
ABSTRACT

Objective: The objective of this study was to determine the after effect of misuse of oxytocin by Birth Attendants to 
augment labour during home deliveries and to assess the adverse effects on mother and child.
METHADOLOGY: Thisstudy was conducted in Mardan Medical Complex Hospital,Mardan fromJanuary, 2017 till 
December, 2017 in Obstetrics and Gynecology A unit. All Patients who presented to OPD and had given birth at home 
during last 6 months were interviewed for the use of injections by birth attendants.Alsowomen who presented to 
labour room as handled caseswere included in the study for the misuse of oxytocin at home.
Results:  Among 500 Patients, 80 % reported use of oxytocin (70%) or some other treatments (30%) for augmentation 
of labour. We recorded 494 live births and 06 still births. Among maternal associated morbidity, 100 women who 
had a history of oxytocin use at home were referred to hospital. According to these women reasons for referral were 
prolonged or obstructed labour (60), Convulsions (6), premature rupture of membranes (20), and (14) were others 
2 cases were of rupture uterus. Conclusions: In 90% of women oxytocin was used to augment labour outside the hospi-
tal settings,due to this misuse, cases of adverse maternal and neonatal complications are received daily in emergency 
in the labour room. To avoid this, tighter regulatory control of labour inducing drugs along with regular training of 
health care workers is required.
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To reduce maternal mortality and morbidity is a 
major challenge worldwide especially in developing 
countries(1). There are multiple factors involved in 
this high mortality like poor health system weak-
tened by chronic and manmade disaster ,deficient  
health care workers and inefficient training of 
existing health care personnel. Pakistan is a coun-
try with a second highest maternal mortality 
ratio(401/100000) live birth in south Asia and 
seventh highest neonatal mortality 42/1000 live 
birth in 2013 in the world(2). 

INTRODUCTION
The leading cause of maternal death in Pakistan is 
hemorrhage, hypertension, infection, obstructed 
labour and unsafe abortion(3,4) .For neonates this 
include infection ,asphyxia as well as prematurity 
with low birth weight(5,6). 0ne of the major contrib-
uting factors towards increased maternal and 
neonatal mortality is shortage of trained health 
workers, added to this, poor training of health 
workers and unregulated andover the counter 
availability of labour inducing medications may 
lead to injudicious use which are responsible for 
adverse maternal and neonatal effects(7–11).
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Oxytocic is commonly used labour inducing drug. It is 
used in all stages of labour, however, their misuse result 
in serious complications for both mother and child. 
Maternal complications include hyper stimulation of the 
uterus, leading to precipitate labour, perineal tears, 
serum electrolytes imbalance, and post-partum hemor-
rhage, increased risk of instrumental and operative 
delivery, amniotic fluid embolism, uterine rupture and 
maternal death. Fetal complications are Low Apgar 
score of less than 7and subsequent critical care; and low 
O2 Stats, fetal distress and asphyxia, intrapartum fetal 
death and neonatal death. The world health organization 
has recommended to use oxytocic in a facility which is 
equipped to closely monitor mother and child and where 
facility for caesarean section is available(12).
In most of the medico legal disputes that arise from 
complicated labour outcomes, the primary causative is 
almost invariably the inappropriate use of oxytocin(12)
The objective of our study was to highlight the misuse of 
oxytocin in home deliveries and its adverse effects on 
maternal and neonatal health so that preventable meas-
ures could be taken.

METHODOLOGY:
This cross-sectional study was conducted in Mardan 
medical complex hospital Obstetrics and Gynecology A 
unit in 2017 to know about the behavior of married 
women about the intrapartum practices of Oxytocin.Mar-
ried women including primary gravida and multigravida, 
aged 15-49 years, who had birthed at home during the 
last 6 months before the commencement of the study, 
who came to OPD as well as women with history of 
injections at home who presented to labour room were 
included in the study. All births which had happened in a 
controlled environment, hospital or outpatient clinic were 
excluded.
The results from the discussions with the patients were 
incorporated into the questionnaire. The questionnaire 

had information about age, education, parity, previous birth 
history with obstetric complications, pain management 
during labour, including oxytocin, maternal and neonatal 
complications, and specific attitudes focusing on labour 
augmentation. Women were also asked about who attend-
ed their delivery. A total of 500 interviews were included in 
the study.

RESULTS:
A total of 500 women were included in the study. Out of 
these 500 women, 400 women gave birth at home however 
100 patients were referred patients to labour room with 
some complication and history of injections at home. We 
recorded 494 live births and 06 still births, low Apgar score 
babies who needed neonatal ICU Carewere recorded10.
Regarding the attitudes of women towards medicine during 
delivery, about 70% (350) were satisfied about the use of 
medicine. According to them it speeded up their delivery 
and reduced their suffering. As well as it prevented them 
from hospital delivery. Out of these 400 home deliveries 
90%(360) women gave history of oxytocin use by some 
TBA at home by infusion or by intramuscular injection.
Among women who has given history of the use of oxytocin 
to augment labour. The reasons for the use of were oxytocin 
were to augment labour pain 100, to deliver the baby more 
easily 65 and to increase the women pushes 27 and to 
prevent hospital delivery were 200. 420 (84%) of these 
women received one dose of oxytocin. 69 women (13.7%) 
received 2 doses of oxytocin however only 11 women 
(2.2%) reported receiving of three doses. 80% of the patient 
had a been given oxytocin as an intravenous infusion while 
20% had been given intramuscular injection.
According to all these women TBA performed an examina-
tion before oxytocinadministration. This examination includ-
ed Per vaginal assessment of cervical dilation and station 
and per abdomen fetal position and movements were also 
assessed. Those TBA also checked the women’s blood 
pressure however in a singular instance one patient report-
ed that the TBA check for fetal heart beat also.At the first 
onset of labour pain the first dose of oxytocin was given in 
the initial 12 hours (75%), and the dose was repeated if the 
labour did not progress within the first hour (50%), and s it 
usually happened 50% of the births occurred with adminis-
tration of the initial dose.
100 women who have given history of oxytocin at home 
were referred to hospital. According to these women 
reasons for referral were prolonged or obstructed labour 
(60),Convulsions (6), premature rupture of membranes 
(20),and (14) were others 2 cases were of rupture uterus.

