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ABSTRACT 

Introduction: 

The third stage of labor is the period following the completed delivery of the newborn 

until the completed delivery of the placenta and the membranes. Post partum 

hemorrhage (PPH) is the blood loss of greater than 500 ml following vaginal 

deliveries or 1000ml following cesarean section and is the leading cause of maternal 

mortality, accounting for about 35% of all maternal deaths. Even after the 

introduction various methods in the management of third stage of labour, the 

incidence of PPH is on the rise; the cause of which is still not clear. This study was 

done to assess all the methods in management of third stage of labour and find out the 

effects of each method so we can apply it in our daily practice. 

Materials and Method: 

After obtaining permission from the ethics committee of the institution, this study was 

carried out in the Obstetrics and Gynaecology department of Dhiraj Hospital, 

Pipariya. 200 low risk patients, who fit in the study criteria, were selected and 

randomly divided into 4 groups by chit method for the management of third stage of 

labour.  

Group A included patients who received expectant management,  

Group B patients received Inj. Oxytocin 10 IU IM at the time of delivery of the 

anterior shoulder of the baby,  

Group C patients received Inj. Oxytocin 10 IU IM after the delivery of the baby and 

Group D patients received Inj. Oxytocin (10 IU diluted in 20 ml NS) in the umbilical 

vein after clamping the umbilical cord.  

Data was collected and analysed and results were made. 
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Results: 

All the groups were comparable in terms of factors like age, parity, booking status, 

hemoglobin level at the time of admission and fetal weight. We observed that there 

was an increase in the mean post delivery pulse rate in Group A (p – 0.0001) and 

Group D (p – 0.024).  There was no statistical difference in the mean pre and post 

delivery blood pressure in any groups ( p > 0.05). All the groups were comparable in 

terms of duration of second stage of labour. The duration of third stage of labour was 

significantly more in Group A compared with all other groups (p – 0.0001). The 

PPBL was also significantly more with Group A compared with all other groups (p - 

< 0.05) and all the other groups were comparable. Total incidence of PPH was 8 in 

200 patients (4 %), of which 6 (75 %) were from Group A and 2 (25 %) from Group 

D. All patients with PPH had to be given blood transfusion. The incidence of retained 

placenta was 4 in 200 deliveries (2 %) of which 3 (75 %) were from Group A and 1 

(25 %) from Group B. 

Conclusion: 

We found out that the best method in the management of third stage of labour was Inj. 

Oxytocin 10 IU IM after the delivery of the baby; but in the hands of a skilled 

obstetrician who is aware of the complications, Inj. Oxytocin 10 IU IM at the time of 

delivery of the anterior shoulder of the baby may be equally effective. 

Key Words: 

Third stage of labour 

PPBL (post partum blood loss) 

PPH 

Retained placenta 
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INTRODUCTION 

“Motherhood is priced Of God, at price no man may dare, to lessen or 
misunderstand.” 

~Helen Hunt Jackson 

Taj mahal - One of the Seven Wonders of the World. One of the greatest 

monuments, dedicated to the memory of Queen  Mumtaz, who  died after her last 

childbirth of postpartum haemorrhage in 1630 – is a testimony to grim reminder of the 

tragedy of maternal mortality that can befall any woman in childbirth.(1) 

The third stage of labor refers to the period following the completed delivery 

of the newborn until the completed delivery of the placenta.(2) 

These first few moments of their Childs’ life are an important time for the 

parents, but this is also a period during which some women are at a risk of major 

hemorrhage.(3)Relatively little thought or teaching seems to be devoted to the third 

stage of labor compared with that given to the first and second stages. A leading 

North American obstetrics text devotes only 4 out of more than 1500 pages to the 

third stage of labor but significantly more to the complications that may arise 

immediately following delivery.(4) 

One respected author states: “This indeed is the unforgiving stage of labor, 

and in it there lurks more unheralded treachery than in both the other stages 

combined. The normal case can, within a minute, become abnormal and successful 

delivery can turn swiftly to disaster.”(5) 
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The length of the third stage itself is usually 5-15 minutes. The absolute time 

limit for delivery of the placenta, without evidence of significant bleeding, remains 

unclear. Periods ranging from 30-60 minutes have been suggested. 

Post partum hemorrhage (PPH) is the loss of greater than 500ml blood 

following vaginal deliveries or 1000ml blood following cesarean section . Postpartum 

haemorrhage (PPH) is the leading cause of maternal mortality, accounting for about 

35% of all maternal deaths.(6) 

Every year about 14 million women around the world suffer from PPH. (7) 

 The risk of maternal mortality from haemorrhage is 1 in 1000 deliveries in 

developing countries (100 per 100 000 live births). Most deaths (about 99%) from 

PPH occur in low- and middle-income countries compared with only 1% in 

industrialized nations.(8) 

However, recent studies have shown an increase in the incidence of PPH in 

developed countries as well. (9) 

Therefore, in order to reduce the MMR and achieve MDG5, it is essential to 

achieve a major reduction in the incidence of PPH. 

PPH may cause anemia or lead to poor iron reserves, ultimately contributing 

to anemia. Anemia may cause weakness and fatigue and increase morbidity of the 

patient. Hospitalization may be prolonged, and the establishment of breastfeeding 

may be affected, thus affecting the baby. A blood transfusion may ameliorate the 

anemia and shorten the hospital stay, but it carries risks of transfusion related reaction 

and infection. Access to safe blood is not universal, especially in developing countries 

like India and PPH can sometimes strain the resources of the blood bank.  
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Severe PPH, retained placenta, and uterine inversion may require emergency 

anesthetic services. Any exploration or instrumentation of the uterus increases the risk 

of sepsis. 

Traditionally, expectant management was used which implies a hands - off 

approach – i.e. waiting for the signs of separation of the placenta and its spontaneous 

delivery and late cord clamping (clamping the umbilical cord when pulsation in the 

cord has ceased) and then cutting it. 

Since 2007, WHO recommendations have supported active management of 

the third stage of labour (AMTSL) as a critical intervention for PPH prevention. 

Active Management: Administration of a uterotonic agent, early cord 

clamping and cutting, controlled cord traction to deliver the placenta and uterine 

massage following delivery of the placenta. 

Different routes and timings of administration of uterotonic agents have been 

suggested by authorities. 

o The WHO AMTSL guidelines 2012 suggests the use of Inj oxytocin 10 IU IM 

after the delivery of the baby. 

o The NICE guideline on intrapartum care (2014) makes the following 

recommendation "For active management, administer 10 IU of oxytocin by 

intramuscular injection with the birth of the anterior shoulder or immediately after 

the birth of the baby and before the cord is clamped and cut.” 

o ACOG suggests the use of inj oxytocin 10-40 IU IV diluted in 500-1000 ml of NS 

at 500ml/hr after delivery of the baby. 
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o FOGSI recommends administration of uterotonic agent (preferably Inj oxytocin 

10 IU IM or 5 IU diluted in 500 ml NS or RL IV) within one minute of the 

delivery of the baby, after ruling out the presence of second fetus. 

Even after the introduction of these many methods, the incidence of PPH is on the 

rise. The cause of which is still not clear. 

This study was done to assess all the methods in management of third stage of labour 

and find out the effects of each method so we can apply it in our daily practice. 
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AIM AND OBJECTIVES 

AIM 

To evaluate methods like expectant management, Inj. oxytocin IM at the delivery of 

the anterior shoulder of the baby, Inj. oxytocin IM after the delivery of the baby & 

intra umbilical vein oxytocin (10 IU diluted in 20 ml NS) after clamping the umbilical 

cord in the management of 3rd stage of labour and to find out the best method in the 

management amongst them. 

OBJECTIVES 

• To use the methods allotted to specific groups in managing the third stage of 

labour 

• To know effectiveness by measuring various parameters like  

o Pre delivery and post delivery vitals 

o Blood loss after delivery of the placenta (PPBL) 

o Duration of 3rd stage of labour 

o Retention of placenta 

o Occurrence of Post Partum Hemorrhage 

o Use for blood transfusion. 

o Others as mentioned in the proforma. 

• To compare the result by analyzing the data. 
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REVIEW OF LITERATURE 

BACKGROUND 

The third stage of labour 

The third stage of labour starts immediately after the baby is born, includes 

detachment of the placenta from the uterine wall and ends with the complete 

expulsion of the placenta and membranes. It usually lasts 5–15 minutes but any period 

of up to one hour may be within normal limits. (10) 

The contractions during the third stage of labour are generated by higher levels of 

oxytocin than before delivery, levels that remain significantly increased for up to 45 

minutes after delivery, coinciding with the expulsion of placenta.(11) 

The detachment of the placenta occurs in two different ways; in the majority of cases 

separation starts in the centre of the placenta, which descends foremost. The fetal 

surface emerges initially, with the membranes following, and there is very little or no 

visible bleeding. Less common is separation starting at the lower edge of the placenta 

that slips down sideways, the maternal surface visible first in the vagina. The latter is 

a slower separation and haemorrhage is also likely to be more abundant.(10) 

A prolonged third stage of labour has traditionally been defined as one lasting greater 

than 30 minutes. This definition is based on a 1991 report that demonstrated risks of 

maternal morbidities, including postpartum haemorrhage and the need for blood 

transfusion, began rising after duration of the third stage exceeded 30 minutes. (12) 

Prolonged third stage of labour, requiring manual placenta removal, increases the risk 

of PPH more than three-fold and is more common in preterm labour, augmented 
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labour and nulliparity.(13) 

Retained placenta is a major cause of PPH, although the definition of prolonged third 

stage remains controversial. Some authors suggest that if the placenta is not delivered 

within 30-60 minutes, as in 2-3% of all deliveries, the third stage is prolonged.(14) 

Retained placenta can be defined as lack of expulsion of the placenta within 30 

minutes of delivery of the infant.(15, 16) 

The World Health Organization suggested that one should take into account the 

gestational age at delivery and how the third stage of labor is managed. In part for 

these reasons, WHO concluded that the length of time before making a diagnosis of 

retained placenta should be “left to the judgement of the clinician”(17) 

Postpartum haemorrhage 

PPH, one of the complications of childbirth, is causing concern among health care 

providers because of the rapidity of its onset and the danger it can pose to women 

giving birth. As described earlier, PPH is defined as blood loss of ≥500 mL and 

severe PPH is defined as blood loss of ≥1000 mL.  

Maternal blood volume increases during pregnancy and the average increase is about 

40-45% at term.  This hyper-volaemia has several important functions, among which 

is safeguarding the mother against the adverse effects of blood loss during the third 

stage of labour.(18, 19, 20) 

Although the blood volume increase compensates for third-stage blood loss, action 

should be taken when a woman has lost more than one third of her estimated blood 

volume or 1000 mL, or when there is a change in her vital signs. According to a 
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literature review, it is important to recognize the clinical symptoms of various degrees 

of hypo-volaemia and rapidly identify the cause of PPH. The clinical findings in 

hypo-volaemia and various degrees of shock are listed in figure 1.(21) 

Clinical findings in hypovolaemia and shock  (from Ramanathan & 

Arulkumaran 2006, p. 969) 

 

One-quarter of annual maternal deaths are probably caused by PPH, which together 

with pre-eclampsia and sepsis is the most frequent cause of maternal death. Direct and 

indirect causes of maternal death are demonstrated in Figure 2.(22) 
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Figure – 1 MMR in 2000 by medical cause and region.  

(From Ronsmans et al. 2006, p. 1193). 

 

Almost all of these maternal deaths are preventable, as the medical remedies to avoid 

fatalities are well known. PPH is also connected with severe morbidity and long-

lasting health problems such as anaemia. Women living in an affluent setting with 

access to high-quality medical care will probably survive a major haemorrhage. This 

is not the case for poor, malnourished and unhealthy women living in areas with risks 

for delay in recognition of PPH, delay in transport to hospital and insufficient 
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treatment at the health facility.(23) 

An article published by Nasreen Aflaifel et al showed 100 years of changes in the 

management of the third stage of labour.(24) 

Figure – 2 100 years of changes in the management of the third stage of labour 

 

Assessment of blood loss 

It is well known that visual estimation of blood loss in the third stage of labour and 

post partum is inaccurate and inconsistent. However, it is the most rapid and easiest 

way to judge the quantity of bleeding. Several studies have reported that care 

providers underestimate blood loss by 30 – 50% and it has also been stated that the 

greater the loss, the greater the underestimation (25, 26, 27, 28) 

It has been suggested that blood loss during the third stage should be assumed to be 

double the visual estimate if the latter exceeds 500 mL.(29) 

Direct measurement by collecting blood in buckets, sanitary pads and towels is the 

oldest method for attempting to determine the quantity; however, the amount of other, 
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intermingled fluids cannot be distinguished, rendering the estimate uncertain (30) 

Patel et al reported that visual estimation was less accurate than estimationby placing 

a plastic drape under the mother’s buttocks immediately after thebirth of the 

neonate(31) 

Laboratory methods such as photometry yield a more precise measure of blood loss 

and have been used in the post partum period. Photometry involves different 

technologies, one of which is converting blood pigment tovalkaline haematin. This 

method is the most precise one, albeit too difficult and expensive to use in clinical 

practice (30, 32) 

An estimate of blood loss can also be derived by multiplying the calculated pregnancy 

blood volume by percent of blood volume lost and comparing the visual estimated 

blood loss with the calculated estimated blood loss and the pre- and post-delivery 

haematocrit (HCT) (33) 

In India, Kelly’s pad had been used to collect the blood and then measure it in a 

measuring flask. 

Some authors have declared that the actual quantity of blood loss is less important and 

suggested that the classification of PPH should instead be related to whether the 

haemorrhage has physiological effects or threatens the woman’s life (23) 

Management of the third stage of labour 

The approach to management of the third stage of labour should minimize serious 

negative effects; the main issue is the choice between EMTSL and AMTSL.(34) 
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Expectant management is a ’hands off’ approach, where signs of placental separation 

are awaited and the placenta is delivered spontaneously or with the aid of gravity, 

maternal pushing or, sometimes, nipple stimulation,(35,36) 

Hence:  

1. a prophylactic uterotonic agent is not administered;  

2. ideally the umbilical cord is neither clamped nor cut until the placenta has been 

delivered but, as a minimum, caregivers have waited until cord pulsation has 

ceased; and  

3. the placenta is delivered spontaneously with the aid of gravity and sometimes by 

maternal effort.(37) 

AMTSL (previously abbreviated as AML or AMTL) includes  

1) Clamping of the umbilical cord shortly after the birth of the baby,  

2) Administration of a uterotonic agent and  

3) Controlled cord traction (CCT) for delivery of the placenta. CCT entails waiting 

for a uterine contraction and then placing one hand just above the symphysis 

pubis. Firm backward counter- pressure is applied with the purpose of preventing 

inversion of the uterus. (10) 

The discussion concerning whether AMTSL or EMTSL should be recommended 

started in the mid-18th century when Crede´s manoeuvre was introduced with the 

objective of accelerating the third stage. Crede´s manoeuvre includes grasping the 

fundus and squeezing out the placenta. However, the risk of placenta products 

remaining in utero associated with this method was discussed and the opponents 

proposed, “Hands off the uterus”. Dr Smyly at Rotunda Hospital in Dublin wrote one 
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of the first published articles on the management of the third stage of labour in 1885. 

He promoted a mixture of ‘active’ and ‘expectant’ management and suggested 

generating a permanent uterine contraction by holding one hand on the fundus, never 

letting the uterus relax before the placenta was expelled. He objected to pulling on the 

cord but did suggest strong downward pressure on the uterus to drive out the 

placenta(38) 

In 1932 the `Brand Andrew’s manoeuvre´ was introduced to shorten the third stage 

and facilitate placenta expulsion; this later became the CCT concept.(39, 40, 41) 

After that, the WHO laid down the guidelines for active management of third stage of 

labour, which were modified in 2012 and is considered as the ideal method and is 

most commonly used everywhere. 

Uterotonic drugs 

Uterotonics have been known for more than a century. In the early twentieth century, 

there was a breakthrough in research on the pituitary gland, leading to the isolation 

and synthesis of oxytocin, for which Du Vignaud was awarded the Nobel prize in 

1953.(40, 41) 

Several studies have shown that administration of uterotonic drugs, especially as part 

of AMTSL, reduces the incidence of PPH. A meta-analysis of five RCT by the 

Cochrane Collaboration showed that AMTSL contributes to a reduction of prolonged 

third stage as well as reducing the incidence of PPH. 

Different types of oxytocic drugs were used in the studies. Intramuscular administered 

oxytocin was exclusively used in one of the included studies, Syntometrine® (a 

combination of 5 IU oxytocin and 0.5 mg of ergot alkaloids) was used in two studies 
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and ergot alkaloids were administered in one study. (42) 

An earlier Cochrane review of the prophylactic use of oxytocics in the third stage of 

labour identified reduced blood loss and reduced need for further uterotonic drugs as 

benefits. There was a non - significant trend towards more manual removal of the 

placenta as well as an association with more raised blood pressure when ergot 

alkaloids were used, compared with oxytocin.(43) 

It has been emphasized that once a uterotonic has been administered, it is important to 

deliver the placenta quickly in order to prevent retention. While oxytocin appears to 

be beneficial for prevention of PPH, there is not enough information about its side 

effects.(44) 

Figure 4 shows the annual rate of decline in the MMR from 1990 to 2008.(45) The use 

of AMTSL is one of the main factors in the reduction. 

Figure – 3 Annual rate of decline in the maternal mortality ratio, 1990-2008 (from 

Hogan et al. 2010, p. 1620). 
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Umbilical (or intra-umbilical) vein injection (UVI, IUVI) for the treatment of retained 

placenta was first described by Mojon and Asdrubali in 1826.(46) 

This technique allows the treatment to be directed specifically at the area with the 

contractile failure. In the early twentieth century, various authors reported on the use 

of umbilical vein injection of saline solution 0.9% with volumes that have varied 

widely between 200 mL and 400 mL.(47, 48) 

Recent studies have concentrated on smaller volumes of umbilical vein injection of 

0.9% saline solution plus oxytocin, although most of these were uncontrolled (49, 50, 

51,52).  

A Cochrane review of UVI of saline solution plus oxytocin concludes that the use of 

oxytocin via umbilical vein has little or no effect.(53) 

Routine umbilical vein injection has been suggested as an alternative way of 

managing the third stage of labour, as it directs the treatment to the placental bed and 

uterine wall, resulting in an earlier uterine contraction and placental separation.(52) 

The hydraulic effect of injected solution was also considered to contribute to placental 

separation by mechanical pressure.(54) 

It also allows higher doses to be used, and a reduction of systemic side effects.  

Balanced against this is a need for training in the technique and a possible higher cost 

of materials. There is a wide variety of UVI methods. The efficacy of any method will 

depend on the volume of fluid injected and the concentration of drug within that fluid 

as well as the rapidity of transfer of drugs across the placenta.(55) 
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Umbilical vein injection allows the treatment to be directed specifically at the area 

with the contractile failure, whilst sparing the remainder. The objective is to deliver a 

solution (with or without the addition of uterotonic agents) directly to the retro-

placental myometrium by injecting it into the placental bed via the umbilical vein.  

Various methods of intra-umbilical vein injection have been proposed. Injection of 

oxytocin diluted in saline solution and injected directly into the umbilical vein is the 

method most commonly used in clinical trials. 

Oxytocin 

Oxytocin is a peptide hormone. Oxytocin is normally produced by the paraventricular 

nucleus of the hypothalamus and is released by the posterior pituitary.It plays a role in 

social bonding, sexual reproduction in both sexes, and during and after childbirth.(56) 

Oxytocin is released into the bloodstream as a hormone in response to stretching of 

the cervix and uterus during labor and with stimulation of the nipples 

from breastfeeding. (57) This helps with birth, bonding with the baby, and milk 

production. (57, 58) Henry Dale discovered oxytocin in 1906. (59) Its molecular structure 

was discovered in 1952. (60) 

Its chemical formula is 

 

Routes of administration include intra-muscular, intra-venous and intra-nasal. 

Common side effects include hypotension, after pains, nausea and occasionally 

vomiting. 
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Evidence-based practice in the third stage of labour 

In the 1970s, controlled trials evaluating various aspects of the third stage of labour 

started appearing in the medical literature. The two main concepts for management of 

the third stage, as well as different components of these two packages, were compared 

in RCT. Unfortunately, most of the comparative trials differed in some aspect of 

management, such as the dose, route, timing and choice of the uterotonic agent. 

According to several researchers, there is sufficient evidence to indicate that AMTSL 

should be implemented in preventing PPH.(61, 62) 

This leads to a reflection on what is meant by ‘evidence’. 

The word ‘evidence’ is rooted in the concept of experience, relating to what is 

manifest and obvious. In health care, the concept of evidence has been interpreted in 

relation to ideas of proof and rationality. Clinical practice guidelines have been 

proposed to reduce the gap between available scientific evidence and clinical practice. 

The definition of evidence-based practice, according to Sackett,(63) is: 

 ‘The conscientious, explicit and judicious use of current best evidence in making 

decisions about the care of individual patients’ 

Most research on the third stage of labour has been centered on determining which 

approach, AMTSL or EMTSL, is superior for prevention of PPH. As mentioned 

above, the ICM and FIGO (Joint Statement, 2004) recommend that AMTSL be 

offered to women since it reduces the incidence of PPH and this recommendation has 

been questioned by midwives and other supporters of normal childbirth who 

recommend that there should be a valid reason to interfere with the normal 

physiological childbirth process (WHO/FRH/MSM, 1996). (64) 
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What remains to be studied? 

