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Introduction
Postpartum haemorrhage is the 

primary cause of one-quarter of all maternal 
deaths worldwide, hence WHO recommends 
active management of the third stage of 
labour.


Recently Carbetocin has been used instead of 
Oxytocin as it is long-acting and maintains 
uterine tone for a longer time.


Hunter et al. (Canada 1992) showed that a 
single IV injection of 100mcg of Carbetocin 
could produce uterine contractions for 60 
minutes.


Dansereau et al. (British Colombia 1999) 
showed that a single dose of Carbetocin is 
more effective than IV Oxytocin infusion in 
elective caesarean section.


However, conflicting data exist for the use of 
Carbetocin in emergency caesarean sections 
for the third stage of labour.


This audit was conducted to demonstrate if 
Carbetocin is as effective as Oxytocin in the 
prevention of PPH  in emergency caesarean 

sections.
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ConclusionResults

One hundred fifty-five patients were 
selected.


Out of 155 patients, 65 patients received 
Carbetocin, and 90 patients received 
Oxytocin.


There was no significant statistical 
difference between Carbetocin and 
Oxytocin in the use of extra-
uterotonics; 72.0% and 67.6%, 
respectively(p = 0.710).


Also, there was no statistical difference 
in the rate of PPH with carbetocin and 
Oxytocin, 38.5%-41.1%, respectively (p 
= 0.740).


Although there was no statistical 
difference in the number of severe PPH 
(more than 1500 ml as per WHO); 
carbetocin had 6 cases (9.2%) while 
Oxytocin had 3 cases (3.3%) with p = 
0.121, which is double the number of 
cases in the carbetocin group.  


Carbetocin and Oxytocin have similar 
requirements for additional 
uterotonics.


Carbetocin use may be associated 
with more severe PPH (more than 
1500 ml), which is clinically 
significant. 


A randomised double-blinded study 
with a larger sample size would be 
recommended for the safer use of 
carbetocin in emergency caesarean 
sections for the completion of the 
third stage of labour.


We conducted an observational 
retrospective audit.


Our audit population was women who had 
emergency caesarean section during labour 
at the Northern Hospital in Melbourne 
between the 1st of January 2018 and the 
30th of September 2018, who had received 
either Carbetocin 100mcg or Oxytocin 5 
units for the completion of the third stage of 
labour at clinician discretion.


The primary outcome was the requirement 
of additional uterotonics.


Women in active labour only were included. 
Our definition of active labour was cervical 
dilatation more than or equal to five cm 
dilated as per the WHO definition.


Patients with placenta praevia, having c-
section under general anaesthesia and who 
needed an immediate caesarean section for 
fetal distress were excluded.


Chi-squared analysis was used on data 
collected from Birthing Outcome System 
(BOS) and Clinical Patients Folders (CPF).
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