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Abstract 
Introduction: Induction of labor has become an increasingly utilized obste-
tric intervention in developed countries. It contributes to reduce the maternal 
and perinatal morbidity and mortality. Dinoprostone derivatives are often 
used under cardiotocography. In poor countries, health structures have nei-
ther fetal monitoring, nor means of preserving Dinoprostone derivatives. 
Misoprostol therefore constitutes an alternative. This study seeks to establish 
the efficacy and safety of oral Misoprostol and to assess maternal and peri-
natal prognosis in an area with limited resource. Methods: This is a mul-
ti-center clinical trial, conducted in 3 hospitals centers in Kisangani, Tshopo 
Province/Democratic Republic of Congo from December 1, 2020 to May 31, 
2021. Our sample was constituted with 68 pregnant women with term preg-
nancy. Fifty micrograms of Misoprostol was administered orally. The data 
were collected prospectively, their encoding was carried out on an Excel sheet 
2013 and their analysis carried out using the EPI INFO software. Results: The 
average age of the pregnant women was 23.17 ± 5.76 years. The average parity 
was 1.02 ± 1.2. The average body mass index (BMI) was 24.98 ± 2.55 Kg/m2. 
66 (97.1%) patients had received a maximum of 3 doses of Misoprostol. Out 
of the 16 parturients who received 3 doses or more, 11 (68.8%) had a BMI ≥ 
25. The average duration of labor was 16.03 ± 7.99 hours. 66 (97.1%) preg-
nant women had delivered vaginally. 57 (83.8%) patients delivered within 24 
hours. Out of the 11 patients who delivered after 24 hours, 7 (63.6%) had a 
BMI ≥ 25. The induction failure rate was 2.9% (2 patients). 2 (2.9%) fetuses 
had presented pathological modification of fetal heart rate (FHR). 2 (2.9%) 
patients had undergone cesarean section. Conclusion: Labor induction with 
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oral Misoprostol is effective and associated with low maternal and perinatal 
morbidity. A BMI ≥ 25 kg/m2 increases the number of doses to be given and 
the duration of labor. 
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1. Introduction 

Labor is the set of mechanical and physiological phenomena characterized by the 
apparition of forceful and painful uterine contractions that affect cervical dilata-
tion and cause the fetus to descend through the birth canal [1] [2]. These phe-
nomena normally occur spontaneously in a term pregnancy. However, when the 
pregnancy exceeds 40 weeks, maternal risks such as instrumental extractions, 
cesarean section, chorioamnionitis, postpartum endometritis, and perinatal risks 
such as fetal distress, macrosomia, fetal death, management of the newborn in 
neonatal intensive care increase [3]. 

Pregnancy may be prolonged (≥41 weeks) or going to postterm (≥42 weeks) 
thus indicating labor induction [4] [5]. Likewise, for personal convenience, or if 
the pregnant woman has risk factors such as prelabor rupture of membranes 
(PROM), gestational diabetes, gravidic hypertension, preeclampsia, or in twin 
pregnancy, when fetal macrosomia is suspected, or intrauterine growth retarda-
tion (IUGR), labor may be induced [2] [6]. 

Labor induction is a medical intervention that consists of using a drug or 
non-drug method to induce uterine contractions in order to help the pregnant 
woman to have a vaginal delivery [7]. This intervention is aimed at pregnant 
women who have not started labor, regardless of the state of the membranes [7]. 
The labor induction is successful when a vaginal delivery is obtained within 24 
hours [8]. 

According to the World Health Organization (WHO) [9], the prevalence of 
labor induction in developed countries is of an average of 25%, 11.4% in Latin 
America, 12.1% in Asia. In developing countries, the prevalence would be lower 
and others would have a similar prevalence as in developed countries. In Sri 
Lanka, the prevalence of induction of labor is 35.5% [10] and in the United 
States of America, it’s 25% [11]. In Africa, the prevalence would vary between 
1.4% - 6.8% with an average of 4.9% [12]. In Nigeria, a study conducted in a ter-
tiary hospital in Lagos found a prevalence of 16.7% [13]. However, in the Dem-
ocratic Republic of Congo (DRC), a prevalence of 3.2% was found at the Univer-
sity Clinics of Kinshasa [14]. In Kisangani, in the Eastern region of the DRC, we 
did not access to data related to labor induction. 

