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Article History: Abstract: Objective: To determine the frequency of fetomaternal 
outcome of obstructed labour in multigravida patients referred to 
tertiary care hospital after trial of labour. Study Design: 
Descriptive cross-sectional study. Place and Duration of Study: 
Conducted from 15th May 2025 to 15th November 2025 at the 
Department of Obstetrics and Gynaecology, Mardan Medical 
Complex, Mardan. Methodology: A total of 197 multigravida 
women aged 18–40 years with singleton pregnancies beyond 36 
weeks of gestation referred after trial of labour and diagnosed 
with obstructed labour were included. Outcomes included mode 
of delivery, postpartum hemorrhage, low Apgar score at five 
minutes, meconium-stained liquor, intrauterine fetal death, and 
admission to the neonatal intensive care unit. Data were analyzed 
using SPSS 26. Chi-square test and Fisher exact test were applied 
after stratification, with a p-value of 0.05 or less considered 
statistically significant.  Results: Cesarean section was performed 
in 124 (62.90%) patients. Postpartum hemorrhage occurred in 44 
(22.30%) cases. Low Apgar score was observed in 92 (46.70%) 
newborns, while meconium-stained liquor was present in 91 
(46.20%) cases. Intrauterine fetal death was recorded in 6 
(3.00%) patients. Admission to the neonatal intensive care unit 
was required for 46 (23.40%) neonates.  Conclusion: Obstructed 
labour in multigravida patients referred after trial of labour is 
associated with a high frequency of adverse maternal and fetal 
outcomes.  
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INTRODUCTION 
Trial of labor is often attempted in multigravida 
women since they possess previous histories of 
vaginal delivery or labor progress, and it is often 
presumed that the cervix and pelvis would be 
adequate for a subsequent vaginal delivery, although 
not in many pregnancies.1 In the context of a big 
hospital or tertiary care setting, multigravida patients 
often get referred for trial of labor in peripheral 
institutions after labor onset, where labor 
observation could be poor, timing for referral might 
be delayed, or labor could continue for many hours 
with little or no progress monitored.2 During trial of 
labor in such women, assessment of uterine 
contractions, cervical dilatation, fetal heart rate, or 
descent of the presenting part often takes place, but if 
obstruction occur it could remain unnoticed.3 

Multigravida women could still develop obstructed 
labor due to mispositioning, malpresentation, 
cephalopelvic disproportion in current gestation, 
large baby, or pelvis, or on account of wrong 
application of oxytocin, dehydration or fatigue.4  
Fetomaternal outcomes in obstructed labor trial of 
labor cases are generally adverse, and cesarean 
sections become frequent since delivery by the 
vagina is not safer despite obstruction established, 
cervix not fully dilated, or presence of fetal distress.5 
A great number of such cases end up with emergency 
cesarean sections for failure of labor progress, 
obstruction of labor, as well as suspicion of risk of 
uterine rupture, especially with prolonged labor and 
with augmentation of labor.6 Operative delivery rate 
becomes frequent for the mentioned conditions. 
Maternal complications would include postpartum 
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hemorrhage, which could occur from uterine atony 
with prolonged labor, trauma to the genital tract, or 
retained placenta, of which shock and need for blood 
transfusion could potentially result.7 Uterine rupture 
or imminent uterine rupture could occur in some 
multigravidae, as well as infections such as puerperal 
sepsis, fever, or wound infection from frequent 
manipulations of the vulva or vagina for patient 
monitoring or assessment or delivery, or from 
prolonged rupture of membranes.8  
Fetal outcomes are also compromised in these 
instances as a result of decreased perfusion of the 
placenta with subsequent fetal hypoxia; therefore, 
low Apgar scores at 1 minute and 5 minutes become 
more likely, with resuscitation of the newborns at 
delivery.9 Meconium-stained liquor is often related 
to fetal distress in prolonged labor, with meconium 
that is so thick as to pose dangers of respiration or 
meconium aspiration, followed by an enhanced risk 
of NICU admission.10 Intrauterine fetal death can 
occur in severe obstruction that is prolonged, with an 
absence of continuing fetal heart monitoring prior to 
delayed intervention, often a serious condition 
observed with referred patients who present late.11 
Additionally, live fetuses can still face possibilities of 
birth asphyxia, HAI damage risk, septicemia risk in 
association with prolonged labor or prolonged 
membrane rupture, or low birth situation that is a 
candidate for NICU care for oxygen therapy, 
antibiotics, or observation.12 In a study by Karim R et 
al. shown that frequency of cesarean section was 
43.54%, postpartum hemorrhage 13.44%, low Apgar 
score 34.4%, meconium stained liquor 40.86%, 
intrauterine fetal death 4.83% and NICU admission 
was 9.67% in obstructed labour in patients referred 
to tertiary care hospital after trial of labour.13 
There is a requirement for conducting this study in 
Mardan, as the number of multigravida women is still 
referred late to the tertiary care hospital after trial of 
labor at the rural or peripheral health centers. In this 
region, the availability of labor monitoring facilities is 
limited, along with the utilization of partographs, 
causing more cases of obstructed labor. Conducting 
this study would enable us to determine the rate of 
poor fetomaternal outcomes.  
 
