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ABSTRACT

Programmed labour is meant to provide pain relief and to hasten the labour process for better obstetric and
neonatal outcome. It includes 3 components: active management of labour, use of obstetric analgesia and
use of partography. It was a prospective study for the patients admitted in ASCOMS hospital undergoing
programmed labour for a period of 2 years from 2017 to 2019. A total of 50 patients underwent programmed
labour in this period. and an equal number of controls were enrolled. The duration of stages of labour,
amount of pain relief and maternal and neonatal outcome was noted. In the present study, the duration of
first stage was 3.36 hrs as compared to 5.25 hours in control group which was significantly lower. The
duration of second stage of labour was also significantly lower in study group (27.2 mins vs 56.88 mins).
Among the pain relief scores, 8 patients had no pain relief, 9 had mild pain relief, 14 had moderate pain
relief while 19 patients had excellent pain relief. The incidence of normal vaginal delivery, LSCS and
forceps/ventouse delivery were respectively 88%, 6% and 6% and neonatal outcome was also good.
Programmed labour is a safe and effective technique to provide pain free labour to patients and shorten
the duration of labour without inadvertent side effects and excellent maternal and neonatal outcome.
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Introduction
Labour is defined as a series of events that take place

in the genital organs in order to expel the products of
conception to the outer world. It is ranked high on the
pain rating scale when compared to other painful life
experiences.(1) Fear of labour pain is one of the reasons
that make women go for cesarean section. In a study on
reasons for tendency to the cesarean section in Iran, fear
of the labor pain was reported as 37.2% (2) Stress of
pain disturbs the maternal autonomic functions and
liberates catecholamines which predisposes to
dysfunctional labor. Pain-free labour is known to improve
obstetric outcome.(3)

Programmed labour in India was developed by  Daftary
et al.(4) Its main purpose is to provide pain relief and to

hasten the labour process for better obstetric and neonatal
outcome. Its protocol incorporates 3 basic principles:

1. Active management of labour: Use of amniotomy
and oxytocin to augment labour.

2. Obstetric analgesia: Use of analgesics for pain
management. It also favours cervical dilatation
resulting in labour of shorter duration.(5)

3. Partography (6): The graphical representation of
labour introduced by Friedmann (1955) helps pick
up dysfunctional labour at the earliest and take timely
interventions.

Methods and Materials
This study was conducted in a tertiary care hospital at

Jammu after taking ethical clearance from the ethical
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Ketamine is given intravenously in the dose of 0.2-
0.3 mg/kg body weight diluted in 10 ml of saline
and administered slowly, over a few minutes

- If required, a top up doses of repeat injection
Ketamine can be given at 20-30 min intervals in
half of the initial dose.

The following observations were made in the patients
who underwent programmed analgesia:

1. The degree of pain relief
2. The duration of first stage of labour after 4 cm

dilatation.
3. The duration of second stage of labour.
4. Any increase in operative deliveries (LSCS and

forceps).
5. The effect on baby’s APGAR score.
Level of analgesia was assessed using following scale:
0- No pain relief
1- Mild pain relief
2- Moderate pain relief
3- Excellent pain relief

Results
A total of 50 patients underwent programmed labour

in our study and 50 patients were taken as controls where
no method of analgesia was used. As shown in table 1,
the mean age in study group was 27.52 ± 4.68 years and
that in the control group was 26.44 ± 4.36 years which
was comparable. Table 2 shows the comparison of
partographic events in which the duration of first stage
was 3.36 hours as compared to 5.25 hours in control
group which was significantly lower on applying statistical
analysis. The duration of second stage of labour was
also significantly lower in study group (27.2 mins vs
56.88mins). The rate of cervical dilatation was
significantly higher in the study group (2.99 vs 1.27). Apgar
score <5 at 1 & 5 mins was seen in none of the patients
of the study group and only 1 patient of control group.

Table 1. Age Distribution of Subjects

Age Cases Controls
< 20 4 5
21-25 15 16
26-30 19 21
> 30 12 8
Mean age 27.52 ± 4.68 years 26.44 ±4.36 years

committee. It was a prospective study for the patients
admitted in ASCOMS hospital undergoing programmed
labour for a period of 2 years from 2017 to 2019. A total
of 50 patients underwent programmed labour in this
period. An equal number of patients were enrolled as
controls for comparison.Patients meeting the inclusion
criteria were included in the study and informed consent
was obtained. Patient’s parameters such as age, weight,
height along with gestational age at presentation was
recorded. Thorough examination was done and
presentation of foetus, position, FHS, cervical dilatation,
effacement, station of head, condition of membranes and
pelvic assessment was undertaken. Routine investigations
e.g. haemogram, urine analysis and blood grouping was
also done. Vital parameters like pulse, temperature, blood
pressure and respiratory rate were all recorded.

