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Abstract 

Background : The concept of providing relief from pain has been tardy in acceptance, 

however experience has shown that providing pain relief during labour reduces maternal 

stress and results in shorter labours and improved maternal outcome.  

Aim and Objectives : To compare the maternal and neonatal outcome of programmed labour 

protocol with the conventional labour.  

Materials and Method : This was a prospective study done in the department of obstetrics 

and genecology of our tertiary care centre for period of one year,  50 uncomplicated 

primigravida at term (between 37-42 weeks) were included in the study and compared with 

50 uncomplicated control group. The cases were selected at random from the women 

admitted in labour rooms for delivery. Cases were selected after following exclusion and 

inclusion criteria and approved by institutional ethical committee.  

Results: The mean duration of active phase of I stage of labour in the study and the control 

group were 134.23 min (38.76hr) and 219.46 min (54.69 hr) respectively. Mean blood loss in 

the study group is 101.42ml, while in the control group it was 152.36ml and these variable 

were statistically significant. there was significant difference observed, in relief score 

between cases and controls. But we didn’t find any significant difference in the birth weight 

between the groups.  

Conclusion : Programmed labour can be used as a safe and effective method of labour 

analgesia where there reduction in duration of labour and gives more relief to mother from 

pain. 
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Introduction 

Labor is a physiological but painful event. The agony and stress a woman suffers is beyond 

description. The concept of providing relief from pain has been tardy in acceptance, however 

experience has shown that providing pain relief during labour reduces maternal stress and 

results in shorter labours and improved maternal outcome. Epidural analgesia has proved to 

be beneficial and has contributed significantly to pain relief and improved obstetric outcome.  
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However in India, where in the majority of women are cared for in small community 

hospitals and private maternity homes, facilities for providing epidural analgesia continues to 

remain a distant dream.[1] 

 

Obstetric analgesia achieved social and religious acceptance in the west, through Queen 

Victoria who received the first obstetric analgesia in the Royal family in 1853. Dr. Daftary et 

al developed the protocol of programmed labor in India[2]. It is based on four pillars:  

1) Oxytocics to ensure adequate uterine contractions. 

2) Antispasmodics to facilitate cervical dilatation. 

3) Analgesics to provide optimum pain relief. 

4) Partogram to assess progress of labor.  

 

Pain relief during labour is need of the hour. The International Association for the study of 

pain (IASP) declared 2007-2008 as the “Global year against pain in women – Real Women, 

Real Pain’. Although epidural analgesia is excellent at pain relief, it demands technical 

expertise. 

 

Programmed labour was developed by researchers to provide pain relief without adverse 

maternal and neonatal side effects. It includes judicious use of labour inducers, analgesics, 

antispasmodics and partogram. Partogram is used to monitor the progress of labour and to 

identify the dysfunctional labour earlier and to intervene at an appropriate time.  

We have undertaken this to compare the maternal and neonatal outcome of programmed 

labour protocol with the conventional labour. 

 

Materials and Method 

This is  prospective study done, in the department of obstetrics and genecology of our tertiary 

care centre for period of one year,  50 uncomplicated primigravide at term (between 37-42 

weeks) were included in the study and compared with 50 uncomplicated control group. The 

cases were selected at random from the women admitted in labour rooms for delivery. Cases 

were selected after following exclusion and inclusion criteria and approved by institutional 

ethical committee.  

 

Inclusion criteria: 

 Age : 18-35 yeas 

 Primigravida 

 Gestational age : 37-41 weeks 

 Singleton gestation 

 Vertex presentation 

 Clear liquor 

 NST Reactive 

 APGAR Score 

Exclusion criteria: 

 Elderly primi 

 Cephalopelvic disproportion 

 Medical complications in pregnancy 

 Hydramnios / IUGR 
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 Multiple pregnancy 

 Antepartum Hemorrhage 

 Previous uterine surgeries 

 

Method 

For case group all women were started an intravenous line of Ringer lactate at the rate of 15 

drops per minute. If the uterine contraction are not adequate, oxytocin 2.5Units in Ringer 

lactate infusion were started at the rate of 12 drops per minutes and increased every 15-30 

minute to get effective uterine contractions (3-5 /10 minutes lasting 35-40 seconds). Injection 

Tramadol 1mg/kg (body) is given intramuscularly. Injection drotaverine hydrochloride 40mg 

is given intravenously. 2nd hourly drotaverine is repeated till full cervical dilatation to a 

maximum of 3 doses. Drotaverine helps cervical dilatation and also pain relief. 