METHODOLOGY 
This descriptive cross-sectional study was carried 
out in the Department of Obstetrics and Gynaecology 
Mardan Medical Complex Mardan over a period from 
15th May 2025 to 15th November 2025. The study 
design was observational and focused on 
multigravida patients referred to a tertiary care 
hospital after trial of labour with suspected 
obstructed labour. Approval for the study was taken 
from the Ethical Review Committee of the hospital 
(No. 510/BKMC Dated: 29/05/2024) before 
starting data collection and the study was conducted 
according to institutional ethical standards.  

The sample size was 197 and was calculated by using 
WHO sample size software keeping confidence level 
at 95% margin of error at 3% and expected frequency 
of intrauterine fetal death as 4.83% in obstructed 
labour patients referred after trial of labour.13 A non-
probability consecutive sampling technique was 
used. Women aged 18 to 40 years with singleton 
pregnancy confirmed on ultrasound, gestational age 
more than 36 weeks according to last menstrual 
period, parity of 2 or more and diagnosed obstructed 
labour were included. Only those patients were 
selected who were admitted in labour room after trial 
of labour outside the hospital by midwife, lady health 
visitor or doctor in private hospital based on history. 
Patients having previous cesarean delivery, major 
cephalopelvic disproportion diagnosed before 
labour, major fetal anomalies or malpresentations 
detected antenatally, severe preeclampsia, placental 
abruption, complete cervical obstruction or cervical 
scarring preventing trial of labour were excluded 
from the study. Obstructed labour was taken as 
failure of descent of presenting part despite strong 
uterine contractions on clinical examination and trial 
of labour was considered when labour was attempted 
with induction or augmentation using prostaglandin, 
misoprostol or oxytocin. 
Written informed consent was taken from all patients 
or their attendants after explaining the purpose and 
benefits of the study before inclusion and data 
collection.  Detailed history was taken regarding 
referral place, duration of labour and management 
received outside the hospital. General physical 
examination and obstetrical examination were 
performed including assessment of uterine 
contractions, fetal heart rate and cervical findings. All 
patients were managed according to standard labour 
and obstetric protocols of the hospital. Patients were 
followed continuously until delivery and maternal 
and fetal conditions were monitored throughout 
labour and immediate postpartum period. 
Fetomaternal outcomes were recorded after 
completion of delivery and follow-up. Cesarean 
section was noted when delivery was performed 
through abdominal and uterine incision. Postpartum 
hemorrhage was taken into account if there was 
blood loss of 1000 ml or more after caesarean section 
or 500 ml or more after normal delivery in 24 hours, 
weighing the soaked gauzes/pads and blood clots, 
with 1 gram equivalent to 1 ml of blood. Low Apgar 
Score was defined if Apgar Score at 5 minutes was 5 
or less. Meconium Stained Liquor was defined if it 
was observed that the amniotic fluid is green or 
yellow. Intrauterine Fetal Death was defined if it is 
confirmed that the fetus is dead before its complete 
delivery from the mother through absence of fetal 
heart beats by ultrasonography. NICU admission was 
defined if the neonate was admitted for fetal distress. 
Data were entered and analyzed using SPSS version 
26. Quantitative variables were presented as mean 
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with standard deviation. Categorical variables were 
presented as frequencies and percentages. 
Fetomaternal outcomes were stratified with respect 
to age, gestational age, parity, body mass index, 
profession, socioeconomic status, and residential 

status. After stratification, chi square test or Fisher 
exact test was applied where appropriate, and p value 
of 0.05 or less was taken as statistically significant. 
 

