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ABSTRACT
Background: In times, Active management of Third stage is a gold standard rule, to reduce third stage complications.
In the same tradition, we conceived the idea of “Active management of Labor”, as a whole, to reduce all the
problems, maternal and fetal, to a minimum possible level. With this motto, and aim in mind we devised the protocol
of study I present forthwith.
Methods: This study was done in Dhiraj Hospital in Obstetrics and Gynaecology department. The study duration was
1 year. It was a comparative study comprising of patients who came in labor room under unit 3 included in group 1
and under other units included in group 2 and 3. In this study, those patients were augmented who came to labor
room. These patients were studied after screening inclusion and exclusion criteria & its outcome was assessed.
Results: Augmentation-delivery interval in primigravida was 4.5 hours in group 1, in group 2 it was 3 hrs, where as
in group 3 active phase delivery interval was 8.1 hours, Augmentation-delivery interval in multigravida was 3.5 hours
in group 1, in group 2 it was 3 hrs, where as in group 3 active phase delivery interval was 6 hours. The incidence of
spontaneous vaginal delivery was higher in group 1 than in group 2 and 3. There was very less or absent of maternal
complications observed in group 1 than in other 2 groups. Incidence of NICU admissions was only 1 % in group 1,
whereas in other groups it was higher. There was no neonatal mortality noted in either group.
Conclusions: There is significant reduction in the duration of labor by augmenting labor with slow low regulated
dose of syntocinon drip, thus reducing the maternal exhaustion and morbidity due to prolonged labor. There is
significant reduction in the operative interference like LSCS, vacuum and forceps delivery, thus reducing maternal
morbidity associated with operative interference and anesthesia. It also reduces the cost of medical services. The
incidence of fetal distress and LSCS for the same does not increase in the augmentation group, indicating that
syntocinon can be safely used for the augmentation. At this time, much attention in the field of obstetrics is focused
on attempting to reduce the rate of cesarean section, not only to reduce maternal morbidity, but to lower the cost of
medical care. Our finding is that syntocinon administration can significantly reduce the cesarean section rate.
Keywords: Augmentation, Syntocinon

INTRODUCTION
Present study was done to get maximum benefits of
syntocinon augmentation in terms of successful vaginal
delivery, without any fetal or maternal morbidity.
Concomitant reduction in the duration of labor, turned-

out to be a bonus.1 In spite of efforts, cesarean section
may become necessary in course of labor due to a variety
of reasons, after excluding pelvic causes; low dose
infusion can still be a helpful mode of management.2
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METHODS

RESULTS

Study design
In this study, those patients were included who came to
labor room. These patients were studied after screening
inclusion and exclusion criteria & its outcome was
assessed.
Inclusion criteria

The present study was conducted over a period of 1 year
in labor rooms of Dhiraj hospital, Pipariya. This study
evaluates the efficacy of augmentation of labor with,
slow low dose syntocinon infusion versus group which
includes no induction or augmentation of labor and
Groups, wherein augmentation done with high dose
syntocinon.3 90 patients were included in the study, each
group includes 30 patients. It is a comparative study.

Patient in active stage of labor, with all normal vital
parameters, Gestational age >37 weeks, Vertex
presentation.

Group 1: Augmentation with 1 unit syntocinon

Exclusion criteria

Group 3: No augmentation

Group 2: Augmentation with 2.5 & 5 unit syntocinon

Grand multipara, previous c.s., malpresentation, CPD,
obstructed labor.
Table 1: Distribution according to registration.

Registration
No. Of Patients
Percentage

Booked
20
66.6%

Group 1
Un-Booked
10
33.3%

Group 2
Booked
Un-Booked
21
9
70%
30%

Group 3
Booked
Un-Booked
20
10
66.6%
33.3%

There was no significant difference between booked and un-booked patients in comparative groups.
Table 2: Distribution according to age group.

Age (Years)
No of Patients
Percentage
Mean±SD

Group 1
21-30
22
73.3%
24±2.36

>30
8
26.6%
32±1.06

Group 2
21-30
>30
20
10
66.6%
33.3%
23.78±2.25
31±0.70

Group 3
21-30
>30
20
10
66.3%
33.3%
23.78±2.25
31±0.70

This table shows that there were no significant changes pertaining to the age group in 3 groups.
Table 3: Distribution according to parity.