DISCUSSION:
Most commonly used drug in labour is oxytocin. It can be 
used in all stages of labour, in induction as well as augmen-
tation and prevention of postpartum hemorrhage. In a study 
by Arul kumara et al,almost 80% of nulliparous and 90% 
parous women were delivered vaginaly after augmentation 
with oxytocin. Side effects of oxytocin are very few if proper-
ly controlled dose is given, however serious complications 
in both mother and baby can occur with injudicious use of 
oxytocin. Recently oxytocin is added to the list of medica-
tions designated as high alert by the institute for safe medi-
cation, USA. Such drugs are defined as those bearing a 
high risk of harm when they are used injudiciously(13,14).
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According to our study in Mardan Medical Complex 
Hospital about 1 in 3 women receiveoxytocin at home for 
a trail of labour and as an effort to accelerate delivery. 
This high usage of laboring inducing medicine is due to 
the misconception that it is used to accelerate obstructed 
labour which is commonly associated with cephalopelvic 
disproportion and abnormal presentation leading to 
further complications(15–17).Our results are similar to 
those of other studies in Pakistan, and other Asian Coun-
tries in which the injudicious use of oxytocin ranged from 
15 to 69%(18–20).
Patients who had a prior history of extended labour >12 
hours and had a prior experience of oxytocin use were 
more comfortable with the repeat use of oxytocin in their 
births.Among these patients 100 were referred to a 
tertiary care center, of whom there were 6 stillbirths(18).
In our study we found that women who had good wealth 
quintiles were more likely to use oxytocin for labour 
augmentation. Also women who had some knowledge of 
oxytocin were more likely to have it. However, from our 
study we cannotclearly say that this knowledge was 
gained before or after the use of oxytocin. Another limita-
tion of our study was recall bias because the women may 
not be able to recall the type of medicine given to them 
at home(21–23).
To augment recall bias, we curtailed the study period to 
six months. Incidentally there was selection bias due to 
the fact that some of the study subjects were more 
educated than others to correctly recall the type of medi-
cine given to them. We excluded maternal deaths from 
the study sample and mortality assessment could not be 
made after the fact(22).
The 6 stillbirths reported in this study are less than that 
expected. There are also many limitations to accurately 
capture stillbirth rates as well as this study was not 
designed to measure associations between oxytocin use 
and adverse health outcomes(23).
The results from this study shows that oxytocin is 
commonly administered at home to augment labour 
pain. A literature review of home-based birth has also 
demonstrated that it is very common to use oxytocin to 
augment labour insouth Asia. The willingness of women, 
TBAs  and VDs to openly discuss oxytocin use to 
augment labour suggests that there is no awareness that 
the use of oxytocin is a discouraged practice in home 
settings. This may be because of the limited knowledge 
about the potential adverse outcomes of this 
practice(24–26).
Our study outcomes have the potential to change 
attitudes and practices by TBA’s and VD, and among the 
women about the probable harmful adverse outcomes of 
oxytocin use in home births and shape behaviors regard-
ing practice of use(18,26). Further research is needed to 
comprehensively outline decision making protocol 
regarding when and if oxytocin is to be used to augment 
labour, and in case of adverse outcomes and complica-
tion, how can the complications be prevented and 
managed afterwards(22,23). The important parameter of 
maternal and neonatal outcomes post oxytocin use 
needs to particularly researched in large population 
studies(24). This parameter takes on a significant impor-
tance in Urban Slums where the maternal and neonatal 
mortality is on the rise(14). Lastly the oxytocin as drug 
needs to be handled and stored properly as improper 

storage leads to reduced efficacy of the drug.
For cases of postpartum hemorrhage Oxytocin and other 
uterotonics are most effective medicine which can be 
used at home (Misoprostol) or in a tertiary care center as 
intravenous Oxytocin or Ergometrine.However, there is 
no final verdict to conclusively support the use of 
oxytocin in labour augmentation, but there is clear 
evidence that oxytocin does accelerate the second stage 
of labor and can be used to hasten it or use by UAP’s in 
home births (24). Therefore, use of oxytocin in non-con-
trolled environment needs to be strongly discouraged 
and public awareness campaign to that effect needs to 
be undertaken.
There are plans underway by the government to encour-
age use of misoprostol at community level for prevention 
of postpartum hemorrhage, and follow studies needs to 
be under taken whether or not the practice of misopros-
tol for labour augmentation is being used or not. 
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To reduce maternal mortality and morbidity is a 
major challenge worldwide especially in developing 
countries(1). There are multiple factors involved in 
this high mortality like poor health system weak-
tened by chronic and manmade disaster ,deficient  
health care workers and inefficient training of 
existing health care personnel. Pakistan is a coun-
try with a second highest maternal mortality 
ratio(401/100000) live birth in south Asia and 
seventh highest neonatal mortality 42/1000 live 
birth in 2013 in the world(2). 

INTRODUCTION
The leading cause of maternal death in Pakistan is 
hemorrhage, hypertension, infection, obstructed 
labour and unsafe abortion(3,4) .For neonates this 
include infection ,asphyxia as well as prematurity 
with low birth weight(5,6). 0ne of the major contrib-
uting factors towards increased maternal and 
neonatal mortality is shortage of trained health 
workers, added to this, poor training of health 
workers and unregulated andover the counter 
availability of labour inducing medications may 
lead to injudicious use which are responsible for 
adverse maternal and neonatal effects(7–11).

