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It is rather unfortunate that there is as 
yet a world of ignorance about the vari
ous facets of labour. The difficulty begins 
with what causes labour pain, how to as
certain the precise onset of labour, what 
is the duration of normal labour and what 
constitutes prolonged labour and so on. 

.-....;; 

However, it is knowr>. beyond doubt that 
longer the labour greater is the trouble, 
more so for the new born baby. The 
quality of the survivors is much more im
portant than the quantity of the survivors. 
A baby born after prolonged labour sub
jected to intra-uterine anoxia may be re
suscitated with difficulty but alas, what 
would be the predicament of the parents 
if the milestones of the life of the baby 
would develop slowly or the baby be
comes mentally retarded or spastic in the 
years to come. 

/ 
This is why some of the eminent gynae-

cologists maintain, "Of all the journeys 
ever we make, the most dangerous one is 
the very first one we take through the last 
10 em of the birth canal" . That is why 
i t i s exceedingly important to see that thts 
journey is made safe for the baby. It is 
in this context that the programme of ac-
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celerated labour has been undertaken in 
this hospital. It would be a mistake to 
consider this for saving the time of the 
obstetrician or for his convenience. On 
the contrary, this method envisages an 
intensive monitoring of labour by strict 
vigilance . 

Material and Methods 
At the onset, primigravida with average 

height and weight with term pregnancy 
between 37 to 41 completed weeks have 
been subjected to this study. All preg
nancies were uncomplicated. 

The admission in the hospital was con
sidered as '0' hour. After taking the his
tory in detail particularly with reference 
to the precise period of pregnancy, a de
tailed clinical examination was conduct
ed to record the general condition of the 
patient, pulse and blood pressure. 

The presentation, position, engagement 
or otherwise of the presenting part and 
the fetal sounds w ere noted. 

Vaginal examination was carried out at 
admission under all aseptic precautions. 
In addition to the usual observation, a 
special note was taken about the cervical 
dilatation. By a specially �d�e�~�i�g�n�e�d� in
strument (Fig. 1) the cervical dilatation 
was measured. 

The two blades of the instrument (Ter
minal ends) when closed measures 1 em 
externally. The scale attached to the base 
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Fig. 1. Specially designed caliper to record 
the progressive ceTvical dilatation. 

of the handle records the measurement. 
When the handle of the instrument are 
opened the blades also opens up. Thus 
accurate measurement of the cervical 
dilatation was recorded in centimeters. 

The graduation by the sides of the 
blades also helped to measure the shorten
ing (taken up) of the cervix in labour. 

Vaginal examination was repeated 2-4 
hourly to note the pattern of cervical dila
tation. 

The above findings were all plotted in a 
research proforma (Fig. II) specially 
designed for the study. 

Control Group 

Initially a group of 98 primigravida 
women at term with uncomplicated preg
nancy having spontaneous labour pains 
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Fig. 2. Labour Curve: showing the mean 
progressive cervical dilatation. 

were subjected to the study. 
The age of these primigravida women 

ranged from 15 to 27 years with term 
pregnancy (between 37 to 41 completed 
weeks). 

The height of the women ranged from 
143 to 157 ems and the body weight rang
ed from 45 to 55 Kg. 

Study Group 

This composed of 135 cases. These were 
all primigravida conforming to the con
trol group studied earlier. 

In this group, the cervical dilatation 
was measured by fingers by one of us 
(**). When the cervix admitted 1 finger, 
the dilatation was 1.5 ems 2, 3, and 4 fin
gers dilatation meant 3.5, 5.5 and 7.5 ems 
dilatation respectively. When no rim of 
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the cervix was felt around the presenting 
part, the cervix was considered to be ful
ly dilated (10 ems). 

The station of the head was considered 
to be at '0' level if the lower level of the 
head reached the level of the ischial 
spine. 

The level of the presenting part below 
or above the ischial spine were consider
ed ( +) or (-) level expressed in cen
timeters. 

