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ABSTRACT 

Background: Late arrival in labour is a common occurrence in my centre, It has been said 10 be associated 

with poor maternal and foetal outcome because of the lack of in trap an um materno-foctal monitoring. It gave 

me a great concern why booked patients should deliver in vehicles in 21 ' century. 

Ohjectin s: [s to detennine the relationship between late arriva l in Hospital during labour and materno

foctal outcome, and to explore the reasons for the late presentation in labour, 

Materials and Methods: It is a prosjlC{:tive observational study. All the patients that pr.::sented in second 

stage oflabour (Cervical dilatation of I Oem) and those that delivered in vehicles on their ways to the hospital 

between Fehruary, 20U to January 20 15 wer.:: recruited mto the study. The mothers and their babies were 

followed up, till the first 7 days postpanum. The total number of patients, recruited in to the study were 227. 

The outcome measures were: binh asphyxia, early neonatal deaths (ENND), fresh still binhs (FSB), special 

care baby unit (SCBU) admissions . primary postpanum haemorrhage (1+ PPH), blood transfusion. genital 

lae.::rations, deli I'ery in I'ehieles and retained placenta. 

Results : The total number of patients recruited inlO the study were 227, 196(86.34%) were booked, while 

31 ( U ,66%) were unbooked patients. Fi fleen (6.6] %) dclivCTed in vehieles before arrival in the hospital. 

while 2 ] 2 (93,39%), deli l'erOO within 45 minutes of presentation in the Hospi tal. Majority of the patients 145 

(63.87%) were between age 25 and 34 years and were mostly of the social e]ass 111 ,(15] (66.52%)). 

InlCrestingly most of the patients (218; 96,4%) ascribed the reason for arriving late in labour to avoiding long 

period of stay in labour, in the hospital to prevent unnecessary obstetrics interventions by health care 

providers. 

Conclusion: The fear of "unnecessary" obstetric interventions in labour and the previous positive 

experience in vaginal delivCTies were the main reasons for late presentation in labour in thi s study. The 

incidences of bin h before arrival, birth asphyxia and genital lacerations, fresh still binhs were quite high in 

these patients. The confidence or trust of the patients towards the health care providers should be well 

established and sustained during the antenatal care period, so that the patients sec the health care givers as 

companions during labour and not just accoucheurs. 
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INTRO DUCTION 

Labour is the sequence of uterine contractions that 

results in the effacemcnt and dilatation orthe ccrvix 

and bearing down cfforts, leading to the cxpulsion of 

the products of conception per vaginam, Delivery is 

the mode of expulsion of the foetus and placenta. 

Labour and delivcry are normal physiologic 

processes tlmt most womcn expericnce without 

complications. '" 

Labour is divided into 3 stagcs, thc first stage is the 

onset oflabour to full cervical dilatation, the second 

stage is the period of full cervical dilation to the 

delivery of the infant and the third stage IS from the 

delivcryofthe foetus to the delivery ofthc placenta. ' 

• 
However, because of thc complex of interplay of 

different physiologic, physical and social fac(Ors 

during labour. there may be deviations from the 

normal physiologic proccsses, which will l"C<juire 

urgent interventions to sal'c thc lives of eithcr the 

foctus or the mothcr or cven both. These may 

includes abnormal lie or presentations, intrapartum 

heamorrhage, intrapartum pre-eclampsia or 

eclampsia, foctal distress or any other obstetric 

factors that may affects labour outcome. Hence, the 

imporlancc of intrapartum matcrno-foetal 

monitoring can not be over cmphasi2ed to identify 

thcse problems and intcrvene promptly. '" 

Unfortunately. many orthe parturients in this ccntre 

present in second stage labour or cvcn dcliver in 

vchiclcs before their arrival in the Labour Ward. This 

January 2015. All the patients that presented in 

second stage of labour (Cervical dilatation of I Oem) 

and those that delivered in vehicles on their ways to 

the Hospilal were recruited into the study. The 

mOlhers and their babies wcre followed-up from 

presenlalion till the first 7 days postpartum. A (Otal 

number of227 palicnts wcre recruited inlo the study, 

The patients were assigned 10 social classes taken 

into consideration the patients' and their spouse 

ICI'cl of cducation.' This is because a woman's social 

status or elass is directly dependent on the 

summation of both hereducationallcvel and thaI of 

her husband's educational and financial status.' 