Previous studies of the management of the third stage of labour, all conducted in high-

income countries, have compared different uterotonic drugs, in conjunction with 

AMTSL or EMTSL, with blood loss as the main outcome variable. (42, 43) 

The variations observed in these trials also exist in clinical practice and there is thus 

still a need to identify the effectiveness of AMTSL as well as the mode and time of 

administration of the uterotonic agent. 
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REVIEW OF OTHER STUDIES 

David H Chestnut et al conducted a study on the influence of umbilical vein 

administration of oxytocin on the third stage of labour. The study was conducted on 

184 patients. 37 women received 10 units of oxytocin diluted in physiologic saline 

solution to a total volume of 20 ml and 41 women received 20 ml of saline solution 

alone. There was no significant difference in the mean injection – placental expulsion 

interval (9 versus 10 minutes; p value not significant). One woman in the oxytocin 

group and two women in the saline group required manual removal of placenta.(65) 

In a randomized controlled trial done by Jane Rogers et al on active versus expectant 

management of the third stage of labour, 1512 women at low risk of PPH were 

included and divided into 2 groups. Group 1 included women who had active 

management of third stage and the other group had patients who were given expectant 

management. The average duration of third stage in the expectant group was 15 mins 

while in the group with active management was 8 mins. The mean blood loss in 

expectant group was 336.5 ml while in the other group it was 268.5 ml. The incidence 

of PPH in the expectant group was 16.5% while in the group with active management 

was 6.8% (p < 0.0001).(37) 

In another study by Reddy VV et al, the use of umbilical vein injection of oxytocin 

was compared with traditional management of the third stage of labor. Pregnant 

women were randomized to receive intravenous oxytocin after the delivery of the 

placenta or oxytocin via the umbilical vein immediately after cord clamping. Those 

who received umbilical vein oxytocin had a shorter third stage of labor (4.1 versus 9.4 

minutes; p - <0.0001), less measured blood loss (135 ml versus 373 ml; p - <0.02), 

and a lower drop in hematocrit (3.9% versus 6.2%; p - <0.01). Intraumbilical vein 
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oxytocin appears to be a useful alternative to traditional management of the third 

stage of labor. (66) 

A double-blinded RCT done by Jackson KW et al on 1,486 women receiving active 

management of the third stage of labour was performed to more definitively isolate 

the effect of the timing of the uterotonic agent. 1486 participants were enrolled and 

randomized to receive prophylactic oxytocin either before (n = 745) or after (n = 741) 

placental delivery. 

The early administration of prophylactic oxytocin did not increase the risk of manual 

removal of the placenta, and there was equal effectiveness in preventing postpartum 

haemorrhage. 7.5 patients in the first group (oxytocin before placenta delivery) and 

9.7 patients in second group (oxytocin after placental delivery) had blood loss of >= 

500 ml (p – 0.15). The blood transfusion incidence was 0.13 in first group and 0.27 in 

second group. The duration of third stage was 7.7 min in first group and 8.1 min in 

second group (p – 0.28). 2.4 patients in the first group and 1.6 patients in second 

group had retained placenta (p – 0.28). (67) 

A population-based data from the 1994–2006 National Inpatient Sample in USA was 

used to identify women who were hospitalized with postpartum hemorrhage. Data for 

each year were plotted, and trends were assessed. Multivariable logistic regression 

was used in an attempt to explain the difference in PPH incidence between 1994 and 

2006. The study showed that PPH increased by 26% between 1994 and 2006 from 

2.3% (n = 85,954) to 2.9% (P < .001). The increase primarily was due to an increase 

in uterine atony. The increase in PPH could not be explained by changes in rates of 

cesarean delivery, vaginal birth after cesarean delivery,etc.(68) 
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In a study done by Keisuke Saito et al, a prospective study was done on 343 patients 

to compare intra muscular oxytocin to intra muscular ergometrine in prevention of 

PPH. The study showed that the use of intra muscular oxytocin was associated with a 

significant reduction in the mean total PPBL (288 ml versus 354 ml; p – 0.004) and a 

reduction in the frequency of PPH (>500 ml)  (10.9% versus 20.3 %). There was no 

difference in terms of duration of third stage of labour or frequency of manual 

removal of placenta. They concluded that the routine use of intra muscular oxytocin 

was more effective than ergometrine in prevention of PPH.(69) 

In a Cochrane review by Begley et al, 7 studies were used which involved 8247 

women and compared effectiveness of active management vs expectant management 

of third stage of labour. Here in active management, oxytocin im was used at the 

delivery of the anterior shoulder of the baby in some patients and in some soon after 

the delivery of the baby. The results showed statistical reduction in the occurrence of 

severe PPH (>1000 ml blood loss) (p – 0.08), reduction in primary blood loss >500 ml 

(P – 0.23) and maternal blood transfusion during the third stage of labour or after 

delivery (p – 0.47). There was no significant difference in the duration of third stage 

of labour or rate of manual removal of placenta.(42) 

Olufemi T Oladapo et al did an intervention review on intramuscular versus 

intravenous prophylactic oxytocin for the third stage of labour. They concluded that 

there is no evidence from randomized trials to evaluate the comprehensive benefits 

and risks of intramuscular and intravenous oxytocin when given to prevent excessive 

blood loss after vaginal delivery. More trials with adequate design and sample sizes 

should be done.(70) 
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Emire Oguz Orhan et al did a prospective randomized trial of oxytocin administration 

for active management of third stage of labour. 600 women were recruited into 4 

groups. Group A included patients who were given oxytocin intravenously after the 

delivery of the baby, Group B included patients who were given oxytocin 

intravenously at the time of delivery of  the anterior shoulder, Group C patients were 

given oxytocin intra muscular after delivery of baby and Group D included patients 

who were given oxytocin intra muscular at the delivery of anterior shoulder. The 

mean PPBL did not differ significantly between the groups (p – 0.134) and there was 

no significant difference in the incidence of PPH amongst the groups (p -  0.738). In 

the subset of patients who did not received labour augmentation, the PPBL was 

significantly lower in group B as compared to other groups (p – 0.019).(71) 

In a study done by Sakineh Mohamadian et al in 2013 on the effect of timing of IM 

oxytocin injection on maternal bleeding in third stage of labour, 100 patients with 

gestational age of 38-42 weeks were selected. In the study group, oxytocin was given 

with the delivery of anterior shoulder of the fetus and in the control group, oxytocin 

was given after delivery of the placenta. The study showed that there was no 

significant difference in the blood pressure and pulse rate before and after the delivery 

in any groups. The PPBL in both the groups also showed no statistical difference. 

They concluded that the timing of oxytocin administration did not have an effect on 

the third stage of labour, but oxytocin after placental delivery was safer. (72) 

Antonina I. Frolova et al did a research on the duration of third stage of labour and the 

risk of post partum haemorrhage. A secondary analysis of a cohort of 7,121 women 

who had a vaginal delivery at or beyond 37 weeks 0 days of gestation was done in 

Missauri. The mean duration of the third stage of labor among women who had a 
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vaginal delivery was 5.46 (standard deviation 5.4) minutes and median duration was 4 

minutes. Women with a third stage above the 90th percentile (>9 min) (n=5705) had 

an increased risk for postpartum hemorrhage compared with a third stage below the 

90th percentile (13.2% compared with 8.3%; adjusted odds ratio [OR] 1.82, 95% 

confidence interval [CI] 1.43–2.31). They concluded that the risk of PPH increases 

when the duration of third stage of labour is 20 min or more and so they suggested 

that the definition of prolonged second stage of labour might be outdated.(73) 

A randomized trial was conducted to know whether active management of the third 

stage of labour is as effective in reducing maternal blood loss among rural American 

Indian women. Retrospective data was collected on a cohort of largely multiparous 

American Indian women having singleton vaginal births at a rural hospital in 2000-

2001, comparing measures of blood loss among women receiving active management 

(n=62) versus routine (n=113) management of the third stage of labour.Active 

management was associated with reduced maternal blood loss when compared to 

routine management. Compared to women who received routine management, women 

who received active management had 3 g/dl or greater postpartum hemoglobin level. 

The findings suggest that active management of the third stage is more effective in 

reducing maternal blood loss among rural American Indian women. (74) 

A quasi-experimental study was conducted to assess the effectiveness of active 

management of third stage labour in preventing postpartum haemorrhage, active 

management of third  stage of labour by injection oxytocin IM was introduced for all 

births attended by government midwives (at home, community, and district levels) in 

one district while standard practice without  active management of labour was 

continued in three neighboring districts (with a 1:2 ratio of participants). A total of 
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3607 women participated in the study (1236 in the intervention district and 2371 in 

the comparison districts). Active management of third stage of labour was associated 

with reduced risks for prolonged third stage beyond 30 min and 34% reduction in 

PPH. This study supports the value of active management in reducing the incidence of 

postpartum haemorrhage and shortening the third stage of labour. (75) 
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MATERIALS AND METHOD 

The present study is a prospective observational study. 

All pregnant women admitted between February 2016 to January 2017, to the labour 

room of Dhiraj Hospital, a tertiary care centre situated in the rural area of Vadodara, 

and who fitted in the study criteria were selected for the study. 

Selection of Patients: 

200 low risks patients who fitted in the study criteria were allotted into different group 

by chit method. 

PATIENTS WERE DIVIDED INTO 4 GROUPS: 

Group A: 

Patients of this group received the expectant management of the 3rd stage of labour. 

Group B: 

Patients of this group received 10 IU Oxytocin IM after the delivery of the anterior 

shoulder of the baby. 

Group C: 

Patients from this group received 10 IU Oxytocin im after the delivery of the baby. 

Group D: 

Patients of this group received intraumbilical vein oxytocin  (10  IU  of  oxytocin 

diluted in 20 ml of normal saline) immediately after clamping the cord.     
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Patients who fulfilled the following criteria were included in the study. 

INCLUSION CRITERIA 

• All normal antenatal women in labour attending the labour ward of Dhiraj 

Hospital. 

• Patients in labour with a normal pregnancy history and vertex presentation. 

• Gestational age >30 weeks 

EXCLUSION CRITERIA 

High-risk cases like: 

• APH 

• PIH 

• Polyhydramnios 

• Parity more than 4 

• Previous 2 Caesarean section 

• Patients who had to be taken for caesarean section for any reason during labour 

• Multi-fetal gestation 

• IUFD  

• Patients with severe anaemia 

• Women with pre-existing cardiac diseases, diabetes and other systemic diseases. 

Method 

Detailed history & thorough clinical examination of each antenatal patient was carried 

out. 
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Data was collected as regards to age, parity, menstrual history, obstetric history, and 

different parameters of labour and fetal outcome.  

Then routine antenatal investigations were carried out: 

BG, CBC, RBS, Urine Routine and microscopic examination, HIV, HBsAg, VDRL, 

sickling. 

The patient was made to lay down on the labour table in lithotomy position after 

placing a Kelly’s pad beneath her perineum. 

Pre delivery vitals of the mother were noted, which included pulse and blood 

pressure. 

Constant monitoring of the labour was done and partogram was charted. 

The delivery of the patients was conducted normally the the delivery of placentaby 

controlled cord traction in Groups B, C and D after the patients were given the 

treatment as per the group they were allotted to. 

Time required for the duration of second and third stage of labour was noted with a 

stop watch.  

First P/V examination was done at the time of admission, followed by time of rupture 

of membranes and then as needed to identify full dilatation of the cervix and the start 

of the second stage of labour. The duration of second stage of labour was calculated 

from that time till the delivery of the fetus. 
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The third stage of labour was measured from the time of delivery of the fetus to till 

complete removal of the placenta and the membranes. 

Post Partum Blood Loss was measured by placing a kellys pad beneath the perineum 

of the patient and later measuring the collected blood by a calibrated measuring flask 

after draining the liquor. 

Blood loss from episiotomy or tear site was stopped getting collected by covering 

episiotomy area with pads.  

Post delivery vitals of the patient were then noted down. 

The labour outcome was noted down according to the proforma. 

All the collected data was analyzed by appropriate statistical tests and results were 

made. 
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Patients developing PPH and retained placenta were managed according to the 

guideline provided by the WHO as shown in figure – 4. 

Figure – 4 Care pathways for PPH and Retained Placenta 
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In this study, the study process was as shown below. 
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Table – 1 Grouping of patients in this study 

Grouping of the patients 

Group A Received expectant management of third stage of labour 

Group B Received Inj. Oxytocin 10 IU IM at the time of delivery of the anterior 
shoulder of the baby 

Group C Received Inj. Oxytocin 10 IU IM at the time of delivery of the baby 

Group D Received intra umbilical Oxytocin (10 IU diluted in 20 ml NS) soon 
after clamping of the umbilical cord 

 

In Groups B, C and D; controlled cord traction was applied in the third stage of labour 

for delivery of the placenta. 
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Figure – 5 Kelly’s Pad 

 

 

Figure – 6 Calibrated measuring flask 
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Figure – 7 Giving Inj. oxytocin 10 IU IM at the delivery of anterior shoulder of 

the baby 

 

 

Figure – 8 Giving Inj. oxytocin 10 IU IM after delivery of the baby 
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Figure – 9 Giving intra-umbilical vein oxytocin (10 IU diluted in 20 ml NS) after 

clamping the cord 

 

 

Figure – 10 Measuring PPBL in the calibrated flask after draining the liquor 
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PROFORMA FORMAT 

S.B.K.S MEDICAL INSTITUTE AND RESEARCH CENTER 

DHIRAJ GENERAL HOPITAL 

SUMANDEEP VIDYAPEETH UNIVERSITY 

TITLE OF THE STUDY 

“MANAGEMENT OF 3RD STAGE OF LABOUR: 

A COMPARISON OF DIFFERENT METHODS” 

A. BIODATA: 

• Serial number 

• Name of patient 

• IPD number 

• Age 

• Booked/ Unbooked 

• Occupation 

• Educational status 

• Socio economic status 

• Duration of pregnancy 

B. PRESENTING COMPLAINS:  

Labour pains / Leaking Per Vaginum . 

C. MENSTRUAL HISTORY 

• LMP 

• EDD  

• Gestational age (wks) (by LMP and Prev USG) 
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D. OBSTETRIC HISTORY 

No of 
Pregnanc

y 

Full 
Term
/ Pre-
Term 

Mode 
of 

deliver
y 

BABY 

Alive/Still 
Birth/Expire

d 

Sex/Weight 

Complication like 
PIH/Eclampsia/Anaemi

a etc. 

History 
of 

previou
s PPH 

      

      

      

      

      

 

F. Associated disease/ co- morbid condition/ past history: 

G. Family history: 

H. Personal History: 

I. General physical examination: 

J. Systemic Examination: 

K.  Obstetric Examination: 

• Per abdomen: 

• Any Scar 

• Fundal Height  By Palpation &SFH 

• Lie, Position & Presentation 

• Head Engaged / Floating 

• FHS 

• No. Of Uterine Contractions/Strength/Intensity. 
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L. STUDY DETAILS 

Group    A  B  C  D 

Sr. No. 

Pre delivery  P 

   BP 

Post delivery  P 

   BP 

Duration of 2nd stage (min) 

Duration of 3rd stage (min) 

Injection of oxytocin to placental delivery time 

(Only in groups B, C, D) 

Blood loss after delivery (ml) 

Retained placenta (Y/N) 

Manual removal of placentae (Y/N) 

PPH (Y/N) 

Use of additional uterotonics 

Use for blood transfusion (Y/N) 

 

INVESTIGATIONS 

• BG 

• Hb  

• TLC 

• RBS  
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• Urine: R/M,  

• HIV, HbsAg, VDRL 

• Sickling 

 

OUTCOME OF CURRENT PREGNANCY 

• Instrumentation 

• Sex of child 

• Weight of child 

• Cried immediately after birth 

• Fetal complication (if any) 
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RESULTS AND OBSERVATIONS 

A total of 200 patients were observed in my study. These patients were allotted into 4 

groups as mentioned, each group containing 50 patients. 

These patients were managed according to the group they belonged to and data was 

collected. 

This collected data was analyzed by appropriate tests and observations were made. 

1) Demographic data 

Table – 2 Demographic data of this study 

Variable Group A Group B Group C Group D 
Age 

Average Age (years) 26 ± 4.3 26 ± 4.6 23 ± 3.4 23 ± 2.9 
Parity 

Nulliparous 12 12 7 10 
Primi para 20 18 18 16 

Second para 13 16 18 15 
Third para 5 4 7 9 

Average parity 1.22 ± 0.93 1.24 ± 0.92 1.5 ± 0.91 1.14 ± 0.01 
Gestational Age 

Average GA 38 wk 6 d 39 wk 39 wk 1 d 39 wk 1 d 
Booking Status 

Booked (n) 45 47 46 45 
Un booked (n) 5 3 4 5 

Occupation 
Housewife (n) 39 33 40 39 

Others (n) 11 17 10 11 
Hemoglobin level 

Mean Hb (gm/dl) 10.77 ± 1.25 10.21 ± 1.03 10.65 ± 1.31 10.67 ± 1.03 
Rh Status 

Rh positive (n) 48 48 49 49 
Rh negative (n) 2 2 1 1 
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In my study, the distribution of the patients in the 4 groups was as follows: 

• Age:  

The average age in Group A was 26 years ± 4.3 years, in Group B was 26 years ± 

4.6 years, in Group C was 23 years ± 3.4 years and in Group D was 23 years ± 2.9 

years. 

• Parity: 

The average parity in Group A was 1.22 ± 0.93, in Group B was 1.24 ± 0.92, in 

Group C was 1.5 ± 0.91 and in Group D was 1.14 ± 0.01. 

There was no statistical difference among all the groups and all groups were 

comparable. (p - > 0.05) 

Figure – 11 Average Parity among all the groups 
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• Gestational Age: 

The average gestational age in Group A was 38 weeks 6 days, in Group B was 39 

weeks 0 days, in Group C was 39 weeks 1 day and in Group D was 39 weeks 1 

day. 

• Previous caesarean section: 

2 patients in Group A, 2 patients in group B, 2 patients in Group C and 3 patients 

in Group D had a history of previous 1 caesarean section. 

• History of PPH: 

1 patient in Group C and 1 patient in Group D had a history of PPH in previous 

pregnancy. 

• Occupation: 

The most common occupation among the patients was housewife. 

39 in Group A, 33 in Group B, 40 in Group C and 39 in Group D. 

• Haemoglobin levels: 

The mean haemoglobin level in Group A was 10.77 ± 1.25 gm/dl, in Group B was 

10.21 ± 1.03 gm/dl, in Group C was 10.65 ± 1.31 gm/dl and in Group D was 

10.67 ± 1.03 gm/dl. 

All the groups were comparable in terms of mean haemoglobin level. 
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• Rh Status: 

Out of 50 patients in each group, 48 (96 %) patients in Group A, 48 (96 %) 

patients in Group B, 49 (98 %) patients in Group C and 49 (98 %) patients in 

Group D had positive Rh status. 

2 (4 %) in Group A, 2 (4 %) in Group B, 1 (2 %) in Group C and 1 (2 %) in Group 

D had negative Rh status. 

• History of Augmentation of labour: 

In this study, some patients needed augmentation of labour by uterotonic agents. 

In Group A, 6 patients required augmentation, with the mean time of 152.67 min 

± 38.55 min. 

In Group B, 4 patients required augmentation, with the mean time of 132.5 min ± 

60.21 min. 

In Group C, 5 patients required augmentation, with the mean time of 115.2 min ± 

74.08 min. 

In Group D, 6 patients required augmentation, with the mean time of 131.17 min 

± 115.48 min. 

• Instrumentation: 

In this study, 5 patients in Group A, 3 in Group B, 5 in Group C and 4 in Group D 

required instrumentation at the time of delivery. 
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Figure – 12 Incidence of Augmentation and Instrumentation in different groups 

 

• Outcome of the pregnancy: 

Table – 3 Outcome of the pregnancy 

Variable Group A Group B Group C Group D 

Perineal Trauma 

Episiotomy (n) 5 5 7 5 

Tears (n) 5 3 3 4 

Sex 

Male (n) 23 22 25 21 

Female (n) 27 28 25 29 

Fetal wt. 

Average Fetal Wt. (kg) 2.86 ± 0.23 2.87 ± 0.22 2.83 ± 0.20 2.87 ± 0.21 

 

• Out of 50 patients in each group, 5 patients had an episiotomy and 5 had perineal 

tears in Group A, 5 patients had an episiotomy and 3 had perineal tears in Group 
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B, 7 patients had an episiotomy and 3 had perineal tears in Group C and 5 patients 

had an episiotomy and 4 had perineal tears in Group D. 

• In this study, Group A had 23 male and 27 female births, Group B had 22 male 

and 28 female births, Group C had 25 male and 15 female births and Group D had 

21 male and 29 female births. 

• The average fetal weight at birth was 2.86 ± 0.23 kg in Group A, 2.87 ± 0.22 kg in 

Group B, 2.83 ± 0.20 kg in Group C and 2.87 ± 0.21 kg in Group D. 

 

Figure – 13 Average fetal weight in all groups 
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Table – 4 Inter group comparison of average fetal weight 

Inter group comparison of average fetal weight 

Groups P value Significance 

A vs B 0.825 Not significant 

A vs C 0.488 Not significant 

A vs D 0.821 Not significant 

B vs C 0.343 Not significant 

B vs D 1.000 Not significant 

C vs D 0.332 Not significant 

 

In this study, there was no statistical significant difference in the average fetal weight 

among any of the groups. All groups were comparable. 

2) Vitals 

• Mean Pulse: 

Table – 5 Comparison of pre delivery and post delivery Mean Pulse among 

different groups  (/min) 

Comparison of pre delivery and post delivery Mean Pulse among different 
groups  (/min) 

Groups Pre Delivery Post Delivery p - value 

A 79.84 ± 4.98 88.10 ± 5.78 0.0001 

B 80.32 ± 6.07 82.24 ± 6.45 0.128 

C 78.62 ± 6.79 78.88 ± 5.90 0.838 

D 79.80 ± 7.34 83.36 ± 8.23 0.024 
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Figure – 14 Comparison of pre and post delivery mean pulse rate among all 

groups 

 

In this study, the pre delivery mean pulse of the patients was 79.84 ± 4.98/min in 

Group A, 80.32 ± 6.07/min in Group B, 78.62 ± 6.79/min in Group C and 79.80 ± 

7.34/min in Group D. 

In this study, the post delivery mean pulse of the patients was 88.10 ± 5.78/min in 

Group A, 82.24 ± 6.45/min in Group B, 78.88 ± 5.90/min in Group C and 83.36 ± 

8.23/min in Group D. 