Oxytocic is commonly used labour inducing drug. It is 
used in all stages of labour, however, their misuse result 
in serious complications for both mother and child. 
Maternal complications include hyper stimulation of the 
uterus, leading to precipitate labour, perineal tears, 
serum electrolytes imbalance, and post-partum hemor-
rhage, increased risk of instrumental and operative 
delivery, amniotic fluid embolism, uterine rupture and 
maternal death. Fetal complications are Low Apgar 
score of less than 7and subsequent critical care; and low 
O2 Stats, fetal distress and asphyxia, intrapartum fetal 
death and neonatal death. The world health organization 
has recommended to use oxytocic in a facility which is 
equipped to closely monitor mother and child and where 
facility for caesarean section is available(12).
In most of the medico legal disputes that arise from 
complicated labour outcomes, the primary causative is 
almost invariably the inappropriate use of oxytocin(12)
The objective of our study was to highlight the misuse of 
oxytocin in home deliveries and its adverse effects on 
maternal and neonatal health so that preventable meas-
ures could be taken.

METHODOLOGY:
This cross-sectional study was conducted in Mardan 
medical complex hospital Obstetrics and Gynecology A 
unit in 2017 to know about the behavior of married 
women about the intrapartum practices of Oxytocin.Mar-
ried women including primary gravida and multigravida, 
aged 15-49 years, who had birthed at home during the 
last 6 months before the commencement of the study, 
who came to OPD as well as women with history of 
injections at home who presented to labour room were 
included in the study. All births which had happened in a 
controlled environment, hospital or outpatient clinic were 
excluded.
The results from the discussions with the patients were 
incorporated into the questionnaire. The questionnaire 

had information about age, education, parity, previous birth 
history with obstetric complications, pain management 
during labour, including oxytocin, maternal and neonatal 
complications, and specific attitudes focusing on labour 
augmentation. Women were also asked about who attend-
ed their delivery. A total of 500 interviews were included in 
the study.

RESULTS:
A total of 500 women were included in the study. Out of 
these 500 women, 400 women gave birth at home however 
100 patients were referred patients to labour room with 
some complication and history of injections at home. We 
recorded 494 live births and 06 still births, low Apgar score 
babies who needed neonatal ICU Carewere recorded10.
Regarding the attitudes of women towards medicine during 
delivery, about 70% (350) were satisfied about the use of 
medicine. According to them it speeded up their delivery 
and reduced their suffering. As well as it prevented them 
from hospital delivery. Out of these 400 home deliveries 
90%(360) women gave history of oxytocin use by some 
TBA at home by infusion or by intramuscular injection.
Among women who has given history of the use of oxytocin 
to augment labour. The reasons for the use of were oxytocin 
were to augment labour pain 100, to deliver the baby more 
easily 65 and to increase the women pushes 27 and to 
prevent hospital delivery were 200. 420 (84%) of these 
women received one dose of oxytocin. 69 women (13.7%) 
received 2 doses of oxytocin however only 11 women 
(2.2%) reported receiving of three doses. 80% of the patient 
had a been given oxytocin as an intravenous infusion while 
20% had been given intramuscular injection.
According to all these women TBA performed an examina-
tion before oxytocinadministration. This examination includ-
ed Per vaginal assessment of cervical dilation and station 
and per abdomen fetal position and movements were also 
assessed. Those TBA also checked the women’s blood 
pressure however in a singular instance one patient report-
ed that the TBA check for fetal heart beat also.At the first 
onset of labour pain the first dose of oxytocin was given in 
the initial 12 hours (75%), and the dose was repeated if the 
labour did not progress within the first hour (50%), and s it 
usually happened 50% of the births occurred with adminis-
tration of the initial dose.
100 women who have given history of oxytocin at home 
were referred to hospital. According to these women 
reasons for referral were prolonged or obstructed labour 
(60),Convulsions (6), premature rupture of membranes 
(20),and (14) were others 2 cases were of rupture uterus.

DISCUSSION:
Most commonly used drug in labour is oxytocin. It can be 
used in all stages of labour, in induction as well as augmen-
tation and prevention of postpartum hemorrhage. In a study 
by Arul kumara et al,almost 80% of nulliparous and 90% 
parous women were delivered vaginaly after augmentation 
with oxytocin. Side effects of oxytocin are very few if proper-
ly controlled dose is given, however serious complications 
in both mother and baby can occur with injudicious use of 
oxytocin. Recently oxytocin is added to the list of medica-
tions designated as high alert by the institute for safe medi-
cation, USA. Such drugs are defined as those bearing a 
high risk of harm when they are used injudiciously(13,14).

According to our study in Mardan Medical Complex 
Hospital about 1 in 3 women receiveoxytocin at home for 
a trail of labour and as an effort to accelerate delivery. 
This high usage of laboring inducing medicine is due to 
the misconception that it is used to accelerate obstructed 
labour which is commonly associated with cephalopelvic 
disproportion and abnormal presentation leading to 
further complications(15–17).Our results are similar to 
those of other studies in Pakistan, and other Asian Coun-
tries in which the injudicious use of oxytocin ranged from 
15 to 69%(18–20).
Patients who had a prior history of extended labour >12 
hours and had a prior experience of oxytocin use were 
more comfortable with the repeat use of oxytocin in their 
births.Among these patients 100 were referred to a 
tertiary care center, of whom there were 6 stillbirths(18).
In our study we found that women who had good wealth 
quintiles were more likely to use oxytocin for labour 
augmentation. Also women who had some knowledge of 
oxytocin were more likely to have it. However, from our 
study we cannotclearly say that this knowledge was 
gained before or after the use of oxytocin. Another limita-
tion of our study was recall bias because the women may 
not be able to recall the type of medicine given to them 
at home(21–23).
To augment recall bias, we curtailed the study period to 
six months. Incidentally there was selection bias due to 
the fact that some of the study subjects were more 
educated than others to correctly recall the type of medi-
cine given to them. We excluded maternal deaths from 
the study sample and mortality assessment could not be 
made after the fact(22).
The 6 stillbirths reported in this study are less than that 
expected. There are also many limitations to accurately 
capture stillbirth rates as well as this study was not 
designed to measure associations between oxytocin use 
and adverse health outcomes(23).
The results from this study shows that oxytocin is 
commonly administered at home to augment labour 
pain. A literature review of home-based birth has also 
demonstrated that it is very common to use oxytocin to 
augment labour insouth Asia. The willingness of women, 
TBAs  and VDs to openly discuss oxytocin use to 
augment labour suggests that there is no awareness that 
the use of oxytocin is a discouraged practice in home 
settings. This may be because of the limited knowledge 
about the potential adverse outcomes of this 
practice(24–26).
Our study outcomes have the potential to change 
attitudes and practices by TBA’s and VD, and among the 
women about the probable harmful adverse outcomes of 
oxytocin use in home births and shape behaviors regard-
ing practice of use(18,26). Further research is needed to 
comprehensively outline decision making protocol 
regarding when and if oxytocin is to be used to augment 
labour, and in case of adverse outcomes and complica-
tion, how can the complications be prevented and 
managed afterwards(22,23). The important parameter of 
maternal and neonatal outcomes post oxytocin use 
needs to particularly researched in large population 
studies(24). This parameter takes on a significant impor-
tance in Urban Slums where the maternal and neonatal 
mortality is on the rise(14). Lastly the oxytocin as drug 
needs to be handled and stored properly as improper 

