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Labour becomes abnormal when 
there is poor  progress (as 
evidenced by a delay in cervical 
dilatation or descent of the 
presenting part) and/or the fetus 
shows signs of fetal compromise. 
Also, if there is a fetal 
malpresentation, a multiple 
gestation, a uterine scar, or if 
labour has been induced, labour
cannot be considered normal.



Poor progress in labour

Progress in labour is dependent on three variables:
1. the powers, i.e. the effi ciency of uterine
contractions,
2. the passenger, i.e. the fetus (with particular
respect to its size, presentation and position),
3. the passages, i.e. the uterus, cervix and bony
pelvis

Dysfunctional uterine activity
1-This is the most common cause of poor progress in labour. It is 
more common in primigravidae and perhaps in older women 
and is characterized by weak and infrequent contractions.
The assessment of uterine contractions by clinical examination 
and by using external uterine tocography. However, this can 
only provide information about the frequency & duration of 
contractions



.



woman where an alternative explanation, such as malposition or 
malpresentation, is more likely.
An obstetrician must be closely involved in the assessment of such a 
woman and the decision to augment with oxytocin must be considered 
very carefully indeed. Excessive uterine contractions in a truly obstructed 
labour may result in uterine rupture in a multiparous woman, a 
complication which is extremely rare in primiparous women.
If progress fails to occur despite 4–6 hours of augmentation with oxytocin, 
a Caesarean section will usually be recommended.



Cephalopelvic disproportion
Cephalopelvic disproportion (CPD) implies 
anatomical disproportion between the fetal head 
and maternalpelvis. It can be due to a large head, 
small pelvis or combination of the two. Women of 
small stature(_1.60 m) with a large baby in the first 
pregnancy are likely candidates to develop this 
problem.
The pelvis may be unusually small because of 
previous fracture or metabolic bone disease. 



fetal anomaly will contribute to CPD. Obstructive 
hydrocephalus may cause macrocephaly, and fetal thyroid 
and neck tumours may cause extension at the fetal neck.
RelativeCPD is more common and occurs with 
malposition of the fetal head. The occipito-posterior 
position is associated with deflexion of the fetal head and 
presents a larger skull diameter to the maternal pelvic,



• progress is slow or actually arrests despite efficientuterine contractions;
• the fetal head is not engaged;
• vaginal examination shows severe moulding and caput formation;
• the head is poorly applied to the cervix.
Oxytocin can be given carefully to a primigravidawith mild to moderate 
CPD as long as the CTG is reactive. Relative disproportion may be 
overcome if  the malposition is corrected (i.e. conversion to afl exed OA 
position). Oxytocin must never be used ina multiparous woman where 
CPD is suspected

 

Cephalopelvic disproportion is suspected in labour if:



The bony pelvis may cause delay in the progress of labour .
Abnormalities of the uterus and cervix can also delay 
labour. Unsuspected fibroids in the lower uterine segment 
can prevent descent of the fetal head. Delay can also be 
caused by ‘cervical dystocia’, a term used to describe a 
non-compliant cervix which effaces but fails to dilate 
because of severe scarring, usually as a result of a previous 
cone biopsy. Caesarean section may be necessary. It is rare 
for the soft tissues of the pelvic floor to cause significant 
delay in labour

Abnormalities of the birth canal (the ‘passages’)



Birth of the baby is expected to take place within 3 hours of the start of 
the active second stage (pushing) in nulliparous women, and 2 hours in 
parous women.
Secondary uterin einertia is a common cause of second stage delay,may
be exacerbated by epidural analgesia. the uterine contraction become 
weak  and this is sometime sassociated with maternal dehydration and 
ketosis. If no mechanical problem is anticipated, the treatmentis with 
rehydration and intravenous oxytocin, if the woman is primiparous. 
Delay can also occur because of a persistent OP position of the fetal head. 
In this situation, the head will either have to undergo a long rotation to 
OA or be delivered in the OP position,i.e. face to pubes

Poor progress in the second stage of labour



Risk factor for CPD
Small woman
Big baby
Dysfunctional uterine activity
Malpresentation

Malposition
Early membrane rupture
Soft-tissue/pelvic malformation

Patterns of abnormal progress in labour
 

1.Prolonged latent phase occurs when the latent phase is longer than the 
arbitrary time. It is more common in primiparous women and probably 
results from a delay in the chemical processes that occur within the cervix 
which soften it and allow effacement. 
However, intervention in the form of ARM or oxytocin infusion will 
increase the likelihood of poor progress later in the labour and the need 
for Caesarean birth. It is best managed away from the labour suite with 
simple analgesics, mobilization and reassurance.



2. ‘Primary dysfunctional labour’ is the term used to describe poor 
progress in the active phase of labour (_2 cm cervical dilatation/4 
hours) and is also more common in primiparous women. It is most 
commonly caused by inefficient uterine contractions, but can also 
result from CPD and malposition of the fetus.
3. Secondary arrest occurs when progress in the active phase of first 
stage is initially good but then slows, or stops altogether, typically 
after 7 cm dilatation. Although ineffi cient uterine contractions may 
be the cause, fetal malpositions,&malpresentations



Fetal compromise in labour
The fetus may already be compromised before labour, 
and the reduction in placental blood floow associated 
with contractions may uncover this and ultimately lead 
to fetal hypoxia and eventually acidosis. Fetal 
compromise may present as fresh meconium staining to 
the amniotic fluid, or an abnormal CTG. However, 
neither of these finding confi rms fetal hypoxia or 
acidosis. Meconium can be passed for benign reasons, 
such as fetal maturity, and it is well recognized that the 
abnormal CTG carries a very high false-positive rate for 
the diagnosis of fetal compromise. Intervention for 
‘presumed fetal compromise’ is therefore more accurate 
than ‘fetal distress’. In many cases, babies delivered by 
Caesarean section or instrumental birth for presumed 
fetal compromise are found to be in good condition