 
RESULTS 
The study included 197 multigravida patients with obstructed labour who was referred to tertiary care hospital 
after trial of labour. The mean age of patients were 29.37±6.76 years and mean gestational age was 39.14±1.42 
weeks. Average parity was found to be 3.40±1.31 and mean BMI was recorded as 26.44±2.21 kg/m². The mean 
blood loss during delivery was 730.68±310.37 ml. Regarding residential status, majority of patients 128 (65.0%) 
belongs to rural areas while 69 (35.0%) was from urban areas. When socioeconomic status was assessed, 97 
(49.2%) patients was from poor socioeconomic background, 71 (36.0%) belongs to middle class and only 29 
(14.7%) was from rich families (Table 1). 
Table 1. Patient Demographics 

Demographics Mean ± SD 

Age (years) 29.37±6.76 

Gestational Age (weeks) 39.14±1.42 

Parity 3.40±1.31 

BMI (kg/m²) 26.44±2.21 

Blood Loss (ml) 730.68±310.37 

Residential Status   

Rural n (%) 128 (65.0%) 

Urban n (%) 69 (35.0%) 

Socioeconomic Status   

Poor n (%) 97 (49.2%) 

Middle n (%) 71 (36.0%) 

Rich n (%) 29 (14.7%) 

 
The frequency of various fetomaternal outcomes was evaluated in the study population. Cesarean section was 
performed in 124 (62.90%) cases while 73 (37.10%) patients delivered vaginally. Postpartum hemorrhage was 
observed in 44 (22.30%) patients whereas 153 (77.70%) patients did not experience this complication. Low Apgar 
score was recorded in 92 (46.70%) newborns while 105 (53.30%) had normal Apgar scores. Meconium stained 
liquor was present in 91 (46.20%) cases and absent in 106 (53.80%) cases. Intrauterine fetal death occurred in only 
6 (3.00%) cases while 191 (97.00%) babies was born alive. NICU admission was required for 46 (23.40%) neonates 
whereas 151 (76.60%) did not require intensive care (Table 2).  
Table 2. Frequency of Fetomaternal Outcomes of Obstructed Labour in Multigravida Patients 

Outcome Frequency % age 
Cesarean Section     

Yes 124 62.90% 
No 73 37.10% 

Total 197 100% 
Postpartum Hemorrhage     

Yes 44 22.30% 
No 153 77.70% 

Total 197 100% 
Low Apgar Score     

Yes 92 46.70% 
No 105 53.30% 

Total 197 100% 
Meconium Stained Liquor     
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Yes 91 46.20% 
No 106 53.80% 

Total 197 100% 
Intrauterine Fetal Death     

Yes 6 3.00% 
No 191 97.00% 

Total 197 100% 
NICU Admission     

Yes 46 23.40% 
No 151 76.60% 

Total 197 100% 
The association between demographic factors and fetomaternal outcomes was analyzed statistically. For age 
groups, when patients was divided into ≤30 years and >30 years, no significant association was found with cesarean 
section (p=0.917), postpartum hemorrhage (p=0.514), low Apgar score (p=0.768), meconium stained liquor 
(p=0.305), intrauterine fetal death (p=0.415), or NICU admission (p=0.996). Similarly, BMI categories (≤25 kg/m² 
vs >25 kg/m²) showed no significant association with any of the outcomes including cesarean section (p=0.71), 
postpartum hemorrhage (p=0.379), low Apgar score (p=0.277), meconium stained liquor (p=0.631), intrauterine 
fetal death (p=0.706), and NICU admission (p=0.135). Residential status whether rural or urban also demonstrated 
no significant association with cesarean section (p=0.628), postpartum hemorrhage (p=0.569), low Apgar score 
(p=0.816), meconium stained liquor (p=0.524), intrauterine fetal death (p=0.429), or NICU admission (p=0.084). 
Likewise, socioeconomic status categorized as poor, middle, or rich showed no significant association with any 
outcomes: cesarean section (p=0.772), postpartum hemorrhage (p=0.96), low Apgar score (p=0.769), meconium 
stained liquor (p=0.252), intrauterine fetal death (p=0.669), and NICU admission (p=0.468) (Table 3). 
 