During each labour, the maternal con
dition, the fetal condition, the uterine con
tractions, descent of the presenting part 
per abdomen were also noted as routine 
in addition to repeated vaginal .examina-. 
tion carried out every 2-4 hourly depend
ing upon the necessity. 

Results 

Total number of cases were 98. The 
progressive dilatation of the cervix could 
be observed from Table I and the median 
curve thus obtained is shown in (Fig. 2). 

TABLE I 
Showing Progressive Cervical Dilatation 

Cervical dilatation Median 
in centimeters hours 

2-3 4.0 
3-4 2.0 
4-5 2.0 
5-6 2.0 
6-7 2.0 
7-8 1.7 
8-9 1.3 
9-10 1.2 

The Table I and the median curve sug
gests the progressive dilatation of the 
cervix over hours following admission to 
the hospital. The abscissa of the median 
curve suggested the time in hours and 
the ordinate indicate the cervical dilata
tion in centimeters. It is seen that the pro
gressive dilatation of the cervix is rela-
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tively slow before 7 ems dilatation and 
fast after 7 ems dilatation. 

The median curve also suggested that 
the full dilatation is achieved (10 ems) 
within 16 hours and the mean dilatation 
of the cervix is 5.2 ems at '0' hour (the 
hour of admission). The median of hours 
required for confinement in this series was 
5.9 hours. 

The median curve of cervical dilatation 
obtained by this was compared with that 
of cases in the study group. Thus the cases 
of slow dilatation of the cervix which is 
the most important parameter in the pro
gress of labour, were spotted out very 
early. 

In our present study, if by two succes
sive vaginal examinations slow dilatation 
of the cervix (i.e. the deviation of the 
curve to the right of the median curve) 
and thereby slow progress of labour was 
established, the cases needed acceleration. 

The acceleration was done by simulta
neous rupture of the membrane and oxy
tocin drip. The syntocinon given was 2 
units in 500 ml of 5% Dextrose and the 
drip was started at a rate of 20 dropsfmin 
and adjusted according to the necessity. 
The maximum rate at which the drip was 
given was 60 drops per minute. 

0£ the total of 135 cases observed in 
this study group, 113 cases (83.7%) need
ed no acceleration at all and delivered 
within 16 hours of admission. 

Twenty-two cases (i.e. 16.3%) required 
acceleration. Table II suggests the '0' 
hour (the hour of admission) dilatation of 
the cervix in 22 cases, which needed 
acceleration. It is evident that 15 (68.01%) 
cases came to the hospital with less than 
3 em dilatation and the rest (31.99%) 
cases between 4 to 5 em dilatation. 

Out of these 22 cases who needed 
acceleration, 15 had head engaged at '0' 
hour. It has also been found that out of 



792 JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF INDIA 

TABLE II 
�S�h�o�w�i�!�~�y� Dilatation of Cervix of 22 Cases at 

'0' hour 

Os in Cms No. of cases 

1 3 
2 6 
3 6 
4 4 
5 3 

Total 22 

those 22 cases 15 had normal vaginal deli
very, 3 had low forceps delivery, 2 cases 
had ventouse delivery and only 2 cases 
needed caesarean section which is shown 
in Table III. The two cases who needed 

TABLE III 
Showing Modes of Detiv,ery of 22 Cases Who 

Needed Acceleration 

Modes of delivery 

Normal vaginal delivery 
Low forceps 
Ventouse 
L. U .C.S. 

No. of 
cases 

15 
3 
2 
2 

caesarean section developed fetal distress 
within 1 hour of acceleration. 

The time taken for 20 cases who deli
vered vaginally after acceleration was 
shown in Table IV. It is seen from this 

TABLE IV 
Showing the Time Taken by 20 Cases for 

Vaginal Delivery after Acceleration 

Time taken No. of Time taken No. of 

1 hour 
�1�~� hour 
3 hours 
3! hours 

cases 

3 
1 
2 
2 

4 hours 
5 hours 
7 hours 

cases 

7 
3 
2 

Table that all of them delivered w ithin 7 
hours after acceleration. Of the 20 cases 
delivered vaginally the second stage was 

completed within 1 hour in 17 cases and 
only in 3 cases second stage was more 
than 1 hour. 