Antispasmodic and analgesics are synergistic. Injection Tramadol have longer duration of 

action and it takes care of mild to moderate pain. On 7-8 cm dilatation of cervix, injection 

Ketamine 0.25 mg/kg body weight diluted with distilled water is given slowly intravenously 

over 10 minutes. If needed injection ketamine is repeated after 30 minutes in the half of the 

above dose. 10 ml of 1% lignocaine is infiltrated locally before episiotomy if required. 

Injection oxytocin 10U IM is given within one minute of delivery of the baby, as per active 

management of III stage of labour. Blood loss is estimated by PPH drape/mop count.  

 

Pain relief score was asked by rupees scale method  

1. No pain relief : score zero 

2. Mild pain relief: score one 

3. Moderate pain relief : score two 

4. Excellent pain relief: score three 

 

For Control group all women were started an intravenous line of Ringer lactate. If uterine 

contractions are inadequate, injection oxytocin 2.5U in 500ml of Ringer lactate is started at 

the rate of 12 drops per minute and titrated to achieve effective uterine contractions. On 

delivery of the baby, 10 units of oxytocin injection is given intramuscularly within one 

minute as per Active management of III stage of labour. Blood loss is estimated. 

 

Statistical Analysis :  

Collected data were entered in the Microsoft excel 2016 for further statistical analysis. 

Qualitative data were expressed in frequency and proportions and quantitative data were 

expressed in mean and standard deviation. Association and Difference between the variables 

was assessed by using chi-square test and mean difference between the variables was 

assessed by using t-test. P-value < 0.05 considered as statistical significant. 

 

Results and observation 

A total of 100 patients were admitted in hospital,  50 uncomplicated primigravida at term 

(between 37-42 weeks) were included in the study and compared with 50 uncomplicated 

control group. Demographic distribution of study population was given bellow. 

Table 1 : Demographic Distribution between cases and control 

Parameters Cases Controls Chi-square 
P-

value 

Age (Years) 

21 - 30 Years 9(18%) 8(16%) 0.32 0.85 
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31 - 40 Years 34(68%) 33(66%) 

> 40 Years 7(14%) 9(18%) 

Gestational Age (Weeks) 

37 – 39 13(26%) 15(30%) 

0.42 0.807 39 – 40 18(36%) 19(38%) 

40 - 42 19(38%) 16(32%) 

Onset of Labour 

Spontaneous 38(76%) 42(84%) 
1.00 0.317 

Induced 12(24%) 8(16%) 

Mode of Delivery 

Normal 46(92%) 42(84%) 

1.66 0.433 Outlet Forceps 2(4%) 3(6%) 

LSCS 2(4%) 5(10%) 

 

Table 2 : Mean distribution of Duration of Labour and Blood Loss between groups. 

Parameters Cases Controls t-test P-value 

Duration of Labour ( Mean ±SD) Min 

I Stage 134.23 ±38.76 219.46±54.69 8.99 <0.001 

II Stage 22.18 ±7.23 24.21±11.85 1.03 0.303 

II Stage 5.12 ±0.87 4.97±1.02 0.79 0.43 

Total Duration of Labour  

( Mean ±SD) Min 161.53 ± 46.86 248.64 ± 67.56 7.49 <0.001 

Blood Loss 

( Mean ±SD) Ml 101.42± 26.42 152.36± 64.35 5.17 <0.001 

 

The mean duration of active phase of I stage of labour in the study and the control group were 

134.23 min (38.76hr) and 219.46 min (54.69 hr) respectively. Mean blood loss in the study 

group is 101.42ml, while in the control group it was 152.36ml and these variable were 

statistically significant. 

 

Table 3 : Distribution of maternal complication between cases and controls 

Maternal Complication Cases Controls Chi-square P-value 

No Complication 37(74%) 46(92%) 
5.74 0.016 

Nausea/Vomiting 5(10%) 3(6%) 
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Giddiness 3(6%) 0(0%) 

Diarrhoea 3(6%) 1(2%) 

Dryness of Mouth 2(4%) 0(0%) 

 

There was significant difference in proportion of maternal complication between the groups 

  

Table 4 : Distribution of birth weight, relief score and APGAR between cases and 

controls 

Outcomes Cases Controls Chi-square P-value 

Birth Weight 

< 2 Kg 2(4%) 1(2%) 

1.17 0.758 
2.1 - 2.5 Kg 17(34%) 21(42%) 

2.6 - 3 Kg 25(50%) 21(42%) 

> 3 Kg 6(12%) 7(14%) 

Relief Score 

No Pain Relief 0(0%) 34(68%) 

54.78 <0.001 
Mild Relief 7(14%) 10(20%) 

Moderate Relief 30(60%) 6(12%) 

Excellent Relief 13(26%) 0(0%) 

APGAR Score(Median) 

1 Min 8 8 0.5188 

5 Min 9 9 0.458 

 

Above table showed that, there was significant difference observed, in relief score between 

cases and controls. But we didn’t find any significant difference in the birth weight between 

the groups. 