To onset the labor induction, WHO recommends using oxytocin solution, 
prostaglandins or artificial rupture of membranes [15]. Synthetic prostaglandins 
have been widely used over the last 20 years in labor induction due to their 
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greater efficacy [16] [17]. 
Synthetic prostaglandins used in obstetrics are the analogues of prostaglandin 

E1 (Dinoprostone) and the analogues of prostaglandin E1 (Misoprostol) [18]. 
Dinoprostone is expensive, requires storage at temperatures ranging from 2˚C - 
8˚C [19] hence the difficulty of using it in low income environments. Misopros-
tol therefore constitutes an alternative. Among the advantages of Misoprostol 
are its stability at ambient temperature, the rapidity of its action, its multiple po-
tential routes of administration (oral, buccal, sublingual, vaginal, rectal) and its 
low cost [8] [20]. 

From the beginning of the labor induction process, woman should be admit-
ted to hospital, she should be carefully assessed for evidence of fetal compro-
mise. This should include electronic FHR monitoring for 30 minutes if available. 
Once a Misoprostol regimen has been started, the woman must be monitored 
the FHR and uterine activity closely [21]. 

WHO [15] recommends the use of Misoprostol at low doses and monitoring 
of labor by the cardiotocogram to early detect pathological modification of fetal 
heart rate (FHR) and uterine hyperstimulation which can lead to rupture of the 
uterus. For this, WHO [15] and the International Federation of Gynecologists 
and Obstetricians (FIGO) [22] recommend doses of 25 microgram (µg) vaginally 
every 6 hours or 25 µg orally every 2 hours. 

However, there is no evidence about the optimal number of doses to be admi-
nistered to increase the rate of vaginal delivery [23]. It is the same for the fre-
quency and the route of administration [24] [25]. A Cochrane analysis con-
ducted in 2006, including four tests (474 women) recommended that the dose of 
oral Misoprostol would not exceed 50 µg [26]. 

Misoprostol with low dose is well tolerated, but its use is limited if the preg-
nant woman has a scarred uterus. Misoprostol may be associated with hyperci-
nesia, uterine hypertonia, pathological modifications of FHR and this depends 
on the dose and route of administration, which may be accompanied by an 
emergency cesarean section whereas the latter may not be indicated [27]. 

Oral Misoprostol is rapidly absorbed and reaches the plasmatic pic 30 minutes 
after its administration. It then binds to plasma proteins in a proportion less 
than 90%, which is the inactive form, thereby reducing the plasma concentra-
tions of the active metabolite as well as its action on smooth muscle fibers [19]. 
As a result, its contracting action on the uterus would be reduced, thus reducing 
the risk of hyperstimulation and pathological modification of FHR compared to 
other routes if it was administered with the same doses and at the same fre-
quency. 

However, the Misoprostol available in our environment is of 200 µg, hence the 
difficulty of dividing into 8 in order to obtain the dose of 25 µg as recommended 
by the WHO [15] and FIGO [22], and several health structures in under-equipped 
settings do not have a cardiotocogram for monitoring of the FHR and uterine 
contractions, which can increase the risk of maternal and perinatal complica-
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tions. 
That is why we wanted to know if 50 µg of oral Misoprostol could be effective 

for labor induction, and to assess the associated maternal and perinatal progno-
sis in under-equipped settings. 

2. Material and Methods 

These are the preliminary results of a clinical trial, conducted at the Kabondo 
General Reference Hospital (GRH), at the Alwaleade and Saint-Joseph Reference 
Health Centers in Kisangani, Tshopo Province, Democratic Republic of Congo, 
from December 1, 2020 to May 31, 2021. Data collection was prospective. The 
population of the study was pregnant women with term pregnancies admitted to 
one of the maternities of the selected health structures and who had undergone 
antenatal consultations. The sample consisted of 68 pregnant women with term 
pregnancies (38 - 41 weeks). 

Were included, nulliparous, pauciparous and multiparous who had a single 
fetus, with normal fetal heart rate (110 - 160 per minute), cephalic presentation, 
without medical indication for labor induction and who had signed the in-
formed consent. 