We observed that here there was a statistical difference in the pre delivery and post 

delivery mean pulse rate in groups A (p – 0.0001) and D (p – 0.024) 
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• Mean Blood Pressure: 

Table – 6 Comparison of pre and post delivery MAP among all groups 

Comparison of pre delivery and post delivery Mean Blood Pressure among all 
groups (mmHg) 

Groups Pre Delivery Post Delivery p - value 

A 86.12 ± 5.76 88.31 ± 5.58 0.056 

B 85.36 ± 5.42 83.92 ± 6.08 0.214 

C 88.28 ± 5.44 86.69 ± 5.52 0.150 

D 86.67 ± 6.36 84.77 ± 5.37 0.109 

 

Figure – 15 Comparison of pre and post delivery MAP among all groups 

 

In this study, the pre delivery mean blood pressure was 86.12 ± 5.76 mmHg in Group 

A, 85.36 ± 5.42 mmHg in Group B, 88.28 ± 5.44 mmHg in Group C and 86.67 ± 6.36 

mmHg in Group D. 
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In this study, the post delivery mean blood pressure was 88.31 ± 5.58 mmHg in Group 

A, 83.92 ± 6.08 mmHg in Group B, 86.69 ± 5.52 mmHg in Group C and 84.77 ± 5.37 

mm Hg in Group D. 

We observed that there was no significant difference in the pre delivery and post 

delivery mean blood pressure in any of the groups. All the groups were comparable. 

3) Duration of stages of labour 

• Second Stage of labour: 

Table – 7 Comparison of mean duration of second stage of labour among all 

groups 

Comparison of mean duration of second stage of labour among all groups 

Groups Minutes 

A 23.92 ± 12.09 

B 22.24 ± 8.66 

C 22.58 ± 8.59 

D 19.60 ± 10.35 

 

In this study, the mean duration of second stage of labour in Group A was 23.92 ± 

12.09 min, in Group B was 22.24 ± 8.66 min, in Group C was 22.58 ± 8.59 min and in 

Group D was 18.06 ± 11.17 min. 
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Figure – 16 Mean duration of second stage of labour among all groups 

 

Table – 8 Inter group comparison of second stage of labour 

Inter group comparison of second stage of labour 

Groups P value Significance 

A vs B 0.426 Not significant 

A vs C 0.524 Not significant 

A vs D 0.057 Not significant 

B vs C 0.844 Not significant 

B vs D 0.169 Not significant 

C vs D 0.120 Not significant 

 

In this study, we observed on inter group comparison that all the groups were 

comparable and there was no significant difference in the duration of second stage of 

labour among all the groups. 
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• Third Stage of labour: 

Table – 9 Comparison of mean duration of third stage of labour among all 

groups 

Comparison of mean duration of third stage of labour among different groups 

Groups Minutes 

A 13.46 ± 8.73 

B 5.32 ± 3.05 

C 5.36 ± 2.86 

D 5.82 ± 5.39 

  

In this study, the mean duration of third stage of labour was 13.46 ± 8.73 min in 

Group A, 5.32 ± 3.05 min in Group B, 5.36 ± 2.86 min in Group C and 5.82 ± 5.39 

min in Group D. 

Figure – 17 Mean duration of third stage of labour among all groups 
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Table – 10 Inter group comparison of third stage of labour 

Inter group comparison of third stage of labour 

Groups P value Significance 

A vs B 0.0001 Significant 

A vs C 0.0001 Significant 

A vs D 0.0001 Significant 

B vs C 0.087 Not significant 

B vs D 0.446 Not significant 

C vs D 0.595 Not significant 

 

In our study, we observed that there was a significant difference in the mean duration 

of third stage of labour in Group A as compared to all other groups. 

All other groups (B, C, D) showed comparable results. 

This suggests that patients in Group A had significantly longer duration of the third 

stage of labour.  
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On dividing the third stage of labour in 3 parts: < 5 min, 6 – 10 min and > 11 min, 

Table – 11 Subdivision of third stage of labour among all groups 

Incidence according to mean duration of third stage of labour at different time 
intervals in different groups 

Time (min) Group A Group B Group C Group D Total 

< 5 11 (22 %) 33 (66 %) 31 (62 %) 38 (76 %) 113 (56.5 %) 

6 – 10 13 (26 %) 12 (24 %) 16 (32 %) 3 (6 %) 44 (22 %) 

> 11 26 (52 %) 5 (10 %) 3 (6 %) 9 (18 %) 43 (21.5 %) 

N= 50 50 50 50 200 
 

Figure – 18 Incidence at different time intervals of third stage of labour 

 

In Group A, 22% of the patients had mean duration of third stage of labour < 5 min, 

as compared to Group B (66%), Group C (62%) and Group D (76%). 

In Group A, 26% of the patients had mean duration of third stage of labour between 6 

to 10min, as compared to Group B (24%), Group C (32%) and Group D (6%). 

In Group A, 52% of the patients had mean duration of third stage of labour > 11 min, 

as compared to Group B (10%), Group C (6%) and Group D (18%). 
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• In this study, we compared the time between oxytocin administration and the 

delivery of the placenta. 

Table – 12 Comparison of time between oxytocin administration and the delivery 

of the placenta among all groups 

Comparison of time between oxytocin administration and the delivery of the 
placenta among all groups 

Groups Time (min) 

A - 

B 6.10 ± 3.05 

C 5.36 ± 2.86 

D 4.74 ± 4.69 

 

Table – 13 Inter group comparison of time between oxytocin administration and 

the delivery of the placenta 

Inter group comparison of time between oxytocin administration and the 
delivery of the placenta 

Groups P – value Significance 

B vs C 0.214 Not Significant 

B vs D 0.089 Not Significant 

C vs D 0.427 Not Significant 

 

The time between oxytocin administration and delivery of placenta was 6.10 ± 3.05 

min in Group B, 5.36 ± 2.86 min in Group C and 4.74 ± 4.69 min in Group D. Group 

A patients did not receive oxytocin. 
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We observed that there was no statistical difference in the time between oxytocin 

administration and the delivery of the placenta among the different groups. (p - >0.05 

among all groups) 

4) Post partum blood loss and PPH: 

• PPBL: 

Table – 14 Average PPBL among all groups 

Average PPBL among all groups 

 Group A Group B Group C Group D 

PPBL (ml) 365.20 ± 89.01 289.60 ± 41.01 302 ± 52.45 302.6 ± 78.58 

PPBL > 500 ml (n) 6 (12%) 0 0 2 (4%) 

 

In this study, the average PPBL was 365.20± 89.01 ml in Group A, 289.60 ± 41.01 ml 

in Group B, 302 ± 52.45 ml in Group C and 302.60 ± 78.58 ml in Group D. 

Figure – 19 Comparison of average PPBL among all groups 
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Table – 15 Inter group comparison of mean PPBL 

Inter group comparison of mean PPBL 

Groups P value Significance 

A vs B 0.0001 Significant 

A vs C 0.0001 Significant 

A vs D 0.0003 Significant 

B vs C 0.190 Not significant 

B vs D 0.302 Not significant 

C vs D 0.964 Not significant 

 

This study shows that there was significant difference in the PPBL in Group A as 

compared to Group B (p – 0.0001), Group C (p – 0.0001) and Group D (p – 0.0003) 

All the other groups were comparable with each other in the post partum blood loss. 

• In this study, on dividing the PPBL into 4 groups – <250 ml, 251 to 350 ml, 351 

to 500 ml and >501 ml and comparing the results: 

Table – 16 Incidence according to different levels of mean PPBL in all groups 

Incidence according to different levels of mean PPBL in all groups 

PPBL (ml) Group A Group B Group C Group D Total 

< 250 1 (2%) 9 (18%) 9 (18%) 13 (26%) 32 (16%) 

251 to 350 28 (56%) 39 (78%) 32 (64%) 29 (58%) 128 (64%) 

351 to 500 15 (30%) 1 (2%) 9 (18%) 6 (12%) 31 (15.5%) 

> 501 6 (12%) 1 (2%) 0 (0%) 2 (4%) 9 (4.5%) 

N = 50 50 50 50 200 
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Figure 20 – Incidence at further sub division of PPBL 

 

In this study, we observed that, 

2 % patients of Group A, 18 % of Group B, 18 % of Group C and 26 % of Group D 

had PPBL < 250 ml. 

56 % patients of Group A, 78 % of Group B, 64% of Group C and 58 % of Group D 

had PPBL between 251 to 350 ml. 

30 % patients of Group A, 2 % of Group B, 18 % of Group C and 12 % of Group D 

had PPBL between 351 to 500 ml. 

And, 6 % patients of Group A, 2 % of Group B, 0 % of Group C and 4 % of Group D 

had PPBL od > 501 ml. 

In this study, we also observed that out of all 200 patients, 16 % had PPBL <250 ml, 

64 % had PPBL between 250 and 350 ml, 15.5 % had PPBL between 351 and 500 ml, 

and 4.5 % had PPBL > 501 ml. 
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Table – 17 Comparison of average duration of third stage of labour with average 

PPBL among all groups 

Comparison of average duration of third stage of labour with average PPBL 
among all groups 

Groups Avg. duration of third stage of labour (min) Avg. PPBL (ml) 

A 13.46 ± 8.73 368.20 ± 89.01 

B 5.32 ± 3.05 289.60 ± 41.01 

C 5.36 ± 2.86 302.00 ± 52.45 

D 5.82 ± 5.39 302.60 ± 78.58 

 

Figure – 21 Comparison of third stage duration with PPBL among all groups 

 

This study suggests that the PPBL increases when the duration of third stage of labour 

increases. 
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• PPH: 

A total of 8 patients out of 200 developed PPH (4%) in this study. 

Figure – 22 Incidence of PPH among all groups 

 

The incidence of PPH (PPBL > 500 ml) was 6 (12%) in Group A, 0 (0%) in Group B, 

0 (0%) in Group C and 2 (4%) in Group D. 

No patients in Group B or C had developed PPH. 

However, none of the patients in any group had PPBL > 1000 ml. (0%) 

In this study, 5 patients from Group A, 3 from Group B, 5 from Group C and 4 from 

Group D had undergone instrumental deliveries. 
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Table – 18 Incidence of PPH in patients with instrumental deliveries among all 

groups 

Incidence of PPH in patients with instrumental deliveries among all groups 

Groups Instrumental Deliveries 
(n) 

Incidence of PPH among those 
patients (n) 

Percentage 

A 5 3 60% 

B 3 0 0 % 

C 5 0 0 % 

D 4 0 0 % 
 

This study shows that 60 % of the patients from Group A, who had instrumental 

deliveries, developed PPH. 

No such patients from the other groups had PPH. 

• Rate of blood transfusion: 

Table – 19 Comparison of average PPBL and rate of blood transfusions among 

all groups 

Comparison of average PPBL and rate of blood transfusions among all groups 

Groups Average PPBL (ml) No. of Blood Transfusions (n=8) Percentage 

A 365.20 ± 89.01 6 (12 %) 75 % 

B 289.60 ± 41.01 0 (0%) 0 % 

C 302 ± 52.45 0 (0%) 0 % 

D 302.60 ± 78.58 2 (4 %) 25 % 
 

In this study, a total of 8 patients received blood transfusion. 

Of those, 6 patients (75 %) were from Group A and 2 (25 %) from Group D. 
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5) Retained placenta: 

In this study, 4 patients had retained placenta. 

Table – 20 Comparison of retained placenta rate with the need to add uterotonic 

agent and manual removal of placenta among those patients of different groups 

Comparison of retained placenta rate with the need to add uterotonic agent and 
manual removal of placenta among those patients of different groups 

Groups Retained placenta 
(n) 

Need to add 
uterotonic 

Manual removal of 
placenta 

A 3 (6%) 2 2 

B 1 (2%) 1 1 

C 0 (0%) 0 0 

D 0 (0%) 0 0 

 

In this study, out of the 4 patients who had retained placenta, 3 belonged to Group A 

and 1 to Group B. 

In Group A, out of these patients, 2 needed to add a uterotonic agent and both later 

required manual removal of the placenta. 

In Group B, the patient who had a retained placenta, needed additional uterotonic 

agent and also required manual removal of the placenta. 

Rate of PPH and Blood Transfusion in patients with retained placenta: 
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Table – 21 Comparison of rate of PPH and Blood Transfusion in patients having 

retained placenta among all groups 

Comparison of rate of PPH and Blood Transfusion in patients having retained 
placenta among all groups 

Groups PPH BT 

A (n=3) 3 3 

B (n=1) 0 0 

 

Figure – 23 Incidence of PPH and BT in patients having retained placenta 

 

All patients in Group A, who had retained placenta developed PPH (100 %) and all 

required a blood transfusion. 

In Group B, no patient who had a retained placenta developed PPH or required a 

blood transfusion. 
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DISCUSSION 

A prolonged third stage of labour is often associated with increased risk of maternal 

morbidity and mortality due to retained placenta or post-partum haemorrhage. In 

developing countries like India, where the incidence of anaemia during pregnancy is 

high, even a small amount of blood loss may be of great clinical significance. 

Reducing the time of delivery of placenta through active management of third stage 

can prevent uterine atony and subsequent PPH. Use of oxytocin can make a difference 

in the level of blood loss as women receiving oxytocin lose less blood and deliver 

placenta faster, resulting in a reduced incidence of postpartum haemorrhage and 

manual removal of placenta. (76) 

Figure – 24 Conceptual Model: Decision making by the skilled birth attendants 

on management of third stage of labour 
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In this study, we took into consideration 4 methods in the management of the third 

stage of labour; like expectant management, Inj. Oxytocin IM after the edelivery of 

the anterior shoulder of the baby, Inj. Oxytocin after the delivery of the baby and intra 

umbilical vein oxytocin after clamping the cord; and compared the results. 

Demographic data 

In this study, all the groups were comparable in terms of demographic data as seen in 

table 2.  

Table 2 

Variable Group A Group B Group C Group D 
Age 

Average Age (years) 26 ± 4.3 26 ± 4.6 23 ± 3.4 23 ± 2.9 
Parity 

Nulliparous 12 12 7 10 
Primi para 20 18 18 16 

Second para 13 16 18 15 
Third para 5 4 7 9 

Average parity 1.22 ± 0.93 1.24 ± 0.92 1.5 ± 0.91 1.14 ± 0.01 
Gestational Age 

Average GA 38 wk 6 d 39 wk 39 wk 1 d 39 wk 1 d 
Booking Status 

Booked (n) 45 47 46 45 
Un booked (n) 5 3 4 5 

Occupation 
Housewife (n) 39 33 40 39 

Others (n) 11 17 10 11 
Hemoglobin level 

Mean Hb (gm/dl) 10.77 ± 1.25 10.21 ± 1.03 10.65 ± 1.31 10.67 ± 1.03 
Rh Status 

Rh positive (n) 48 48 49 49 
Rh negative (n) 2 2 1 1 
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Age: 

The average age of all patients in the study was 24.5 ± 3.8 years and there was no 

significant difference in the ages in all the groups (P - > 0.05) 

Figure – 25 Comparison of age with PPBL in all the groups 

 

The maximum number of patients belonged to the age group of 20 – 25 years. This 

may so as pregnancy is more common in this time of the reproductive age group in 

these people. 

The PPBL did not increase or decrease much with the increase in maternal age. 

The age of the patients in any group had no relation with the blood loss. 

− Parity: 

The average parity of all the patients in the study was 1.36 ± 0.69. 

The average parity was 1.22 ± 0.93 in Group A, 1.24 ± 0.92 in Group B, 1.5 ± 0.91 in 

Group C and 1.14 ± 0.01 in Group D. 
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Figure – 26 Comparison of parity with PPBL in all groups 

 

All the groups were comparable in terms of parity. 

There was no significant difference seen in PPBL with different parity status of the 

patients. 

According to studies by Biguzzi et al and Ford JB et al, nulliparity and high parity 

were identified as risk factors for PPH. (77, 78) 

In our study, we did not find such a significant difference in any parity group. This 

may be because the the study was being done in a tertiary care center with skilled 

obstetricians present at all times. 

This suggests that in set ups with a skilled obstetrician, parity may not make a big 

difference. 
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− Gestational Age: 

The average gestational age of all the patients in the study was 39 weeks 1 day. 

Average gestational age was 38 weeks 6 days in Group A, 39 weeks in Group B, 39 

weeks 1 day in Group C and 39 weeks 1 dasy in Group D. 

So all the groups were comparable in terms of gestational ages. 

− Booking status: 

In terms of booking status, there were 45 (90 %) booked patients in Group A, 47 (94 

%) in Group B, 46 (92 %) in Group C and 45 (90 %) in Group D. 

The booking status was high in all the groups as the hospital provides free antenatal 

check up and also free medications and supplies like ghee, jaggery and other such 

material to all booked patients every month. 

Figure – 27 Comparison of PPBL in booked and unbooked patients 
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On comparing the booking status with the PPBL, we could see that booked patients 

had reduced blood loss as compared with unbooked patients. 

May be proper antenatal care given to these patients led to an better nutritional status 

and a healthier pregnancy due to proper counselling and supplementation. This might 

have caused reduced bleeding. 

Also, the booked patients knew about their EDD and so were prepared and came to 

the hospital on time. 

− Haemoglobin level: 

The mean haemoglobin level of all the patients in the study was 10.58 ± 1.16 gm/dl. 

The mean haemoglobin of patients in Group A was 10.77 ± 1.25 gm/dl, in Group B 

was 10.21 ± 1.03 gm/dl in Group B, 10.65 ± 1.31 gm/dl in Group C and 10.67 ± 1.03 

gm/dl in Group D. 

The mean haemoglobin levels in all groups was greater than 10 gm/dl which shows 

the impact of regular antenatal check up and regular medication and high iron diet has 

on the patients coming from families with low income and malnutrition. 

− Fetal weight: 

The average fetal weight was 2.86 ± 0.23 kg in Group A, 2.87 ± 0.22 kg in Group B, 

2.83 ± 0.20 in Group C and 2.87 ± 0.21 in Group D. all the groups were comparable ( 

p - > 0.05) and so fetal weight did not have an influence on the outcome of the study. 
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Figure – 28 Comparison of average fetal weight with PPBL in all the groups 

  

  

 

We could see that as the weight of the fetus increased, the PPBL also increased. 

But the increase in PPBL was not exponential such that it causes PPH. 

The benefits of a healthier fetus out weigh the risks to the mother of increased PPBL 

but that must be kept in mind while providing antenatal care and conducting the 

delivery. 

 

 

200
300
400
500
600
700

2 2.5 3 3.5

PP
BL

 (m
l)

Fetal weight (kg)

Group A

200
300
400
500
600
700

2 2.5 3 3.5

PP
BL

 (m
l)

Fetal weight (kg)

Group B

200
300
400
500
600
700

2 2.5 3 3.5

PP
BL

 (m
l)

Fetal weight (kg)

Group C

200
300
400
500
600
700

2 2.5 3 3.5

PP
BL

 (m
l)

Fetal weight (kg)

Group D



Discussion 
 

  69 
 

Vitals 

In this study, there was no significant difference in the mean blood pressures before 

and after delivery in any of the groups. 

Although there was a significant difference in the pulse rate between pre delivery and 

post delivery in Group A and Group D. 

(p – 0.0001 in Group A and p – 0.024 in Group D) 

Table - 5 

Comparison of pre delivery and post delivery Mean Pulse among all groups 

Groups Pre Delivery (/min) Post Delivery (/min) p - value 

A 79.84 ± 4.98 88.10 ± 5.78 0.0001 

B 80.32 ± 6.07 82.24 ± 6.45 0.128 

C 78.62 ± 6.79 78.88 ± 5.90 0.838 

D 79.80 ± 7.34 83.36 ± 8.23 0.024 

 

Table – 6 

Comparison of pre delivery and post delivery Mean Blood Pressure among 
different groups 

Groups Pre Delivery (mmHg) Post Delivery (mmHg) p - value 

A 86.12 ± 5.76 88.31 ± 5.58 0.056 

B 85.36 ± 5.42 83.92 ± 6.08 0.214 

C 88.28 ± 5.44 86.69 ± 5.52 0.150 

D 86.67 ± 6.36 84.77 ± 5.37 0.109 
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This significant increase in the pulse rate post delivery in Groups A and D reflect the 

amount of blood loss that occurred. 

In a study by Sakineh Mohamadian et al, oxytocin injection of 10 IU was given before 

delivery (Intervention group) and after baby delivery (Control group).(72) 

Figure – 29 Comparison of parameters in a study by Sakineh et al 

 

There was no significant difference in the blood pressure or pulse rate in the 

intervention and control group as active management was used in both the groups and 

the PPBL was 183.4 ± 145.8 ml in the intervention group and 202.2 ± 208.8 ml in the 

control group (p - >0.60 not significant). 

The results were similar to ours in the intervention group and no significance was 

found. 

According to Kestent et al, intravenous oxytocin has hypotensive effects (79); however 

Jago et al. studied the effect of oxytocin on blood pressure and reported that oxytocin 

infusion has no effect on blood pressure (80). Puri et al. suggested that intramuscular 

oxytocin does not decrease blood pressure. (76) 
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We can suggest from these findings that the blood loss in Groups A and D was 

significant enough to cause a change in the mean pulse rates before and after delivery. 

But the blood loss was not so much so as to cause a change in the mean blood 

pressure of the patients. 

May be a study with more patients will be needed for further evaluating the role of 

oxytocin on the blood pressure. 

Duration of third stage of labour 

In our study, the mean duration of third stage of labour was 13.46 ± 8.73 min in 

Group A, 5.32 ± 3.05 in Group B, 5.36 ± 2.86 min in Group C and 5.82 ± 5.39 min in 

Group D. 

