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Background: the first stage ,labour is divided into early (latent phase )when uterine contractions are
irregular and cervical effacement and dilatation are gradual, while the active phase of labour
commences when cervical dilatation reaches (4) cm .and uterine contractions are more powerful .
Our aim from this study is to see the effect of the timing of admission to labour room on mode of
delivery and foetal outcome.

Patients and method: 240 nulliparous women at term pregnancy were diagnosed as labour pain
and admitted to Baghdad Teaching Hospital from the first of January to the end of December 2006,
they were followed during their course of labour to see the effect of admission to the labour room in
latent phase in comparison to those in active phase of labour on the mode of delivery and fetal
outcome.

Results: Rate of C/Section was significantly higher in those admitted in the latent phase (group 1)
than those in active phase [group2] (65% vs16.6%) Major cause of C/Section in group (1) was
dystocia (65.3%) while in the group (2) was fetal distress (55%) Rate of C/Section among women
whose labour was augmented in group (1) greater than group (2) (74% vs20%)

Conclusion: Later admission to labour room increased the rate of spontaneous vaginal delivery in low
risk nulliparous women
Keyword: term nulliparous women, latent phase, active phase, mode of delivery, fetal outcome,

dystocia.

Introduction:

Normal labour can be defined as spontaneous
painful  uterine contraction associated with
effacement and dilatation of the cervix and descent
of the head in vertex presentation (1.)
Normal labour is a continuous process that has been
divided into four stages.
The first stage further subdivided into two phases

1 — Slow (latent phase) which begins with the onset
of regular contractions and ends when the cervical
canal had shorten from 3cm t00.5 cm and dilated to
3cm.

2 — Faster (active phase) is characterized by an
increased rate of cervical dilatation with descent of
the presenting foetal part (2).this phase is subdivided
into:

1- Acceleration phase. A gradual increase in rate of
dilation initiates the active phase and leads to a
period of rapid dilation, followed by the maximum
slope which is defined as the period of active labour
when the rate of cervical dilation is greatest.

2 -Deceleration phase .during the terminal portion of
the active phase, rate of dilation sometimes slows,
with termination at full cervical dilation. So the first
stage describes the time from diagnosis of labour to
full dilatation of the cervix (10 cm).(2)

The second stage of labour describes the time from
full dilatation of the cervix to delivery of the fetus.
The third stage is the time from delivery of the fetus
until delivery of the placenta.
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The fourth stage, or puerperium, follows delivery
and concludes with resolution of the physiologic
changes of pregnancy, usually by 6 weeks
postpartum. Some believe that it is the first hour
after  delivery (3).

Nulliparous women in particular have no experience
of labour and so may find the timing of presentation
to hospital particularly difficult to judge. A delay in
admission to labour room until the onset of the
active phase of labour may help to clarify the criteria
to diagnose labour and thus, reduce the number of
women labelled with this diagnosis so the
knowledge of the patterns of normal labour, and of
women’s behaviours, is fundamental to the
formulation of strategies to reduce caesarean section
rates (4). The timing of hospital admission may have
consequences for the progress of labour because of
the hospital environment may affect the progress in
the latent phase (5) which is defined as the period of
onset of labour and a point at which a change in the
slope of cervical dilatation is noted. Differentiating
between active labour and the latent phase of
labour can be difficult and is most often made
retrospectively ( 6) and can be treated by artificial
rupture of membrane with oxytocin augmentation
(7) this practice is used in our labour room. To
overcome the problem of prolonged labour,
complete history should be taken, questioner about
the onset of regular contractions ,their frequency,
intensity, and duration of the contraction, also past
obstetric history and prenatal events should be
investigated (8), careful and thorough physical
examination must be performed. Then pelvic
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examination to determine the degree of cervical
dilatation, effacement, and station and also to
provide an excellent opportunity to assess the
patient’s pelvis and to perform clinical pelvimetry
(9). Finally, fetal presentation and position must be
assessed. Evaluating the position once cervical
dilatation is advanced or completed appears to be a
common practice, but knowing the fetal position as
early as possible is beneficial because fetal position
can be a major contributor to dystocia (10).
Dystocia is defined as difficult labour or childbirth.
It can be considered to involve the maternal pelvis
(passage), the fetus (passenger), the expulsive forces
(powers) or combination of these factors (8).

Patients and methods:

The study was conducted at department of
obstetrics and genecology , Baghdad teaching
hospital , during the period from the beginning of
January to the end of December in 2006.in this
study 130 parturient women who were admitted to
labour room in the latent phase (groupl) were
compared with 130 parturient women who
admitted in the active phase (group 2 ). Ten women
in group (1) and ten women in group (2) were
omitted; owing to uncertain fetal condition like
meconium after rupture their membrane.