Table 3. Association of Demographic Factors with Fetomaternal Outcomes 
Demograp

hics 
C/Section p-value Postpartum 

Hemorrhage 
p-

val

ue 

Low Apgar 
Score 

p-
val

ue 

Meconium 
Stained 

Liquor 

p-
val

ue 

Intrauterine 
Fetal Death 

p-
val

ue 

NICU 
Admission 

p-
val

ue 

Yes n(%) No 

n(%) 

  Yes 

n(%) 

No 

n(%) 

  Yes 

n(%) 

No 

n(%) 

  Yes 

n(%) 

No 

n(%) 

  Yes 

n(%
) 

No n( 

%) 

  Yes 

n(%) 

No 

n(%) 

  

Age Group 

  

≤3
0 

67 
(62.6

%) 

40 
(37.4

%) 

0.
91

7 

  

22 
(20.6

%) 

85 
(79.4

%) 

0.5
14 

  

51 
(47.7

%) 

56 
(52.3

%) 

0.7
68 

  

53 
(49.5

%) 

54 
(50.5

%) 

0.3
05 

  

2 
(1.9

%) 

105 
(98.1

%) 

0.4
15* 

  

25 
(23.4

%) 

82 
(76.6

%) 

0.9
96 

  

>3

0 

57 

(63.3
%) 

33 

(36.7
%) 

22 

(24.4
%) 

68 

(75.6
%) 

41 

(45.6
%) 

49 

(54.4
%) 

38 

(42.2
%) 

52 

(57.8
%) 

4 

(4.4
%) 

86 

(95.6
%) 

21 

(23.3
%) 

69 

(76.7
%) 

BMI 

(Kg/m²) 

  

≤2

5 

51 

(61.4

%) 

32 

(38.6

%) 

0.

71 

  

16 

(19.3

%) 

67 

(80.7

%) 

0.3

79 

  

35 

(42.2

%) 

48 

(57.8

%) 

0.2

77 

  

40 

(48.2

%) 

43 

(51.8

%) 

0.6

31 

  

2 

(2.4

%) 

81 

(97.6

%) 

0.7

06* 

  

15 

(18.1

%) 

68 

(81.9

%) 

0.1

35 

  

>2
5 

73 
(64.0

%) 

41 
(36.0

%) 

28 
(24.6

%) 

86 
(75.4

%) 

57 
(50.0

%) 

57 
(50.0

%) 

51 
(44.7

%) 

63 
(55.3

%) 

4 
(3.5

%) 

110 
(96.5

%) 

31 
(27.2

%) 

83 
(72.8

%) 

Residenti

al Status 

  

Ru

ral 

79 

(61.7
%) 

49 

(38.3
%) 

0.

62
8 

  

27 

(21.1
%) 

101 

(78.9
%) 

0.5

69 

  

59 

(46.1
%) 

69 

(53.9
%) 

0.8

16 

  

57 

(44.5
%) 

71 

(55.5
%) 

0.5

24 

  

5 

(3.9
%) 

123 

(96.1
%) 

0.4

29* 

  

25 

(19.5
%) 

103 

(80.5
%) 

0.0

84 

  

Ur
ba

n 

45 
(65.2

%) 

24 
(34.8

%) 

17 
(24.6

%) 

52 
(75.4

%) 

33 
(47.8

%) 

36 
(52.2

%) 

34 
(49.3

%) 

35 
(50.7

%) 

1 
(1.4

%) 

68 
(98.6

%) 

21 
(30.4

%) 

48 
(69.6

%) 

Socioecon

omic 
Status 

  

  

Po

or 

59 

(60.8
%) 

38 

(39.2
%) 

0.