Excluded were large multiparous, pregnant women with multiple pregnancy, 
hypertension, diabetes, large or small pregnant uterus, presentation other than 
cephalic, FHR disturbances before induction, placenta praevia, pregnancy in a 
fibromyomatous uterus, foeto-pelvic disproportion, abnormalities pelvis and 
cases of fetal death. 

In the operational setting, the socioeconomic parameters were evaluated ac-
cording to the score of Traissac et al. [28], the large multiparous were pregnant 
women who had already delivered more than five times. We had induced labor 
with Miso® 200 manufactured by Mylan Laboratories Ltd. Gujarat. India. Batch 
No 9415A009A (INN: Misoprostol), we divided the tablet by 4, thus obtaining 50 
µg which was administered orally with a cup of water and the pregnant woman 
took again 1/4 tablet every 6 hours until obtaining effective uterine contractions, 
without exceeding 3 doses. Uterine contractions were said to be effective when 
one had at least 3 uterine contractions every 10 minutes with an average dura-
tion of 45 seconds. 

For the efficacy of oral Misoprostol, we assessed the number of dose adminis-
tered, the time to onset of the first uterine contractions compared to the first 
dose, the duration of labor and vaginal delivery rate. 

For the safety of oral Misoprostol, we assessed uterine hyperstimulation rate, 
uterine pre-rupture or rupture, cesarean section, pathological changes due to 
FHR, meconium staining of amniotic fluid, Apgar score and neonatal manage-
ment.   

Uterine hyperstimulation was the association or not of hypercinesia and 
hypertonia. It was considered as failure of induction when there was no occur-
rence of uterine contractions after administration of 3 successive doses. We pro-
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ceeded to an active management of the third period of delivery to prevent deli-
very hemorrhages. The body mass index (BMI) was evaluated in relation to the 
results of Ferrazzi et al. [29] which suggest that a BMI > 25 Kg/m2 at term preg-
nancy increases the risk of failure to induce labor, prolonged labor and high ce-
sarean section rate. 

The data were collected using a standard protocol including socio-anthropo- 
metric, gyneco-obstetric parameters, labor process, delivery route, maternal and 
perinatal prognosis. The data collected were encoded on an Excel 2013 sheet and 
analyzed using EPI INFO Version 7.2.2.6 software. 

3. Results 

As shown in Figure 1, on 87 patients which were eligible for labor induction 
with oral Misoprostol, 19 were exclused whose 3 for gestational hypertension, 2 
twin pregnancy, 4 for non-cephalic presentation, 1 for placenta praevia, 1 for 
gestational diabetes, 2 for foetal death and 6 refused to induce labor. That is why 
we stayed with 68 patients in whom we induced labor and data analysis.    

The age average of pregnant women was of 23.17 ± 5.76 years. 44 (64.7%) of 
the pregnant women had between 20 - 34 years. 56 (82.4%) were married, 36 
(52.9%) had no profession, 34 (50%) had a low socio-economic and secondary 
level education (Table 1). 

The parity average was 1.02 ± 1.21 and 50 (73.5%) patients were nulliparous. 
The BMI average was 24.98 ± 2.55 Kg/m2 and 43 (63.2%) pregnant women had 
an BMI < 25 Kg/m2. The membranes were intact in 62 (91.2%) of pregnant 
women. Birth weight was 3201.76 ± 375.778 gr and 58 (85.3%) newborns had a 
weight between 2500 and 3500 gr (Table 2). 

4. Relation between BMI, the Number of Doses and the  
Duration of Labor 

4.1. Relation between BMI and Number of Doses 

Of 14 patients who received only one dose of Misoprostol, 10 (71.4%) had a BMI 
< 25 and 4 (28.6%) a BMI ≥ 25. 38 patients received 2 doses among whom 28 
(73.7%) had a BMI < 25 and 10 (26.3%) had a BMI ≥ 25. Out of 16 pregnant  
 

 
Figure 1. Flow diagram for analysis. 