Pregnant women attending labour word had the
following inclusion criteria:

1 -Nulliparous.

2 - Women aged between 20 -30 years.

3 -Singleton pregnancy.

4 - Intact membrane.

5- Low risk determine by their physician (there is
no medical problem associated with the pregnancy).
6-labor begins spontaneously.

7- Completed 37 weeks of gestation.

Women booked for caesarean section or induction of
labour was excluded.

All those women have been examined by portable
U/Sin our labour room as part of routine
examination to confirm the criteria needed in our
research. Those are with normal viable term
singleton pregnancy, longitudinal lie, vertex
presentation, left occiput anterior position, normal
position of the placenta, and single pocket of
amniotic fluid is greater than 2 cm in two
perpendicular planes. Determination of the active
phase of labour was based on regular painful
contraction and cervical dilatation greater than (3)
cm.in the protocol of this study, false labour were
excluded by giving the patient parenteral analgesics
to relieve the patients discomfort and allow for
progression of labour while she rests or sleeps.
Ineffective labour was suspected when cervix did
not dilate in spite of regular uterine contraction in
such cases aminotomy performed and labour
progress was evaluated at the next one hour. If no
progress with hypotonic contraction labour was
augmented with oxytocin, starting with 2 mU per
minute and if necessary it was increased by 2 muU

per minute every 15 minute, and not exceeding 32
mU per minute.  Partogram was used to assess
progress of labour and maternal and foetal wellbeing
were also followed up. finally the  indication of
caesarean section mainly(dystocia ,foetal distress) ,
,cervical dilatation at time of caesarean birth ,the
rate of labour augmentation with oxytocin in those
with hypotonic contraction ,the time from admission
to caesarean ,apgar score at (5)minutes ,and the birth
weight were compared between two group. In this
study apgar score at 5 minutes were used as apgar
score at one minute has major limitation as an index
of asphyxia.

Results:

A total of 240 women were randomized into two
groups according to their presentation , group (1)
includes (120) women ,those women presented in
latent phase of labour and group (2)includes (120)
women ,those women presented in active phase of
labour. All the women complete the assigned
criteria.  There was no significant difference in
obstetrical &demographic parameters between the
two groups as shown in table (1). 70 women
(58.3%) in group (1) need augmentation of labour
while in group (2) only 50 ( 41.5%) of them need
augmentation (p <0.001)this is statistically
significant, also rate of C/S among the augmented
group was greater in group (1) than group (2).
(74.2%vs 20%) (p<0.003). (Table 2) For the total
number of C/Section deliveries in group (1) greater
than group (2) (78vs 20, p<0.002) as shown in table
(2) .This is statistically significant. The main cause
of C/Section in group (1) was dystocia (65.3%) and
for group (2) was foetal distress  (55%) (Table
2)Median of cervical dilatation at time of C/Section
in group (1) was 2 cm &in group (2) was 4 cm. (this
was statistically not significant as shown in table (2.)
For oxytocin consumption were, (1.9 +/- 1.8) for
group (1) vs. (1.02+/ - 1.5) for group 2, (p < 0.001)
(this was statistically significant as shown in table 2)
For neonatal outcome birth weight and Apgar score
at 5 minute in both groups show no statistical
significance as shown in (table 3)

Table (1)
Group 1 Group 2
P

Age (years) 23.65 +/ -3.2 23.48+ /- 3.0 N.S
Gestational 38.0 +/-1.19 38.36 +/- 1.7 N.S
age(wks)

Housewife 99 (85.5%) 101(84.16%) N.S
Employed 21(17.5%) 19(15.83%) N.S

The comparison of demographic &obstetrical
parameters between two groups of

Women admitted to the labour room group 1 (those
in latent phase) and group 2(those inactive phase)
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Table (2)
Group 1 Group 2
P
Rate of NVD 42(35%) 100 <0.002
(83.6%)
Rate of  C/Sin | 78(65%) 20 (16.6 % | <0.002
augmented  &non )
augmented group
Reason of C/S
Dystocia* 51 (65.3% ) 6(30%) <0.002
Fetal distress 20 (25.6 %) 11(55%) <0.002
Others 7(8.9%) 3(15% ) N.S
Cervical dilatation at | 2[1,2,2] 4[4,4,5] N.S
time of C/S
Oxytocin 19+/-18 1.02 +/-1.5 | <0.001
consumption
Labour 70(58.3 %) 50 (41.5% | <0.001
augmentation )
Rate of C/S among | 52(74.2%) 10(20%) <0.003
augmented women
Dystocia is defined as difficult labour or
childbirth.
Comparison of C/Section delivers between the
two groups.
Table (3)
Group 1 Group 2 P

Birth  weight | 3109-/+335 3137-/+397 | N.S
(gm)
Apgar score in
5 min.

