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Abbreviations 
 
CO Carbon Monoxide 
CRP C-Reactive Protein 
FPH Frimley Park Hospital 
PCA Patient controlled analgesia 
PV Per vaginal 
Sands Stillbirth and neonatal death (Charity) 
SROM Spontaneous rupture of membranes 
WPH Wexham Park Hospital  
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1. INTRODUCTION 
 
1.1 This guideline covers stillbirth which may be either spontaneous or identified as 

an intrauterine death with subsequent induction of labour. There is a separate 
guideline covering termination of pregnancy; ‘termination for fetal abnormality’. 
 

1.2 The Maternity Bereavement Checklist on Epic for stillbirth/TOP after 24 weeks or 
live birth and early NND should be used in conjunction with this guideline on both 
sites. 

 
 
2. DIAGNOSING INTRAUTERINE DEATH 
 
2.1 Once suspected, intrauterine death should be confirmed or refuted by ultrasound 

imaging of the fetal heart by an obstetrician skilled in real-time imaging or by an 
ultrasound sonographer. This should be confirmed by a second practitioner. 

 
As soon as the diagnosis is confirmed, a senior obstetrician should see the 
woman and her family and inform them of the diagnosis. Where possible an 
explanation, even if only tentative, should be offered and the details recorded in 
the notes. A plan of management should be discussed with the woman and 
family and document this in the woman’s notes. If the woman is a grand 
multipara or she has previous uterine scar her management should be discussed 
with a consultant before starting induction of labour. The Maternity Bereavement 
Checklist on Epic should be commenced.  

 
 
3. CARBON MONOXIDE (CO) MONITORING 
 
3.1 MBRRACE recommend a CO reading for all pregnancy losses. It is 

recommended that, although taken at booking, a CO test should be repeated on 
diagnosis of an IUD along with all the other tests carried out at this time. This is 
to gain as much information as possible for the parents. It should be carried out 
on all women, including non-smokers. It must be addressed in a sensitive way, 
reiterating that this is offered to all women and acknowledging that high readings 
can also be due to other environmental factors. 

 
 
4. INDUCTION OF LABOUR 
 
4.1 Stage one - Administration of Mifepristone & bloods 

 
See Appendix  - Protocol for administration of Mifepristone and Misoprostol 
 
Mifepristone 200mg should be prescribed and given to the woman orally. 
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Following administration of Mifepristone, the woman should remain in the unit 
for one hour. Half hourly blood pressure recordings should be taken and 
recorded to monitor for hypotension. 
 
Liaise with labour ward co-ordinator to make arrangements for the woman’s 
admission to labour ward 36-48 hours later for misoprostol regime.  
 
Advise the woman to contact MAMA’s Line if she has any concerns such as 
bleeding, SROM or abdominal pains.  
 
Bloods should be taken as per the Maternity Bereavement Checklist on Epic, 
consider taking maternal blood for C-Reactive Protein (CRP) measurement 
where there is a suspicion of Chorioamnionitis. All women should have a 
kleihauer taken (this is to screen for feto-maternal haemorrhage which can be 
a cause of stillbirth and is also needed to assess the dose of Anti-D 
immunoglobulin required if the patient is Rhesus negative). Women whose 
blood group is Rhesus negative should receive Anti-D immunoglobulin even if 
their baby has been predicted to be negative on fFDNA. Please refer to the 
Trust 'Blood Transfusion Policy for Adult Patients with related guidelines', 
available on the Policies page of the intranet. 
 

4.2 Stage Two - Management on labour ward 
Ideally, she should use the bereavement suite (Rowan Suite at FPH or Willow 
Suite at WPH). The midwife looking after the woman should commence the 
appropriate maternity bereavement checklist on EPIC and administer the first 
dose of misoprostol. For dose see Appendix One Protocol for 
Mifepristone/Misoprostol for regime. 
 