storage leads to reduced efficacy of the drug.
For cases of postpartum hemorrhage Oxytocin and other 
uterotonics are most effective medicine which can be 
used at home (Misoprostol) or in a tertiary care center as 
intravenous Oxytocin or Ergometrine.However, there is 
no final verdict to conclusively support the use of 
oxytocin in labour augmentation, but there is clear 
evidence that oxytocin does accelerate the second stage 
of labor and can be used to hasten it or use by UAP’s in 
home births (24). Therefore, use of oxytocin in non-con-
trolled environment needs to be strongly discouraged 
and public awareness campaign to that effect needs to 
be undertaken.
There are plans underway by the government to encour-
age use of misoprostol at community level for prevention 
of postpartum hemorrhage, and follow studies needs to 
be under taken whether or not the practice of misopros-
tol for labour augmentation is being used or not. 
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To reduce maternal mortality and morbidity is a 
major challenge worldwide especially in developing 
countries(1). There are multiple factors involved in 
this high mortality like poor health system weak-
tened by chronic and manmade disaster ,deficient  
health care workers and inefficient training of 
existing health care personnel. Pakistan is a coun-
try with a second highest maternal mortality 
ratio(401/100000) live birth in south Asia and 
seventh highest neonatal mortality 42/1000 live 
birth in 2013 in the world(2). 

INTRODUCTION
The leading cause of maternal death in Pakistan is 
hemorrhage, hypertension, infection, obstructed 
labour and unsafe abortion(3,4) .For neonates this 
include infection ,asphyxia as well as prematurity 
with low birth weight(5,6). 0ne of the major contrib-
uting factors towards increased maternal and 
neonatal mortality is shortage of trained health 
workers, added to this, poor training of health 
workers and unregulated andover the counter 
availability of labour inducing medications may 
lead to injudicious use which are responsible for 
adverse maternal and neonatal effects(7–11).

Oxytocic is commonly used labour inducing drug. It is 
used in all stages of labour, however, their misuse result 
in serious complications for both mother and child. 
Maternal complications include hyper stimulation of the 
uterus, leading to precipitate labour, perineal tears, 
serum electrolytes imbalance, and post-partum hemor-
rhage, increased risk of instrumental and operative 
delivery, amniotic fluid embolism, uterine rupture and 
maternal death. Fetal complications are Low Apgar 
score of less than 7and subsequent critical care; and low 
O2 Stats, fetal distress and asphyxia, intrapartum fetal 
death and neonatal death. The world health organization 
has recommended to use oxytocic in a facility which is 
equipped to closely monitor mother and child and where 
facility for caesarean section is available(12).
In most of the medico legal disputes that arise from 
complicated labour outcomes, the primary causative is 
almost invariably the inappropriate use of oxytocin(12)
The objective of our study was to highlight the misuse of 
oxytocin in home deliveries and its adverse effects on 
maternal and neonatal health so that preventable meas-
ures could be taken.

METHODOLOGY:
This cross-sectional study was conducted in Mardan 
medical complex hospital Obstetrics and Gynecology A 
unit in 2017 to know about the behavior of married 
women about the intrapartum practices of Oxytocin.Mar-
ried women including primary gravida and multigravida, 
aged 15-49 years, who had birthed at home during the 
last 6 months before the commencement of the study, 
who came to OPD as well as women with history of 
injections at home who presented to labour room were 
included in the study. All births which had happened in a 
controlled environment, hospital or outpatient clinic were 
excluded.
The results from the discussions with the patients were 
incorporated into the questionnaire. The questionnaire 

had information about age, education, parity, previous birth 
history with obstetric complications, pain management 
during labour, including oxytocin, maternal and neonatal 
complications, and specific attitudes focusing on labour 
augmentation. Women were also asked about who attend-
ed their delivery. A total of 500 interviews were included in 
the study.

RESULTS:
A total of 500 women were included in the study. Out of 
these 500 women, 400 women gave birth at home however 
100 patients were referred patients to labour room with 
some complication and history of injections at home. We 
recorded 494 live births and 06 still births, low Apgar score 
babies who needed neonatal ICU Carewere recorded10.
Regarding the attitudes of women towards medicine during 
delivery, about 70% (350) were satisfied about the use of 
medicine. According to them it speeded up their delivery 
and reduced their suffering. As well as it prevented them 
from hospital delivery. Out of these 400 home deliveries 
90%(360) women gave history of oxytocin use by some 
TBA at home by infusion or by intramuscular injection.
Among women who has given history of the use of oxytocin 
to augment labour. The reasons for the use of were oxytocin 
were to augment labour pain 100, to deliver the baby more 
easily 65 and to increase the women pushes 27 and to 
prevent hospital delivery were 200. 420 (84%) of these 
women received one dose of oxytocin. 69 women (13.7%) 
received 2 doses of oxytocin however only 11 women 
(2.2%) reported receiving of three doses. 80% of the patient 
had a been given oxytocin as an intravenous infusion while 
20% had been given intramuscular injection.
According to all these women TBA performed an examina-
tion before oxytocinadministration. This examination includ-
ed Per vaginal assessment of cervical dilation and station 
and per abdomen fetal position and movements were also 
assessed. Those TBA also checked the women’s blood 
pressure however in a singular instance one patient report-
ed that the TBA check for fetal heart beat also.At the first 
onset of labour pain the first dose of oxytocin was given in 
the initial 12 hours (75%), and the dose was repeated if the 
labour did not progress within the first hour (50%), and s it 
usually happened 50% of the births occurred with adminis-
tration of the initial dose.
100 women who have given history of oxytocin at home 
were referred to hospital. According to these women 
reasons for referral were prolonged or obstructed labour 
(60),Convulsions (6), premature rupture of membranes 
(20),and (14) were others 2 cases were of rupture uterus.