The condition of the baby at birth was 
ascertained from Apgar score at 1 minute 
and 5 minutes after birth of the baby 
which is shown in Table V. From this 

TABLE V 
Showing Apgar Score at 1 Min and 5 Minutes 

No . of 1 min. 5 mins. 
cases 

5 7 9 
9 8 9 
6 9 

Table it would be seen that no baby was 
born with Apgar score below 7. 

The birth weight of the babies deliver
ed per vagina after acceleration is listed 
in Tabe VI. It is seen from this Table that 

TABLE VI 
Showing the Birth Weight of th1e Babies 

Birth 
weight 

No. of 
cases 

2.0 to 
2.5 

8 

2.5 to 
3.0 

8 

3.0 Kg 

& above 

4 

out of 20 babies delivered vaginally, 8 
had birth weight between 2.0 to 2.5 kg, 8 
had birth weight between 2.5 to 3.0 kg 
and 4 had birth weight above" 3.0 kgs. 

Discussion 
The whole idea of any labour pro

gramme including the accelerated one is 
to see that the method is safe for both 
mother and fetus and this must be result 
oriented, if such method is going to have 
an wider applicability. To this end the 
present study is highly selective, consist
ing of primigravida only, both for the con
trol and the study group. 

The accelerated labour programme is 
self explanatory. It means the diagnosis of 
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labour is mandatory and then the cases of 
slow labour are diagnosed at the earliest 
opportunity with a view to acceleration. 

All the parameters of labour are moni
tered as an intensive care programme. 
The maternal condition, fetal condition, 
the nature of uterine contraction, present
ation, position and engagement of the 
presenting part and fetal heart sounds are 
assessed every 2 hourly. 

The progressive cervical dilatation and 
the descent of the presenting part are 
specially considered. 

A number of authors such as Fried
mann et al, 1963; O'Driscol et al, 1969; 
Charles H. Hendricks, 1970; Philpott and 
Castle, 1972 and others are mainly res
ponsible for propagating the idea of acce
lerated labour. From their results it was 
apparent that the duration of labour is 
much shorter than what we used to think. 
Furthermore, the results were very grati
fying. The only objection lebelled against 
the accelerated labour programme is the 
need for frequent vaginal examination 
with possible intreased risk of infection. 
This is supposed to increase the maternal 
and perinatal morbidity. The present 
study conducted on a study ·group of 135 
cases visa vie the control group of 98 
cases is very encouraging. 

Summary 
1. There is no maternal and fetal 

mortality in the whole series. 
2. Accelerated labour programme was 

conducted as an intensive care programme 
with great deal of close vigilence during 
labour. 

3. Cases suggesting slow labour by 
slow dilatation of the cervix are spotted. 
Out early in labour and by accelerated 
labour programme the labour was acce
lerated by combined medico-surgical 
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stimulation, the end results are very satis
factory. 

4. The belief that the accelerated 
labour is associated with high caesarean 
rate is not substantiated by this study. 
Only 1.48% cases required caesarean 
section and 98.52% cas'es delivered per 
vagina. 

5. It should be unjust to consider that 
the accelerated labour programme is ini
tiated for the convenience of the obste
trician, on the contrary it calls for greater 
vigilence which offers the advantage of 
early detection of abnormality which 
could be tackled in good time to avoid a 
great deal of damage to the mother and 
the baby by late intervention. 

6. Some people are concerned about 
the risk of infection following repeated 
vaginal examination. The incidence of 
puerperal infection in the series is nil 
which is very reassuring inspite of no 
prophylactic antibiotic. 

7. Finally it is worth observing from 
this small series that only a limited num
ber of women required acceleration. 

The observation is still on and report 
of large series would be more representa
tive. 
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