<7 5(4.1%) 7(5.8%) N.S

=/>7 115(95.8%) 113(94.5%) | N.S

Comparison of Neonatal outcome among group 1
(women admitted in latent phase & group 2

(women admitted in active phase)
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Figure (1) comparison of C/Section delivers

1 —Rate of NVD among group 1&2.
2-Rate of C/Section among group 1 &2.
3-Rate of labour augmentation among
group 1 &2.
4- Rate of C/Section among augmented

women.
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Figure (2): causes of C/Section among
1&2.

1-Dystocia

2-Fetal distress

3-Others
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Figure (3): Apgar score at 5 min. between group
1&2

*Apgar score at 5 min. was used as the one
minute score has major limitations as an index of
asphyxia.

Discussion:

There is no doubt that in low risk pregnant women
Jabour and delivery is a normal physiological
process that most women experience without
complication .Nevertheless, in most western
countries the preferred place of birth is the hospital
which generally means that the responsible caregiver
is a medical specialist i.e. the obstetrician .Some
professional guidelines even argue that because
intrapartum actions can sometimes arise quickly and
without warning, the hospital provides the safest
setting for labour ,delivery, and the immediate
postpartum period ( 11). But on the other hand the
hospital environment is thought to be responsible for
an increase in obstetrical interventions and the
medication of labour and delivery in healthy low
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risk women due to a set of cumulative factors such
as separation of family members, rigid application of
procedures, the lack of choice, e.g. for position for
labour, and the routine implementation of
continuous electronic foetal monitoring (11).
Even in low risk cases which is associated with a
rather high false positive rates for fetal distress etc.
(12) Apart from the hospital environment inter-
related aspect of obstetric care e.g. Personal and
emotional factors are very likely to also play an
important role with respect to the course of labour
(12). The rate of c/section had been increased
progressively in many countries including Irag and
this may be due to:

1-increased electronic fetal monitoring which
markedly increased now a day.

2-concern for malpractice litigation has contributed
significantly to the present c/section. There are
fewer vaginal delivers rate comparing private
hospital to the public hospital.

3-socioeconomic and demographic factors may play
role in c/section.

In this study we found that common cause of
c/section in nulliparous women is dystocia , which
is defined as abnormal or difficult Ilabour.
Accurately diagnosing dystocia is crucial. The
caesarean delivery rate for the past 20 years in
United States has consistently been 50-75 % higher
than the rate in  Europe the increase in caesarean
delivery rate in the United States is believed to be
partly to the fear of litigation, influencing physicians
to perhaps prematurely diagnose dystocia and other
indications. Interestingly, in some European
countries, the caesarean delivery rate is rising in
response to the increasing incidence of litigation in
those countries (13). Hemminki E.and Simukka R.
1986 observed those women who admitted to the
hospital in early phase to those who coming late
.those who admitted in early phase had more
intervention during labour, more caesarean sections,
longer postpartum hospital stay, in comparison to
those coming late in active phase (4.)This is also
approved in our study. Deidre S. Morten, 2000 they
found that among women who delivered by
caesarean, lack of progress was commonly
diagnosed in the latent phase of labour, they found
that in 51%  of the caesareans done for lack of
progress. Other indications for the caesarean were
also recorded. The most common of these was
terminology referring to non reassuring fetal status,
which was present in 21 % of caesareans ,and their
finding was approve to our finding. Other
indications, including macrosomia, and genital
herpes, were noted in less than 5 percent of the
caesareans done for lack of progress (14) Paule
Holmes,Lowrece 2001 they demonstrated that
women who present to hospital early in labour have
higher risk of C/S ,oxytocin a gestation than those
who present later . Those presenting early may have
dysfunctional latent phase of labour, they might
have laboured for a long time before attending

hospital than women who presented late. (15) In the
contrary to our study D.Chelmow, S.J.Kilpatric,
found prolonged latent phase has been shown to be
independently  associated with an increased
incidence of C/Sand other labour abnormalities.(16)
this is disapproved to our study. Debra J.Jakson,
Janet M .L ang, 2003 later admission in labour at (4
cm or greater cervical dilatation) increased the rate
of spontaneous vaginal delivery in low —risk women.
(17) This result is comparable to our study. S tewart
et al, 1990 found that 40% of C/Section was done
for dystocia diagnosed during latent phase. (18)
While in our study 65.3 % of c/section was done for
dystocia diagnosed during the latent phase. Rate of
augmentation in both groups nearly similar but dose
of oxytocin consumption not high and of C/section
in group 2 lowers than group 1. Impely L. ,Hobson
J.2000 show augmentation of labour which means
artificial stimulation of labour that has begun
spontaneously, reduces the duration of first stage of
labour mainly by shortening the latent phase
duration in association with amniotomy at very early
cervical dilatation (19) this is compatible with our
study.
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