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FAST TRACK

In clinical trials,
oxytocin during
delivery of the
anterior shoulder
or immediately
after expulsion of
the placenta meant
less postpartum
hemorrhage

What’s your preference on giving a utero-
tonic? Respond to the INSTANT POLL on page 13

Give a uterotonic routinely
during the third stage of labor

Active management after delivery lowers the risk
of postpartum hemorrhage and its complications

ostpartum hemorrhage is a ma-
P jor complication of delivery. It is

associated with an increased risk
of transfusion, hysterectomy, admission
to the intensive care unit, and maternal
death.

What can we do to reduce the magni-
tude of this problem? For one, including
a uterotonic agent in active management
of the third stage of labor reduces the rate
of postpartum hemorrhage. This practice
should be routine in birth centers.

Critical time: Delivery to
separation and expulsion
of placenta
In the third stage of labor, and in the in-
terval immediately following, the main
complication is maternal hemorrhage.
Active management of the third stage
typically involves administration of a
uterotonic agent and, in many clinicians’
practice, controlled traction on the cord
to assist in separation and expulsion of
the placenta.
Expectant management, on the other
hand, typically means allowing sponta-
neous delivery of the placenta without a
uterotonic agent or traction on the cord.
Routine administration of a utero-
tonic, during delivery of the anterior
shoulder of the newborn or immediately
after expulsion of the placenta, has bene-
ficial effects. This has been demonstrated
in numerous clinical trials."* Here are the
results of 2 of those trials.
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STUDY-1 Less bleeding
with IV bolus of oxytocin

¢ Blood loss was less in the oxytocin
group

* The percentage of significant blood
loss was higher in the placebo group

¢ Risk of maternal hemorrhage
increased with fetal size

Nordstrom and colleagues random-
ized 1,000 women undergoing vaginal
delivery to receive 10 units of oxytocin
or placebo (1 mL of 0.9% saline) as an
intravenous (IV) bolus immediately af-
ter delivery of the newborn.! The cord
was clamped some minutes after de-
livery. Traction was not applied to the
cord. Manual placental removal was un-
dertaken if the placenta did not deliver
within 60 minutes after delivery.

The randomization process worked
well: No significant differences were not-
ed between groups in regard to maternal
age, parity, gestational age, oxytocin aug-
mentation, operative vaginal delivery, or
birth weight.

Mean blood loss was less in the oxy-
tocin group (409 mL) than in the saline
group (527 mL) (P<.001). In the saline
group, more women (36%) had blood
loss greater than 500 mL than did wom-
en in the oxytocin group (20%).

Fetal weight over 4,500 g was asso-
ciated with an increased risk of postpar-
tum hemorrhage in Nordstrom’s study.
Among women who had a newborn more
than 4,500 g, postpartum hemorrhage



developed in 42% of the saline group
and in 10% of the oxytocin group.

The researchers estimated that 16 in-
jections of oxytocin were needed to pre-
vent one case of blood loss over 800 mL.
Compared with placebo, oxytocin was
associated with a 40% reduction in the
risk of having a hemoglobin concentra-
tion under 10 g/dL. on postpartum day
2. No difference was noted between the
groups in the number of women trans-
fused (approximately 1% in both) or in
the mean time from delivery to placental
expulsion (approximately 15 minutes).
Retained placenta occurred in 3.5% of
women who received oxytocin and in
2.3% of women who received saline—a
statistically insignificant difference.

The investigators concluded that ad-
ministration of oxytocin in the third stage
of labor should be routine practice.

STUDY 2 Similar benefit to oxytocin
found—plus other advantages

¢ Significant blood loss in the no-
treatment group was triple that of
the oxytocin group

¢ The third stage of labor was
shorter in the oxytocin group

¢ Quicker placental separation was
noted overall in the oxytocin group

Pierre and colleagues randomized
1,000 women who delivered vaginally
to receive 5 units of oxytocin as an IV
bolus at the time of delivery of the an-
terior shoulder or no injection (control
group). The cord was clamped about 30
seconds after delivery of the newborn
in both groups. Gentle uterine pressure
and cord traction were permitted in both
groups, and was the common practice of
the participating clinicians.