Exclused (n=19)
- Not meeting inclusion criteria (13)
- Refused (n=6)

Data Analysis (n=68)

Assessed for eligibility (n=87)
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Table 1. Socio-demographic factors. 

Parameters 
f 

N = 68 
% 95% CI Average ± DS 

Age (years)    23.17 ± 5.76 

<20 20 29.4 18.98 - 41.71  

20 - 34 44 64.7 52.17 - 52.17  

≥35 4 5.9 1.63 - 1.63  

Marital Status     

Married 56 82.4 71.20 - 90.53  

Single 12 17.6 9.47 - 28.80  

Profession     

Pupil/Student 22 32.4 21.51 - 44.79  

without 36 52.9 40.45 - 65.17  

Salaried 2 2.9 0.36 - 10.22  

Informal sector 8 11.7 5.22 - 21.87  

Socio-economic level     

Low 34 50.0 61.43 - 83.50  

Medium 32 47.1 7.28 - 25.39  

High 2 2.9 5.22 - 21.87  

Education level     

Illiterate 4 5.9 1.63 - 14.38  

Primary 22 32.3 21.51 - 44.79  

Secondary 34 50.0 37.62 - 62.38  

Superior 8 11.8 5.22 - 21.87  

 
Table 2. Gyneco-obstetrical parameters. 

Parameters 
f 

N = 68 
% 95% CI Average ± SD 

Parity    1.02 ± 1.21 

Nulliparous 50 73.5 61.43 - 83.50  

Pauciparous 10 14.7 7.28 - 25.39  

Multiparous 8 11.8 5.22 - 21.87  

BMI (Kg/m2)    24.98 ± 2.55 

<25 43 63.2 50.67 - 74.61  

≥25 25 36.8 25.39 - 49.33  

Membranes     

Intacts 62 91.2 81.78 - 96.69  

Ruptured 6 8.8 3.31 - 18.22  

PN (grams)    3201.76 ± 375.778 

2500 - 3500 58 85.3 74.61 - 92.72  

>3500 10 14.7 7.28 - 25.39  
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women who received 3 doses or more, 5 (31.2%) had a BMI < 25 and 11 (68.8%) 
had a BMI ≥ 25. 

4.2. Relation between BMI and the Duration of Labor 

The pregnant women who delivered within the 24 hours were 57 (83.8%) among 
which 39 (68.4%) had a BMI < 25 and 18 (31.6) had a BMI IMC ≥ 25. 11 patients 
delivered 24 hours after induction among whom 4 (36.4%) had a BMI < 25 and 7 
(63.6%) had a BMI ≥ 25.  

As shown in Table 3, the average of the doses received was 2.09 ± 0.82 or 
104.5 ± 41 µg of Misoprostol. 66 (97.1%) patients received 3 doses or less. The 
evolution of the labor was normal in 66 (97.1%). Pregnant women who pre-
sented an uterine hyperstimulation were 2 (2.9%). The average time to onset 
uterine contractions was 6.82 ± 4.00 and 38 (55.9%) patients already had uterine 
contractions after the first dose. 57 (83.8%) patients delivered within 24 hours. 
The average labor duration was 16.03 ± 7.99 hours. The failure rate of labor in-
duction was 2.9% (2 patients). 66 (97.1%) patients delivered through vagnal route 
and only 2 (2.9%) cases of ceasarean sections were recorded. One case indicated 
for onset failure and the other one for pathological modification of FHR. 

During labor, BCF was normal in 66 (97.1%) patients. 64 (94.1%) newborns 
had an Apgar ≥ 7 the first minute against 2 (2.9%) for whom the Apgar was 
weak. At the fifth minute, all the newborns had an Apgar ≥ 7. 66 (97.1%) new-
borns had a normal evolution (Table 4). 

 
Table 3. Number of doses received, evolution of labor and maternal prognosis. 