The outcome measures were; birth asphyxia early 

neonatal dcaths (ENND), fresh slill births (FSB), 

Special care baby unit (SCBU) admissions. primary 

postparlum heamorrhage (I ' PPH), blood 

transfusion, genital lacerations, retained placcnta. 

and delivcry in vchicle before arrival in the hospital. 

The paticnts were adcquately counseled and an 

informed verbal consenl obtaincd from them before 

recruitment into the study, However, in view of the 

short presentation-delivery interval. many of lhese 

obstetric data sheets were complcted after delivery. 

whcn infonned consent has been taken from the 

parturients. 

Thc socio-demographic data, parity. number of 

antenalal clinic visits, gestalional ages at booking 

and delivery, presentation-delivery interval, 

maternal and foetal outcomes were documented in 

structured obstelric data sheets, Thc data were 

prompted the nced to study and identify thc rcasons subjecled 10 slalistical analysis with a personal 

for thc late presentation and thc possiblc matcrnal computerusingSPSSvcrsion20.0. 

and foctal complications thaI may arise from this late 

arrival in labour. 

" lATE RIALS AND METHODS 

This prospective obscrvalional study was carried out 

in the State Specialist Hospilal, Asubiaro, 050gbo, 

Osun State, Nigeria. between February2013 and 

RESULTS 

Two hundred and twcnty seven parturients werc 

recruited into this study. Of thcse, 196(86.34%) 

palients were booked and 31(]3,66%) wcre 

unbooked. The mean maternal age was 

29.01+4.41 years (range: 15-40years), Themajority 

46 



Trop J urn'e/ GrnaffO/, j] (]). AuguSi 2015 

of these patients, 14S{63.87%) were bctwe<:n the age the Hospital, and their placentae delivered in the 

25 and 34 years and were mostly of the social class LabourWard, Table 3. 

ilL lSI patients (66.52%). Most of these patients, The mean birth weight was 3,07+0Alkg, 

177(77.97%) were of parity I to 4, 48(21.15%) were 35{15.42%) of the babies had binh asphyxia, 

nulliparous and only 2{0.88%) were grand 6(2.64%) had fresh still binhs, 2 (0,88%) had early 

multiparous women. The mean parity was 1.59+1.06 neonatal deaths, 6(2,64%) babies were admilled 

(range O-5) Table I. into special car" baby unit, while 14 1(62.11 %) of 

In this study, 220{96.92%) has singleton thewomenhadgenitallacerationsand7(J.08%)had 

pregnancies, while 7(3.08%) had twin gestations. primarypostpanumhaemorrhagc.Table4. 

The mean gestational age at booking was 29.52+3.08 Two (0.88%) of the women had intrapanum 

weeks (range: 15-40 years), while the mean eclampsia and were managed accordingly. They 

gestational age at delivery was 39.07+1,12 weeks both spent4dayseach in the Hospital. 

(range: 33-43 weeks). Two hundred and fifleen 

(94.71%) of the women delivered at term, 1(0.44%) 

had post term delivery and 11{4,85%) has preternl 

delll'eries. These showed that most of the deliveries 

were not unexpected. Table I. 

When the reasons for presenting late in labour was 

evaluated. 218(96.04%), presented late in the 

hospital to avoid long period of stay in Labour Ward 

to prevent unnecessary obstetric interventions. 

4 (1.76%) were waiting for their husbands and 5 

(2.20%) were due to transponation problems, 

The mode of deliveries in their last pregnancies 

showed tha\, 176 (77.53%) had spontaneous vaginal 

delll'eries, 3 ( 1.J2%) had caesarean sections for a 

non-recurrent indications. while 48{21.15%) 

patients were nulliparous. None of the women had 

instrumental vaginal deli very in their last deliveries. 