Table – 22 Comparison of duration of third stage of labour with expectant 

management of our study with other studies 

Duration of third stage with expectant management 

 Our 
study 

Dogukan 
Yildlrlm et al 

B. Thilaganathan 
et al 

Duration of third stage of 
labour (min) 

13.46 ± 
8.73 9.26 ± 4.59 13 
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Table – 23 Comparison of duration of third stage of labour with oxytocin given 

with the delivery of the anterior shoulder of the baby of our study with other 

studies 

Duration of third stage with oxytocin was given with the delivery of the 
anterior shoulder of the baby 

 Our 
study 

Maryam 
Kashanian et al 

Manthan M. 
Patel et al 

Duration of third stage of 
labour (min) 

5.32 ± 
3.05 4.69 ± 5.51 5.16 

 

Table – 24 Comparison of duration of third stage of labour with oxytocin was 

given after delivery of the baby of our study with other studies 

Duration of third stage with oxytocin was given after delivery of the baby 

 Our 
study 

Dogukan 
Yildlrlm et al 

B. Thilaganathan 
et al 

Duration of third stage of 
labour (min) 

5.36 ± 
2.86 4.11 ± 2.32 6 

 

Table – 25 Comparison of duration of third stage of labour intra umbilical vein 

oxytocin of our study with other studies 

Duration of third stage with intra umbilical vein oxytocin 

 Our 
study 

V. V. Reddy 
et al 

Kemal Gungörduk 
et al 

Duration of third stage of 
labour (min) 

5.82 ± 
5.39 4.1 ± 2.4 4.5 ± 1.6 
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On comparing the duration of third stage of labour by different methods to other 

studies, 

By expectant management: 

Dogukan Yildlrlm et al and B. Thilaganathan et al did similar studies. The 

duration of third stage of labour by expectant management was similar to what 

we obtained in our study. (81, 82) 

When oxytocin was given IM at the delivery of the anterior shoulder of the baby, 

Maryam Kashanian et al and Manthan M. Patel et al got similar results to what 

we obtained in our study. (83, 84) 

When oxytocin was given IM after the delivery of the baby 

Dogukan Yildlrlm et al and B. Thilaganathan et al did such similar studies and 

got similar results to what we obtained. (81, 82) 

When intra umbilical vein oxytocin was used to manage the third stage of labour, 

B V. V. Reddy et al and Kemal Gungörduk et al got similar results when intra 

umbilical vein oxytocin was used. (66, 85) 
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Figure – 30 Comparison of duration of third stage of labour with all methods of 

our study with other studies 

 

 

 

Our study was comparable to other studies in terms of the method and the duration of 

third stage of labour. 

In our study, the duration of third stage was significantly longer in Group A as 

compared to all other groups. (p - <0.05) 

All other groups were comparable in the duration of third stage of labour. 

When we divided the third stage in 3 parts (< 5 min, 6 – 10 min and > 11 min), 

We found out that > 60 % of the patients in Groups B, C and D had duration of < 5 

min, while only 22 % in Group A had that time. 

In Group A, 52 % of the patients had a mean duration of > 11 min. 
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In the following figure, green represents duration of < 5 min in each group, yellow 

represents the duration between 6 to 10 min and red represents duration of > 11 min. 

Figure – 31 Number of patients in each group on subdivision of the third stage of 

labour 

 

 

 

In a similar study by Niven Basyouni et al, they found that 27.5 % patients in the 

active management group and 97.5 % of patients in the expectant management group 

had the mean duration of third stage to be >11 min. (86) 

 This tells us that the use of oxytocin at any time or the route of administration 

significantly reduces the duration of third stage of labour. 

According to a study by Frolova et al, the incidence of PPH increases as the duration 
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Figure – 32 Comparison of incidence of PPH with duration of third stage in 

study by Frolova et al 

 

So, the use of oxytocin reduces the risk of developing PPH by reducing the duration 

of third stage of labour. 

− The time between oxytocin administration and placental expulsion was also 

measured. 

Group A patients did not receive oxytocin. 

Figure – 33 Time between oxytocin injection and placental expulsion in all 

groups 
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The Injection to placental expulsion time was lowest in Group D and highest in Group 

B. 

This might suggests that the local action of oxytocin via the umbilical vein, is more 

effective in separating the placenta compared to systemic action. 

Figure – 34 Duration of third stage of labour in all groups receiving oxytocin 

 

In Group C, the duration was same compared with the third stage of labour as the 

injection time and the time of delivery of the baby and the start of the third stage of 

labour was same. 

But, the duration of third stage of labour was least with Group B and highest with 

Group D. 

This might be like this because oxytocin was given before the baby delivery in Group 
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In Group C, the Inj. to placental expulsion time and the third stage was the same. 

In Group D, the obstetrician had to take some time to administer oxytocin in the 

umbilical vein after the delivery of the baby due to clamping the cord, handing the 

baby to the paediatrician and identifying the umbilical vein. So the duration of third 

stage was more. 

Post Partum Blood Loss 

In this study, the PPBL was 365.20 ± 89.01 ml in Group A, 289.60 ± 41.01 ml in 

Group B, 302 ± 52.45 ml in Group C and 302.6 ± 78.58 ml in Group D. 

Figure – 35 Comparison of PPBL in all groups of our study with other studies 
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Comparing it with other studies: 

Table – 26 Comparison of PPBL with expectant management of our study with 

other studies 

PPBL with expectant management 

 Our study Fehmida Tehseen et al V. V. Reddy et al 

PPBL (ml) 365.2 276.51 373 

 

Table – 27 Comparison of oxytocin was given with the delivery of the anterior 

shoulder of the baby of our study with other studies 

PPBL with oxytocin was given with the delivery of the anterior shoulder of the 
baby 

 Our study Maryam Kashanian et al Mohamadian S. et al 

PPBL (ml) 289.6 216.93 183.4 

 

Table – 28 Comparison of PPBL with oxytocin was given after delivery of the 

baby of our study with other studies 

PPBL with oxytocin was given after delivery of the baby 

 Our study Dogukan Yildlrlm et al B. Thilaganathan et al 

PPBL (ml) 302 195.3 200 
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Table – 29 Comparison of PPBL with intra umbilical vein oxytocin of our study 

with other studies 

PPBL with intra umbilical vein oxytocin 

 Our study Fehmida Tehseen et al Kemal Gungörduk et al 

PPBL (ml) 302.6 234.03 195.3 

 

Various studies by different authors have been done and the same pattern of post 

partum blood loss was found even though the actual blood loss was different.  

Expectant management: Fehmida et al and V. Reddy et al (66, 88) 

Inj Oxytocin IM at the time of delivery of the anterior shoulder of the baby: Maryam 

Kashanian et al and Mohamadian S et al (83, 72) 

Inj Oxytocin IM after the delivery of the baby: Dogukan Yildirim et al and B. 

Thilanganathan et al (81, 82) 

Inta Umbilical vein oxytocin after clamping the cord: Fehmida Tehseen et al and 

Kemal Gungörduk et al. (88, 85) 

The cause of this is not clear. 

One of the factors responsible can be the method used to assess the blood loss. Many 

of the studies used visual method or gravimetric methods of weighing soaked pads 

before and after. These methods are less accurate and they underestimate the blood 

loss. In our study, accurate collection of the post partum blood was done in a 

calibrated flask after draining the liquor and so the blood loss measured was more. 
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Another reason can be the difference in the genetic characteristics of the women in 

this study as compared with other women elsewhere. 

Still, further studies are needed to evaluate this difference. 

− In our study, we also categorized PPBL into different groups. 

Table - 16 

Incidence according to different levels of mean PPBL in different groups 

PPBL (ml) Group A Group B Group C Group D Total 

< 250 1 (2%) 9 (18%) 9 (18%) 13 (26%) 32 (16%) 

251 to 350 28 (56%) 39 (78%) 32 (64%) 29 (58%) 128 (64%) 

351 to 500 15 (30%) 1 (2%) 9 (18%) 6 (12%) 31 (15.5%) 

> 501 6 (12%) 1 (2%) 0 (0%) 2 (4%) 9 (4.5%) 

N = 50 50 50 50 200 
 

Figure – 36 Number of patients in each group on subdivision of PPBL 
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We found put that Group A had only 1 patient with PPBL < 250 ml, while the other 

groups had more. 

Group A also had more patients (21) with PPBL > 350 ml as compared to other 

groups (B – 2, C – 9, D – 8) 

Except Group A, all other groups had comparable blood loss, which suggest the role 

of oxytocin in decreasing the blood loss. 

− Reduction in PPBL with the use of oxytocin: 

When oxytocin was not used in this study, the mean blood loss was 365.2 ml. 

So, by using oxytocin: 

Table – 30 Blood loss prevented by use of oxytocin in all groups 

Blood Loss prevented by the use of oxytocin 

Intervention Blood loss 
prevented (ml) 

Percentage 
(%) 

Inj. Oxytocin IM at the delivery of the anterior 
shoulder of the baby 75.6 20.70 

Ink. Oxytocin IM after the delivery of the baby 63.2 17.31 

Intra-umbilical vein oxytocin 62.6 17.14 

 

We can see that just by using oxytocin, we can prevent more than 15 % of the post 

partum blood loss depending on the route and timing of administration. 
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PPH 

In our study, a total of 6 patients had PPH. 

The incidence of PPH was 6 patients (12 %) in Group A and 2 patients (4 %) in 

Group D. 

Figure – 37 Comparison of incidence of PPH by all methods in our study to other 

studies 

 

A – Expectant Management 

B – Oxytocin IM at the delivery of the anterior shoulder 

C – Oxytocin IM after delivery of the baby 

D – Intra umbilical vein oxytocin 

Other similar studies: 

In a study done by J Rogers et al, 16.5 % patients receiving the expectant 

management in the third stage of labour developed PPH. (37) 
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In a study done by Mohamadian S et al, out of 50 patients receiving oxytocin at the 

delivery of the anterior shoulder, 1 (2 %) patient developed PPH. (72) 

In a study done by E. Oguz Orham et al, out of 150 patients who received oxytocin 

after the delivery of the baby, 6 % patients developed PPH. (71) 

In a study by G Carroli et al, out of all patients who were given intra umbilical vein 

oxytocin, 26 % developed PPH. (89) 

Begley et al. compared the active management and expectant management of the third 

stage of labour in a Cochrane database meta-analysis. This meta-analysis showed that 

although active management reduced mean blood loss and postpartum haemorrhage 

(> 500 ml), there was no statistically significant reduction in severe postpartum 

haemorrhage (> 1000 cc) for women at low risk for bleeding. (42) 

The pattern of developing PPH was similar in other studies compared to ours, though 

the incidence in our study was less. 

We found no incidence of PPH in Groups B and C. More studies with greater sample 

size are still needed to further evaluate this topic. 

In our study, PPH was commonly encountered with expectant management and when 

oxytocin was used intra umbilically.  

In the expectant management, no uterotonics are used and so the uterus takes time to 

contract resulting in more blood loss and eventually PPH. 

When umbilical vein oxytocin is given, oxytocin acts locally at the placental site and 

takes time for diffusion through out the uterus. So the uterus takes time to contract, 

resulting in more blood loss and PPH. 
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Methods of oxytocin administration with the delivery of the anterior shoulder or just 

after delivery were safer in terms of developing PPH. 

In India (WHO 2004) the 2004 incidence of PPH was 3.2/1000 live births & in 2005 

4.5/1000 live births. (90) 

This included patients who received the expectant management.  

So just by using the active management of third stage of labour, we can further reduce 

the incidence of PPH. 

Instrumental deliveries 

In our study, 5 patients in Group A, 3 in Group B, 5 in Group C and 4 in Group D had 

instrumental deliveries. 

Out of those patients, 3 ( 60 % ) of patients in Group A developed PPH. 

Figure – 38 Incidence of PPH in patients with Instrumental deliveries in all the 

groups 
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This suggests that whenever an instrumental delivery is performed, active 

management of the third stage of labour should be used. 

Blood transfusions 

Figure – 39 Comparison of PPBL and need for BT in all the groups 

 

In our study, a total of 8 blood transfusions were required of which 6 were from 

Group A and 2 from Group D. 

Those were the patients who developed PPH. 

By this, we can suggest that by minimizing the blood loss and the subsequent 

development of PPH, we can reduce the number of blood transfusions and thus reduce 

the transfusion related complications and also reduce the burden on the people and the 

government especially in such rural set ups. 
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Retained Placenta 

Table – 31 Comparison of incidence of retained placenta in all groups of our 

study to other studies 

Comparison of incidence of retained placenta 

 Our Study Other Studies Studies 

Group A 6 % 4.4 % Kemal Gungörduk et al 

Group B 2 % 2.6 % Fehmida Tehseen et al 

Group C 0 % 0 % Neerja Gupta et al 

Group D 0 % 0 % Neerja Gupta et al 

 

Figure – 40 Comparison of incidence of retained placenta by all methods in our 

study to other studies 
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In other similar studies, 

Kemal et al found out the rate of incidence of retained placenta in expectant 

management was 4.4 %.  (85) 

Fehmida Tehseen et al found the rate of incidence of retained placenta to be 2.6 % 

when oxytocin IM was given with the delivery of the anterior shoulder of the baby. 

(88) 

Neerja Gupta et al did a study comparing the incidence of retained placenta when 

oxytocin was given IM after the delivery of the baby and when oxytocin was given in 

the umbilical vein. She found that none of the groups had any incidence of retained 

placenta (0 %). (91) 

The results obtained in the other studies were similar to what we obtained in ours. 

This suggests that retained placenta occurred more when expectant management and 

when oxytocin IM given at the time of delivery of anterior shoulder was used. 

Intra umbilical vein oxytocin and oxytocin given after the delivery of the baby, were 

safer methods in regards of having retained placenta. 
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Patients developing PPH and retained placenta were managed according to the 

guideline provided by the WHO. 

Figure – 4 

 

All patients were properly monitored and no patients were ignored in the study.  

All patients had adequate management of the complications. 

We had no mortality in the study. 
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Many studies have been done to find out the ideal method and different regulatory 

bodies have given various guidelines: 

o The WHO AMTSL guidelines 2012 suggests the use of Inj oxytocin 10 IU IM 

after the delivery of the baby. 

o The NICE guideline on intrapartum care (2014) makes the following 

recommendation "For active management, administer 10 IU of oxytocin by 

intramuscular injection with the birth of the anterior shoulder or immediately after 

the birth of the baby and before the cord is clamped and cut.” 

o ACOG suggests the use of Inj oxytocin 10-40 IU IV diluted in 500-1000 ml of NS 

at 500ml/hr after delivery of the baby. 

o FOGSI recommends administration of uterotonic agent (preferably inj oxytocin 10 

IU IM or 5 IU diluted in 500 ml NS or RL IV) within one minute of the delivery 

of the baby, after ruling out the presence of second fetus. 

 The WHO has said: 

Figure – 41 WHO recommendation for managing third stage of labour 
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Many bodies have gone against the concept of giving intravenous oxytocin as the side 

effects like hypotension, after pains, nausea, etc. increase the morbidity of the 

patients. 

Different uterotonic agents are also being used in the management of third stage of 

labour but no ideal uterotonic has be isolated. 

This topic is a matter of great importance and is under debate. 

From this study, we hoped to find out a method which is most suitable so that women 

get the most benefit out of it and thus help in reducing the complications related to the 

third stage of labour. 

Here, we would conclude that: 

 Active management of labour should be used whenever possible. 

 Expectant management should be used only if all other methods are 

contraindicated or not available. 

 Of all the methods, the ideal choice is Inj. Oxytocin 10 IU IM after the delivery of 

the baby as it is least associated with PPBL, PPH and retained placenta. 

 Inj. Oxytocin 10 IU IM at the delivery of the anterior shoulder of the baby is also 

equally effective, but only in the hands of a skilled obstetrician who is aware of 

the complications that might occur. Otherwise various complications are known to 

arise. 

 Inj. Oxytocin diluted in NS in the umbilical vein after clamping the cord is a good 

method where fluid overload is contraindicated like in patients with heart disease. 
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SUMMARY 

Post partum hemorrhage is the leading cause of maternal death worldwide, with an 

estimated mortality rate of 14000 per year or 1 maternal death in every 4 minutes. 

PPH occurs in 5% of all deliveries and is responsible for a major part of maternal 

mortality and morbidity. The majority of these deaths occur within first 4 hours of 

delivery, which indicates that they are a consequence of the third stage of labour. 

Active management of the third stage of labor is an evidence-based, low-cost only 

intervention used to prevent postpartum hemorrhage. In response to the growing 

evidence supporting the use of active management of the third stage of labor for the 

prevention of postpartum haemorrhage, the International Confederation of Midwives 

(ICM) and the International Federation of Gynecology and Obstetrics (FIGO) issued a 

joint statement in November 2003. The joint statement promotes active management 

of labour to save mother’s lives. International Confederation of Midwives and 

International Federation of Gynecology and Obstetrics further state: "Every attendant 

at birth needs to have the knowledge, skills and critical judgment needed to carry out 

active management of the third stage of labour for preventing postpartum 

haemorrhage” 

Despite various guidelines directed at reducing the incidence of PPH, the incidence of 

PPH is still on the rise. 

In our study, 4 methods in the management of the third stage of labour were 

compared, by dividing 200 patients in 4 groups (A, B, C and D) of 50 each. 
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The average age in our study was 24.5 ± 3.8 years. 

The average parity was 1.36 ± 0.69. 

The average gestational age was 39 week 1 day. 

20.5 % patients were nulliparous and 79.5 % were multigravida patients. 

There were a total of 17 un-booked and 183 booked patients. 

The average hemoglobin was 10.58 ± 1.16 gm/dl. 

All the groups were comparable in terms of age, parity, gestational age, booking 

status and occupation. 

The mean hemoglobin level in all the groups was comparable. 10.77 gm/dl in Group 

A, 10.21 gm/dl in Group B, 10.65 gm/dl in Group C and 10.67 gm/dl in Group D. 

The average fetal weight in all the groups was 2.86 kg in Group A, 2.87 kg in Group 

B, 2.83 kg in Group C and 2.87 kg in Group D. All the groups were comparable. (p > 

0.05) 

The pre delivery and post delivery mean pulse was measured in all the groups. 

Among all the groups, there was a significant increase in the post delivery pulse rate 

in Groups A and D. 

On measuring the pre delivery and post delivery mean blood pressure, no significant 

difference was found in any groups. 
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The mean duration of second stage of labour in Groups A, B, C and D was 23.92 min, 

22.24 min, 22.58 min and 19.60 min respectively. So all the groups were homogenous 

in terms of the duration of second stage of labour. 

The mean duration of third stage of labour in Groups A, B, C and D was 13.46 min, 

5.32 min, 5.36 min and 5.82 min respectively. 

There was significant difference in Group A compared with all other groups 

suggesting that the third stage was significantly longer in Group A. (p – 0.0001) 

The post partum blood loss was maximum in Group A (365.20 ml), followed by 

Group D (302.60 ml), Group C (302 ml) and Group B (289.60 ml). 

There was significant more blood loss with expectant management compared with the 

other groups. (p - <0.05) 

PPH is the most dreadful complication of the third stage of labour and its incidence 

was the primary outcome in our study. 

6 patients (12 %) in Group A and 2 patients (4 %) in Group D had PPH. There was no 

incidence of PPH in Groups B or C. 

We also found that out of all the instrumental deliveries that were performed, 3 out of 

5 patients (60 %) developed PPH indicating the need for active management with 

instrumental deliveries were performed. There was no incidence of PPH in other 

groups when instrumental deliveries were performed. 

The incidence of retained placenta was 3 (6 %) in the group receiving expectant 

management and 1 (2 %) in the group receiving oxytocin IM at the delivery of the 

anterior shoulder of the baby. This complication carries the risk of developing PPH or 
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surgical intervention, which might cause infection and increase the morbidity of the 

patient. 

Both these complications were managed by protocols laid down by the WHO and 

there was no mortality in our study. 

Another outcome, which we measured, was the incidence of blood transfusion in all 

the groups (the mean hemoglobin was not statistically different in all groups). 

Out of a total of 13 blood transfusions, 46.16 % were in Group A followed by 30.77 

% in Group D, then 15.38 % in Group C and 7.69 % in Group B; 

Suggesting that the more transfusions were needed in expectant management and intra 

umbilical vein oxytocin groups. 

Overall, the most favorable results were obtained when Inj. oxytocin 10 IU was given 

IM after the delivery of the baby, as already suggested by the WHO. 
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CONCLUSION 

⇒ The amount of post partum blood loss as well as the incidence of PPH and 

retained placenta is significantly more with the expectant management of third 

stage of labour. 

So expectant management should ONLY be used when all other methods are 

contraindicated or when uterotonics are not available. 

Active management of third stage of labour should be used wherever possible. 

⇒ The best method in managing the third stage is Inj. Oxytocin 10 IU IM after 

the delivery of the baby as it has the least incidence of complications like PPH 

and retained placenta; and thus reducing the need for blood transfusion and its 

related complications. 

⇒ Inj. Oxytocin 10 IU IM at the time of delivery of the anterior shoulder of the baby 

is also an equally good method but only if the skilled obstetrician is aware and 

prepared of the complications that might arise. 

⇒ Inj. Oxytocin (10 IU diluted in 20 ml NS) in the umbilical vein after clamping the 

umbilical cord for the management of third stage of labour should be used only in 

cases where fluid overload is contraindicated like in patients of cardiac disease. 
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LIST OF ABBREVIATIONS 

ACOG – American College of Obstetricians and Gynecologists 
AMTSL – Active Management of Third Stage of Labour 
APH – Antepartum haemorrhage 
BT – Blood Transfusion 
CIAB – Cried immediately after birth 
CCT – Controlled Cord Traction 
Dl – Deciliter 
EDD – Expected date of delivery 
EMTSL – Expectant management of third stage of labour 
FIGO – Federation Of International Of Gynecologists And Obstetricians 
FOGSI – Federation of Obstetric and Gynaecological Societies of India 
G – Grams 
Hb – Haemoglobin 
ICM – International Confederation of Midwives 
IM – Intra-muscular 
Inj - Injection 
IUFD – Intra Uterine Fetal Death 
IUVI – Intra Umbilical Vein Injection 
IV – Intra-venous 
Kg – Kilogram 
LMP – Last Menstrual Period 
MAP – Mean Arterial Pressure 
MDG – Millennium Development Goal 
Min –Minutes 
Ml – Milliliter 
MMR – Maternal Mortality Rate 
NICE – National Institute for Clinical Excellence 
P/V – Per Vaginum 
PIH – Pregnancy Induced Hypertension 
PPBL – Post Partum Blood Loss 
PPH – Post Partum Haemorrhage 
UVI – Umbilical Vein Injection 
WHO – World Health Organization 
Wt – Weight 
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ANNEXURE-I 

PERFORMA FORMAT 

S.B.K.S MEDICAL COLLEGE AND RSEARCH INSITUTE 

DHIRAJ GENERAL HOPITAL 

SUMANDEEP VIDHYAPEETH UNIVERSITY 

 

TITLE OF THE STUDY : “MANAGEMENT OF 3RD STAGE OF LABOUR: 

A COMPARISON OF DIFFERENT METHODS” 

 

A. BIODATA: 

• Serial number 
• Name of patient 
• IPD number 
• Age 
• Booked/ Unbooked 
• Occupation 
• Educational status 
• Socio economic status 
• Duration of pregnancy 
 

B. PRESENTING COMPLAINS:  Months of amenorrhea / Labour pains / Leaking 

Per Vaginum . 