Recognition of fetal compromise
Meconium staining of the amniotic fluid is considered signif
cant when it is either thick or tenacious, dark green, bright 
green or black. Any particulate meconium should also be of 
concern. Thin and light meconium is more likely to 
represent fetal gut maturity than fetal compromise. 
However, when any meconium is seen in the liquor, 
consideration should be given to starting CTG is mandatory
if the meconium is thick and dark. Another reason for 
commencing the CTG is if a change in the heart rate is noted 
with intermittent auscultation, particularly fetal 
tachycardia, bradycardia or fetal heart rate decelerations.



Management of possible fetal compromise
A number of resuscitative manoeuvres should be 
considered when a CTG is classifi ed as ‘suspicious’.
If a CTG  becomes ‘pathological’, these reversible factors 
should also be considered, but it is also important to carry 
out an immediate vaginal examination to exclude 
malpresentation and cord prolapse and to assess th
progress of the labour. If the cervix is fully dilated, it may 
be possible to deliver the baby vaginally using the forceps 
or ventouse. Alternatively, if the cervix is not fully dilated, 
a fetal blood sampling can be considered.  although it may 
need to be repeated every 30–60 minutes if the CTG 
abnormalities persist or worsen. An abnormal result 
mandates immediate delivery, by Caesarean section if the 
cervix is not fully dilated. An instrumental delivery may 
be possible if the cervix is fully dilated.
.



• Maternal dehydration and ketosis can be corrected with 
intravenous fl uids.
• Maternal hypotension secondary to an epidural can be 
reversed by a fl uid bolus, although a vasoconstrictor such 
as ephedrine is occasionally necessary.
• Uterine hyperstimulation from excess oxytocin can be 
treated by turning off the infusion temporarily and using 
tocolytic drugs, such as terbutaline.
• Venocaval compression and reduced uterine blood fl ow
can be eased by turning the woman into a left lateral 
position.
Fetal blood sampling
Explanation is given and consent obtained from the 
woman. She is asked to lie in the left lateral position.



Procedure of fetal blood sampling:

• An amnioscope is inserted into the vagina and its distal end is placed 
at right angles on to the fetal head. The scalp is cleaned and a small cut 
is made using a blade with a guard. The resulting blood is collected into 
a microtube. The amount of blood required is approximately 25 mL.
• A normal pH value is above 7.25. A pH below 7.20 is confi rmation of 
fetal compromise. Values between 7.20 and 7.25 are ‘borderline’.
• The base defi cit can also be useful in interpretation of the fetal scalp 
pH. A base excess of more than _10 demonstrates a signifi cant 
metabolic acidosis, with increasing risk of fetal neurological injury 
beyond this level.
• If an abnormal CTG persists in labour, then, despite normal values, 
fetal scalp sampling should be repeated every 60 minutes, or sooner if 
the CTG deteriorates. If the result is borderline, it should be repeated no 
more than 30 minutes laterLabour in special circumstances



Women with a uterine scar

Approximately 20 per cent of all deliveries in developed countries are by 
Caesarean section and 99 per cent are performed through the lower segment 
of the uterus because blood loss is less, healing is better and the risk of 
subsequent rupture is lower than that following an upper segment or 
‘classical’ Caesarean section. There are still a few indications for upper 
segment Caesarean section and it is important that these women are 
counselled appropriately. It is estimated that uterine rupture or dehiscence 
(partial rupture) occurs in approximately 1 in 200 women who labour
spontaneously with a pre-existing lower segment uterine scar. The risk is 
two to three times higher than this in women with a previous upper 
segment incision.
Signs of uterine rupture include severe lower
abdominal pain, vaginal bleeding, haematuria, cessation of contractions, 
maternal tachycardia and fetal compromise (often a bradycardia), 
Uterine rupture carries serious maternal risks (shock, need for blood 
transfusion and operative repair, possibly a hysterectomy) and also serious 
fetal risks (including hypoxia, permanent neurological injury and 
intrapartum death).
•,



Rupture of the uterus is particularly likely to occur:
• late in the fi rst stage of labour,
• with induced or accelerated labour,
• in association with a large baby.
Labour after a previous Caesarean section is known as ‘vaginal birth after Caesarean’ 
(VBAC).
Approximately 70–80 per cent of women who attempt a VBAC will give birth 
vaginally and the remainder will need repeat Caesarean delivery. The chances of a 
successful vaginal birth depend on a number of factors, including a previous history 
of vaginal birth, size of the baby and the original indication for the fi rst Caesarean.
Relative contraindications to VBAC include:
• two or more previous Caesarean section scars,
• the need for induction of labour (IOL)
• a previous labour progress and outcome suggestive of CPD.
A previous classical Caesarean section is an absolute contraindication to attempting 
vaginal birth. If a woman with a previous history of a Caesarean section delivery is 
admitted in labour, intense surveillance is required to identify early signs of uterine 
rupture. Continuous CTG monitoring is strongly recommended and there should be 
a low threshold for urgent delivery by repeat Caesarean section.
Some women will have scars on the uterus as a result of a previous myomectomy. In 
general, there is minimal danger of rupture of a myomectomy scar
unless the uterine cavity was extensively opened during the procedure.
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