Web Table 14. Component studies in Luckas et al. 2000 [1] meta-analysis: Impact of intravenous prostaglandin for induction of labour on perinatal mortality
	Source
	Location and Type of Study
	Intervention
	Stillbirths / Perinatal Outcomes

	Intravenous (IV) prostaglandins vs. IV oxytocin

	1. Baxi 1980 [2]

	USA.

RCT. N=50 women between 37 and 43 weeks.
	Compared the impact of intravenous prostaglandin F2alpha (maximum 20 ug/min) (intervention) vs. intravenous oxytocin (maximum 16 mU/min) (controls). Infusions doubled every hour until labour was established (maximum of three doublings). If after 10 hours, labour did not ensue, other unspecified methods were used. Amniotomy was performed after 90 minutes or when possible.
	PMR: RR=3.00 (95% CI: 0.13-70.30) [NS].

[1/25 vs. 0/25 in intervention and control groups, respectively].



	2. Beazley 1970 [3]

	UK (London). Queen Charlotte’s Maternity Hospital.

RCT. N=300 women, 35 to 43 weeks. 
	Compared the impact of intravenous prostaglandin E2 (maximum 6.7 ug/min) (intervention) vs. intravenous oxytocin (maximum 67 mU/min) (controls). Infusions doubled every hour until labour was established. Successful induction was deemed as a cervical dilatation of 6 cm or delivery was achieved within 12 hours. Amniotomy performed at an unspecified time.
	PMR: RR=5.00 (95% CI: 0.24-103.28) [NS].

[2/150 vs. 0/150 in intervention and control groups, respectively].



	3. Calder 1975 [4]

	UK (Oxford).

RCT; N=100 primigravidas with bishop score 6 or less at 37-42 weeks. 
	Assessed the effects of prostaglandin E2 intravenously doubling hourly to a maximum of 4 ug/min vs. intravenous oxytocin doubling hourly to a maximum of 64 mu/min. All participants had amniotomy at the start. Half of each group received the infusion via an automatic infusor correlated to intrauterine pressures. All women had epidurals. Amniotomy was performed when possible (not specified).
	PMR: RR not estimable.

[0/50 in both groups]. 

	4. Moller 1987 [5]

	Denmark.

RCT. N=100 women with pre-labour rupture of the membranes at 37-42 weeks gestation. 
	Compared the impact of intravenous prostaglandin F2 alpha (maximum of 6 ug/min) (intervention) vs. intravenous oxytocin (maximum 30 mU/min) (controls). 
	PMR: RR not estimable.

[0/50 in both groups].



	5. Naismith 1973 [6]

	UK.

RCT. N=40 women with singleton gestations and intact membranes all of whom were post term (N=10 PGF2 alpha, N=10 prostaglandin E2, N=20 controls).
	Compared the impact of prostaglandin F2 alpha (intervention # 1) increasing to a maximum of 80 ug/min vs. prostaglandin E2 (intervention # 2) to a maximum of 8 ug/min vs. oxytocin (controls) increasing to a maximum of 340 mU/minute. Amniotomy being performed when labour was established.
	PMR: RR not estimable.

[0/20 vs. 0/20 in the intervention and control groups, respectively].



	6. Spellacy 1973 [7]

	USA.

RCT. N=222 women between 36 and 43 weeks (N=115 intervention group, N=107 controls).
	Compared the impact of prostaglandin F 2 alpha increasing to a maximum of 40 ug/min (intervention) vs. oxytocin increasing to a maximum of 8 mU/min (controls). Amniotomy was performed 90 minutes after labour was judged to have commenced.
	PMR: RR=2.79 (95% CI: 0.12-67.83) [NS].

[1/115 vs. 0/107 in intervention and control groups, respectively].



	7. Vakhariya 1972 [8]

	USA.

RCT. N=100 multiparous women at 36-43 weeks of gestation (N=50 intervention group, N=50 controls).
	Compared the impact of intravenous prostaglandin F2 alpha increasing to a maximum of 40 ug/minute (intervention) vs. oxytocin increasing to a maximum of 16 mU/min (controls). Amniotomy was performed when possible (not specified).
	PMR: RR not estimable.

[0/50 in both groups].



	8. Vroman 1972 [9]

	Belgium.

RCT. N=50 multigravid women at 38-42 weeks of gestation. 
	Compared the impact on perinatal mortality of intravenous prostaglandin F2alpha to a maximum of 40 ug/min (intervention) vs. oxytocin to a maximum of 16 mU/minute (controls). 

Amniotomy was performed 90 minutes after the onset of labour.
	PMR: RR not estimable.

[0/25 in both groups].



	9. Wildemeersch  1976 [10]

	The Netherlands.

RCT. N=28 women at 37-42 weeks with no complications (N=14 intervention, N=14 controls).  
	Compared the impact of prostaglandin F2 alpha increasing to 20 ug/minute (intervention) vs. oxytocin increasing to 8 mU/minute (controls). Amniotomy when possible.
	PMR: RR not estimable.

[0/14 in both groups].



	IV prostaglandin E2 and oxytocin vs. IV oxytocin

	10. Naismith 1972 [11]

	UK (Glasgow).

RCT. N=20 primigravid women who were post term with singleton cephalically presenting fetuses. 
	Compared the impact of oxytocin (maximum of 300 mU/min) and intravenous prostaglandin E2 (0.5 ug/min fixed rate) (intervention) vs. oxytocin (maximum of 300 mU/min) (controls). Amniotomy was performed at the start in each case.
	Serious neonatal morbidity or PMR:  RR not estimable.

[0/10 in both groups]. 

	IV prostaglandin E2 vs. extra-amniotic prostaglandin E2

	11. Iskander 1978 [12]

	England. 

RCT. N=40 women with Bishop score of 6 or less. 
	Compared the impact of intravenous prostaglandin E2 up to a maximum of 1 ug/minute (intervention) vs. extra amniotic infusion (controls) up to a maximum of 150 ug/hour. Amniotomy was performed when possible.
	PMR: RR not estimable.

[0/20 in both groups].
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