C. MENSTRUAL HISTORY 

• LMP 

• EDD  

• Gestational age (wks) (by LMP and Prev USG) 
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D. OBSTETRIC HISTORY 

No of 
Pregnanc

y 

Full 
Term
/ Pre-
Term 

Mode 
of 

deliver
y 

BABY 
Alive/Still 

Birth/Expire
d 

Sex/Weight 

Complication like 
PIH/Eclampsia/Anaemi

a etc. 

History 
of 

previou
s PPH 

      
      

 

F. Associated disease/ co- morbid condition/ past history: 

 

G. Family history: 

 

H. Personal History: 

 

I. General physical examination: 

 

J. Systemic Examination: 

 

K.  Obstetric Examination: 

• Per abdomen: 

• Any Scar 

• Fundal Height  By Palpation &SFH 

• Lie, Position & Presentation 

• Head Engaged / Floating 

• FHS 

• No. Of Uterine Contractions/Strength/Intensity. 
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L. STUDY DETAILS 

Group   A  B  C  D 

 

Sr. No. 

Pre delivery  P 

   BP 

Post delivery  P 

   BP 

Duration of 2nd stage (min) 

Duration of 3rd stage (min) 

Injection of oxytocin to placental delivery time 

(only in groups B, C, D) 

Blood loss after delivery (ml) 

Retained placenta (Y/N) 

Manual removal of placentae (Y/N) 

PPH (Y/N) 

Use of additional uterotonics 

Use for blood transfusion (Y/N) 

 

INVESTIGATIONS 

• BG 

• Hb  

• TLC 

• RBS  

• Urine: R/M,  
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• HIV, HbsAg, VDRL 

• Sickling 

• Any other investigations 

• PIH Profile 

• Hb Electrophoresis 

 

OUTCOME OF CURRENT PREGNANCY 

 

• Instrumentation 

• Sex of child 

• Wt of child 

• Cried immediately after birth 

• Fetal complication (if any) 
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ANNEXURE-II 

PARTICIPANT INFORMATION SHEET 

 

Title of the study: 

MANAGEMENT OF 3RD STAGE OF LABOUR: 

A COMPARISON OF DIFFERENT METHODS 

Introduction 

In this study, the third stage of labour of thepatients will be managed by different 

methods and data will be collected and analysed. 

Study no:         Date: 

Invitation to participant 

 

1. What is the purpose of this study? 

The purpose of this study is to know which method in the management of third stage 

of labour is better than the others. 

2. Aim of Study: 

The aim is toevaluate methods like expectant management, Inj. oxytocin IM at the 

delivery of the anterior shoulder of the baby, Inj. oxytocin IM after the delivery of the 

baby & intra umbilical vein oxytocin (10 U diluted in 20 ml NS) after clamping the 

umbilical cord in the management of 3rd stage of labour and to find out the best 

method in the management amongst them. 

3. Why have I been chosen? 

Because you have come with labour pains and fit in the study criteria. 

4. Do I have to take part? 

It is totally voluntary but by your participation we will be able to compare different 
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methods and get data to be analyzed. 

5. How long will the study last? 

This study will last for 1 and ½ years. 

6. What will happen to me if I take part? 

This is a very beneficial study. Your labour will be monitored through out and 

different but recognized methods will be used in managing the third stage of labour 

and collected data will be evaluated. 

7.What do I have to do? 

You need to cooperate in our study till the end. 

8. What is the drug being tested? 

No drug is being tested. 

9. What are the benefits of the study?  

From this study, a better method in managing the third stage of labour will be found 

out and so it will decrease maternal morbidity and mortality. 

10.Which are the other ways to manage third stage of labour? : 

Other drugs like methyl ergometrine and prostaglandins can be used to manage the 

third stage of labour. 

11. What are the side effects of the treatment received during the study?  

There are no side effects 

12. What if new information becomes available?  

If any new information comes in between we will follow the new guidelines. 

13. What happens when the study stops? 

When the study stops, we will compile the data and statistically analyze the results 

14. What if something goes wrong? 

There is no harm as such.If anything goes wrong we will investigate and will provide 
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you treatment from our side. 

15.Will my taking part be kept confidential? 

 Yes, patients’ information will be kept confidential. 

16. What else should I know? 

 You should be assured that the methods, which we are using, are well-established 

methods for managing the third stage of labour.By participating in our study, there is 

no additional risk caused to you. 

17. What else can I know? 

If you have anything in mind related to its advantages and disadvantages, you can ask 

about it without any hitch. 

18.Who to call with questions? 

Dr. JWAL M. BANKER 

RESIDENT OBSTETRICS AND GYNECOLOGY, 

DEPARTMENT OF OBSTETRICS AND GYNECOLOGY, 

SBKS MI&RC, PIPARIYA 

Tal. Waghodia, Dist. Vadodara 

Mob: - 9723453606 
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’ëÅâÇ-2 

Ðâ½ ÔëÌâÓÌçï ÑâãÚÈäÍÝ» 

áBÒâÖÌçï ×äØô» 

ÍýÖèãÈÌâ Ýä’ ÈÏ>âÌçï vÒÕsÉâÍÌð 

áÔ½ áÔ½ Í}ãÈáíÌä ÈçÔÌâ 

ÍãÓ¿Ò 

áâ áBÒâÖÑâï ÍýÖèãÈÌâ Ýä’ ÈÏ>âÌâ ÊÊäôáíÌçï vÒÕsÉâÍÌ áÔ½ áÔ½ 

Í}ãÈáíÉä »ÓÕâÑâï áâÕ×ë áëÌ ÑâãÚÈä Ðë½ä »ÓÕâÑâï áâÕ×ë áëÌ ÈëÌçï ãÕSÔëØÇ 

»ÓÕâÑâï áâÕ×ë. 

áBÒâÖ ®Ñâï» ð ÈâÓä¼ð   

Ðâ½ ÔëÌâÓÌçï áâÑïÝÇ 

 1) áâ áBÒâÖÌí éÊëSÒ ×çï Àë ¬  

áâ áBÒâÖÌí éÊë×Ò áë ’ÇÕâÌí Àë »ë ÍýÖèãÈÌâ Ýä’ ÍDËãÈ ÈÏ>âÌâ 

vÒÕsÉâÍÌÑâï »å Í}ãÈ Ïä‘ Í}ãÈáí »ÓÈâï ÕËç ÖâÓä Àë.  

2) áBÒâÖÌí ÚëÈç ð  

áâ áBÒâÖÌí ÚëÈç áë Àë »ë áÍëãÜÈ vÒÕsÉâÍÌ, ÏâÛ»Ìâ á½ýÕÈäô ¼ÐâÌä ãÅãÔÕÓä 

Õ¼Èë ånÁë»×Ì áí»ÖäÃíÖäÌ I.M., ÏâÛ»Ìä ãÅãÔÕÓä ÍÀä ånÁë»×Ì áí»ÖäÃíÖäÌ 

I.M. áÌë ½ÐôÌâÛÌë »ÔëmÍ »Òâô ÍÀä ½ÐôÌâÛÑâï áí»ÖäÃíÖäÌ (10 U 20 ãÑãÔ NS 

Ñâï) ÍýÖçãÈÌâ Ýä’ ÈÏ>âÌâ vÒÕsÉâÌÌçï ÑèlÒâï»Ì »ÓÕçï áÌë Èë ÏËâÑâïÉä 

vÒÕsÉâÍÌÌä ÙëwÄ Í}ãÈ »å Àë Èë ’ÇÕçï.  

3) ÑâÓä ÍÖïÊ½ä ×â ÑâÃë ¬  

»âÓÇ, ÈÑë ÍýÖçãÈÌä ÍäÅâÑâï áâvÒâ Àí áÌë áBÒâÖÌâ ÑâÍÊïÅÑâï ÏïË ÏëÖí Àí.  

4) ×çï ÑâÓë áâÑâï Ðâ½ ÔëÕí ÍÅ×ë ¬  
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áâ ÈÊÌ sÕìãcÀ» Àë áÌë ÈÑâÓâ Ðâ½ ÔëÕâÉä áÑë áÔ½ áÔ½ Í}ãÈáíÌä ÈçÔÌâ 

»Óä ×»ä×çï áÌë ãÕSÔëØÇ ÑâÃëÌä ÑâãÚÈä ÍýâpÈ »Óä ×»ä×çï.  

5) áâ áBÒâÖ »ëÃÔí ÖÑÒ ¿âÔ×ë ¬  

áâ áBÒâÖ ÊíÆ ÕØô ¿âÔ×ë.  

6) ’ë Úçï Ðâ½ Ôé Èí ÑâÓä ÖâÉë ×çï É×ë ¬  

áâ ÈÊÌ ÔâÐÊâÒä áBÒâÖ Àë. ÈÑâÓä ÍýÖçãÈ Àë» ÖçËä ãÌÒãÝÈ »ÓÕâÑâï áâÕ×ë áÌë 

áÔ½ áÔ½ ÍÇ ’Ç»âÓ Í}ãÈáíÌë ÍýÖèãÈÌâ Ýä’ ÈÏ>âÌâ vÒÕsÉâÍÌÑâï 

ÕâÍÓÕâÑâï áâÕ×ë áÌë Ðë½ä »ÓëÔä ÑâãÚÈäÌçï ÑèlÒâï»Ì »ÓÕâÑâÑ áâÕ×ë.  

7) ÑâÓë ×çï »ÓÕâÌçï Àë ¬  

ÈÑâÓë áâ áBÒâÖÌâ áïÈ ÖçËä ÖÚ»âÓ áâÍÕâÌí Àë.  

8) »å ÊÕâÌä ¿»âÖÇä »ÓÕâÑâï áâÕ×ë ¬  

»íå ÊÕâÌä ¿»âÖÇä »ÓÕâÑâï áâÕ×ë ÌãÚ.  

9) áâ áBÒâÖÌí ÎâÒÊí ×çï Àë ¬  

áâ áBÒâÖÌä ÍýÖèãÈÌâ Ýä’ ÈÏ>âÌâ vÒÕsÉâÍÌÌä ÕËç ÖâÓä Í}ãÈ ×íËÕâÑâï 

áâÕ×ë áÌë Èë ÑâÈâÌä Óíã½wÄÈâ áÌë ÑçtÒçÊÓÑâï ¾ÃâÅí »Ó×ë.  

10) ÍýÖçãÈÌâ Ýä’ ÈÏ>âÌâ vÒÕsÉâÍÌ ÑâÃëÌâ Ïä’ »Òâ ÓsÈâáí Àë ¬  

Ïä‘ ÊÕâáí ÁëÑ »ë ãÑÉâåÔ á½ëãÑÃ÷äÌ áÌë ÍýísÃâgÔânÅäÌ ÍýÖèãÈÌâ Ýä’ ÈÏ>âÌâ 

vÒÕsÉâÍÌ ÑâÃë ÕâÍÓä ×»âÒ Àë.  

11) áâ áBÒâÖ ÊÓãÑÒâÌ ÑëÛÕëÔä ÖâÓÕâÓÌä áâÅáÖÓí »å Àë ¬  

»íå áâÅ áÖÓí ÌÉä .  

12) ’ë ÌÕä ÑâãÚÈä ÍýâpÈ ÉâÒ Èí ¬  

’ë áâ ÊÓãÑÒâÌ ÌÕä ÑâãÚÈä ÍýâpÈ ÉâÒ Èí áÑë ÌÕä Ñâ½ôÊã×»âÌë áÌçÖÓä×çï.  
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13) áBÒâÖ ÏïË ÉâÒ tÒâÓë ×çï É×ë ¬  

ÁÒâÓë áBÒâÖ ÏïË É×ë. Èí áÑë, ÑëÛÕëÔä ÑâãÚÈäÌçï Öï»ÔÌ »Óä×çï áÌë ÍãÓÇâÑíÌçï 

áâï»Åä»äÒ ÓäÈë ãÕ×ÔëØÇ »Óä×çï.  

14) ’ë »ïå» ÓâÏ ÉâÒ Èí .¬  

áâÑ, áâÑâï »íå Ìç»×âÌ ÌÉä. ÍÇ Ìë »ïå» ¼ÓâÏ ÉâÒ Èí áï½ë ÈÍâÖ »Óä×ç áÌë 

áÑâÓâ ÈÓÎÉä ÈÑÌë ÖâÓÕâÓ ÍèÓä ÍâÅä×çï.  

15) ×çï ÑâÓçï Ðâ½ ÔëÕçï áë ¼âÌ½ä Óâ¼ÕâÑâï áâÕ×ë ¬  

Úâ, ÊÊäôáíÌä ÑâãÚÈä ¼âÌ½ä Óâ¼ÕâÑâï áâÕ×ë.  

16) ÑâÓë ÏäÁç ×çï ’ÇÕçï ’ëåáë ¬  

ÈÑÌë áë ¼âÈÓä ÚíÕä ’ëåáë »ë Áë Í}ãÈáí áÑë ÕâÍÓä Ó[â Àäáë Èë ÍýÖçãÈÌâ Ýä’ 

ÈÏ>âÌâ vÒÕsÉâÍÌ ÑâÃëÌä ÖçsÕä»öÈ Í}ãÈáí Àë. áâ áBÒâÖÑâï Ðâ½ ÔëÕâÉä ÈÑÌë 

»íå ÕËâÓâÌçï Ìç»×âÌ ÉÈçï ÌÉä.  

17) ÏäÁçï Úçï ×çï ’Çä ×»çï ¬  

’ë ÈÑâÓâ Ñ½ÁÑâï áâÌâ ÎâÒÊâ áÌë ½ëÓÎâÒÊâ ÖÏïãËÈ »íå ×ï»â ÚíÒ Èí ÈÑë ãÕÌâ 

Öï»í¿ ÍèÀä ×»í Àí.  

18) ÍýWÌí »íÌë ÍèÀÕâ ¬  

Åâú. ÁÕÔ áëÑ. Ïën»Ó  

ÓëÖäÅënÃ áíbsÃëÃ÷ä»Ö áÌë ½âÒÌë»íÔí‘, ÖíbsÃä»Ö áÌë ½âÒÌë»íÔí‘ ãÕÐâ½, 

áëÖ.Ïä.»ë áëÖ áëÑ áâå áÌë áâÓ.Öä, ãÍÍãÓÒâ Ñí 9723453606. 
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áÌçÏïË-II 

Ðâ½äÊâÓä Öè¿Ìâ ÍÝ 

áDÒÒÌ ×äØô»ð 

ÔëÏÓ »ë ÈäÖÓë ¿ÓÇ »â ÍýÏïËÌ ð ãÕãÐnÌ ÈÓä»í »ä ÈçÔÌâ 

ÍãÓ¿Òð 

åÖ áDÒÒÌ Ñëï ÙÑ »ë ÈäÖÓë ¿ÓÌ »í ãÕÐnÌ ÈÓä»í Öë ÍýÏïËÌ ã»Òâ Áâ#½â áîÓ ÅâÃâ #»Ý 
áîÓ ãÕSÔëØÇ ã»Òâ Áâ#½â ó 

áDÒÒÌ ÖïKÒâ 

ãÊÌâï»ð  

ÍýãÈÐâ½ä »í áâÑïÝÇ  

1) åÖ áDÒÒÌ »â éÊëÖ kÒâ Úì ¬  

åÖ áDÒÒÌ »â éÊëSÒ ÒÚ ÁâÌÌâ Úì ã» ÔëÏÓ »ë ÈäÖÓë ¿ÓÇ »ë ÍýÏïËÌ Ñëï »íÌ Öä ãÕãË ÊèÖÓíï 

Öë ÏëÚÈÓ Úìï ó  

2) áDÒÒÌ »â éÊëSÒ  

éÊëSÒ áÍëÜâ»öÈ ÍýÏïËÌ å» ÁìÖë ÈÓä»í »â ÑèlÒâï»Ì »ÓÌâ Úì ó áíkÖäÃäãÖÌ áâå#Ñ »ä 

Ïc¿ë »ë ÍÕô»âÔ ÖËë Öä ãÅÔäÕÓä ÍÓ, åÁ ÙÑ »ë ÈäÖÓë ¿ÓÇ »ë ÍýÏïËÌ Ñëï ½ÐôÈâÔ ½ÊôÌ »í 

kÔëmÍ »ÓÁë áîÓ éÌ»ë Ïä¿ ÍýÏïËÌ Ñëï ÖÕí^âÑ ãÕãË ÁâÌÌë »ë ãÔ#, ã××ç »ë ãÕÈÓÇ »ë ÏâÊ 

áíkÖäÃäãÖÌ áâå#Ñ áîÓ åïÃ÷â áÌÔâå»Ô ÌÖ áíkÖäÃäãÖÌ (20 #Ñ#Ô #Ì#Ö Ñëï ÍÈÔâ)  

3) ÑçÂë kÒíï ¿çÌâ ½Òâ Úì ¬  

kÒíïã» áâÍ ÔëÏÓ ÍëÌ »ë ÖâÉ áâ# Úì áîÓ áîÓ áDÒÒÌ ÑâÍÊïÅ Ñëï ãÎÃ Úìï ó  

4) kÒâ ÑçÂë Ðâ½ ÔëÌâ Úí½â ¬  
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ÒÚ ÍèÓä ÈÓÚ Öë sÕìãcÀ» Úì Ôëã»Ì áâÍ»ä ÖÚÐâã½Èâ Öë ÚÑ ãÕãÐnÌ ÈÓä»í »ä ÈçÔÌâ »ÓÌë 

áîÓ ÅëÃâ ãÕSÔëØÇ »ÓÌë Ñëï ÖÜÑ Úí½ëï ó  

5) áDÒÒÌ »Ï È» ÓÚë½â ¬  

ÒÚ áDÒÒÌ 11/2 ÖâÔ È» ¿Ôë½â  

6) á½Ó Ñëï Ðâ½ ÔëÈâ Úèû Èí ÑëÓë ÖâÉ kÒâ Úí½â ¬  

ÒÚ #» ÏÚçÈ Úä ÔâÐ»âÓä áDÒÒÌ Úì áâÍ»ë ÙÑ »ä ãÌ½ÓâÁä »ä Áâ#½ä áîÓ áÔ½ áÔ½ 

Ôëã»Ì ÑânÒÈâ ÍýâpÈ ÈÓä»í »â éÍÒí½ ÙÑ »ë ÈäÖÓë ¿ÓÇ »ë ÍýÏïËÌ Ñëï ã»Òâ Áâ#½â áîÓ #»Ý 

áâï»Åí »â ÑèlÒâï»Ì ã»Òâ Áâ#½â ó  

7) ÑçÂë kÒâ »ÓÌâ Úì ¬  

áâÍ»í áïÈ È» áÍÌë áDÒÒÌ Ñëï ÖÚÒí½ »ÓÌë »ä ÁrÓÈ Úì ó  

8) kÒâ ÊÕâ »â ÍÓäÜÇ ã»Òâ Áâ ÓÚâ Úì ¬  

»íæ ÊÕâ »â ÍÓäÜÇ ÌÚä ã»Òâ Áâ ÓÚâ ó  

9) áDÒÒÌ »â kÒâ ÔâÐ Úì ¬  

åÖ áDÒÒÌ Öë, ÙÑ »ë ÈäÖÓë ¿ÓÇ »ë ÍýÏïËÌ Ñëï #» ÏëÚÈÓ ÈÓä»ë »â ÍÈâ ¿Ôë½â áîÓ åÖÖë 

ÑâÈötÕ áîÓ ÑötÒç ÊÓ »Ñ Úí Áâ#½ä ó  

10) ÙÑ »ë ÈäÖÓë ¿ÓÇ »ë ÍýÏïËÌ »ë ánÒ ÈÓä»ë »îÌ Öë Úì ¬  

ÙÑ »ë ÈäÖÓë ¿ÓÇ »ë ÍýÏïËÌ »ë ãÔ# ãÑÉâåÔ #½ãÑÃ÷ëãÓÁ áîÓ ÍýísÃâÑýëÅäÌ ÁìÖä ánÒ ÊÏâæÒâ 

»â åsÈëÑâÔ ã»Òâ Áâ Ö»Èâ Úì ó  

11) áDÒÒÌ »ë ÊîÓâÌ ÍýâpÈ éÍ¿âÓ »ë ÊçwÍýÐâÕ kÒâ Úìï ó  

»íæ ÖâåÅ åÎë»Ã ÌÚI Úì ó  

12) ÒãÊ Ìæ ÁâÌ»âÓä éÍÔbË Úì Èí kÒâ Úí½â ¬  
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á½Ó ã»Öä Ðä Ìæ ÁâÌ»âÓä »ë Ïä¿ Ñëï ÌâÈâ Úì, Èí ÚÑ Ì# ãÌ ãËâãÌÊë×ä »â ÍâÔÌ »Óëï½ë ó  

13) ÁÏ áDÒÒÌ ÏïÊ Úí ÁâÈâ Úì Èí kÒâ ÚíÈâ Úì ¬  

ÁÏ áDÒÒÌ ÏïÊ Úí ÁâÈâ Úì Èí ÚÑ ÅëÃâ Öï»ãÔÈ »Óëï½ë áîÓ ÍãÓÇâÑí »â ÖâÓnÒ»äÒ rÍ Öë 

ãÕSÔëØÇ »Óëï½ë ó  

14) á½Ó »çÀ ½ÔÈ Úä Áâ# Èí kÒâ Úí½â ¬  

åÖ ÈÓÚ »ë rÍ Ñëï »íå Ìç»ÖâÌ ÌÚä Úì ÒãÊ »çÀ ½ÔÈ Úí ÁâÈâ Úì Èí ÚÑ Áâû¿ »ëÓëï½ë áîÓ ÚÑ 

áâÍ»â ÚÑâÓä ÈÓÎ Öë åÔâÁ »Óëï½ë ó  

15) kÒâ ÑëÓä ãÚsÖëÊâÓä ½íÍÌäÒ Ó¼ä Áâ#½ä ¬  

Úâû, Óíã½Òíï »ä ÁâÌ»âÓä ½íÍÌäÒ Ó¼ä Áâ#½ä ó  

16) ÑçÂë áîÓ kÒâ ÍÈâ ÚíÌâ ¿âãÚ# ¬  

áâÍ»í áâxÕâsÌ ãÊÒâ ÁâÌâ ¿âãÚ# ã» ÚÑ Áí ÈÓä»í »â éÍÒí½ »Ó ÓÚë Úì Õë ÙÑ »ë ÈäÖÓë 

¿ÓÇ »ë ÍýÏïËÌ »ë ãÔ# ácÀä ÈÓÚ Öë sÉâãÍÈ ÈÓä»ë Úì ó ÚÑâÓë áDÒÒÌ Ñëï Ðâ½ ÔëÌë Öë áâÍ »ë 