Majority of the patients, 202(88.99"10) were in labour 

for more than 10 hours before presentation, only 

25( 11.01 %) presented with history of labour of less 

than 10hoursduration. Table 2. 

The mean arrival-delivery interval in the Labour 

Ward was 18.68+4.30 minutes (range: 10- 45 

minutes), 9(3.97%) delivered in less than 15 

minutes, 198 (87.22%) delivered between 15 and 30 

minutes and 5{2.20%) delil'ered between 31 and 60 

minutes of arrival in the hospital. However, 

15(6.61 %) delivered in the I'ehicles on their ways to 

DISCUSSION: 

Labour and delivery arc normal physiologic 

processes that most women experience without 

complications. However deviations from the 

normal physiologic processes may occur, that ifnot 

detected early and appropriate interventions 

instituted immediately. would results in adverse 

maternal and foctal outcome. ' " 

In view of these deviations. intrapanum maternal 

and foctal monitoring is highly essential to prevent 

maternal and perinatal morbid,ties and 

mortalities.' ·,·,· ,·· II,I1.1] Approximately 75% of 

nulliparous and 90% of multiparous women have 

nonnal labour and deliver vaginally. The rest will 

have labour abnonnalities in any of the stages or 

phasesoflabour. ,. 

In this study. the patients received no intrapanum 

care, because they de<:ided not to seck obstetric 

care, a type I delay that accounts for a significant 

proponions in the causes of mate mal monality."·' ·" 

Repons from B<'Ilin-City and Ife quoted values of 

28.6% and 40% of the malCmal monalities in these 

centres resulting from this type of delay." " 

Fortunately. no maternal monality was recorded in 

thisstudy. 

Interestingly, most of these women were booked 

( 196; 86.24%), and at least were of social elass III 
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(159: 70.04%). Thus the antenatal health education 

programme or their social classes did not affect their 

attitude and perception towards intrapartum care. 

Convcrsely many of these patients had prcvious 

positivc expericnces of vaginal delil'cries and 

belicved that thcy did not require any form of 

mtrapartum care. 

Majority of thc parturients. 202{88.99%) wcre in 

trust orconfidcnce in health care givcrs. Majority of 

the womcn in this environment have aversion for 

operativc deliverics. cspc<:ially cacsarelUl section. " 

Thcrcfore. women with previous cacsarean sections 

for a non-recurrent indications should be givcn 

opportunities to have vaginal birth after caesarean 

section (Trial of scar), as much as she ccrtify all the 

nceessary conditions for a successful vaginal 

labour at home for more than 10 hours and most of dclivery."''' Other proccdures such as external 

thcm delivered within 30 minutes of arriva l in ccphalic version (ECV), vacuum and forceps 

LabourWard, while 15(6.61%)dclivered in vchicles. 

They had no intrapartum monitoring, with no 

adequate preparation for their dcliveries and no 

neonatal resuscitation. hence the poor maternal and 

perinatal outcomes, 

In this study, 138(60.79%) of the patients had 

perineal tear, and 3( I ,32%) had cervical lacerations. 

These are common features of unsupervised and 

poorly controlled deliveries and has been reported to 

accounts for about 20% of the causes of primary 

postpar1um he3lnorrhage. a value much lower than 

what we recorded in this study." 

Other poor outcomes observed in this study were: 

bir1h asphyxia. 35(15.42%). fresh still births 

6(2.64%), special care baby unit (SCBU) admissions 

6(2.64%) and early neonatal deaths 2(0,88%). All 

dcliveries should be encouraged. 

In this study. 7(3.28%) had primary postpartum 

haemorrhage and were transfused. although other 

had significant blood loss. but were not transfused, 

Most of them delivered in vehicles. Thus active 

management of the third stage oflabourcould not be 

instituted, which isan effectivc means of preventing 

primary postpartum haemorrhage. !!,,,"-,' 

Although, no maternal mortality was recorded in 

this study and all the patients had vaginal deliveries, 

but the 7(3.08%) women that had primary 

postpartum haemorrhage and were transfused with 

blood and the 2(0.88%) that had intrapartum 

eclampsia. would have resulted into maternal 

mortalities if prompt and appropriate interventions 

were not instituted. 