DISCUSSION:
Most commonly used drug in labour is oxytocin. It can be 
used in all stages of labour, in induction as well as augmen-
tation and prevention of postpartum hemorrhage. In a study 
by Arul kumara et al,almost 80% of nulliparous and 90% 
parous women were delivered vaginaly after augmentation 
with oxytocin. Side effects of oxytocin are very few if proper-
ly controlled dose is given, however serious complications 
in both mother and baby can occur with injudicious use of 
oxytocin. Recently oxytocin is added to the list of medica-
tions designated as high alert by the institute for safe medi-
cation, USA. Such drugs are defined as those bearing a 
high risk of harm when they are used injudiciously(13,14).

According to our study in Mardan Medical Complex 
Hospital about 1 in 3 women receiveoxytocin at home for 
a trail of labour and as an effort to accelerate delivery. 
This high usage of laboring inducing medicine is due to 
the misconception that it is used to accelerate obstructed 
labour which is commonly associated with cephalopelvic 
disproportion and abnormal presentation leading to 
further complications(15–17).Our results are similar to 
those of other studies in Pakistan, and other Asian Coun-
tries in which the injudicious use of oxytocin ranged from 
15 to 69%(18–20).
Patients who had a prior history of extended labour >12 
hours and had a prior experience of oxytocin use were 
more comfortable with the repeat use of oxytocin in their 
births.Among these patients 100 were referred to a 
tertiary care center, of whom there were 6 stillbirths(18).
In our study we found that women who had good wealth 
quintiles were more likely to use oxytocin for labour 
augmentation. Also women who had some knowledge of 
oxytocin were more likely to have it. However, from our 
study we cannotclearly say that this knowledge was 
gained before or after the use of oxytocin. Another limita-
tion of our study was recall bias because the women may 
not be able to recall the type of medicine given to them 
at home(21–23).
To augment recall bias, we curtailed the study period to 
six months. Incidentally there was selection bias due to 
the fact that some of the study subjects were more 
educated than others to correctly recall the type of medi-
cine given to them. We excluded maternal deaths from 
the study sample and mortality assessment could not be 
made after the fact(22).
The 6 stillbirths reported in this study are less than that 
expected. There are also many limitations to accurately 
capture stillbirth rates as well as this study was not 
designed to measure associations between oxytocin use 
and adverse health outcomes(23).
The results from this study shows that oxytocin is 
commonly administered at home to augment labour 
pain. A literature review of home-based birth has also 
demonstrated that it is very common to use oxytocin to 
augment labour insouth Asia. The willingness of women, 
TBAs  and VDs to openly discuss oxytocin use to 
augment labour suggests that there is no awareness that 
the use of oxytocin is a discouraged practice in home 
settings. This may be because of the limited knowledge 
about the potential adverse outcomes of this 
practice(24–26).
Our study outcomes have the potential to change 
attitudes and practices by TBA’s and VD, and among the 
women about the probable harmful adverse outcomes of 
oxytocin use in home births and shape behaviors regard-
ing practice of use(18,26). Further research is needed to 
comprehensively outline decision making protocol 
regarding when and if oxytocin is to be used to augment 
labour, and in case of adverse outcomes and complica-
tion, how can the complications be prevented and 
managed afterwards(22,23). The important parameter of 
maternal and neonatal outcomes post oxytocin use 
needs to particularly researched in large population 
studies(24). This parameter takes on a significant impor-
tance in Urban Slums where the maternal and neonatal 
mortality is on the rise(14). Lastly the oxytocin as drug 
needs to be handled and stored properly as improper 

storage leads to reduced efficacy of the drug.
For cases of postpartum hemorrhage Oxytocin and other 
uterotonics are most effective medicine which can be 
used at home (Misoprostol) or in a tertiary care center as 
intravenous Oxytocin or Ergometrine.However, there is 
no final verdict to conclusively support the use of 
oxytocin in labour augmentation, but there is clear 
evidence that oxytocin does accelerate the second stage 
of labor and can be used to hasten it or use by UAP’s in 
home births (24). Therefore, use of oxytocin in non-con-
trolled environment needs to be strongly discouraged 
and public awareness campaign to that effect needs to 
be undertaken.
There are plans underway by the government to encour-
age use of misoprostol at community level for prevention 
of postpartum hemorrhage, and follow studies needs to 
be under taken whether or not the practice of misopros-
tol for labour augmentation is being used or not. 
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To reduce maternal mortality and morbidity is a 
major challenge worldwide especially in developing 
countries(1). There are multiple factors involved in 
this high mortality like poor health system weak-
tened by chronic and manmade disaster ,deficient  
health care workers and inefficient training of 
existing health care personnel. Pakistan is a coun-
try with a second highest maternal mortality 
ratio(401/100000) live birth in south Asia and 
seventh highest neonatal mortality 42/1000 live 
birth in 2013 in the world(2). 

INTRODUCTION
The leading cause of maternal death in Pakistan is 
hemorrhage, hypertension, infection, obstructed 
labour and unsafe abortion(3,4) .For neonates this 
include infection ,asphyxia as well as prematurity 
with low birth weight(5,6). 0ne of the major contrib-
uting factors towards increased maternal and 
neonatal mortality is shortage of trained health 
workers, added to this, poor training of health 
workers and unregulated andover the counter 
availability of labour inducing medications may 
lead to injudicious use which are responsible for 
adverse maternal and neonatal effects(7–11).