Parameters 
f 

N = 68 
% 95% CI Average ± SD 

Doses of Miso received    2.09 ± 0.82 

≤3 66 97.1 89.78 - 99.64  

>3 2 2.9 0.36 - 10.22  

Evolution of labor     

Normal 66 97.1 89.78 - 99.64  

Hyperstimulation 2 2.9 0.36 - 10.22  

Duration 1st CU (hours)    6.82 ± 4.00 

0 - 6 38 55.9 43.32 - 67.92  

7 - 12 22 32.4 21.51 - 44.79  

≥12 8 11.7 5.22 - 21.87  

Duration dose 1 to delivery (hours)    16.03 ± 7.99 

≤24 57 83.8 72.90 - 91.64  

>24 11 16.2 8.36 - 27.10  

Failure Induction 2 2.9 0.36 - 10.22  

Delivery route     

Vaginal delivery 66 97.1 89.78 - 99.64  

Ceasarean section 2 2.9 0.36 - 10.22  
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Table 4. Perinatal prognostic. 

Parameters 
f 

N = 68 
% 95% CI Averages 

FHR    140.94 ± 4.22 

Normal 66 97.1 89.78 - 99.64  

Abnormal 2 2.9 0.36 - 10.22  

APGAR (1st minute)     

≥7 64 94.1 85.62 - 98.37  

Abnormal 4 5.9 1.63 - 14.38  

APGAR (5 minute)     

≥7 68 100.0 94.72 - 100.00  

Abnormal 0 0.0 0.00 - 5.28  

Neonatal care     

Yes 2 2.9 0.36 - 10.22  

No 66 97.1 89.78 - 99.64  

5. Discussion 
5.1. Influence of BMI on the Number of Doses  

Beckwith L et al. [30] compared the effect of obesity in labor induction with 
prostaglandin versus mechanical dilatation and found that obesity was asso-
ciated with a higher rate of failure to achieve active labor in women undergoing 
prostaglandin ripening with Misoprostol. In this study, the average BMI was 
24.98 ± 2.55 kg/m2. 43 (63.2%) of pregnant women had a BMI < 25 kg/m2 and 25 
(36.8%) had a BMI ≥ 25 kg/m2. Of 14 patients who received only one dose of 
Misoprostol, 71.4% had a BMI < 25 kg/m2. At 2 doses, 28 (65.1%) had a BMI < 
25. Hence, a BMI < 25 is associated with a reduction in the number of doses to 
be administered. However, of 16 patients who received 3 doses or more, 11 
(68.8%) had a BMI ≥ 25 kg/m2. From the above, BMI ≥ 25 is associated with an 
increase in the number of doses. Lassiter J.R. et al. [31] found that women with 
higher BMI required more doses of Misoprostol, longer duration of oxytocin 
administration prior to delivery.  

Ferrazzi et al. [29] found that BMI ≥ 25 was a risk factor for prolonged labor 
which can increase the number of doses to be administered if the uterine con-
tractions are not effective. 

5.2. Relation between BMI and Labor Duration  

Of the 57 patients who delivered within 24 hours, 39 (68.4%) had a BMI < 25. 
These results could also be related to the sample size of pregnant women with 
BMI < 25 which represented 63.2% (43 patients). Of 11 patients who delivered 
after 24 hours, 7 (63.6%) had a BMI ≥ 25. Maged AM et al. [32] induced labor in 
postdate pregnancy in obese woman and found that the duration till of vaginal 
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delivery was higher compared to non-obese woman. Ferrazzi et al. [29] found 
that the BMI ≥ 25 on a postterm pregnancy was à risk factor of prolonged dura-
tion of labor induction. They found that in nulliparous patients, if the BMI ≥ 30, 
the induction time was high as well as the number of doses received (AdjOR 2.4, 
95% CI 1.02 - 5.67), it is even in multiparous patients if BMI ≥ 30 (AdjOR 4.24, 
95% CI 1.02 - 17.6). Pevzener et al. [33] evaluated the efficacy of dinoprostone 
and Misoprostol via the vagina in assessing the occurrence of vaginal delivery 
after induction in 1274 patients and found that a BMI < 30 kg/m2 was associated 
with a greater chance of giving birth vaginally (odds-ratio [OR]: 1.95; 95% CI: 
1.32 - 2.22; p < 0.01). Despite being overweight, administration of prostaglandins 
vaginally increases its bioavailability on uterus, which could improve their effec-
tiveness for cervical maturation and induction of uterine contractions. 