4.3 Flowsheets 
Commence the use of the labour flowsheet on Epic with the first administration of 
misoprostol, and use to record all maternal observations, uterine activity and any 
PV loss. Observations should be undertaken three hourly, unless indicated 
earlier due to medical condition.  
 
Vaginal examination will need to be performed for administration of the first dose 
of misoprostol which is normally vaginal administration. Further vaginal 
examinations may be performed to assess progress following discussion with the 
woman, although it is not absolutely necessary. Cervical dilation should be 
recorded on the Flowsheet should vaginal examinations be carried out.  
 
Any vaginal loss (e.g. SROM/PV bleeding) should be recorded. 

 
4.4 Completion of the regime 

If the regime relevant to the gestation is completed, no further misoprostol should 
be given – further management must be discussed with the consultant. Options 
may include repeated course of misoprostol. 

 

https://ourplace.xfph-tr.nhs.uk/our-trust/trust-policies/
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5. ANALGESIA 
All pain relief options should be discussed. Epidural analgesia can be offered as 
a form of pain relief. Consider patient controlled analgesia (PCA) with morphine 
or remifentanil as these agents have the advantage over pethidine of a longer 
duration of action and of greater analgesic effect. PCA observations must be 
recorded appropriately on EPIC.  Entonox, pethidine and morphine sulphate 
solution (Oramorph) are also available for pain relief. 

 
6. SECOND AND THIRD STAGES OF LABOUR 
 
6.1 Birth preferences  

Women should have an opportunity to discuss their preferences for birth, such as 
position, analgesia and whether they would like to see the baby at delivery.  

 
6.2 Delivery of baby and placenta 

Once the baby has been delivered, the cord should be clamped and cut. One 
ampule of Syntometrine® should be given intramuscularly (unless there is a 
contraindication to the patient receiving ergometrine) and controlled cord traction 
should be used to deliver the placenta. 

 
6.3  Retained placenta 

If the placenta is retained, a speculum examination should be undertaken by the 
registrar/consultant to rule out it is sitting in the vagina. 
 
If bleeding is excessive follow the ‘postpartum haemorrhage’ guidance. 
 
If the placenta remains in situ undelivered inform labour ward co-ordinator, 
anaesthetist and theatre team to prepare for manual removal procedure.  
 
It is important to communicate with all members of staff in theatre that this is a 
bereavement case, to avoid inappropriate comments. 
 
 

7. POST BIRTH 
7.1 Seeing/holding the baby 

The attending midwife should give the woman and her partner the opportunity to 
see and hold the baby. If they are reluctant, their preferences should be 
respected and no pressure to view their baby should be exerted. The parents’ 
wishes should be documented in the notes. The parents should be informed that 
they can change their mind about this should they wish to. 

 
7.2 Maternal observations 

Observations of respiration rate, temperature, pulse and blood pressure should 
be recorded on the postnatal flowsheet within Epic and a postnatal VTE 
assessment should be completed with medication prescribed if required. Ensure 
the uterine fundus is well contracted and bleeding is not excessive. Ask the 
parents if they would like to see a bereavement midwife for further support. The 
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obstetric consultant or registrar must see and review the woman prior to 
discharge.  

 
7.3 Lactation suppressant 

Please discuss with the woman and obstetric team the use of cabergoline as 
lactation suppression; there are contra-indications to this such as hypertension 
and pre-eclampsia (review BNF before prescribing). Supportive measures such 
as a firm fitting bra and analgesia should be discussed and offered in all cases. 

 
7.4 Anti-D immunoglobulin 

If the woman is blood group Rhesus negative and the baby is predicted positive 
or the status of the baby is unknown a further kleihauer test should be taken and 
Anti –D should be administered post birth. Please refer to the Trust’s 'Blood 
Transfusion Policy for Adult Patients with related guidelines', available on the 
Policies page of the intranet. 
 