Oxytocic is commonly used labour inducing drug. It is 
used in all stages of labour, however, their misuse result 
in serious complications for both mother and child. 
Maternal complications include hyper stimulation of the 
uterus, leading to precipitate labour, perineal tears, 
serum electrolytes imbalance, and post-partum hemor-
rhage, increased risk of instrumental and operative 
delivery, amniotic fluid embolism, uterine rupture and 
maternal death. Fetal complications are Low Apgar 
score of less than 7and subsequent critical care; and low 
O2 Stats, fetal distress and asphyxia, intrapartum fetal 
death and neonatal death. The world health organization 
has recommended to use oxytocic in a facility which is 
equipped to closely monitor mother and child and where 
facility for caesarean section is available(12).
In most of the medico legal disputes that arise from 
complicated labour outcomes, the primary causative is 
almost invariably the inappropriate use of oxytocin(12)
The objective of our study was to highlight the misuse of 
oxytocin in home deliveries and its adverse effects on 
maternal and neonatal health so that preventable meas-
ures could be taken.

METHODOLOGY:
This cross-sectional study was conducted in Mardan 
medical complex hospital Obstetrics and Gynecology A 
unit in 2017 to know about the behavior of married 
women about the intrapartum practices of Oxytocin.Mar-
ried women including primary gravida and multigravida, 
aged 15-49 years, who had birthed at home during the 
last 6 months before the commencement of the study, 
who came to OPD as well as women with history of 
injections at home who presented to labour room were 
included in the study. All births which had happened in a 
controlled environment, hospital or outpatient clinic were 
excluded.
The results from the discussions with the patients were 
incorporated into the questionnaire. The questionnaire 

had information about age, education, parity, previous birth 
history with obstetric complications, pain management 
during labour, including oxytocin, maternal and neonatal 
complications, and specific attitudes focusing on labour 
augmentation. Women were also asked about who attend-
ed their delivery. A total of 500 interviews were included in 
the study.

RESULTS:
A total of 500 women were included in the study. Out of 
these 500 women, 400 women gave birth at home however 
100 patients were referred patients to labour room with 
some complication and history of injections at home. We 
recorded 494 live births and 06 still births, low Apgar score 
babies who needed neonatal ICU Carewere recorded10.
Regarding the attitudes of women towards medicine during 
delivery, about 70% (350) were satisfied about the use of 
medicine. According to them it speeded up their delivery 
and reduced their suffering. As well as it prevented them 
from hospital delivery. Out of these 400 home deliveries 
90%(360) women gave history of oxytocin use by some 
TBA at home by infusion or by intramuscular injection.
Among women who has given history of the use of oxytocin 
to augment labour. The reasons for the use of were oxytocin 
were to augment labour pain 100, to deliver the baby more 
easily 65 and to increase the women pushes 27 and to 
prevent hospital delivery were 200. 420 (84%) of these 
women received one dose of oxytocin. 69 women (13.7%) 
received 2 doses of oxytocin however only 11 women 
(2.2%) reported receiving of three doses. 80% of the patient 
had a been given oxytocin as an intravenous infusion while 
20% had been given intramuscular injection.
According to all these women TBA performed an examina-
tion before oxytocinadministration. This examination includ-
ed Per vaginal assessment of cervical dilation and station 
and per abdomen fetal position and movements were also 
assessed. Those TBA also checked the women’s blood 
pressure however in a singular instance one patient report-
ed that the TBA check for fetal heart beat also.At the first 
onset of labour pain the first dose of oxytocin was given in 
the initial 12 hours (75%), and the dose was repeated if the 
labour did not progress within the first hour (50%), and s it 
usually happened 50% of the births occurred with adminis-
tration of the initial dose.
100 women who have given history of oxytocin at home 
were referred to hospital. According to these women 
reasons for referral were prolonged or obstructed labour 
(60),Convulsions (6), premature rupture of membranes 
(20),and (14) were others 2 cases were of rupture uterus.

DISCUSSION:
Most commonly used drug in labour is oxytocin. It can be 
used in all stages of labour, in induction as well as augmen-
tation and prevention of postpartum hemorrhage. In a study 
by Arul kumara et al,almost 80% of nulliparous and 90% 
parous women were delivered vaginaly after augmentation 
with oxytocin. Side effects of oxytocin are very few if proper-
ly controlled dose is given, however serious complications 
in both mother and baby can occur with injudicious use of 
oxytocin. Recently oxytocin is added to the list of medica-
tions designated as high alert by the institute for safe medi-
cation, USA. Such drugs are defined as those bearing a 
high risk of harm when they are used injudiciously(13,14).