PARITY
PRIMI’S
MULTI’S

Group 1
No of
Percentage
Pts
23
76.6%
7
23.3%

Group 2
No of
Percentage
Pts
20
66.6%
10
33.3%

The number of primigravida and multigravida in each
group, were kept almost equal, so as to authenticate the
result on an even scale.
The gestational age was consciously studied at almost
same duration, so as to achieve a result, with a base of
clinical reliability in each group.
We did not include patients with height <150 cm, obese
patients were also excluded. In this study the height and
weight of the patients included in both the groups were
identical. The median interval from the start of
augmentation to vaginal delivery was 4.5 hrs in primi’s,
and 3.5 hrs in muti’s, in the group 1. In group 3, control
group, active phase delivery interval was 8.1 hrs in

Group 3
No of
Percentage
Pts
22
73.3%
8
26.6%

primi’s and 6 hrs in multi’s. This suggests, that there is
almost 3.5 hrs difference in primi’s and p-value of this
data is 0.049, and 2.5 hrs in multi’s- p value for this data
is 0.016 (statistically significant), which matters a lot for
a women in labor. In our study, we could manage to
decrease this duration appreciably, to alleviate the dread
and apprehension, with augmentation of labor with low
dose controlled input syntocinon drip.4 In group 2
augmentation delivery interval in primi was 4 hrs and in
multi it was 3 hrs, only half an hour difference from
group 1. With the said advantage, there is a chunk of
disadvantages, as well. None of them was severe enough
to add to the morbidity, or add any mortality, they did
occur in few patients, and made its presence felt. In the
conducted study, the occurrence of-- tachysystole was
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0.3% in the group 1, 1% in the group 2 and 0.6% in group
3. Whereas the occurrence of hyperstimulation was 0.3%
in group 1, 1.2% in group 2 and 0.6% in group 3.
Occurrence of Hypertonus was 0% in group 1 and 3 and
1% in group 2. When tachysystole or hyperstimulation
occurred, the syntocinon was stopped, and oxygen and
hydration with lactated ringer’s solution were
immediately given in both the groups. In group 1
occurrence of perineal tear was 1.2% and cervical tear
was 0%, in group 2 perineal tear was 3% and cervical tear
was 0.9% and in group 3 it was 2.4% and 0.6%
respectively. Hyperstimulation cases were taken up for

emergency cesarean delivery in view of non-reassuring
heart rate. In the rest of the women, in whom tachysystole
was observed, delivered vaginally, with the fetal heart
rate pattern returning to normal, within 5-10 minutes after
omitting drip. This data suggestive of very less or absent
maternal complications were observed, in the group 1
than in other 2 groups.5

Table 4: Distribution gestational age according to parity.

Parity
Gestational age (wks)
Mean ± SD

Group 1
Primi’s
Multi’s
38.4
38.6
38.4±0.86 38.6±0.98

Group 2
Primi’s
Multi’s
38.5
38.3
38.5±1.02
38.3±1.06

Group 3
Primi’s
Multi’s
38.6
38.3
38.6±0.98
38.3±1.06

Table 5: Average height and weight.

Parameters
Mean
Mean ± SD

Group 1
Height
154 cms
154±4.58

Group 2
Height
153cms
153±3.52

Weight
59 kgs
59±5.70

Weight
58 kgs
58±3.66

Group 3
Height
Weight
153 cms
59 kgs
153±3.52 59±5.70

Table 6: Augmentation - delivery interval.

Parity
Mean Duration
Mean ± SD

Group 1
AugmentationDelivery interval
PRIMI’S MULTI’S
4 .5 hrs
3.5 hrs
(4 hrs 50 (3 hrs 50
mins)
mins)
4.5±0.44 3.5±0.59

Group 2
AugmentationDelivery interval
PRIMI’S MULTI’S
4 hrs

3 hrs

4±0.41

3±0.32

Group 3
Active phase- Delivery
interval
PRIMI’S MULTI’S
8.1 hrs
(8 hrs 10 6 hrs
min)
8.1±0.63 6±0.82

Table 7: Maternal complications in both the groups.
Complications
Tachysystole
Hypertonus
Hyper stimulation
Perineal tear
Cervical tear

Group 1
0.3%
0%
0.3%
1.2%
0%

Group 2
1%
1%
1.2%
3%
0.9%
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Table 8: Mode of delivery.
Mode of delivery
FTVD
Instrumentation
LSCS

Group 1
28
1
1

In this study 93.3%% achieved a vaginal delivery and
3.3% underwent cesarean delivery and instrumentation in
3.3% in group 1. In the group 2, 80% had vaginal
delivery and 13.3% underwent cesarean delivery, 6.6%

Group 2
24
2
4

Group 3
25
2
3

P-VALUE
0.0212
0.3605
0.040

instrumental delivery in group 3 it was 83.3%, 6.6%,
10% respectively, which is suggestive of less operative
morbidity in group 1.