7.5 Examination of the baby  
The midwife should examine the baby and record on EPIC: 
• Weight  
• Presence or absence of abnormalities 
• Number of blood vessels in umbilical cord 
• The appearance of the placenta 
• Gender 
• Label the baby with 2 labels (Baby of MOTHER’s name, mums MRN, 

baby’s DOB and address) 
 
7.6 Cold cot 

A cold cot or cuddle cot should always be used to ensure the baby is kept at an 
appropriate temperature when they are not being held/cuddled by family. Cold 
cots can be placed in the room with the parents if they wish. 

 
7.7 Stillbirth certificate & registration 

The midwife or attending doctor should complete the stillbirth certificate. 
GMC/PIN numbers should be included and signatures should be accompanied 
by names and qualifications written in clear, capital letters. 
• WPH - Stillbirth certificate (front and back) will be emailed to Slough registry by 

delivering midwife with parents contact details. Slough registry will contact 
parents with an appointment to register baby. The midwife should complete 
Epic records for stillbirth, i.e. Maternity Bereavement Checklist and Care after 
Death tab on baby’s record 

• FPH - The midwife should complete the stillbirth certificate and give the 
original to the bereavement midwives. The Bereavement midwives will email 
to Guildford registry with the parent details. The parents contact Guildford 
registry to book their appointment when they are ready. The midwife should 
complete Epic records for stillbirth, i.e. Maternity Bereavement Checklist and 
Care after Death tab on baby’s record.  

 
 

https://ourplace.xfph-tr.nhs.uk/our-trust/trust-policies/
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8. POST MORTEM EXAMINATIONS 
 
8.1 Taking Consent 

Post-mortem examination should always be discussed by a senior obstetrician or 
a midwife who has undergone training in obtaining consent. The Sands consent 
form should be completed if the family would like a post-mortem examination. 
Please refer to the “local information for consent takers” folder for more guidance 
if needed. This can be found in the Dandelion room at WPH and in the black 
folder in the Rowan cupboard at FPH. If they decline, the ‘Declining a post-
mortem consent form’ must be completed – it is the parents choice but they 
should be given all the necessary information needed to make an informed 
decision. 

 
8.2 Changing your mind section 

The Sands consent form includes a “Changing your mind” section, which must be 
completed. The woman should be advised that she may contact the named 
individual by the specified time if she has changed her mind. This is normally 48 
hours after the consent is taken. The post-mortem examination will not take place 
until that date has passed, and it must be completed. The discussion and the 
woman’s wishes must be recorded in the notes. 

 
8.3 Frimley Park Hospital Protocol for baby going to mortuary 

Send the baby in a body bag in a specialised cardboard coffin box and the 
placenta (dry) in a labelled pathology laboratory container with the accompanying 
post-mortem request forms. Please provide as much information as possible on 
the request forms and include copies of relevant scans to give the pathologist as 
much information as possible. Please ensure that the baby is dressed as they will 
not be accepted for PM without this. 
The baby must have two name labels with the mother’s details to include-name, 
DOB, hospital number and NHS no. There must also be two completed late fetal 
loss identification labels- one goes in the window of the bag and the other on top 
of the coffin. Labels can be found in the pink packs. 
All paperwork should be left for the bereavement midwives in the Rowan 
cupboard and will be forwarded to the John Radcliffe Hospital Oxford mortuary if 
a post-mortem examination is requested. If a post-mortem is declined, please 
ensure the ‘Declining a post-mortem consent form’ is completed and left for the 
bereavement midwives. 

 
8.4 Wexham Park Hospital Protocol for baby going to mortuary 

The baby should be dressed and labelled clearly with two name labels, prior to 
the transfer (with Baby of MOTHER’s name, mums MRN, baby’s DOB and 
address). The baby should then be placed in an appropriately sized body bag 
and a cot card placed in the clear window for easy identification.   
If going for post-mortem, the placenta should be dry in a specimen pot, clearly 
labelled and sent with the baby to the mortuary for transfer. If not going for post-
mortem, the placenta should be sent to histology. 
The original post-mortem pack and relevant forms as well as copies of all 
ultrasound scans/genetic test results should accompany baby to the mortuary, 
prior to transfer these should be scanned and emailed to the Bereavement 
midwives and be uploaded onto Epic. 
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Any belongings should be clearly marked with the maternal addressograph and 
sent with baby in the appropriately sized body bag. A midwife and a porter should 
transfer the baby in the transfer box to the mortuary and ensure the sign out book 
on Willow suite is completed when leaving. The midwife should complete the 
mortuary sign in book on arrival to the mortuary and the porter should sign it. 
Original paperwork should be left in the box below the sign in book. 