ãÔ# »íæ áãÈãÓ» Áíã¼Ñ ÌÚä ÚíÈâ Úì ó  

17) áîÓ Ñìï kÒâ ÁâÌ ÖkÈâ Úèû ¬  

ÒãÊ áâÍ áÍÌë »âÒÊë áîÓ Ìç»×âÌ Öë ÖïÏãËÈ »çÀ Ðä ÑÌ Ñëï Úìï, Èí áâÍ åÖ»ë ÏâÓë Ñëï ã»Öä 

Ðä Íý»âÓ »â ãÚ¿ã»¿ »ë ãÏÌâ ÍèÀ Ö»Èë Úì ó  

18) ÍýSÌ ã»ÖÖëï ÍèÀë ¬  

Åâú. ÁÕÔ Ïì»Ó  

áâÕâÖäÒ áíksÃëãÃ÷kÖ áíÓ Ñâæ»íÔëÁä, áíbsÃëãkÖ áîÓ ÑâæÌë»íÔÁä ãÕÐâ½, #ÖÏä»ë#Ö 

#Ñáâæ áÓÖä, ÍäÍãÓÒâ , Õâ¾íãÅÒâ, ãÁ. ÕÅíÊÓâ. 9723453606.  
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ANNEXURE-III 

Sumandeep Vidyapeeth University 
Piparia, Ta. Waghodia, Dist. Vadodara. Pin 391760 

Informed Consent Form (ICF) for Participants in Research Programmes involving 
studies on human beings: 

Study title:MANAGEMENT OF 3RD STAGE OF LABOUR: 
A COMPARISON OF DIFFERENT METHODS 

Study Number: SVU/SBKS/                     /2016-____ 
Participants Initials: ________ 
Participant’s Name _________________________________ 
Date of Birth / Age _________   (        Years) 
 
1. I confirm that I have read and understood the information sheet dated ________ for 

the above study and have had the opportunity to ask questions.  [  ] 

2. I understand that my participation in the study is voluntary and that I am free to 
withdraw at any time, without giving any reason, without my medical care or legal 
rights being affected.            [   ]                                                                                                                 

3. I understand that the investigator of this study, others working on the investigator’s 
behalf, the Ethics Committee and the regulatory authorities will not need my 
permission to look at my health records, both in respect of the current study and 
any further research that may be conducted in relation to it, even if I withdraw from 
the study. I agree to this access. However, I understand that my identity will not be 
revealed in any information related to third party or published.   [   ]            

4. I agree not to restrict the use of any data or results that arise from this study 
provided such a use is only for scientific purpose(s).       [   ]                                                             

5. I agree to take part in the above study.      [   ] 

Signature (or thumb impression) of the participants /  
Legally acceptable representative __________________________________________ 
Signatory’s Name ________________________________ Date __________________ 
Signature of the investigator _______________________ Date __________________ 
Study Investigator’s Name ________________________________________________ 
Signature of the impartial witness __________________________________________  
Date _________________ 
Name of the witness ___________________________________________ 
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ÍãÓã×wÃ-3 
ÖçÑÌÊäÍ ãÕËâÍäÄ 

ãÍÍÓäÒâ,ÈâÔç»â Õâ¾íÅäÒâ, ‘.ÕÅíÊÓâ-391760 
Áë Öï×íËÌ Íýí½ýâmÖÑâï ÑâÌÕí ÍÓÌâ áBÒâÖí ÖÑâÒëÔ ÚíÒ ÈëÑâï Ðâ½ ÔëÕâ ÑâÃë Öèã¿È 

ÖïÑãÈ ÍÝ» (áâåÖäáëÎ) 
áBÒâÖÌçï ×äØô» 

“ÍýÖèãÈ ÍèÕëôÌâ ã»ÔãÌ»Ñâï áâÕÈä Ö½Ðâô ÑãÚÔâáíÑâï ÏâÛ»Ìâ ÁnÑ ÍèÕëôÌâ ÁâãÈ / ãÔï½ 
ÍÓäÜÇ áÌë ÍäÖäÍäáëÌÅäÃä áãËãÌÒÑ ãÕ×ëÌä Áâ½öãÈ áÌë ÕÔÇ” 

 

áBÒâÖ ®Ñâï» ð áëÖÕäÒç/ áëÖÏä»ëáëÖ/   /2017 _______  

ÖÚÐâ½äÌä Ãèï»ä ÖÚä ð _________  

ÖÚÐâ½äÌçï ÌâÑ ð __________________________ 

ÁnÑ ÈâÓä¼ / éïÑÓ    _________     (ÕØô) 
Úçï ÍçwÃä áâÍçï Àçï »ë Ñë éÍÓí»È áBÒâÖ ÑâÃëÌçï ÑâãÚÈä ÍÝ» ÕâïcÒç áÌë ÖÑÁÒçï Àë ÈÉâ ÑÌë 
ÍýWÌí ÍèÀÕâÌä È» ÑÛä Àë.  
Úçï ÖÑÁçï Àçï »ë áBÒâÖÑâï ÑâÓä ÖÚÐâã½Èâ sÕìãcÀ» Àë áÌë Èë »ë Úçï »íå ÍÇ ÖÑÒë »íå ÍÇ 
»âÓÇ áâpÒâ ãÕÌâ ÑâÓä ÈÏäÏä ÖïÐâÛ áÉÕâ »âÌèÌä áãË»âÓíÌë áÖÓ »Òâô ãÕÌâ Ìä»Ûä 
ÁÕâ ÑâÃë Ñç»È Àçï.  
Úçï ÖÑÁç Àçï »ë ÈÍâÖ»Èâô áÌë ÈÍâÖ»Èâô ÕÈä »âÑ »ÓÈâ ánÒí, ÌìãÈ» ÖãÑãÈ áÌë ãÌÒÑÌ 
ÖtÈâáíÌë ÑâÓâ ÈÏäÏä Óë»íÅôÖ ÁíÕâ ÑâÃë ÚâÔÌâ áBÒâÖÌâ ÖïÊÐôÑâï ÈÉâ ÍÀäÌâ »íå ÍÇ 
Öï×íËÌÑâï Áë Èë ÖïÏËä ÚíÒ, Úçï áBÒâÖÑâïÉä Ìä»Ûä Áâé ÈíÒë ÑâÓä ÑïÁçÓäÌä Á#Ó ÓÚë×ë 
ÌÚä. Úçï áâ áãÐ½ÑÌ ÑâÃë ÖÚÑÈ Àçï. ÈëÑ ÀÈâï, Úçï ÖÑÁçï Àçï »ë ÝäÁâ ÍÜíÌë ÓÕâÌâ »ÓÕâÑâï 
áâÕÌâÓ áÉÕâ Íý»âã×È »íåÍÇ ÑâãÚÈäÑâï ÑâÓä áíÛ¼ Íý½Ã »ÓÕâÑâï áâÕ×ë ÌÚä. 
»íå ÍÇ ÅëÃâ áÉÕâ ÍãÓÇâÑí Áë áâ áBÒâÖÑâïÉä éÊÐÕë ÈëÌí éÍÒí½ ÑÒâôãÊÈ ÌÚä »ÓÕâ 
Úçï ÖÚÑÈ Éâé Àçï Èë ×ÓÈë »ë áâÕí éÍÒí½ ÑâÝ ÕìÞâãÌ» ÚëÈç (áí) ÑâÃë ÉâÒ. 
áBÒâÖÌä Íý»öãÈ áÌë ÍãÓÇâÑ ãÕ×ë ÑâÓä ÍíÈâÌä ÐâØâÑâï ÑÌë ÖïÍèÇôÍÇë ÁâÇ»âÓä 
áâÍÕâÑâï áâÕä Àë áÌë Úçï éÍÓÌâ áBÒâÖ ÑâÃë ÑâÓä ÍèÇô áÌë Ñç»È ÖïÑãÈ áâÍçï Àçï.  
ÖÚÐâ½ä / »âÌèÌä ÓäÈë ÑânÒ 

ÍýãÈãÌãËÌä ÖÚä (áÉÕâ áï½çÄâÌçï ãÌ×âÌ) _________________ 

ÖÚä »ÓÌâÓÌçï ÌâÑ  ___________  ÈâÓä¼ ________  

ÈÍâÖ»ÈâôÌä ÖÚä _______   ÈâÓä¼ ________  

áBÒâÖ ÈÍâÖ»ÈâôÌçï ÌâÑ ___________________________  

ÈâÓä¼ _________  

ãÌwÒÜ ÖâÜäÌä ÖÚä _________  

ÖâÜäÌçï ÌâÑ ________________   
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áÌçÔgn»-3 
ÖçÑÌÊäÍ ãÕËâÍäÄ 

ãÍÍÓäÒâ,ÈÚÖäÔ-Õâ¾íãÅÒâ, ãÁÔâ-ÕÅíÊÓâ-391760 
ÑâÌÕí ÍÓ áDÒÒÌ Öë ÁçÅë áÌçÖïËâÌ »âÒô®Ñí Ñë ÍýãÈÐâã½Òí »ë ãÔ# 

Öèã¿È ÖÚÑãÈ ÍýÍÝ (áâåôÖä#Î) 
 

áDÒÒÌ »â ×äØô» ð 
 

“#ÃäÌëÃÔ ã»ÔãÌ» Ñë éÍãsÉÈ ½ÐôÕÈä ÑãÚÔâáíï Ñë ÁnÑ Öë ÍÚÔë ãÔï½ ãÌËâôÓÇ áîÓ ÍäÖäÍä#ÌÅäÃä 
áãËãÌÒÑ »ë ÏâÓë Ñë Áâ½r»Èâ #Õï ÌÁÓäÒâ” 

áDÒÒÌ ÖïKÒâ ð #ÖÕäÒè / #ÖÏä»ë#Ö /  /2017 

ÍýãÈÐâ½ä »ë áâËâÜÓ ð ___________ 

ÍýãÈÐâ½ä »â ÌâÑ ð ____________________________ 

ÁnÑ ãÈãÉ / áâÒç  ___________ (ÕØô) 

Ñìï ÍçãwÃ »ÓÈâ Úèû ã» ÑìïÌë êÍÓ »ë áDÒÒÌ »ë ãÔ# ÁâÌ»âÓä ÍÝ ÍÆ ãÔÒâ Úì áîÓ ÖÑÂ ãÔÒâ Úì 
áîÓ ÑçÂë ÖÕâÔ ÍèÀÌë »â áÕÖÓ ãÑÔâ Úì ó  

Ñìï ÖÑÂÈâ Úèû ã» áDÒÒÌ Ñë ÑëÓä Ðâ½äÊâÓä sÕìãcÀ» Úì áîÓ Ñë ã»Öä Ðä ÖÑÒ, ãÏÌâ ã»Öä »âÓÇ »ë 
áÍÌë ã¿ã»tÖ»äÒ Êë¼ÐâÔ Òâ »âÌèÌä áãË»âÓí »í ÍýÐâãÕÈ ã»# ãÏÌâ áÍÌâ ÌâÑ ÕâÍÖ ÔëÌë »ë 
ãÔ# sÕÈïÝ Úèû ó  

• Ñìï ÖÑÂÈâ Úèû ã» åÖ áDÒÒÌ »ë Áâû¿»Èâô, Áûâ¿»Èâô »ä áîÓ Öë »âÑ »ÓÌë ÕâÔë, áâ¿âÓ 
ÖãÑãÈ áîÓ ãÌÒâÑ» ÍýâãË»âãÓÒíï »í ÑîÁèÊâ áDÒÒÌ »ë ÖïÏïË Ñëï áîÓ ánÒ ×íË »ë ãÔ#, 
ÑëÓë sÕâsÉÒ ãÓ»íÅô »í Êë¼Ìë »ë ãÔ# ÑëÓä áÌçÑãÈ »ä áâÕSÒ»Èâ ÌÚä Úí½ä, ÕÈôÑâÌ 
áDÒÒÌ áîÓ ã»Öä Ðä ánÒ ×íË »ë ÖïÏïË Ñë ÊíÌí, Áí ã» åÖ»ë ÖïÏïË Ñë áâÒíãÁÈ ã»Òâ 
Áâ Ö»Èâ Úì, ÐÔë Úä Ñìï áDÒÒÌ Öë ÌâÑ ÕâÍÖ Ôë Ôèû ó Ñë åÖ áãÐ½ÑÌ Öë ÖÚÑÈ Úçû ó 
ÚâÔâïã», Ñìï ÖÑÂÈâ Úè ã» ÑëÓä ÍÚ¿âÌ ÈäÖÓë ÍÜ Öë ÖïÏïãËÈ ã»Öä Ðä ÁâÌ»âÓä Òâ Íý»â×Ì 
Ñëï Íý»âã×È ÌÚä Úí½äó  

• Ñìï åÖ áDÒÒÌ Öë ãÑÔÌëÕâÔë ã»Öä Ðä ÅâÃâ Òâ ÍãÓÇâÑí »ë éÍÒí½ »í ÍýãÈÏïãËÈ »ÓÌë »ë 
ãÔ# ÖÚÑÈ ÌÚä Úèû Ôëã»Ì #ëÖë ÍýÒí½ »ëÕÔ ÕìÞâãÌ» éÊëSÒ (Òíõ) »ë ãÔ# Úì ó  

• áDÒÒÌ »ä Íý»öãÈ áîÓ ÌäÈäÁë »ë ÏâÓë Ñìï ÑçÂë áÍÌä ÐâØâ Ñìï ÍèÓä ÈÓÚ Öë Öèã¿È ã»Òâ ½Òâ 
Úì áîÓ Ñìï éÍÓí» áDÒÒÌ »ë ãÔ# áÍÌä ÍèÇô sÕÈïÝ ÖÚÑãÈ ÊëÈâ Úçû ó  