these arc pointers of poor or lack of intrapartum The perinatal mortality and still birth rates of 

foctal monitoring."'~" Fawole C! al and Bailey 35.211000 and 26.411000 recorded respechl'ely in 

documented that perinatal mOr1ality rates depend on this study. were lower than the values of94.1 /1000 

the quality of intrapartum care received by a and 53/ 1000 respectilely reported by Igberase in 

parturient. "" Niger Delta and the value of 8611000 and 48/ 1000 

In this study. most of the par1urients ascribed the late reported by Ekure EN e\ al in Lagos."'" This is 

presentation in labour to avoidance of long period of because, this study considered just a fractional part 

stay in LabourWard toprel'ent unnecessary obstetric of the population of the par1urients without any 

inten'entions. This implies that the patients see significant antenatal maternal or foctal morbidity 

Obstetricians as mere accoucheurs who derives joy and no significant adverse intrapartum events, but 

or gain in operative interventions and not as they just decided to present late in labour in the 

companions in labour. Thus the antenatal health HospitaL 

education programme should be restructured, so that 

antenatal clinic will serve as avenues to establish 
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CONCL USION: TABLE 2: DURATION OF LABOUR BEFORE 

Thc reasons fOrlhe lale arrival in labour idcntified in PRESENTATION INTHE HOSPITAL 

this study wcre previous positive experience of 

spontancous vaginal delivcries, and avoiding long 

period of stay in the hospital that may warrant 

unnccessary obstetric intcrventions. Thc second 

reason was an indication of lack of trust in the 

Obstetricians decisions. 

The limitations of thi s study are; difficulty in 

dctermining accurately, the dumtion oflabour since 

these patients have been in labour for scveral hours 

before presentation in the hospital and secondly the 

difficulty in determining accumtely the amount of 

blood loss in those who delivered in vehicles. 

Therefore, antenatal hcalth education progmmme 

should improve on patients , Midwives and 

Obstetrician interactions to build up confidcnce and 

trust. so that the partutrients see the hcalth care givers 

as companions in labour and not just accoucheurs. 
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TABLE 3: ARRIVAL - DELIVERY 
INTERVALS IN MINUTES. 

Ar ri va l - Deli\'cl'}' lnterval NO ~. 

(M i 11111 H ) 

Birth Before Arrival (BBA) 15 6.61 

<15 minutes 9 3.97 

15·30 minutes 198 87.22 

31·60 minutes 5 2.20 

TOTAL m 100 
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Fig I: Scoring S)'stem for Social Class. 

A. lI usband's (kcupatlon. 

Sco res: 

I. Professional, lOp civil servants, politicians 

and business man. 

2. Middle-Ie\'cl bureaucrats, technicians, 

skillcd artisans and wcllto-do tradcrs. 

Heinemann Educational Books (Nig) Pic. [badan 

Nigeria. 2006; 34: 283-302 

5. 

3. Unskilled workcrs and those in general 

whose income would be a! or below the 6. 

Nonnal Labour and Delivery, In: Williams 

Obstetrics. Ed, Cunnigham GF. Leveno lK, 

Bloom LS, Hauth Cl, Gilstrap L, Wenstrom 

D.K. Twenty-second Edition. McGraw-Hili 

Medical Publishing Division, New York, 

2005; Sec\. 4 (17): 409-442. 

Ekele B.A, Amayo O. Physiology of Labour, 

In: Clinical Obstetrics, Ed. Okpere E. Revised 

Edition. Univcrsity of Benin Press Benin-

mInimum wage. 

B. Level of Educationa l A !lain ment (Wife). 

Scores. O. Education up to universitylevcL City. 2003; D I; 202-208. 

I. Secondary or tertiary level below the 7. Andc ABA, Ekele BA and Amayo 0, 

2 

university level e,g collegc of educa!ion, 

school of nursing etc, 

No schooling or up to primary level only. 

SOC IAL CLASS - Scort"A+ ScOTt' B. 

Courtesy: Olusanya .0. Okpere E, Ezimokhai M. 

(WA.l. Med. 1995: 4:4). 
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