 
 
9.  FUNERAL ARRANGEMENTS 

 
9.1  Parents need to register the stillbirth of their babies and will be given a release 

form from the registrar; this form is required to proceed with the funeral.  
 

9.2 Frimley Park Hospital 
The parents need to make their own funeral arrangements.  
They may wish to contact a funeral director of their choice or a list of local funeral 
directors can be provided who will liaise with the mortuary technician over the 
collection of the baby. The mortuary will hold the baby for as long as required to 
organise the funeral. The basic costs of the funeral will be covered by The 
Children’s Funeral Fund for England – this will be claimed back by the Funeral 
Directors. 
 

9.3 Wexham Park Hospital 
The parents need to make their own funeral arrangements.  
They may wish to contact a funeral director of their choice or a list of local funeral 
directors can be provided who will liaise with the mortuary technician over the 
collection of the baby. The mortuary will hold the baby for as long as required to 
organise the funeral. The basic costs of the funeral will be covered by The 
Children’s Funeral Fund for England – this will be claimed back by the Funeral 
Directors. 

 
10. POSTNATAL FOLLOW UP 

The community midwives should be notified of the pregnancy loss and should 
offer postnatal visits to be led by the woman. 
 
The bereavement midwives should be notified of the loss and will follow up with a 
phone call or visit as required by the woman.  
 
All women should be offered follow up debrief with a consultant approximately 12 
weeks after discharge from hospital.  
 
All women should be given information about sources of local peer support, and 
how to access further support following their pregnancy loss.  

 
 
11. INFORMING ANTENATAL CLINIC, SCREENING, HEALTH VISITOR AND GP 

It is imperative that all members of the multi-disciplinary care team are aware of 
the pregnancy loss. It is extremely upsetting for women to receive invitations for 
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appointments, or visits from community midwives who are unaware of the 
situation. The Maternity Bereavement Checklist advises who should be informed 
of the loss (GP, antenatal clinic, community midwives, health visitors and if 
necessary, Child Health and the Safeguarding team) and this should be actioned 
by the midwife when the loss is diagnosed. The discharging midwife must ensure 
the Maternity Bereavement Checklist is completed and that a ‘Notification of 
pregnancy loss’ letter is sent to the GP via Epic.  

 
12. COMMUNICATION 

If there are communication issues (e.g., English as a second language, learning 
difficulties, visual or hearing impairments, staff should take appropriate measures 
to ensure the patient (and her partner, if appropriate) understand the actions and 
rationale behind them. Please make use of the hospitals approved interpreter 
service or hospital translator/staff list. Please document if these services are 
unavailable and the reason why.  

 
 
13. EQUALITY AND DIVERSITY ASSESSMENT 

This guideline has been subject to an equality impact assessment. 
 
 
14. AUDITABLE STANDARDS 

• Completion of the Maternity Bereavement Checklist on Epic 
• Follow up appointment arranged with the consultant 
 

15. MONITORING COMPLIANCE 
This guideline will be subject to a three yearly audit. 
 
The audit midwife is responsible coordinating the audit. 
 
Results will be presented at the department clinical audit meeting. 
 
Action plans will be monitored at the quarterly department clinical governance 
meeting. 