Table 9: Indication for cesarean section.
Indication of cesarean section
NPOL
FD
Thick MSL

Group 1
1
0
0

In the conducted study, 1 pt underwent cesarean delivery
in group 1 for NPOL. 4 pts underwent cesarean delivery
in the group 2, of which 3 were done due to fetal distress
and 1 were done due to thick MSL, in group 3, 3 pts
underwent cesarean delivery, 2 for NPOL and 1 for FD.
Suggestive of number of cesarean sections due to FD
were more in group 2, and due to NPOL in group 3. In

Group 2
0
3
1

Group 3
2
1
0

the conducted study, 1 pt underwent cesarean delivery in
group 1 for NPOL. 4 pts underwent cesarean delivery in
the group 2, of which 3 were done due to fetal distress
and 1 were done due to thick MSL, in group 3, 3 pts
underwent cesarean delivery, 2 for NPOL and 1 for FD.
Suggestive of number of cesarean sections due to FD
were more in group 2, and due to NPOL in group 3.

Table 10: Neonatal outcome.
Neonatal outcome
Apgar score <7
1’ min
5’ min
10’ min
Admission to NICU

Group 1

Group 2

Group 3

1
1

2
1
3

1
1
2

DISCUSSION
In group 1 Apgar score <7 at 1 min was found in 1
patient, was admitted in NICU for mild to moderate birth
asphyxia (a case with hyper stimulation) and in group 2
Apgar score <7 at 1 min found in 2 patients and in 1
patient at 5 min, all 3 were admitted in NICU for birth
asphyxia and in group 3, 2 pts were admitted in NICU for
birth asphyxia. There was no neonatal mortality in any
group. In group 2, 2 cases of severe birth asphyxia were
admitted in NICU for 6 days, which suggests number of
NICU admission in group 1 is very less than in other two
groups. In times, Active management of Third stage is a
gold standard rule, to reduce third stage complications. In
the same tradition, we conceived the idea of “Active
management of Labor”, as a whole, to reduce all the
problems, maternal and fetal, to a minimum possible
level. Concomitant reduction in the duration of labor,
turned out to be a bonus.

This result could be achieved due low dose, slow, well
regulated drip. Syntocinon augmenting well-coordinated,
rhythmic, efficient uterine contractions, coming at regular
intervals. This gradually increased, in frequency and
intensity. This pattern tuned and trained the uterine
musculature to contract and retracts in well-coordinated
manner, without being fatigued. The gradual increase in
intra-uterine pressure, adjusted well, without hampering
the circulation in sinuses. This averted the intrauterine
fetal hypoxia, and so, distress, which commonly occurs,
when the contractions are in-co-ordinated, hypertonic and
irregular.6
This later state of contractions, increase the intra uterine
pressure erratically, hampers the circulation through
sinuses, resulting in fetal hypoxia and distress. The
uterine musculature also gets fatigued with hypertonic
contractions, during first two stages of labor. This
ultimately results in uterine atony, when it is most
undesirable, in 3rd stage, causing P.P.H. This result is
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sometimes found in cases, when labor is allowed to
pursue an absolutely natural course of progress, when
contractions can become ineffective, erratic and
hypertonic due to pacemaker over activity.7 These
undesirable results could be averted by slow, low dose,
regulated infusion.
CONCLUSION
“Giving birth should be your greatest achievement, not
your greatest fear.” - Jane Weidman
“It is essential that we want to bring about an easy labor,
without risking injury, to the mother or the child; we must
go further. We must understand that childbirth is
fundamentally a spiritual, as well as a physical,
achievement. The birth of a child is the ultimate
perfection of human love.”

duration. Side effects are nullified, with more benefits,
like reduced maternal operative morbidity, reduced
medical costs, and good maternal and neonatal
outcome.8,9
“Childbirth is more admirable than conquest, more
amazing than self-defence and as courageous as either
one”.
“A woman in labor is at her most vulnerable, and yet her
most powerful, self at the same time. Any woman, who
has birthed unhindered, understands that, she is stronger
than all know”.
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“It seems that many health professionals involved in
antenatal care have not realized that one of their roles
should be to protect the emotional state of pregnant
women.” - Michel Odent
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