Inclusion criteria
1. Age, between 21-35 years
2. No other medical or obstetric complication
3. Primigravida with singleton pregnancy with vertex

presentation
4. Gestational maturity of 37-41 weeks
Exclusion criteria
1. Patients who refused analgesia
2. Patients with cephalopelvic disproportion
3. Abnormal lie of foetus
4. Multiple pregnancy
5. Patients with medical disorders such as

hypertensive disorders of pregnancy, heart disease,
epilepsy, diabetes, polyhydromnios,
oligohydromnios, premature rupture of membrane

Protocol for programmed labour:
- When the cervix should 3 cm dilated, 50% effaced

and head at 0 or -1 station, amniotomy is done.
- Start intravenous infusion line with Ringer’s lactate

(500 ml) and oxytocin
- Titrate the oxytocin dose till adequate contractions

are reached that is 3-4 contractions per 10 minutes,
each lasting for 35-45 seconds

- 2 mg of diazepam(10mg=2ml in 8ml of normal
saline give 2ml)  & 6 mg pentazocine (30mg=1ml
in 9ml of normal saline then give 2ml) are given in
10 ml saline as a bolus slowly through the infusion
line.

- After 30 minutes, Injection Tramadol 1 mg/kg is
given I.M. as a single dose.

- Injection Drotaverine hydrochloride 40 mg is given
intravenously and repeated 2 hourly.

- When the cervix is 7-8 cm dilated, injection
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Table 3 shows the pain relief score in the patients who
underwent programmed labour. 3 patients had no pain
relief, 9 had mild pain relief, 14 had moderate pain relief
while 17 patients had excellent pain relief.

Table 3 . Pain Relief Score

Pain relief score Cases

0 - No pain relief 8
1 - Mild pain relief 9
2 - Moderte pain relief 14
3 - Excellent pain relief 19

Table 4 shows the comparison of complications in the
two groups. As shown in the table, nausea was seen in 2
patients of study group as compared to only 1 patients in
control group. 1 patients of study group had vomiting as
compared to none in control group. 1 patient in study
group and 1 patient in control group had complaint of
drowsiness. 1 patient had fever and 1 had vaginal/cervical
tears in study group as compared to none in control group.
1 study group patients had diarrhoea as compared to 1 in
control group. No patient in any group complained of
tachycardia or postpartum haemorrhage.

Table 4. Complications During Labour

Complication Cases Controls

Nausea 2 1
Vomiting 1 0
Drowsiness 1 1
Tachycardia 0 0
Fever 1 0
Vaginal/cervical tears 1 0
PPH 0 0
Diarrhoea 1 1

Table 5. Mode of delivery

Mode of delivery Cases Controls

Normal vaginal delivery 44 46
LSCS 3 2
Forceps/ventouse 3 2

As shown in table 5, patients in study group who has
normal vaginal delivery, LSCS and forceps/ventouse
delivery were respectively 44, 3 and 3 as compared to
46, 2 and 2 in control group.
Discussion

In our study, the duration of labour was 3.36 ± 0.60
hours(cases) and 5.25 ± 0.47 hours(controls).  Chauhan
et al found duration of first stage of labor to be 3.4 hours
(3) and Daftary et al. (7) reported active phase duration
to be 3.5 hours. The duration of second stage in our study
was 27.2 ± 5.46 mins as compared to 56.88 ± 10.56 mins
in controls. G. Sravani et al (3) found the duration of
second stage to be 22.24±14.18 minutes while Daftary
et al.4 reported it to be 26 minutes.

The rate of cervical dilatation was significantly higher
in the study group (2.99cm/hr vs 1.27cm/hr).

In a similar study by Sravani, GG (8), the rate of
cervical dilatation was 4.81±1.96 which was significantly
higher than their control group.

Among the pain relief scores, 84% patients had pain
relief, out of which 18% had mild pain relief, 28% had
moderate pain relief while 38% patients had excellent
pain relief. In study by Konin S et al (9), significant  relief
of  pain was seen in  79% of  the parturients out of which
60%  had mild relief and 19% had moderate relief. In
study by Jyoti M et al (10), excellent pain relief was
observed in 54% in the study group . Prasertsawat et al
(11) observed excellent pain relief in labor in 24.50% and
Suvonnakote et al (12) in 40%.

Fetal outcome was good as Apgar score <5 at 1 & 5
mins was not seen in any patient of the study group. Jyoti
et al (10) showed Apgar score <5 in 3 patients at 1 min

Table 2: Comparison of partographic events

Stage Cases Controls

Duration of first stage (after 4 cm) 3.36 ± 0.60 hrs 5.25 ± 0.47 hrs(P <0.0001)

Duration of second stage 27.2 ± 5.46 mins 56.88 ± 10.56 mins(P <0.0001)

Rate of cervical dilatation 2.99 ± 0.511 cm/hr 1.27 ± 0.198 cm/hr(P <0.0001)

Apgar score <5 at 1 and 5 mins 0 1
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and hence good fetal outcome. Bajaj et al (13) also
reported an apgar score of more than 8 at 1 minute in all
neonates.

Only minor complications were seen in few patients
undergoing programmed labour (Table 4) as nausea,
vomiting, drowsiness, vaginal/cervical tears and diarrhoea.
Suvonnakote et al (12) and Prasertsawat et al (11) also
reported minimal side effects in cases of programmed
labour.

In our study, majority  (88%)  of  the  women  delivered
by  normal  vaginal  delivery caesarean section rate  was
6%  of  the group,  vaginal operative  deliveries  were
6%. Konin S et al (9) in their study also observed the
normal vaginal delivery rate to be 96%.

Hence programmed labour is a safe and effective
technique to provide pain free labour to patients and
shorten the duration of labour without inadvertent side
effects and excellent maternal and neonatal outcome.
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