According to our study in Mardan Medical Complex 
Hospital about 1 in 3 women receiveoxytocin at home for 
a trail of labour and as an effort to accelerate delivery. 
This high usage of laboring inducing medicine is due to 
the misconception that it is used to accelerate obstructed 
labour which is commonly associated with cephalopelvic 
disproportion and abnormal presentation leading to 
further complications(15–17).Our results are similar to 
those of other studies in Pakistan, and other Asian Coun-
tries in which the injudicious use of oxytocin ranged from 
15 to 69%(18–20).
Patients who had a prior history of extended labour >12 
hours and had a prior experience of oxytocin use were 
more comfortable with the repeat use of oxytocin in their 
births.Among these patients 100 were referred to a 
tertiary care center, of whom there were 6 stillbirths(18).
In our study we found that women who had good wealth 
quintiles were more likely to use oxytocin for labour 
augmentation. Also women who had some knowledge of 
oxytocin were more likely to have it. However, from our 
study we cannotclearly say that this knowledge was 
gained before or after the use of oxytocin. Another limita-
tion of our study was recall bias because the women may 
not be able to recall the type of medicine given to them 
at home(21–23).
To augment recall bias, we curtailed the study period to 
six months. Incidentally there was selection bias due to 
the fact that some of the study subjects were more 
educated than others to correctly recall the type of medi-
cine given to them. We excluded maternal deaths from 
the study sample and mortality assessment could not be 
made after the fact(22).
The 6 stillbirths reported in this study are less than that 
expected. There are also many limitations to accurately 
capture stillbirth rates as well as this study was not 
designed to measure associations between oxytocin use 
and adverse health outcomes(23).
The results from this study shows that oxytocin is 
commonly administered at home to augment labour 
pain. A literature review of home-based birth has also 
demonstrated that it is very common to use oxytocin to 
augment labour insouth Asia. The willingness of women, 
TBAs  and VDs to openly discuss oxytocin use to 
augment labour suggests that there is no awareness that 
the use of oxytocin is a discouraged practice in home 
settings. This may be because of the limited knowledge 
about the potential adverse outcomes of this 
practice(24–26).
Our study outcomes have the potential to change 
attitudes and practices by TBA’s and VD, and among the 
women about the probable harmful adverse outcomes of 
oxytocin use in home births and shape behaviors regard-
ing practice of use(18,26). Further research is needed to 
comprehensively outline decision making protocol 
regarding when and if oxytocin is to be used to augment 
labour, and in case of adverse outcomes and complica-
tion, how can the complications be prevented and 
managed afterwards(22,23). The important parameter of 
maternal and neonatal outcomes post oxytocin use 
needs to particularly researched in large population 
studies(24). This parameter takes on a significant impor-
tance in Urban Slums where the maternal and neonatal 
mortality is on the rise(14). Lastly the oxytocin as drug 
needs to be handled and stored properly as improper 

storage leads to reduced efficacy of the drug.
For cases of postpartum hemorrhage Oxytocin and other 
uterotonics are most effective medicine which can be 
used at home (Misoprostol) or in a tertiary care center as 
intravenous Oxytocin or Ergometrine.However, there is 
no final verdict to conclusively support the use of 
oxytocin in labour augmentation, but there is clear 
evidence that oxytocin does accelerate the second stage 
of labor and can be used to hasten it or use by UAP’s in 
home births (24). Therefore, use of oxytocin in non-con-
trolled environment needs to be strongly discouraged 
and public awareness campaign to that effect needs to 
be undertaken.
There are plans underway by the government to encour-
age use of misoprostol at community level for prevention 
of postpartum hemorrhage, and follow studies needs to 
be under taken whether or not the practice of misopros-
tol for labour augmentation is being used or not. 

REFERENCES

1.   Ezechi OC, Mabayoje P, Obiesie LO. Ruptured uterus 
in South Western Nigeria: A reappraisal. Singapore Medi-
cal Journal. 2004.

2. The World Bank Group, IBRD IDA. Mortality rate, 
neonatal (per 1,000 live births) | Data. 2016 The World 
Bank Group, All Rights Reserved. 2016.

3.  Ali R, Khawar A KS. Maternal Mortality: An Ice Berg 
One Year Review at DHQ Hospital, Faisalabad. A P M C. 
2012;06:180–5.

4.  Shah S, Van den Bergh R, Prinsloo JR, Rehman G, 
Bibi A, Shaeen N, et al. Unregulated usage of labour-in-
ducing medication in a region of Pakistan with poor drug 
regulatory control: characteristics and risk patterns. Int 
Health [Internet]. 2016 Mar 1 [cited 2019 Oct 
2];8(2):89–95. Available from: https://academ-
i c . o u p . c o m / i n t h e a l t h / a r t i c l e - l o o k u p / -
doi/10.1093/inthealth/ihv051

5. Tinker A, Parker R, Lord D, Grear K. Advancing 
newborn health: The Saving Newborn Lives initiative. 
Glob Public Health. 2010;

6.  Storeng KT, Béhague DP. “Lives in the balance”: The 
politics of integration in the Partnership for Maternal, 
Newborn and Child Health: Table 1. Health Policy Plan 
[Internet]. 2016 Oct 1 [cited 2019 Oct 2];31(8):992–1000. 
Available from: https://academic.oup.com/heapol/arti-
cle-lookup/doi/10.1093/heapol/czw023

7.  Oluwafemi R, Abiodun M. Incidence and outcome of 
preterm deliveries in Mother and Child Hospital Akure, 
Southwestern Nigeria. Sri Lanka J Child Heal. 
2016;45(1).

8.  Jeffery P, Das A, Dasgupta J, Jeffery R. Unmonitored 
Intrapartum Oxytocin Use in Home Deliveries: Evidence 
from Uttar Pradesh, India. Reprod Health Matters [Inter-

net]. 2007 Jan 13 [cited 2019 Oct 2];15(30):172–8. Avail-
able from: https://www.tandfonline.com/doi/-
full/10.1016/S0968-8080%2807%2930320-0

9. Day LT, Hruschka D, Mussell F, Jeffers E, Saha SL, 
Alam S. Perinatal mortality associated with use of utero-
tonics outside of Comprehensive Emergency Obstetric 
and Neonatal Care: a cross-sectional study. Reprod 
Health [Internet]. 2016 Dec 6 [cited 2019 Oct 
2];13(1):129. Available from: http://reproduc-
t i v e - h e a l t h - j o u r n a l . b i o m e d c e n t r a l . c o m / a r t i -
cles/10.1186/s12978-016-0241-x

10. Khaskheli M-N, Baloch S, Sheeba A. Iatrogenic risks 
and maternal health: Issues and outcomes. Pakistan J 
Med Sci [Internet]. 2014 Jan [cited 2019 Oct 
2];30(1):111–5. Available from: http://www.nc-
bi.nlm.nih.gov/pubmed/24639842

11. Rigg EC, Schmied V, Peters K, Dahlen HG. Why do 
women choose an unregulated birth worker to birth at 
home in Australia: a qualitative study. BMC Pregnancy 
Childbirth [Internet]. 2017 Dec 28 [cited 2019 Oct 
2];17(1):99. Available from: http://bmcpregnancychild-
b i r t h . b i o m e d c e n t r a l . c o m / a r t i -
cles/10.1186/s12884-017-1281-0

12. Louold CS. Use of oxytocin and misoprostol for induc-
tion or augmentation of labour in low resource Ssettings, 
A report of a working meeting POPPHI project, PATH, 
Washington DC. Washington DC; 2008.

