misoprostol pill vs an intracervical dinoprostone gel for 

induction of labor, as well as the mother and fetal 

outcomes following induction. In comparison to the 

dinoprostone group, the misoprostol group had a shorter 

IDI, more vaginal births and a lower requirement for 

caesarean surgery. Between the two groups, there was 

a significant difference in the post-induction Bishop's 

score, the Stage II labor process, and the decrease in 

the need for augmentation (ARM). When compared to 

dinoprostone, misoprostol was shown to be more 

effective.17 

Maternal complications i.e. gestational diabetes, 

hypertension, fetal macrosomia & still births increase 

with higher maternal BMI. These complications in turn 

result in increased rate of reduction of labor among 

women with obesity however, induction of labor in obese 

women result in higher caesarean section rates.18 

Maternal age and BMI are two of the main factors that 

influence Oral Misoprostol efficacy and effect the failure 

of induction rate in term PROM.19 
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Conclusion 

The present study conclude that 3 doses of 25 mg 

oral misoprostol administered every 6 hours is as 

efficient as intracervical administered 2.5 mg of 

PGE2 every 6 hours in the cervical ripening in 

PROM patients.  

We concluded that oral prostaglandin E1 has better 

outcomes as compared to intracervical 

prostaglandin E2 gel for induction of labor in pre-

labor rupture of membranes at term. 
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