ÍýãÈÐâ½ä »ë ÚsÈâÜÓ (Òâ áï½çÄë »â ãÌ×âÌ) 
»âÌèÌä rÍ Öë sÕä»âÒô ÍýãÈãÌãË ________________ 
ÚsÈÜÓ»Èâô »â ÌâÑ  ______________ ãÊÌâï» _____________ 
Áâû¿»Èâô »ë ÚsÈâÜÓ ______________ ãÊÌâï» ____________ 
áDÒÒÌ Áâû¿»Èâô »â ÌâÑ _____________________________ 
ãÊÌâï» ______________  
ãÌwÍÜ gÕâÚ »ë ÚsÈâÜÓ ______________  
½ÕâÚ »â ÌâÑ _________________  
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1 25 B housewife 11th low 9 months Labour pain 37 w 1 d 35 w 2 d 1 FT VD L N N 32 3 V 3 Reg 82 110 74 86.00 88 116 76 89.33 22 4 N NAD 260 N N N N N NAD N M 2.4 Y N O 10.5
2 23 B housewife 8th low 9 months Labour pain 37 w 3 d 36 w 2 d 0 33 3 V 3 Reg 74 114 68 83.33 84 120 70 86.67 34 12 Y 128 310 N N N N N NAD N M 2.9 Y N B 11.2
3 28 B housewife 7th low 9 months Labour pain 38 w 5 d 38 w 3 d 2 FT VD L N N 32 3 V 2 Reg 76 120 66 84.00 82 116 68 84.00 25 5 N NAD 330 N N N N N NAD N M 2.6 Y N O 11.1
4 20 B housewife 6th low 9 months Labour pain 39 w 2 d 38 w 6 d 1 FT VD L N N 33 3 V 3 Reg 80 114 74 87.33 86 120 72 88.00 26 8 N NAD 330 N N N N N NAD N F 2.6 Y N A 11.2
5 23 B housewife 9th low 9 months Labour pain 40 w 1 d  39 w 4 d 0 34 3 V 1 Reg 78 108 70 82.67 84 118 74 88.67 45 24 N NAD 420 N N N N N PT N M 2.8 Y N O 12.4
6 20 B housewife 4th low 9 months Labour pain 38 w 3 d 37 w 4 d 1 FT VD L N N 32 3 V 3 Reg 78 112 68 82.67 80 116 72 86.67 34 14 N NAD 310 N N N N N NAD N F 2.9 Y N B 10.3
7 32 B housewife 9th low 9 months Labour pain 39 w 5 d 36 w 4 d 2 FT VD L PIH N 33 3 V 4 Reg 80 122 80 94.00 88 128 84 98.67 24 7 N NAD 310 N N N N N NAD N F 2.9 Y N B neg 10.3
8 28 B Labourer 8th low 9 months Labour pain 37 w 1 d 37 w 1 FT VD L N N 32 3 V 5 Reg 84 106 66 79.33 88 110 70 83.33 36 18 N NAD 440 N N N N N E V M 2.9 Y N B 10.6
9 32 B housewife 7th low 9 months Labour pain 38 w 5 d 36 w 1 d 3 FT VD L N N 33 3 V 3 Reg 86 98 60 72.67 116 104 62 76.00 14 5 N NAD 320 N N N N N N N M 2.6 Y N B 10.5
10 25 B housewife 5th low 9 months Labour pain 41 w 3 d 39 w 5 d 0 34 3 V 3 Reg 80 110 72 84.67 82 114 70 84.67 32 34 N NAD 530 Y Y Y Y Y E N F 3.1 Y N B 7.2
11 20 B housewife 9th low 9 months Labour pain 37 w 3 d 37 w 1 d 1 FT VD L N N 32 3 V 2 Reg 74 118 76 90.00 85 122 78 92.67 40 22 N NAD 530 N N Y N Y NAD N F 3.1 Y N B 9.6
12 20 U labourer 8th low 9 months Labour pain 40 w 3 d 0 32 3 V 1 Reg 76 120 80 93.33 86 126 84 98.00 16 8 Y 138 480 N N N N N NAD N M 2.6 Y N O 11.1
13 30 B housewife 9th low 9 months Labour pain 39 w 5 d 38 w 4 d 2 FT 1 VD 1 CS 1 L 1 D PIH N 33 3 V 1 Reg 84 116 78 90.67 82 122 80 94.00 12 6 N NAD 260 N N N N N NAD N F 2.8 Y N A 8.6
14 28 B housewife 9th low 9 months Labour pain 37 w 4 d 36 w 5 d 2 FT VD L N N 31 3 V 2 Reg 80 122 74 90.00 86 128 74 92.00 16 9 N NAD 250 N N N N N NAD N F 3.1 Y N B 9.3
15 20 B housewife 9th low 9 months leaking PV 36 w 36 w 1 d 1 FT VD L N N 32 3 V 3 Reg 82 116 68 84.00 84 120 70 86.67 32 20 N NAD 450 N N N N N NAD N M 2.7 Y N A 8.4
16 24 B housewife 9th low 9 months Labour pain 37 w 6 d 37 w 3 d 2 FT VD L N N 33 3 V 3 Reg 76 110 68 82.00 80 118 72 87.33 11 20 N NAD 350 N N N N N NAD N M 3.1 Y N B 9.8
17 22 B housewife 10th low 9 months Labour pain 40 w 3 d 38 w 5 d 1 FT VD L N N 33 3 V 4 Reg 90 120 70 86.67 94 128 72 90.67 26 16 N NAD 320 N N N N N NAD N F 2.9 Y N B 11.4
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18 23 B housewife 6th low 9 months Labour pain 38 w 5 d 36 w 4 d 1 FT VD L N N 32 3 V 4 Reg 80 112 84 93.33 84 118 74 88.67 24 13 N NAD 270 N N N N N NAD N F 2.5 Y N B 12.1
19 20 B housewife 9th low 9 months Labour pain 39 w 6 d 37 w 3 d 0 32 3 V 4 Reg 90 110 72 84.67 104 122 74 90.00 55 38 N NAD 610 Y N Y Y Y E F F 3.2 N BA O 9.4
20 31 B housewife 8th low 9 months Labour pain 40 w 1 d  39 w 3 d 1 FT VD L N N 33 3 V 3 Reg 82 116 74 88.00 84 120 76 90.67 28 8 N NAD 340 N N N N N NAD N F 2.7 Y N A 10.5
21 29 U housewife 9th low 9 months Labour pain 38 w 5 d 2 FT VD L N N 32 3 V 2 Reg 78 120 82 94.67 82 124 82 96.00 18 14 N NAD 420 N N N N N PT N F 3.3 Y N O 10.4
22 30 B housewife 9th low 9 months Labour pain 37 w 3 d 36 w 6 d 3 FT VD 2 L 1 D N N 32 3 V 1 Reg 74 110 68 82.00 90 116 72 86.67 11 8 N NAD 350 N N N N N N N F 3.1 Y N O 10.9
23 30 B housewife 10th low 9 months Labour pain 38 w 4d 36 w 5 d 2 FT VD L N N 32 3 V 1 Reg 80 122 80 94.00 84 128 80 96.00 6 16 N NAD 310 N N N N N NAD N F 3.1 Y N O 12.5
24 25 B labourer 9th low 9 months Labour pain 38 w 1 d 37 w 2 d 0 32 3 V 5 Reg 84 114 82 92.67 88 118 78 91.33 52 26 N NAD 380 N N N N N NAD N F 2.7 Y N A 12.3
25 23 B housewife 8th low 9 months Labour pain 42 w 1 d 39 w 5 d 0 33 3 V 3 Reg 76 124 68 86.67 82 128 70 89.33 22 10 Y 192 550 N N Y Y Y E V M 3 Y N B 10.5
26 30 B housewife 9th low 9 months Labour pain 38 w 6 d 38 w 1 d 1 FT VD L N N 33 3 V 2 Reg 76 118 70 86.00 82 122 72 88.67 30 6 N NAD 420 N N N N N PT N M 2.8 Y N O 12.4
27 27 B Labourer 9th low 9 months Labour pain 40 w 3 d 40 w 1 d 1 FT VD L N N 34 3 V 1 Reg 80 120 76 90.67 86 126 78 94.00 21 28 N NAD 510 Y Y Y Y Y E F F 3.3 N TTN A 11.7
28 27 B housewife 9th low 9 months Labour pain 39 w 4 d 38 w 4 d 2 FT VD L N Y 32 3 V 2 Reg 78 122 80 94.00 110 128 82 97.33 8 17 N NAD 280 N N N N N NAD N M 2.8 Y N B 11.8
29 25 U housewife 8th low 9 months leaking PV 39 w 2 d 3 FT 2 VD 1 CS L N N 33 3 V 2 Reg 78 126 82 96.67 78 122 84 96.67 6 3 N NAD 270 N N N N N N N M 3.3 Y N O 11.6
30 28 B housewife 9th low 9 months Labour pain 38 w 1 d 37 w 3 d 1 FT VD L N N 32 3 V 1 Reg 80 110 74 86.00 86 116 78 90.67 25 24 N NAD 270 N N N N N NAD N M 2.7 Y N B 10.2
31 21 B housewife 8th low 9 months Labour pain 36 w 4 d 36 w 1 d 2 FT VD L N N 32 3 V 4 Reg 84 114 70 84.67 90 118 70 86.00 10 22 N NAD 410 N N N N N NAD N F 2.9 Y N O 10.6
32 22 B housewife 9th low 9 months Labour pain 33 w 5 d 32 w 4 d 1 FT VD L N N 30 3 V 3 Reg 86 118 76 90.00 94 120 78 92.00 15 5 Y 116 280 N N N N N PT N M 2.7 Y N B 9.8
33 24 B labourer 3rd low 9 months Labour pain 36 w 4 d 36 w 4 d 0 32 3 V 3 Reg 80 110 80 90.00 108 112 72 85.33 36 4 N NAD 430 N N N N N NAD N F 2.8 Y N B neg 12.4
34 21 B housewife 8th low 9 months Labour pain 38 w 3 d 37 w 5 d 1 FT VD L N N 33 3 V 2 Reg 74 98 60 72.67 88 100 64 76.00 18 3 Y 132 280 N N N N N NAD N F 2.9 Y N B 10.7
35 22 B labourer 5th low 9 months Labour pain 39 w 3 d 37 w 1 d 0 33 3 V 3 Reg 76 104 74 84.00 112 104 78 86.67 44 13 N NAD 280 N N N N N NAD N F 2.7 Y N B 11.2
36 36 B housewife 9th low 9 months Labour pain 36 w 3 d 36 w 2 d 2 FT VD L N N 32 3 V 3 Reg 84 126 70 88.67 88 128 72 90.67 12 7 N NAD 300 N N N N N NAD N M 2.8 Y N A 11.3
37 28 B housewife 10th low 9 months Labour pain 38 w 5 d 38 w 5 d 2 FT VD L N N 33 3 V 2 Reg 80 106 66 79.33 92 110 70 83.33 17 3 N NAD 320 N N N N N NAD N M 3 Y N B 12.1
38 22 B labourer 6th low 9 months Labour pain 40 w 2 d 39 w 3 d 1 FT VD L N N 34 3 V 4 Reg 82 122 72 88.67 105 120 70 86.67 24 9 N NAD 300 N N N N N NAD N M 2.6 Y N A 12.3
39 28 B housewife 9th low 9 months leaking PV 37 w 3 d 36 w 3 d 3 FT VD 2 L 1 D N N 32 3 V 4 Reg 76 124 70 88.00 86 120 70 86.67 10 5 N NAD 380 N N N N N N N M 2.6 Y N A 12.3
40 22 U labourer 4th low 8 months Labour pain 35 w 5 d 1 PT VD L N N 30 3 V 2 Reg 90 108 64 78.67 96 110 66 80.67 14 5 Y 210 410 N N N N N NAD N M 2.4 Y N B 11.5
41 31 U housewife 9th low 9 months Labour pain 39 w 4 d 0 33 3 V 5 Reg 80 114 68 83.33 86 112 70 84.00 32 11 N NAD 370 N N N N N NAD N M 2.9 Y N O 10.3
42 23 B housewife 9th low 9 months Labour pain 36 w 6 d 36 w 2 d 1 FT VD L N N 32 3 V 5 Reg 90 110 66 80.67 98 114 70 84.67 16 16 N NAD 520 N N Y N Y PT N M 3.2 Y N O 10.5
43 21 B Labourer 9th low 9 months Labour pain 40 w 2 d 38 w 2 d 0 34 3 V 4 Reg 82 104 60 74.67 94 106 62 76.67 48 28 N NAD 410 N N N N N NAD V F 3 N BA B 8.6
44 26 B housewife 9th low 9 months Labour pain 36 w 2 d 35 w 6 d 1 FT VD L N N 32 3 V 5 Reg 78 100 70 80.00 93 104 66 78.67 26 18 N NAD 350 N N N N N NAD N F 2.8 Y N O 12.9
45 30 B housewife 10th low 9 months Labour pain 39 w 1 d 38 w 4 d 2 FT VD L N N 33 3 V 4 Reg 74 118 70 86.00 88 122 72 88.67 14 5 N NAD 270 N N N N N NAD N F 2.9 Y N B 10.7
46 35 B Labourer 6th low 9 months Labour pain 37 w 4 d 37 w 1 d 2 FT VD L N N 33 3 V 3 Reg 72 124 72 89.33 82 126 72 90.00 19 8 N NAD 350 N N N N N NAD N F 2.7 Y N O 11.8
47 28 B housewife 9th low 9 months leaking PV 38 w 1 d 37 w 3 d 1 FT VD L N N 33 3 V 3 Reg 66 100 68 78.67 84 106 70 82.00 21 22 N NAD 430 N N N N N NAD N F 2.8 Y N B 11.6
48 34 B housewife 10th low 9 months Labour pain 39 w 6 d 38 w 5 d 3 FT VD L N N 33 3 V 2 Reg 84 118 70 86.00 92 120 72 88.00 12 8 N NAD 410 N N N N N N N F 3.2 Y N A 8.4
49 25 B Labourer 8th low 8 months Labour pain 35 w 4 d 35 w 4 d 1 FT VD L N N 31 3 V 3 Reg 74 122 84 96.67 88 126 86 99.33 20 12 N NAD 300 N N N N N NAD N F 3 Y N O 10.3
50 29 B housewife 9th low 9 months Labour pain 39 w 4 d 39 w 1 d 0 33 3 V 2 Reg 84 114 68 83.33 94 118 70 86.00 37 26 N NAD 280 N N N N N NAD N M 2.8 Y N B 9.4
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1 30 B housewife 7th low 9 months Labour pain 36 w 3 d 36 w 2 d 2 FT VD L N N 32 3 V 3 Reg 78 120 72 88.00 84 114 70 84.67 23 5 6 N N 330 N N N N N NAD N F 2.9 Y N B 10.4
2 31 B worker 10th low 9 months Labour pain 35 w 4 d 35 w 1 d 1 FT VD L N N 32 3 V 3 Reg 72 116 78 90.67 80 120 76 90.67 22 4 4 N N 260 N N N N N NAD N F 2.5 Y N O 11.2
3 35 B housewife 10th low 9 months Labour pain 37 w 4 d 36 w 5 d 3 FT VD L N N 33 3 V 2 Reg 84 124 68 86.67 86 126 64 84.67 23 4 5 N N 330 N N N N N NAD N F 3 Y N O 10.5
4 31 B labourer 6th low 9 months Labour pain 38 w 2 d 38 w 4 d 2 FT VD L N N 34 3 V 3 Reg 90 114 66 82.00 92 112 60 77.33 29 3 5 N N 320 N N N N N NAD N F 2.8 Y N O 9.8
5 30 B housewife 8th low 9 months leaking PV 39 w 6 d 40 w 2 d 2 FT VD L N N 32 3 V 3 Reg 84 100 62 74.67 86 102 62 75.33 15 6 7 N N 300 N N N N N NAD N M 3.1 Y N A 11.2
6 32 B housewife 9th low 9 months Labour pain 39 w 2 d 39 w 3 d 2 FT VD, CS L N N 33 3 V 3 Reg 74 100 68 78.67 76 100 66 77.33 17 3 4 N N 290 N N N N N NAD N F 3.3 Y N A 10.4
7 25 B housewife 10th low 9 months Labour pain 38 w 3 d 38 w 1 d 1 FT VD L N N 33 3 V 4 Reg 86 128 74 92.00 78 120 72 88.00 15 6 7 N N 250 N N N N N NAD N F 2.9 Y N B 10.6
8 23 B housewife 9th low 9 months Labour pain 39 w 1 d 39 w 1 d 0 33 3 V 5 Reg 68 114 80 91.33 70 112 76 88.00 35 11 12 N N 350 N N N N N E V M 3.2 Y N O 11.4
9 24 B housewife 10th low 9 months Labour pain 36 w 4 d 36 w 2 d 1 FT VD L N N 32 3 V 4 Reg 66 118 74 88.67 72 116 76 89.33 26 5 6 N N 210 N N N N N NAD N F 3.2 Y N B 11.3
10 22 U housewife 11th low 9 months Labour pain 38 w 5 d 0 32 3 V 3 Reg 86 104 70 81.33 74 102 68 79.33 26 9 9 N N 280 N N N N N NAD N M 2.6 Y N A 12.3
11 23 B housewife 10th low 9 months leaking PV 38 w 1 d 37 w 6 d 1 FT VD L N N 33 3 V 2 Reg 70 116 74 88.00 76 118 72 87.33 28 5 6 N N 300 N N N N N NAD N M 2.8 Y N A 10.4
12 22 B labourer 10th low 9 months Labour pain 39 w 4 d 39 w 1 d 1 FT VD L N N 34 3 V 1 Reg 80 116 78 90.67 82 112 76 88.00 15 7 7 N N 270 N N N N N NAD N F 2.6 Y N B 9.6
13 28 B housewife 9th low 9 months Labour pain 37 w 4 d 37 w 2 d 2 FT VD L N N 32 3 V 1 Reg 82 108 64 78.67 80 102 62 75.33 15 5 6 N N 320 N N N N N NAD N M 2.9 Y N O 11.2
14 20 B housewife 10th low 9 months Labour pain 38 w 5 d 38 w 3 d 0 33 3 V 2 Reg 84 104 62 76.00 84 100 62 74.67 30 11 12 N N 290 N N N N N PT N M 3 Y N A 11.1
15 22 B labourer 9th low 9 months Labour pain 39 w 2 d 38 w 5 d 2 FT, PT VD L N N 34 3 V 5 Reg 86 116 78 90.67 78 110 76 87.33 14 4 5 N N 250 N N N N N NAD N M 3 Y N O 8.9
16 24 B housewife 10th low 9 months Labour pain 38 w 1 d 37 w 3 d 2 FT VD L N N 33 3 V 3 Reg 84 122 80 94.00 88 120 80 93.33 12 5 5 N N 280 N N N N N NAD N F 2.8 Y N A 9.2
17 23 B housewife 10th low 9 months Labour pain 39 w 5 d 38 w 4 d 1 FT VD L N N 33 3 V 4 Reg 82 128 82 97.33 82 120 80 93.33 25 4 5 N N 410 N N N N N NAD N M 3.2 Y N B 10.5
18 24 U labourer 10th low 9 months Labour pain 41 w 2 d 1 FT VD L N N 33 3 V 4 Reg 86 130 78 95.33 84 122 76 91.33 30 2 3 N N 320 N N N N N PT V F 2.8 N TTN O 7.8
19 24 B housewife 12th low 9 months Labour pain 41 w 4 d 40 w 3 d 0 34 3 V 4 Reg 88 110 66 80.67 88 116 64 81.33 18 5 6 Y 160 310 N N N N N E V F 3.2 N BA B 8.6
20 27 B housewife 10th low 9 months leaking PV 37 w 5 d 37 w 4 d 2 FT VD, CS 1 L, 1 D N N 32 3 V 3 Reg 86 114 72 86.00 84 102 70 80.67 17 6 6 N N 250 N N N N N NAD N F 3.1 Y N B 10.3
21 36 B housewife 12th low 9 months Labour pain 39 w 1 d 38 w 5 d 1 FT VD L N N 33 3 V 2 Reg 82 106 70 82.00 94 112 66 81.33 14 3 4 Y 130 230 N N N N N NAD N F 2.6 Y N A 9.8
22 30 B housewife 12th low 9 months Labour pain 38 w 4 d 38 w 3 d 2 FT VD L N N 33 3 V 2 Reg 78 108 66 80.00 82 114 64 80.67 16 3 4 N N 230 N N N N N NAD N M 2.8 Y N A 11.6
23 32 B housewife 10th low 9 months Labour pain 37 w 6 d 37 w 4 d 3 FT VD L N N 33 3 V 1 Reg 68 110 72 84.67 72 102 62 75.33 15 3 5 N N 310 N N N N N NAD N F 2.8 Y N B 9.4
24 34 B housewife 10th low 9 months Labour pain 38 w 37 w 5 d 3 FT VD L N N 33 3 V 5 Reg 84 112 74 86.67 70 104 68 80.00 10 1 3 N N 300 N N N N N NAD N M 2.8 Y N B 8.9
25 26 B housewife 11th low 9 months Labour pain 36 w 6 d 36 w 3 d 2 FT VD L N N 33 3 V 2 Reg 86 110 60 76.67 92 106 60 75.33 18 2 2 N N 270 N N N N N PT N F 2.8 Y N B 10.3
26 20 B housewife 8th low 9 months Labour pain 40 w 4 d 40 w 3 d 0 32 3 V 2 Reg 90 106 64 78.00 104 100 62 74.67 38 3 4 N N 350 N N N N N NAD N M 2.9 Y N B 8.8
27 30 B labourer 6th low 9 months Labour pain 36 w 5 d 36 w 4 d 1 FT VD L N N 33 3 V 1 Reg 86 116 76 89.33 72 112 72 85.33 18 4 5 N N 250 N N N N N NAD N M 3.3 Y N AB 8.4
28 27 B housewife 11th low 9 months Labour pain 40 w 2 d 39 w 5 d 0 32 3 V 2 Reg 76 124 60 81.33 74 128 80 96.00 42 8 10 N N 340 N N N N N E N F 2.8 Y N O 10.4
29 30 B housewife 10th low 9 months Labour pain 37 w 6 d 37 w 1 d 1 FT VD L N N 33 3 V 2 Reg 82 104 70 81.33 86 106 68 80.67 26 9 10 N N 300 N N N N N NAD N M 2.9 Y N B 11.2
30 22 B worker 12th low 9 months Labour pain 38 w 2 d 38 w 1 d 1 FT VD L N N 32 3 V 1 Reg 78 122 76 91.33 78 120 76 90.67 24 6 7 N N 270 N N N N N NAD N M 3 Y N B 9.1
31 29 B housewife 10th low 8 months leaking PV 34 w 5 d 33 w 4 d 2 FT VD L N N 31 3 V 4 Reg 76 120 72 88.00 76 114 80 91.33 12 8 9 N N 310 N N N N N NAD N F 2.6 Y N B 10.9
32 24 B housewife 10th low 9 months Labour pain 39 w 1 d 39 w 0 32 3 V 4 Reg 70 110 66 80.67 72 116 76 89.33 28 9 10 Y 190 300 N N N N N NAD N F 3 Y N O 9.5
33 25 B housewife 9th low 9 months Labour pain 38 w 4 d 38 w 2 d 1 FT VD L N N 33 3 V 3 Reg 80 112 70 84.00 86 114 64 80.67 35 16 17 N N 260 Y Y N Y N NAD N F 3.1 Y N AB 8.5
34 20 B housewife 10th low 9 months Labour pain 41 w 3 d 40 w 4 d 0 34 3 V 2 Reg 74 114 74 87.33 76 122 72 88.67 32 5 5 N N 290 N N N N N NAD N F 2.7 Y N O 11.7
35 30 B housewife 12th low 8 months Labour pain 35 w 4 d 35 w 1 d 2 FT VD L N N 31 3 V 3 Reg 82 126 70 88.67 84 124 72 89.33 18 7 7 N N 270 N N N N N NAD N F 2.4 Y N O 9.3
36 31 B labourer 10th low 9 months Labour pain 38 w 3 d 38 w 2 d 2 FT VD L N N 33 3 V 4 Reg 78 124 82 96.00 78 120 80 93.33 22 4 5 N N 300 N N N N N NAD N M 2.7 Y N O 9.8
37 23 B housewife 8th low 9 months Labour pain 39 w 2 d 38 w 5 d 1 FT VD L N N 33 3 V 2 Reg 84 112 68 82.67 90 114 66 82.00 22 2 3 N N 260 N N N N N NAD N M 2.7 Y N A neg 9.9
38 23 B housewife 10th low 9 months Labour pain 38 w 5 d 38 w 1 d 0 32 3 V 4 Reg 86 106 70 82.00 88 100 72 81.33 45 8 8 N N 340 N N N N N E N F 3.1 Y N B 12
39 24 U housewife 7th low 9 months Labour pain 37 w 3 d 1 FT VD L N N 32 3 V 4 Reg 80 110 68 82.00 86 106 68 80.67 19 4 4 N N 380 N N N N N NAD N M 2.5 Y N O 9.6
40 34 B housewife 10th low 9 months Labour pain 39 w 2 d 37 w 6 d 3 FT VD L N N 33 3 V 2 Reg 78 114 66 82.00 84 110 64 79.33 11 3 3 N N 280 N N N N N NAD N F 2.9 Y N A 9.3
41 24 B housewife 10th low 9 months Labour pain 36 w 6 d 34 w 6 d 1 FT VD L N N 32 3 V 5 Reg 74 122 80 94.00 76 116 76 89.33 18 4 4 N N 270 N N N N N NAD N F 2.9 Y N B 10.4
42 19 B housewife 10th low 9 months Labour pain 37 w 2 d 36 w 1 d 2 FT VD L N N 33 3 V 5 Reg 82 104 76 85.33 84 102 78 86.00 13 4 5 N N 280 N N N N N NAD N M 3 Y N B 10.4
43 21 B housewife 11th low 9 months Labour pain 38 w 6 d 38 w 0 34 3 V 4 Reg 92 114 70 84.67 96 110 68 82.00 40 11 11 N N 280 N N N N N NAD N M 2.5 Y N A 10.2
44 20 B housewife 8th low 9 months Labour pain 37 w 1 d 36 w 2 d 1 FT VD L N N 32 3 V 1 Reg 82 112 66 81.33 86 112 64 80.00 26 3 4 N N 180 N N N N N NAD N M 2.6 Y N B 11.5