  



 

IUD >24 weeks gestation V3.2 July 2026 Page 10 of 17 

 
REFERENCES  

1. Nzewi C, Araklisit G, Narvekar N. The use of mifepristone and misoprostol in the 
management of late intrauterine fetal death. TOG. 2014;16(4):233-238 

2. Royal College of Obstetricians and Gynaecologists (2010) Late Intrauterine Fetal 
Death and Stillbirth. London.RCOG.  Available at: 
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/late-
intrauterine-fetal-death-and-stillbirth-green-top-guideline-no-55/ 

3. Weeks A, Faundes A. Misoprostol in obstetrics and gynecology. International 
Journal of Gynecology & Obstetrics. 2007; 99:S156-S15 Available at: 
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/late-
intrauterine-fetal-death-and-stillbirth-green-top-guideline-no-55/ 

4. Morris JL, Winikoff B, Dabash R, Weeks A, Faundes A, Gemzell-Danielsson K, 
Kapp N, Castleman L, Kim C, Ho PC, Visser GHA. FIGO's updated 
recommendations for misoprostol used alone in gynecology and obstetrics. Int J 
Gynaecol Obstet. 2017; 138(3):363-366 

5. Royal College of Obstetricians & Gynaecologists. Medical abortion before 12 
weeks of pregnancy: summary sheet. [No date]. Available from: 
https://www.rcog.org.uk/media/oz4adqix/4580-rcog-summary-sheet_med-
abortion-from-12-wks-v6.pdf 

 
Further Reading 
 
Ahlenius I, Floberg J, Thomassen P. (1995) Sixty-six cases of fetal death. Acta 
Obstetricia et Gynecologica Scandinavica. Vol. 74, no.2, pp 109-117. 
 
Berhgahn L,Christensen D & Droste S (2001) Uterine rupture during second trimester 
abortion associated with misoprostol. Obstetrics and Gynaecology Vol. 98, no.5, pt.2, 
pp 976-977. 
 
Birdsall M, Pattison N, Chamley L. (1992) Antiphospholipid antibodies in pregnancy. 
Australian and New Zealand Journal of Obstetrics and Gynaecology. Vol.32, no.4,  
p 328. 
 
 
Department of Health (2009) Reference guide to consent for examination or treatment.  
2nd edn. London. DH. Available at: 
https://www.gov.uk/government/publications/reference-guide-to-consent-for-
examination-or-treatment-second-edition  (Accessed: 7 August 2024). 
 
Dimond B. (2001) Alder Hey and the retention and storage of body parts. British Journal 
of Midwifery,Vol. 9, no.3, pp 173-176. 
 
Fox R, Pillai M, Porter H, Gill G (1997) The management of late fetal death: a guide to 
comprehensive care. British Journal of Obstetrics and Gynaecology Vol.104, no.1, pp 4-
10. 
 

https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/late-intrauterine-fetal-death-and-stillbirth-green-top-guideline-no-55/
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/late-intrauterine-fetal-death-and-stillbirth-green-top-guideline-no-55/
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/late-intrauterine-fetal-death-and-stillbirth-green-top-guideline-no-55/
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/late-intrauterine-fetal-death-and-stillbirth-green-top-guideline-no-55/
https://www.rcog.org.uk/media/oz4adqix/4580-rcog-summary-sheet_med-abortion-from-12-wks-v6.pdf
https://www.rcog.org.uk/media/oz4adqix/4580-rcog-summary-sheet_med-abortion-from-12-wks-v6.pdf
https://www.gov.uk/government/publications/reference-guide-to-consent-for-examination-or-treatment-second-edition
https://www.gov.uk/government/publications/reference-guide-to-consent-for-examination-or-treatment-second-edition


 

IUD >24 weeks gestation V3.2 July 2026 Page 11 of 17 

Fox R and Pillai M (2000) The management of intrauterine death in Saunders W, edited 
by Kean L H, Baker P N and Edelstone D I.  Best Practice in Labour Ward 
Management. Harcourt Publisher. pp337-362. 
 