77
2 

  

  

21 

(21.6
%) 

76 

(78.4
%) 

0.9

6 

  

  

45 

(46.4
%) 

52 

(53.6
%) 

0.7

69 

  

  

39 

(40.2
%) 

58 

(59.8
%) 

0.2

52 

  

  

3 

(3.1
%) 

94 

(96.9
%) 

0.6

69* 

  

  

19 

(19.6
%) 

78 

(80.4
%) 

0.4

68 

  

  
Mi
ddl

e 

47 
(66.2

%) 

24 
(33.8

%) 

16 
(22.5

%) 

55 
(77.5

%) 

35 
(49.3

%) 

36 
(50.7

%) 

37 
(52.1

%) 

34 
(47.9

%) 

3 
(4.2

%) 

68 
(95.8

%) 

19 
(26.8

%) 

52 
(73.2

%) 

Ric
h 

18 
(62.1

%) 

11 
(37.9

%) 

7 
(24.1

%) 

22 
(75.9

%) 

12 
(41.4

%) 

17 
(58.6

%) 

15 
(51.7

%) 

14 
(48.3

%) 

0 
(0.0

%) 

29 
(100.

0%) 

8 
(27.6

%) 

21 
(72.4

%) 

*Fischer Exact Test 
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DISCUSSION 
In present research, cesarean section was carried out 
in 124 (62.90%) cases, which is a significantly high 
figure. This is because obstructed labor results in 
failed vaginal delivery, resulting in the need for 
emergency cesarean section to save both mother and 
child from any more complications. Due to obstructed 
labor, there is no path or weak uterine muscle 
contraction that prevents the descent of the fetus into 
the birth canal, thereby requiring a surgical 
procedure for delivery. Postpartum hemorrhage 
happened in 44 (22.30%) cases of obstructed labor. 
The reason for postpartum hemorrhage in obstructed 
labor is that it results in uterine atony or prolonged 
labor that results in fatigue of uterine muscles. At this 
point, the blood vessels of the area remain dilated due 
to reduced uterine contractions, which results in 
heavy bleeding. Additionally, traumatic delivery is 
responsible for heavy bleeding among patients who 
undergo surgical procedure of cesarean section for 
delivery. 
Low Apgar score was recorded in 92 (46.70%) 
newborns which indicate significant fetal 
compromise. During obstructed labour, there is 
compression of umbilical cord and prolonged 
pressure on fetal head which reduce oxygen supply to 
fetus. This hypoxic conditions affects neonatal vitality 
at birth and results in low Apgar scores. Prolonged 
labour also cause fetal distress due to reduced 
placental perfusion. Meconium stained liquor was 
present in 91 (46.20%) cases in present study. The 
presence of meconium in amniotic fluids is sign of 
fetal distress and hypoxia. When fetus experience 
stress and oxygen deprivation during obstructed 
labour, there is relaxation of anal sphincter and 
passage of meconium occur in utero. This is body's 
response to compromised intrauterine environment. 
NICU admissions was required for 46 (23.40%) 
neonates which reflect the severity of complications. 
Babies born after obstructed labour often requires 
intensive monitoring and management due to birth 
asphyxia, low Apgar scores, and meconium 
aspiration. These neonates needs respiratory 
support, temperature regulation, and treatment for 
possible infections that may develop due to 
prolonged rupture of membranes. 
The cesarean section rate in present study was 124 
(62.90%) which is lower than several studies from 
region. Suseela et al. 14 reported 100% cesarean 
section rate in obstructed labour cases, while Rizvi et 
al. 15 found 84% cesarean rate, KC et al. 16 and Dayal 
et al. 17 both reported 84% rate, and Qadir et al. 18 
documented cesarean section in their study 
population. The relatively lower rate in current study 
might be due to inclusion of multigravida patients 
who may have had successful vaginal deliveries in 
some cases after trial of labour, whereas other studies 
included predominantly primigravida patients who 
are more prone to cephalopelvic disproportion and 