13.  Moran AC, Choudhury N, Uz Zaman Khan N, Ahsan 
Karar Z, Wahed T, Faiz Rashid S, et al. Newborn care 
practices among slum dwellers in Dhaka, Bangladesh: a 
quantitative and qualitative exploratory study. BMC 
Pregnancy Childbirth [Internet]. 2009 Dec 17 [cited 2019 
Oct 2];9(1):54. Available from: http://bmcpregnancychild-
b i r t h . b i o m e d c e n t r a l . c o m / a r t i -
cles/10.1186/1471-2393-9-54

14.  Marcil L, Afsana K, Perry HB. First Steps in Initiating 
an Effective Maternal, Neonatal, and Child Health 
Program in Urban Slums: the BRAC Manoshi Project’s 
Experience with Community Engagement, Social 
Mapping, and Census Taking in Bangladesh. J Urban 
Heal [Internet]. 2016 Feb 1 [cited 2019 Oct 2];93(1):6–18. 
Available from: http://link.spring-
er.com/10.1007/s11524-016-0026-0

15. SHAIKH, NAJMA BANO; SHAIKH, SHABNAM; 
SHAIKH FR. UTERINE RUPTURE: AN ONGOING 
TRAGEDY OF MOTHERHOOD. Med Channel. 
2013;19(4):24–8.

16. Al-Zirqi I, Daltveit AK, Vangen S. Infant outcome after 
complete uterine rupture. Am J Obstet Gynecol [Internet]. 
2018 Jul 1 [cited 2019 Oct 2];219(1):109.e1-109.e8. 
Available from: https://www.sciencedirect.com/sci-
ence/article/abs/pii/S0002937818302916

17.  Al‐Zirqi I, Daltveit AK, Vangen S. Maternal outcome 
after complete uterine rupture. Acta Obstet Gynecol 

Scand [Internet]. 2019 Aug 10 [cited 2019 Oct 
2];98(8):1024–31. Available from: https://onlineli-
brary.wiley.com/doi/abs/10.1111/aogs.13579

18.  Selin L, Wennerholm U-B, Jonsson M, Dencker A, 
Wallin G, Wiberg-Itzel E, et al. High-dose versus 
low-dose of oxytocin for labour augmentation: a 
randomised controlled trial. Women and Birth [Internet]. 
2019 Aug 1 [cited 2019 Oct 2];32(4):356–63. Available 
from: https://www.sciencedirect.com/science/arti-
cle/pii/S1871519218303639

19.  Nyfløt LT, Sandven I, Stray-Pedersen B, Pettersen S, 
Al-Zirqi I, Rosenberg M, et al. Risk factors for severe 
postpartum hemorrhage: a case-control study. BMC 
Pregnancy Childbirth [Internet]. 2017 Dec 10 [cited 2019 
Oct 2];17(1):17. Available from: http://bmcpregnancy-
c h i l d b i r t h . b i o m e d c e n t r a l . c o m / a r t i -
cles/10.1186/s12884-016-1217-0

20. BIDGOOD KA, STEER PJ. A randomized control 
study of oxytocin augmentation of labour. 1. Obstetric 
outcome. BJOG An Int J Obstet Gynaecol [Internet]. 1987 
Jun 1 [cited 2019 Oct 2];94(6):512–7. Available from: 
h t t p : / / d o i . w i l e y . c o m / 1 0 . 1 1 1 1 / -
j.1471-0528.1987.tb03142.x

21. SMITH, JENNIFER G. , MERRILL DC. Oxytocin for 
Induction of Labor. Clin Obstet Gynecol. 
2006;49(03):594–608.

22. Happel-Parkins A, Azim KA. At pains to consent: A 
narrative inquiry into women’s attempts of natural 
childbirth. Women and Birth [Internet]. 2016 Aug 1 [cited 
2019 Oct 2];29(4):310–20. Available from: https://ww-
w . s c i e n c e d i r e c t . c o m / s c i e n c e / a r t i -
cle/abs/pii/S1871519215003509

23. Fitzpatrick KE, Kurinczuk JJ, Alfirevic Z, Spark P, 
Brocklehurst P, Knight M. Uterine Rupture by Intended 
Mode of Delivery in the UK: A National Case-Control 
Study. Fisk NM, editor. PLoS Med[Internet]. 2012 Mar 13 
[cited 2019 Oct 1];9(3):e1001184. Available from: 
https://dx.plos.org/10.1371/journal.pmed.1001184

24.  Walker KF, Bugg G. Is it time to ban oxytocin for poor 
labour progress? Obstet Gynaecol Reprod Med [Inter-
net]. 2019 Jun 1 [cited 2019 Oct 2];29(6):175–6. Availa-
ble from: https://www.sciencedirect.com/science/arti-
cle/pii/S175172141930065X

25.  Zheng QL, Zhang XM. [Analysis of 39 cases of 
maternal deaths caused by incorrect use of oxytocin]. 
Zhonghua Fu Chan Ke Za Zhi [Internet]. 1994 May [cited 
2019 Oct 2];29(5):276–7, 316–7. Available from: http://w-
ww.ncbi.nlm.nih.gov/pubmed/7956550

26. Dupont C, Carayol M, Le Ray C, Barasinski C, 
Beranger R, Burguet A, et al. [Oxytocin administration 
during spontaneous labour: Guidelines for clinical 
practice. Guidelines short text]. Gynecol Obstet Fertil 
Senol [Internet]. 2017 Jan [cited 2019 Oct 
2];45(1):56–61. Available from: http://www.nc-
bi.nlm.nih.gov/pubmed/28238320