Frydman R, Fernandez H, Pons JC, Ulman A (1988) Mifepristone (RU 486) and 
therapeutic late pregnancy termination: a double blind study of two different doses. 
Human Reproduction, Vol. 3, no. 6, pp 803-806. Available at: 
https://content.hta.gov.uk/sites/default/files/2021-
06/Guidance%20on%20the%20disposal%20of%20pregnacy%20remains.pdf  
(Accessed: 7 August 2024). 
 
Human Tissue Authority HTA (2015) Guidance on the disposal of pregnancy remains 
following pregnancy loss or termination. London. HTA   Human Tissue Authority (2017) 
Code B: post-mortem examination. Available at: 
https://content.hta.gov.uk/sites/default/files/2020-11/Code%20B.pdf  (Accessed: 7 
August 2024). 
 
Human Tissue Authority HTA (2014) Code of Practice 3: Post-mortem Examination. 
London. HTA 
 
Lemmers M, Verschoor MAC, Kim BV, Hickey M, Vazquez JC, Mol BWJ, Neilson JP 
(2019) Medical treatment for early fetal death (less than 24 weeks). Cochrane Database 
of Systematic Reviews, Issue 6. Art. No.: CD002253. Available at: 
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD002253.pub4/full 
(Accessed: 7 August 2024).  
Nursing & Midwifery Council (2018) The code: professional standards of practice and 
behaviour for nurses, midwives and nursing associates. Available at: 
https://www.nmc.org.uk/standards/code/ (Accessed: 7 August 2024). 
 
Qureshi, H., Massey, E., Kirwan, D., Davies, T., Robson, S., White, J., Jones, J. and 
Allard, S. (2014), BCSH guideline for the use of anti-D immunoglobulin for the 
prevention of haemolytic disease of the fetus and newborn. Transfusion Medicine,  
Vol. 24, pp 8–20  
 
Rodger MW, Baird D.T. (1990) Pre-treatment with mifepristone (RU 486) reduces 
interval between prostaglandin administration and expulsion in second trimester 
abortion. British Journal of Obstetrics and Gynaecology, Vol. 97, no.1, pp 41-45. 
 
Royal College of Nursing. (2021) Managing the Disposal of Pregnancy Remains: RCN 
Guidance for nursing and midwifery Practice. London. RCN. https://www.rcn.org.uk/-
/media/Royal-College-Of-Nursing/Documents/Publications/2021/September/009-
942.pdf (Accessed: 7 August 2024). 
 
 
Royal College of Obstetricians and Gynaecologists (2010) Late Intrauterine Fetal Death 
and Stillbirth. London.RCOG.  https://www.rcog.org.uk/guidance/browse-all-
guidance/green-top-guidelines/late-intrauterine-fetal-death-and-stillbirth-green-top-
guideline-no-55/ (Accessed: 7 August 2024). 
 

https://content.hta.gov.uk/sites/default/files/2021-06/Guidance%20on%20the%20disposal%20of%20pregnacy%20remains.pdf
https://content.hta.gov.uk/sites/default/files/2021-06/Guidance%20on%20the%20disposal%20of%20pregnacy%20remains.pdf
https://content.hta.gov.uk/sites/default/files/2020-11/Code%20B.pdf
https://www.rcn.org.uk/-/media/Royal-College-Of-Nursing/Documents/Publications/2021/September/009-942.pdf
https://www.rcn.org.uk/-/media/Royal-College-Of-Nursing/Documents/Publications/2021/September/009-942.pdf
https://www.rcn.org.uk/-/media/Royal-College-Of-Nursing/Documents/Publications/2021/September/009-942.pdf
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/late-intrauterine-fetal-death-and-stillbirth-green-top-guideline-no-55/
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/late-intrauterine-fetal-death-and-stillbirth-green-top-guideline-no-55/
https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/late-intrauterine-fetal-death-and-stillbirth-green-top-guideline-no-55/


 

IUD >24 weeks gestation V3.2 July 2026 Page 12 of 17 

Hunter A, Schott J, Henley A (eds) (2016) Pregnancy loss and the death of a baby: 
guidelines for professionals. 4th edn. Coventry: Tantamount. London. Bosun Press, on 
behalf of Sands (Stillbirth and Neonatal Death Society). 
 