 

Discussion 

Labor and childbirth are natural events. Childbirth should be an event of joy and satisfaction 

but many times it turns into a harrowing experience for the mother due to pain. Labour and 

delivery cause pain in almost all patients and nulliparous women more likely to experience 

severe pain than multiparous women. 

 

Programmed labour protocol rest on the incorporation of three principles, active management 

of labour, synergistic application of analgesics and antispasmodics during active phase to 

facilitate its progress and monitoring the progress of labour on a pictogram alongside a 

standard nomogram to detect dysfunctional labour and to adopt timely intervention. The 

stress of pain labour disturbs the maternal autonomic functions and liberates catecholamines 

which predisposes to dysfunctional labour and compromise fetal oxygenation. Freedom of 

pain improves the environment for both mother and fetus and therapy improved obstetric 
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outcome [3]. Programmed labour protocol provided relatively pain free, shorter and safer 

deliveries shorter and safer deliveries. The current study was undertaken with the aim of 

evaluating the efficacy of programmed labour protocol and observed maternal and perinatal 

outcome. 

 

In our study we have included 100 patients divided into two groups each of 50. We have 

observed that, there was no significant difference was observed in age, gestational age, onset 

of labour and mode of delivery between the groups. Mean age of the women in the study 

group was 27.56 ± 4.35 years which was more than study conducted by Meena et al [4] and    

gestational age was 38.12 ± 1.3 weeks  similar to study conducted by Shahida Mir et al [5]  

Present study observed reduced duration of Active phase of I stage of labour which was 

134.23 ±38.76  min, compared to control group. Study conducted by Daftary et al [2] mean 

duration of active phase of 1st stage of labour was 240 min which was almost double than our 

study group. Our study showed that duration of all three stages of labour were shortened 

when compared with the control. But the difference is statistically significant in first stage of 

labour. There is no statistically significant difference in the duration of II and third stage of 

labour. Meena et al study showed reduction is the duration of all 3 stages of labour and total 

duration of labour in study group was lower than control group and this difference was 

statistically significant(P-value<0.05), these results are supported by study conducted by 

Meena et al 

Meena et al studied that , the mean blood loss was 110ml, which was more compared to our 

study group (101.42± 26.42ml) and mean blood loss difference between the study group and 

control group in our study was statistically significant similar to above study.  

 

Our study found moderate pain relief (score of 2 or more) in 60% of the patients in the study 

group and Excellent pain relief is observed in 26% of the patients in the study group which 

was statistically significant compared to control group (P-value<0.05). Meena jyothi et al 

observed excellent pain relief in 54% of the study group, moderate pain relief in 32% and 

mild pain relief in 14%. One more study by Prasertsawat et al[6] observed excellent pain 

relief among 24% of study population. 

 

The most common complication observed in both the study group and the control group was 

nausea and vomiting. Other complications noted in the study group were giddiness, 

diarrhoea, dryness of mouth. No patients in either group had serious adverse effects. 

Incidence of nausea and vomiting is similar to that in Meena jyothi et al and shahida M and 

Razia et al 

 

All the babies had Apgar score of 8-9 at one and five minutes. Median Apgar of the babies at 

one and five minutes in both the groups were comparable. Sameer Dixit et al [7] reported 

Apgar score of 8-10 in all neonates at one and five minutes which was consistent with our 

study. 

 

Maximum babies had birth weight between 2 – 3 Kg in both study and control group and 

found statistically not significant  similar results were reported by Shahida M and Rafia A et 

al  

Conclusion : 

From overall observation and after discussion with other studies conducted previously we can 

conclude in our study that Programmed Labor Protocol shorten the labor time and Pain relief 

is effective with minimal maternal side effects on maternal and neonatal outcome due to the 

drugs used. Analgesia was quite effective with minimum side effects and safe for the fetus as 
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well and childbirth becomes a joyous event for the Mother. Thus, Programmed labour can be 

used as a safe and effective method of labour analgesia where there reduction in duration of 

labour and gives more relief to mother from pain. 
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