5.3. Evolution of Labor and Maternal Prognosis 

The average dose received was 2.09 ± 0.82 or 104.5 ± 41 µg of Misoprostol. 66 
(97.1%) patients received 3 doses or less. Hafizur R et al. [1] also found an aver-
age of 2.33 ± 1.18 doses during labor induction with 50 µg of oral Misoprostol. 
97.1% had a normal course of labor and 2.9% had presented with uterine hyper-
stimulation. Hafizur et al. [1] found in their study 1.8% cases of uterine hyper-
cinesia but did not find any case of hypertonia upon induction of labor. The fact 
that we monitored parturients only on the basis of clinical evidence for lack of 
cardiotocogram, we had difficulty differentiating hypercinesia from uterine hyper-
tonia. 

The mean time to onset of uterine contractions was 6.82 ± 4.00 hours and 38 
(55.9%) of patients already had uterine contractions after the first dose. 57 
(83.8%) of patients delivered within 24 hours. Saleh HS et al. [34] found a 96% 
rate of vaginal delivery within 24 hours. The difference from our study would be 
related to the fact that they administered 50 µg of Misoprostol every 4 hours 
with a maximum of 5 doses in a row if uterine contractions were not effective. 
Shetty A et al. [35] found a 93.3% of vaginal delivery within 24 hours within 24 
hours. They administered 50 µg of Misoprostol every 4 hours to patient with 
prelabor rupture of membranes. 

The mean duration of labor was 16.03 ± 7.99 hours. Khadija B et al. [36] 
found an average of 9.81 ± 4.43 hours probably because they administered 50 µg 
every 4 hours. Snehil D et al. [37] found average labor duration of 10.84 ± 3.37 
hours. This duration was less than that we found in our series because in their 
study, they only started labor in pregnant women with prelabor rupture of 
membranes, which can also induce labor and cause the cervical maturation. 
They administered 50 µg of Misoprostol every 4 hours. Shetty et al. [35] found 
an average labor duration of 20.5 hours. 

The failure rate was 2.9% (2 patients) in our series. Saleh HS et al. [34] had not 
found a case of failure and this would be linked to the frequency of administra-
tion and the total number of doses to be administered which was 5 doses, whe-
reas in our series we set ourselves a total number of 3 to speak of failure. 2 
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(2.9%) patients delivered by caesarean section. Kahdija et al. [35] induced labor 
in pregnant women with a medical indication for induction and had found a rate 
of 41% of cesarean sections in a series of 100 pregnant women after induction 
with 50 µg of oral Misoprostol every 4 hours. However, Saleh HS et al. [34] 
found a rate of 4% of caesarean section following the same protocol in pregnant 
women with term pregnancy without medical indication for induction of labor 
which can be in the same limits than our series. 

5.4. Perinatal Prognosis 

During labor, the rate of pathological modification of FHR was 2.9% (2 fetus). 
This rate is not different from that found by Saleh HS et al. [34] which was 2%. 
64 (94.1%) newborns had an Apgar ≥ 7 at the first minute versus 4 (5.9%) who 
had a low Apgar. By the fifth minute, all newborns had an Apgar ≥ 7. 66 (97.1%) 
newborns had a normal course. Saleh HS et al. [34] recorded no cases of Apgar < 
7 at the first. It can be because of monitoring of labor by the cardiotocogram 
which can early detect pathological modification of FHR, then they could indi-
cate early caesarian section. 

6. Conclusions 

Oral Misoprostol is effective in labor induction on term pregnancy, and is not 
associated with many maternal and perinatal complications. However, a BMI ≥ 
25 kg/m2 increases the risk of a prolonged duration of labor as well as the num-
ber of doses to be administered.  

Research comparing the efficacy and safety of labor induction by oral Miso-
prostol versus sublingual, buccal or vaginal route following the same protocol, 
would be essential to improve the management of labor induction in un-
der-equipped settings. It would also be essential to conduct studies on the labor 
induction in pregnant women with medical or obstetric indications and assess 
the maternal and perinatal prognosis.  

The limitation of our study is that we conducted it in under-equipped settings 
without monitoring the FHR as uterine contractions. A larger sample could also 
be necessary to detect the other factor which could influence the number of 
dose, the duration of labor and the safety. 
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Appendix: The Standard Protocol  

Structure: 
N˚ Serie: ……. 