Postpartum blood loss was signifi-
cantly greater in the group that did not
receive oxytocin. Blood loss greater
than 1,000 mL, for example, occurred
in 4.4% of the control group and 1.4%
of the oxytocin group (P<.01). In addi-
tion, the third stage of labor was shorter
in the group that received oxytocin. The
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percentage of deliveries in which the pla-
centa did not separate within 15 minutes
after delivery was 24.5% among controls
and 13.1% in the oxytocin group. There
was no difference between groups in the
rate of retained placenta.

By which route and
at what dosage, then?
The most common oxytocin regimens
following delivery are
® 10 to 20 units in 1 L of fluid,
administered at 100-150 mL/h
by continuous infusion
® 5 to 10 units in an IV bolus
® 10 units as an intramuscular injection.

The 2 trials summarized above both
used an IV bolus of oxytocin. In the
United States, however, common prac-
tice is to administer a continuous infu-
sion after delivery.

In 1 trial, Davies and colleagues
compared methods of administration
by randomizing 201 women postpar-
tum to receive an IV bolus of 10 units
of oxytocin or continuous infusion of
10 units of oxytocin in 500 mL of sa-
line.” Women treated with the IV bolus
had, on average, less blood loss (358
mL) than those treated with IV infusion
(424 mL) (P=.029).

In the Davies study, bolus oxytocin
was not associated with adverse hemo-
dynamic effects in the mother. Additional
studies are warranted to clarify whether
the benefit of an IV bolus is potentially
superior to that of continuous infusion.

Laissez-faire isn’t acceptable

Some clinicians exhibit an interesting dis-
connect between knowledge and practice
when they discuss how they manage the
third stage of labor. Almost all acknowl-
edge that clinical trials demonstrate that
active management of the third stage of
labor reduces maternal blood loss. In
practice, however, they report a laissez-
faire approach to the third stage: They
either administer a uterotonic only if

bleeding is excessive or do not have a
CONTINUED
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Bolus oxytocin
hasn’t been
associated with
adverse hemo-
dynamic effects
in the mother
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Have you visited
obgmanagement.com
this week? B

Stop by and see how we’ve filled
our electronic pages with exclusive
advice on clinical and practice
management topics, including

1 podcasts (now playing: long-term
reversible contraception)

1 webcasts (hormone tx for
symptomatic menopausal women)

1 opportunities to learn while earning
no-cost CME credits

1 a library of surgical-technique
video clips

1 bonus reading from the Medical
Verdicts department (and other
articles and sections)

1 a range of supplements and
newsletters

1 a sign-up option to receive alerts
about new features and an early
look at every issue’s table of
contents
1 the opinions of your peers—and
your vote—in the Instant Poll

Of course, past articles are still there
for you—as convenient, downloadable
pdf files

And you’ll find the easiest way to
contact the editorial board and editors
with your suggestions and questions
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standardized approach to administering
oxytocin postpartum.

We continue to work on “truing-up”
patterns of practice in light of strong clin-
ical evidence. To that end, it’s time to uni-
formly adopt a policy of administering
oxytocin during the third stage of labor.
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INSTANT POLL

What is your preference in practice?

Which statement best describes how you use
a uterotonic to manage the third stage of labor?

Q| administer 510 U of oxytocin as an IV bolus—routinely

Q | administer a solution of 20 U of oxytocin in 1,000 mL

of fluid as an IV drip—routinely

O | administer a uterotonic only if an oxytocin solution

was used before delivery

Q | don’t administer a uterotonic routinely after delivery

Respond to this INSTANT POLL at www.obgmanagement.com
Watch for the results of this INSTANT POLL in an upcoming issue!
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