mechanical obstruction requiring surgical 
intervention.19 Karim et al. 13 reported even lower 
cesarean rate of 44% in referral cases which suggest 
that not all obstructed labour cases end in cesarean 
section when managed appropriately. 
Postpartum hemorrhage was observed in 44 
(22.30%) patients in current study which is higher 
compared to some studies but lower than others. 
Suseela et al. 14 reported 10% PPH rate, Rizvi et al. 
15 found 10%, Afridi et al. 20 documented 9%, Dayal 
et al. 17 reported 9%, and Qadir et al. 18 found 10% 
PPH rate. However, KC et al. 16 reported much higher 
rate of 41% PPH and Soomro et al. 21 found 49% PPH 
in referral cases. The variation in PPH rates can be 
attributed to differences in duration of obstructed 
labour before presentation, degree of uterine 
exhaustion, and timing of intervention. Studies with 
higher PPH rates like KC et al. 16 and Soomro et al. 21 
included patients who was referred after prolonged 
trial of labour which lead to more uterine atony and 
trauma. 
Low Apgar score was recorded in 92 (46.70%) 
newborns in present study which is comparable to 
some studies. Soomro et al. 21 reported 38% low 
Apgar scores and Karim et al. 13 found 34% low 
Apgar in their referral cases. These findings is 
consistent with pathophysiology of obstructed labour 
where prolonged compression and hypoxia affects 
neonatal vitality at birth. The similarity in rates 
across studies suggest that fetal compromise is 
inevitable consequence of obstructed labour 
regardless of geographical location or management 
protocols. 
Meconium stained liquor was present in 91 (46.20%) 
cases in current study which is higher than rates 
reported by other researchers. Soomro et al. 21 found 
33% meconium staining and Karim et al. 13 reported 
41% meconium in their study population. The 
presence of meconium indicates fetal distress and 
stress response during obstructed labour. Higher 
rates in present study might be due to longer 
duration of labour or delayed referral which allowed 
more time for fetal hypoxia to develop and trigger 
meconium passage. 
Intrauterine fetal death occurred in only 6 (3.00%) 
cases in present study which is lower than most other 
studies from region. Suseela et al. 14 reported 6% 
perinatal mortality with 4% still-birth, while Rizvi et 
al. 15 found alarming 27% perinatal mortality with 
21% still-birth rate. Soomro et al. 21 documented 
16% perinatal death, KC et al. 16 reported 22% 
perinatal mortality, Dayal et al. 17 found 27% 
perinatal mortality with 21% still-birth, Afridi et al. 
20 reported 36% perinatal mortality, and Qadir et al. 
18 documented 34% perinatal mortality. The lower 
rate of fetal death in present study suggest better 
monitoring and timely intervention in multigravida 
patients at tertiary care hospital. Studies with higher 
perinatal mortality rates included more un-booked 
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cases and patients from rural areas who presented 
late after prolonged trial of labour at home or 
primary care facilities. 
NICU admission was required for 46 (23.40%) 
neonates in present study which is lower than KC et 
al. 16 who reported 34% NICU admission but higher 
than Karim et al. 13 who found only 10% NICU 
admission rate. The differences in NICU admission 
rates reflect varying degrees of neonatal 
complications and availability of intensive care 
facilities in different hospitals. Higher rates indicate 
more severe birth asphyxia and complications 
requiring specialized care. 
The demographic analysis in present study showed 
no significant association between age, BMI, 
residential status, socioeconomic status and 
fetomaternal outcomes. This contrasts with findings 
of Qamar et al. 22 who found significant differences 
in outcomes between grand-multipara and multipara 
patients with higher rates of complications in older 
grand-multipara women. 
There are certain limitations to the current study that 
need to be mentioned. It is an individual center study 
that took place in a single tertiary care center, thereby 
potentially jeopardizing the ability of extrapolating it 
to other institutions. Also, the current study had a 
fairly small number of study candidates, which is 
limited by the timeframe of study. Moreover, it does 
not include prolonged observation for both mother 
and infant in order to evaluate for delayed sequelae. 
It also does not investigate the causes of obstructed 
labor or the labor duration prior to referral that could 
potentially provide additional information about the 
study outcomes. 
 
CONCLUSION 
This study has found that in multigravida women 
who were referred to the tertiary care center with 
obstructed labor following trial of labor, adverse 
fetomaternal outcomes were found to have high 
frequency. Cesarean section was found to be the 
major means of delivery, and a significant number of 
women had complications such as postpartum 
hemorrhage, low Apgar scores, meconium-stained 
liquor, and admission in NICU. Though intrauterine 
fetal death was found to be low. 
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