STANDARD PROTOCOL 
Title: Labor induction with oral Misoprostol in term pregnancy. A clinical tri-

al 
 Date: ……………………………….  
 Age: ……………………………… 
 Marital status: Married ☐; Single ☐ 
 Profession: …………………………. 
 Education level: Illiterate ☐; Primary ☐; Secondary ☐; Superior ☐  
 Socio-economic level:   
 Daily expenditure: <17 USD ☐; ≥17 USD ☐ 
 Habitat type: Non-durable materials ☐; Durable materials ☐  
 Means of transport: Shared vehicle ☐; Personal vehicle ☐ 
 Antecedents: Gestity ………… Parity ………… Abortion ………… 
 Current pregnancy: Date of last period: ……….. Gestational age ………... SA 
 Prenatal consultations: Yes ☐; Not ☐ 
 First trimester ultrasound: Yes ☐; Not ☐   

If yes, probable term of pregnancy ………. 
 Course of pregnancy: Normal ☐; Risk ☐; Type de risk……………………..   
 Physical and obstetrical examination: 
 Temperature ……… ˚C; Arterial pressure ……… mmHg; Weight ……… Kg; 

Cut ……… m  
 Uterine height ………… cm; Fetal heart rate …………. bpm     
 Condition of membranes: Intact …….. Ruptured …….. Since …….. hours 
 Indication of labor induction:  

Term pregnancy ☐; Postdate (≥41 weeks) Postterm ☐ 
Prelabor rupture of membranes ☐; Intrauterine growth retardation ☐ 
Preeclampsia ☐; diabetes ☐; Oligoamnios; ☐ Other (Specify) ……………… 

 Labor induction: 
 

 Misoprostol 50 µg (1/4 table 1st day) 
1st dose: date …………… Time ……….…. 
Time of onset of uterine contractions: …. 
hours 
2nd dose: date …………… Hours ………….  
Time of onset of uterine contractions/1st 
dose: …… hours 
3rd dose: date ………… Hours ……………   
Time of onset of uterine contractions/1st 
dose …… hours 

 Misoprostol 50 µg (1/4 tablet 2nd day) 
1st dose: date ……………… Hours ………..  
Time of onset of uterine contractions/1st 
dose: ......... hours 
2nd dose: date ………… Hours ……………. 
Time of onset of uterine contractions/1st 
dose: …… hours 
3rd dose: date …………. Hours ……………  
Time of onset of uterine contractions/1st 
dose …… hours 

 
 Use of oxytocin solution: Yes ☐; Not ☐; Time limit/1st dose: …………… 
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Bishop score: …………. 
 Rupture of membranes: Time ………. hours   

Appearance of amniotic fluid: clear ☐; meconium ☐ 
 Unfolding of labor: Normale ☐; hyperstimulation ☐; Pathological modifica-

tion of FHR ☐ 
 Side effects: Diarrhea ☐; Vomiting ☐; Fever ☐; Chills ☐; Other …………… 
 Duration of latent phase (0 - 3 cm) ………… Hours 
 Delivery 
 Time: ……………..; Time limit/1ère dose: …………… hours 
 Vaginal delivery ☐ 
 Cesarean section ☐  

Indication of cesarean section: Pathological modification of FHR ☐; hyper-
stimulation ☐; Failed labor induction ☐; Other (specify) ……………. 
 New born: Sex: Male ☐; Feminine ☐ 
 Weight: ………… gr; Apgar: ……… 1st minute; ……… 5th minutes; ……… 

A 10th minutes 
 Neonatal management: Yes ☐; NOT ☐ 

If yes, Neonatal asphyxia ☐; Neonatal infection ☐; Other (specify): ………… 
Unfolding new born: Good ☐; Neonatal care☐; Stillbirth ☐ 

 Maternal Complications  
Pre-rupture ☐; Uterine rupture ☐; Other (specify): ………………………… 

 Patient Satisfaction: 
Not satisfied ☐; Satisfied ☐; Very satisfied ☐  
Provider’s observations: ………………………… 
 
Thank you! 
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