Wagaarachchi P T, Ashok P W, Narvekar N  et al.(2002) Medical management of late 
intrauterine death using a combination of mifepristone and misoprostol. British Journal 
of Obstetrics and Gynaecology, Vol.109, no.4, pp 443-447. 
 
Reddy WM, Kaiser J (2017) Fetal death in James D, Steer PJ, Weiner CP, Gonik B, 
Robson SC (eds) High-risk pregnancy: management options. 5th edn. Cambridge: 
Cambridge University Press. Pp. 568-578. 

  



 

IUD >24 weeks gestation V3.2 July 2026 Page 13 of 17 

APPENDIX - Protocol for Administration of Mifepristone & Misoprostol 
 
WARNING : Staff who are or may become pregnant should not handle crushed, broken or 
dispersed tablets.  
 
Protocol for administration of Mifepristone (Mifegyne 200 mg) & Misoprostol 
(Cytotec 200 micrograms) drug regimes for termination of pregnancy or induction 
of labour following intrauterine fetal death 
 
DRUG GESTATION DOSE FREQUENCY 
Mifepristone >12 weeks – 

all cases 
200 mg orally 
(consider 600mg if weight 
>100kg and /or 
nulliparous 

Once 

Misoprostol 
(36 - 48 hours 
interval post 
Mifepristone) 
 
 

12 - 24+6 
weeks 

1st dose 800 mcg PV  
 
Thereafter at 3 hourly 
intervals 400 mcg 
sublingual/buccal/PV or 
PO 

3 hourly until 
delivery  
 
(consider 12hr 
break after 5 
doses) 

25-27+6 
weeks 

 1st dose 400 mcg PV  
 
Thereafter at 4 hourly 
intervals 200 mcg 
sublingual/buccal/PV or 
PO 

4 hourly  until 
delivery 
 
(consider 12hr 
break after  
4 doses) 

> 28 weeks 1st dose 200mcg PV 
 
Thereafter  
 
PO – at 2 hourly intervals 
50-100mcg 
 
OR 
PV – at 4 hourly intervals 
25-50mcg 

Orally 2 hourly 
until delivery 
  
Vaginally 4 
hourly until 
delivery  
 
(consider 12hr 
break after 5 
doses) 

 
N.B –  

• avoid PV if there is vaginal bleeding.  
• In the presence of regular contractions consider vaginal examination prior to 

administration. 
• If the induction has not been successful after 5 doses of misoprostol then a 

full review by a consultant is required and a 12 hour rest period if delivery is 
not imminent should be considered.  

• A lower dosage is recommended for a scarred uterus or a grand multip.  
• Misoprostol tablets are dispensed as 200 microgram tablets. The tablet can 

be divided with a tablet cutter. Sublingual or buccal administration of 
misoprostol is advised as this improves absorption and bioavailability. 
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Women undergoing VBAC should be closely monitored for signs of scar rupture - fetal 
heart rate abnormality, usually the most common sign of early scar dehiscence, does 
not apply in this circumstance. Other clinical features include maternal tachycardia, 
atypical pain, vaginal bleeding, haematuria and maternal collapse.  
 
Misoprostol can be safely used for induction in women with a single previous 
Caesarean Section and an Intrauterine Fetal Death/TOP. Women with 2 or more 
previous Caesareans or an atypical scar should be advised that the safety profile is not 
known but reasonable to proceed with caution.  
 
In the context of ruptured membranes – intravenous oxytocin is less effective than 
Misoprostol which demonstrates a reduced induction to delivery interval. Gestations <27 
weeks will not have effective oxytocin receptors and PV/sublingual or bucal Misoprostol 
is preferred. For gestations >27 weeks oxytocin can be considered after discussing with 
a consultant obstetrician (Misoprostol is usually first line). 
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If delivery has not occurred following the above regimes, a consultant review must be 
undertaken prior to further management.  
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