45 21 B housewife 6th low 9 months Labour pain 39 w 3 d 38 w 2 d 2 FT VD L N N 33 3 V 4 Reg 78 104 70 81.33 82 100 66 77.33 18 5 5 N N 300 N N N N N NAD N F 2.6 Y N O 11.2
46 22 B housewife 11th low 9 months Labour pain 40 w 1 d 39 w 1 d 0 33 3 V 3 Reg 84 116 72 86.67 86 108 76 86.67 32 11 12 Y 50 300 N N N N N E N F 2.9 Y N B neg 9.9
47 27 B housewife 10th low 9 months Labour pain 36 w 2 d 36 w 6 d 2 FT VD L N N 32 3 V 3 Reg 82 108 68 81.33 88 100 62 74.67 15 3 4 N N 280 N N N N N NAD N M 3.1 Y N O 10.1
48 21 B housewife 2nd low 9 months Labour pain 38 w 3 d 37 w 2 d 1 FT VD L N N 32 3 V 1 Reg 78 112 70 84.00 86 110 64 79.33 21 2 3 N N 250 N N N N N NAD N F 2.9 Y N O 10.3
49 20 B housewife 5th low 9 months Labour pain 36 w 1 d 35 w 6 d 0 32 3 V 3 Reg 76 118 72 87.33 84 120 82 94.67 16 3 3 N N 310 N N N N N NAD N M 2.7 Y N B 9.8
50 26 B housewife 10th low 9 months Labour pain 39 w 5 d 39 w 1 d 1 FT VD L N N 32 3 V 2 Reg 74 122 68 86.00 82 116 66 82.67 30 2 3 N N 270 N N N N N NAD N F 3.1 Y N A 11.8
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1 22 B housewife 6th low 9 months labour pain 36 w 4 d 36 w 1 d 1 FT VD L N N 32 3 V 1 R 84 112 72 85.33 90 104 68 80.00 14 5 5 N NAD 280 N N N N N NAD N M 2.8 Y N O 8.9
2 20 B housewife 8th low 9 months labour pain 37 w 4 d 36 w 4 d 1 FT VD L N N 32 4 V 1 R 76 110 68 82.00 82 102 74 83.33 20 3 3 N NAD 240 N N N N N NAD N F 2.9 Y N B 9.6
3 24 B labourer 3rd low 9 months labour pain 39 w 1 d 38 w 3 d 2 FT VD L N N 33 3 V 2 R 84 114 84 94.00 76 112 66 81.33 8 2 2 N NAD 360 N N N N N NAD N F 2.7 Y N B neg 10.3
4 20 B housewife 5th low 9 months labour pain 40 w 2 d 37 w 5 d 0 34 3 V 5 R 82 112 80 90.67 92 104 68 80.00 43 6 6 Y 65 300 N N N N N E N F 2.8 Y N O 9.5
5 25 B housewife 10th low 9 months labour pain 38 w 5 d 40 w 3 d 1 FT VD L N N 33 4 V 3 R 86 102 82 88.67 92 100 70 80.00 15 5 5 N NAD 280 N N N N N NAD N M 2.5 Y N B 11.3
6 20 B labourer 12th low 9 months labour pain 39 w 2 d 38 w 3 d 3 FT VD L N N 34 3 V 4 R 88 126 74 91.33 84 120 62 81.33 8 3 3 N NAD 330 N N N N N NAD N M 2.6 Y N B 10.4
7 20 B housewife 5th low 9 months labour pain 38 w 6 d 39 w 6 d 1 FT VD L N N 33 4 V 4 R 72 112 68 82.67 76 112 76 88.00 10 5 5 N NAD 260 N N N N N NAD N F 3 Y N O 12.7
8 34 B housewife 8th low 9 months labour pain 37 w 1 d 39 w 4 d 3 FT VD 2 L 1 D N N 33 4 V 4 R 76 118 76 90.00 80 106 82 90.00 6 4 4 N NAD 380 N N N N N NAD N M 2.9 Y N B 11.2
9 20 B housewife 8th low 9 months labour pain 36 w 5 d 38 w 4 d 2 FT VD L N N 32 3 V 3 R 74 124 82 96.00 74 108 66 80.00 12 3 3 N NAD 320 N N N N N NAD N F 3.1 Y N A 11.4
10 19 B labourer 7th low 8 months labour pain 35 w 3 d 38 w 1 d 2 FT VD L N N 33 4 V 2 R 68 110 88 95.33 72 112 80 90.67 24 3 3 N NAD 280 N N N N N NAD N M 2.8 Y N B 12.1
11 19 B housewife 2nd low 9 months leaking 39 w 1 d 37 w 2 d 1 FT VD L N N 32 3 V 2 R 62 104 70 81.33 70 100 84 89.33 18 8 8 N NAD 310 N N N N N NAD N F 2.6 Y N B 9.8
12 20 B housewife 9th low 9 months labour pain 39 w 3 d 38 w 5 d 1 FT CS L N N 33 3 V 1 R 86 116 68 84.00 84 102 78 86.00 22 12 12 N NAD 380 N N N N N E V F 3.3 Y N O 13.5
13 20 B housewife 10th low 9 months labour pain 36 w 6 d 36 w 3 d 0 31 4 V 2 R 74 120 62 81.33 74 110 76 87.33 38 12 12 N NAD 270 N N N N N E V F 2.9 Y N B 10.8
14 25 B labourer 9th low 9 months labour pain 37 w 3 d 39 w 2 d 2 FT VD L N N 32 2 V 1 R 76 122 74 90.00 74 108 78 88.00 10 4 4 N NAD 240 N N N N N NAD N F 2.7 Y N O 11.3
15 24 B labourer 8th low 9 months labour pain 37 w 5 d 39 w 5 d 1 FT VD L N N 33 4 V 2 R 81 104 66 78.67 76 100 80 86.67 14 6 6 N NAD 300 N N N N N NAD N F 2.9 Y N O 11.2
16 21 B housewife 7th low 9 months labour pain 39 w 6 d 37 w 2 d 3 FT VD L PIH PPH 32 3 V 3 R 64 116 78 90.67 68 108 72 84.00 10 2 2 N NAD 350 N N N N N NAD N F 2.6 Y N A 10.3
17 26 B housewife 5th low 9 months labour pain 40 w 3 d 36 w 1 d 1 FT VD L N N 33 4 V 2 R 76 104 84 90.67 84 112 68 82.67 8 3 3 Y 55 250 N N N N N NAD N M 2.7 Y N O 10.6
18 28 B housewife 9th low 9 months labour pain 38 w 39 w 4 d 0 31 2 V 4 R 83 140 80 100.00 72 132 80 97.33 28 4 4 Y 116 310 N N N N N PT N M 2.6 Y N B 10.3
19 22 U housewife 8th low 9 months labour pain 39 w 6 d 2 FT VD L N N 31 4 V 3 R 75 136 82 100.00 78 130 74 92.67 13 8 8 N NAD 320 N N N N N NAD N F 3 Y N A 9.8
20 18 B housewife 9th low 9 months labour pain 39 w 4 d 42 w 1 d 0 32 2 V 2 R 72 104 78 86.67 82 100 68 78.67 48 15 15 N NAD 240 N N N N N E N F 2.6 Y N A 11.4
21 25 B housewife 9th low 9 months labour pain 38 w 4 d 38 w 6 d 0 33 3 V 4 R 83 104 68 80.00 90 104 72 82.67 35 3 3 Y 240 420 N N N N N E F M 3.2 N MAS O 6.4
22 23 B housewife 9th low 9 months labour pain 38 w 1 d 40 w 3 d 2 FT VD L N N 33 3 V 3 R 82 112 70 84.00 76 116 78 90.67 9 4 4 N NAD 250 N N N N N NAD N M 2.8 Y N B 8.6
23 20 B housewife 9th low 9 months labour pain 37 w 2 d 39 w 4 d 1 FT VD L N N 31 4 V 2 R 72 106 82 90.00 74 118 82 94.00 15 10 10 N NAD 280 N N N N N NAD N F 3.1 Y N O 11.2
24 24 U housewife 10th low 9 months labour pain 37 w 5 d 3 FT VD L N N 32 2 V 3 R 86 112 74 86.67 82 126 80 95.33 4 3 3 N NAD 400 N N N N N NAD N M 3.1 Y N O 7.4
25 20 U housewife 6th low 9 months labour pain 39 w 5 d 2 FT VD L N N 33 2 V 1 R 68 128 78 94.67 78 110 72 84.67 13 3 3 N NAD 400 N N N N N PT N M 3.3 Y N B 11
26 24 B teacher 12th low 9 months labour pain 38 w 3 d 40 w 3 d 2 FT VD L N N 33 2 V 1 R 82 108 68 81.33 82 104 76 85.33 12 7 7 N NAD 270 N N N N N NAD N F 2.7 Y N B 12.5
27 28 B housewife 8th low 9 months labour pain 39 w 1 d 37 w 4 d 1 FT VD L N N 32 4 V 2 R 76 116 74 88.00 78 118 74 88.67 24 8 8 N NAD 310 N N N N N NAD N M 2.5 Y N B 10.6
28 22 B housewife 9th low 9 months labour pain 39 w 38 w 5 d 3 FT VD L N PIH 32 3 V 1 R 90 128 80 96.00 74 106 74 84.67 6 3 3 N NAD 270 N N N N N NAD N M 2.7 Y N B 9.4
29 21 B housewife 9th low 9 months labour pain 40 w 4 d 38 w 3 d 1 FT CS L N N 32 2 V 4 R 80 120 74 89.33 80 112 72 85.33 28 5 5 N NAD 410 N N N N N PT N M 3.2 Y N B 10.2
30 30 B housewife 10th low 9 months labour pain 41 w 5 d 37 w 4 d 1 FT VD L N N 32 3 V 3 R 90 112 86 94.67 82 108 80 89.33 26 8 8 N NAD 320 N N N N N NAD N F 2.9 Y N A 11.5
31 24 B housewife 9th low 9 months leaking 37 w 5 d 37 w 5 d 2 FT VD L N N 33 4 V 5 R 82 106 72 83.33 78 110 74 86.00 10 4 4 N NAD 280 N N N N N NAD N M 2.9 Y N A 11.9
32 22 B housewife 12th low 9 months labour pain 36 w 4 d 36 w 3 d 2 FT VD L N N 33 4 V 3 R 78 122 66 84.67 76 114 66 82.00 8 5 5 N NAD 300 N N N N N NAD N F 2.5 Y N O 10.2
33 21 B housewife 10th low 9 months labour pain 39 w 2 d 39 w 2 d 1 FT VD L N N 32 4 V 2 R 74 126 80 95.33 82 116 62 80.00 21 4 4 N NAD 220 N N N N N NAD N M 2.6 Y N B 9.8
34 22 B housewife 12th low 9 months labour pain 38 w 4 d 38 w 5 d 2 FT VD L N N 33 2 V 4 R 80 108 84 92.00 80 120 84 96.00 15 6 6 N NAD 260 N N N N N NAD N M 2.8 Y N O 12.1
35 22 B housewife 12th low 9 months labour pain 37 w 4 d 37 w 3 d 3 FT VD L N N 32 3 V 4 R 84 106 78 87.33 68 100 60 73.33 9 5 5 N NAD 310 N N N N N NAD N F 3 Y N O 9.4
36 19 B labourer 10th low 9 months labour pain 38 w 5 d 39 w 2 d 2 FT VD L N N 33 2 V 3 R 76 112 70 84.00 74 124 74 90.67 12 3 3 N NAD 280 N N N N N NAD N M 2.6 Y N A 11.8
37 23 B labourer 10th low 9 months labour pain 36 w 3 d 36 w 6 d 1 FT VD L N N 32 3 V 4 R 82 122 76 91.33 82 112 80 90.67 16 2 2 N NAD 260 N N N N N NAD N M 2.8 Y N AB 8.7
38 20 B housewife 11th low 9 months labour pain 39 w 2 d 37 w 2 d 0 31 3 V 2 R 84 128 74 92.00 80 110 78 88.67 32 6 6 N NAD 320 N N N N N NAD V F 2.8 Y N O 10.6
39 23 B labourer 8th low 9 months labour pain 39 w 5 d 38 w 6 d 1 FT VD L N N 31 3 V 1 R 86 112 86 94.67 84 110 72 84.67 12 9 9 Y 100 220 N N N N N NAD N F 2.8 Y N B 10.6
40 28 U housewife 6th low 9 months labour pain 37 w 2 d 2 FT VD L N N 32 2 V 2 R 73 108 82 90.67 78 104 68 80.00 4 4 4 N NAD 280 N N N N N NAD N F 2.7 Y N O 11.3
41 21 B housewife 11th low 9 months labour pain 36 w 1 d 38 w 6 d 2 FT VD L N N 33 4 V 3 R 68 114 74 87.33 82 98 64 75.33 6 2 2 N NAD 300 N N N N N NAD N M 2.9 Y N O 10.2
42 24 B housewife 10th low 9 months labour pain 39 w 4 d 39 w 4 d 2 FT VD L N N 33 2 V 2 R 91 106 78 87.33 84 128 80 96.00 2 5 5 N NAD 320 N N N N N NAD N F 2.9 Y N B 10.9
43 30 B housewife 12th low 9 months labour pain 37 w 3 d 37 w 4 d 2 FT VD L N N 33 2 V 1 R 73 112 82 92.00 76 116 74 88.00 9 6 6 N NAD 360 N N N N N E V M 2.8 Y N O 12.3
44 28 B housewife 10th low 9 months labour pain 36 w 4 d 36 w 4 d 1 FT VD L N N 32 4 V 1 R 84 104 84 90.67 84 132 68 89.33 6 3 3 N NAD 300 N N N N N NAD N M 2.9 Y N B 12
45 28 B housewife 10th low 9 months leaking 39 w 4 d 37 w 3 FT VD L N N 32 2 V 2 R 78 112 76 88.00 76 124 74 90.67 10 8 8 N NAD 380 N N N N N NAD N F 2.8 Y N O 10.3
46 23 B labourer 3rd low 9 months labour pain 37 w 3 d 36 w 1 d 0 31 3 V 4 R 82 108 68 81.33 92 128 76 93.33 46 7 7 N NAD 350 N N N N N E N M 2.9 Y N A 12.2
47 22 B housewife 8th low 9 months labour pain 38 w 1 d 37 w 3 d 2 FT VD L N N 32 4 V 2 R 80 110 66 80.67 82 114 84 94.00 8 2 2 N NAD 320 N N N N N NAD N M 3.1 Y N B 11.4
48 22 B housewife 7th low 9 months labour pain 38 w 4 d 36 w 5 d 1 PT VD L N N 33 3 V 3 R 68 104 72 82.67 68 112 78 89.33 24 5 5 N NAD 240 N N N N N NAD N F 3 Y N AB 10.3
49 23 B housewife 8th low 9 months labour pain 37 w 2 d 38 w 1 d 1 FT VD L N N 32 2 V 5 R 77 118 68 84.67 64 116 80 92.00 27 8 8 N NAD 270 N N N N N NAD N M 2.6 Y N O 11.2
50 25 B housewife 10th low 9 months labour pain 41 w 3 d 39 w 1 d 2 FT VD L N N 33 3 V 2 R 83 100 70 80.00 78 108 76 86.67 10 7 7 N NAD 200 N N N N N NAD N F 2.7 Y N B 10
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1 30 B housewife 9th low 9 months labour pain 38 w 2 d 37 w 4 d 1 FT VD L NAD N 33 3 V 2 Reg 90 112 80 90.67 82 116 78 90.67 20 4 2 N NAD 320 N N N N N E V M 3 N BA O 9.5
2 24 B housewife 10th low 9 months labour pain 37 w 4 d 36 w 2 d 0 32 4 V 3 Reg 80 116 74 88.00 88 122 72 88.67 36 15 12 Y 110 370 N N N N N E N F 3.2 Y N A 10.5
3 22 B housewife 9th low 9 months labour pain 39 w 1 d 38 w 5 d 2 FT VD L NAD N 33 3 V 1 Reg 79 120 76 90.67 84 128 70 89.33 11 3 2 N NAD 260 N N N N N NAD N F 2.6 Y N O 12.1
4 24 B housewife 10th low 9 months leaking 37 w 5 d 36 w 3 d 2 FT VD L NAD N 32 3 V 4 Reg 88 108 68 81.33 76 124 62 82.67 13 4 2 N NAD 300 N N N N N NAD N M 3.1 Y N B 11.6
5 20 B housewife 10th low 9 months leaking 36 w 5 d 37 w 2 d 0 32 3 V 1 Reg 86 110 70 83.33 85 108 72 84.00 40 21 20 N NAD 320 N N N N N NAD N F 2.8 Y N O 9.4
6 21 B labourer 2nd low 9 months labour pain 37 w 4 d 37 w 1 d 1 FT CS L NAD N 32 4 V 2 Reg 76 124 66 85.33 80 108 68 81.33 22 3 2 N NAD 270 N N N N N NAD N M 2.9 Y N B 10.3
7 21 B housewife 12th low 9 months labour pain 38 w 5 d 37 w 1 d 1 FT VD L NAD N 33 3 V 3 Reg 82 120 72 88.00 68 112 70 84.00 15 4 3 N NAD 260 N N N N N NAD N M 2.7 Y N B 10.5
8 26 B labourer 5th low 9 months labour pain 39 w 2 d 37 w 2 d 3 FT VD L NAD N 34 4 V 2 Reg 86 116 76 89.33 90 108 74 85.33 8 3 3 N NAD 320 N N N N N NAD N F 2.6 Y N B 11.3
9 24 B housewife 12th low 9 months labour pain 40 w 5 d 38 w 1 FT VD L PIH 33 3 V 1 Reg 78 100 64 76.00 86 102 66 78.00 28 4 2 N NAD 300 N N N N N PT N F 3.1 Y N O 11.4
10 20 B housewife 12th low 9 months labour pain 38 w 4 d 36 w 5 d 0 34 2 V 5 Reg 90 108 60 76.00 96 100 62 74.67 32 16 12 N NAD 310 N N N N N PT N F 3.1 Y N O 11.2
11 32 B labourer 4th low 9 months labour pain 37 w 4 d 36 w 3 d 1 FT VD L NAD N 32 3 V 3 Reg 84 110 74 86.00 100 96 72 80.00 15 5 5 Y 160 420 N N N N N NAD N M 3.1 Y N AB 12.1
12 24 B housewife 10th low 9 months labour pain 37 w 2 d 37 w 1 d 2 FT VD L NAD N 32 2 V 4 Reg 90 120 84 96.00 82 112 86 94.67 9 2 2 N NAD 220 N N N N N NAD N M 2.9 Y N B 9.8
13 22 B housewife 11th low 9 months labour pain 38 w 1 d 36 w 5 d 0 32 3 V 2 Reg 68 104 70 81.33 70 102 70 80.67 44 20 15 Y 72 300 N N N N N NAD N M 3 Y N A 10.2
14 19 B housewife 8th low 9 months labour pain 37 w 36 w 4 d 3 FT VD L NAD N 33 3 V 2 Reg 74 108 68 81.33 80 110 76 87.33 10 2 2 N NAD 350 N N N N N NAD N F 2.9 Y N A 10.2
15 23 B labourer 6th low 9 months leaking 38 w 5 d 37 w 5 d 2 FT VD L NAD N 32 3 V 4 Reg 86 116 80 92.00 92 106 74 84.67 8 2 1 N NAD 210 N N N N N NAD N F 3 Y N A 10.2
16 25 B housewife 11th low 9 months labour pain 39 w 1 d 38 w 5 d 2 FT VD L NAD N 33 2 V 5 Reg 80 118 76 90.00 82 110 74 86.00 15 5 4 N NAD 300 N N N N N NAD N F 2.8 N TTN O 10.8
17 20 B housewife 10th low 9 months labour pain 40 w 2 d 37 w 2 d 1 FT CS L NAD N 32 4 V 3 Reg 82 120 88 98.67 88 108 72 84.00 26 3 3 N NAD 300 N N N N N NAD N F 2.7 Y N O 9.5
18 25 U labourer 5th low 9 months labour pain 36 w 6 d 0 32 3 V 2 Reg 82 104 70 81.33 90 100 72 81.33 25 22 20 N NAD 270 N N N N N NAD N F 2.6 N MAS B 10.6
19 20 B housewife 10th low 9 months labour pain 38 w 5 d 38 w 5 d 2 FT VD L NAD N 31 4 V 1 Reg 84 108 68 81.33 78 106 66 79.33 14 3 2 N NAD 230 N N N N N NAD N F 2.7 Y N AB 11.4
20 26 B housewife 10th low 9 months labour pain 38 w 3 d 38 w 3 d 0 32 4 V 2 Reg 92 114 78 90.00 88 110 78 88.67 52 12 10 Y 50 280 N N N N N NAD N M 2.7 Y N B 10.1
21 25 B housewife 9th low 9 months labour pain 39 w 5 d 37 w 4 d 1 PT VD L NAD N 33 2 V 3 Reg 68 126 80 95.33 78 128 76 93.33 30 4 2 N NAD 270 N N N N N NAD N F 2.7 Y N AB 10.3
22 21 B housewife 10th low 9 months labour pain 39 w 1 d 37 w 5 d 2 FT VD L NAD N 34 3 V 4 Reg 82 114 72 86.00 82 110 74 86.00 22 1 1 N NAD 200 N N N N N NAD N M 3.2 Y N O 12.7
23 20 B housewife 12th low 9 months labour pain 39 w 6 d 36 w 3 d 1 FT CS L PIH 31 2 V 3 Reg 85 120 86 97.33 80 112 82 92.00 24 3 2 N NAD 230 N N N N N NAD N M 2.8 Y N A 10.5
24 22 B housewife 10th low 9 months labour pain 39 w 40 w 3 d 3 FT VD L NAD N 32 3 V 2 Reg 76 104 68 80.00 87 100 66 77.33 13 4 3 N NAD 280 N N N N N NAD N M 2.8 Y N AB 11.9
25 20 B labourer 8th low 9 months leaking 38 w 4 d 36 w 4 d 2 FT VD L NAD N 32 3 V 2 Reg 84 102 66 78.00 76 98 66 76.67 10 6 5 N NAD 270 N N N N N NAD N F 3 Y N O 11.3
26 25 U housewife 10th low 9 months leaking 37 w 2 d 3 FT VD L NAD N 33 2 V 3 Reg 92 116 70 85.33 78 110 80 90.00 16 2 1 N NAD 310 N N N N N NAD N F 3.1 Y N O 10.8
27 20 B housewife 4th low 9 months labour pain 39 w 5 d 36 w 3 d 3 FT VD L NAD N 34 2 V 4 Reg 80 114 72 86.00 82 112 80 90.67 10 2 1 N NAD 600 N N Y Y Y NAD N M 3 N TTN B 9.6
28 25 B housewife 9th low 9 months labour pain 37 w 5 d 37 w 4 d 1 FT VD D NAD N 32 3 V 5 Reg 78 128 80 96.00 80 120 74 89.33 20 5 4 N NAD 240 N N N N N NAD N F 2.6 Y N B 11.9
29 21 B labourer 9th low 9 months labour pain 36 w 3 d 36 w 3 d 3 FT VD L NAD N 31 4 V 3 Reg 82 134 82 99.33 93 126 76 92.67 21 3 3 N NAD 350 N N N N N E V M 2.7 Y N A 9.5
30 25 B housewife 9th low 9 months labour pain 39 w 2 d 38 w 1 d 2 FT VD L NAD N 32 3 V 2 Reg 68 122 78 92.67 80 116 72 86.67 16 4 3 N NAD 320 N N N N N PT N M 3.2 Y N A 10.2
31 20 U housewife 9th low 9 months leaking 40 w 1 d 39 w 3 d 2 FT VD L NAD N 32 2 V 3 Reg 66 106 70 82.00 70 104 70 81.33 7 5 4 N NAD 240 N N N N N NAD N M 2.7 Y N B 10.6
32 26 B housewife 10th low 9 months labour pain 38 w 4 d 38 w 5 d 0 32 3 V 1 Reg 82 136 74 94.67 89 124 70 88.00 24 14 11 N NAD 300 N N N N N NAD N M 2.8 Y N O 11.7
33 23 B labourer 6th low 9 months labour pain 40 w 2 d 39 w 1 d 1 FT VD L NAD N 33 2 V 3 Reg 86 112 72 85.33 95 110 74 86.00 16 4 3 Y 45 210 N N N N N NAD N F 2.9 Y N A 12.2
34 21 B housewife 9th low 9 months labour pain 37 w 3 d 39 w 4 d 1 FT VD L NAD N 34 3 V 4 Reg 78 108 60 76.00 82 106 68 80.67 18 3 3 N NAD 240 N N N N N NAD N F 2.8 Y N O 9.8
35 25 B housewife 10th low 9 months labour pain 36 w 4 d 37 w 6 d 2 FT VD L NAD N 33 3 V 3 Reg 66 116 68 84.00 75 110 66 80.67 8 3 2 N NAD 270 N N N N N NAD N F 2.6 Y N B 9.9
36 24 B housewife 8th low 9 months labour pain 38 w 5 d 38 w 2 d 1 FT VD L NAD N 32 3 V 2 Reg 70 104 70 81.33 112 102 70 80.67 22 5 4 N NAD 530 N N Y Y NAD N M 2.8 Y N A 8.8
37 21 B housewife 7th low 9 months labour pain 38 w 1 d 36 w 6 d 2 FT VD L PPH 31 3 V 2 Reg 85 126 72 90.00 82 118 68 84.67 10 7 6 N NAD 230 N N N N N NAD N M 2.9 Y N O 10.3
38 25 B housewife 10th low 9 months labour pain 39 w 3 d 38 w 5 d 2 FT VD L NAD N 32 2 V 4 Reg 76 128 78 94.67 84 114 70 84.67 18 4 4 N NAD 280 N N N N N NAD N F 2.9 Y N O 8.6
39 20 U housewife 10th low 9 months labour pain 39 w 5 d 1 FT VD L NAD N 33 3 V 5 Reg 78 116 66 82.67 80 118 74 88.67 26 2 2 N NAD 240 N N N N N NAD N F 2.5 Y N B 10.7
40 21 B worker 12th low 9 months labour pain 37 w 4 d 37 w 4 d 3 FT VD L NAD N 33 3 V 4 Reg 80 110 68 82.00 86 124 66 85.33 8 1 1 N NAD 290 N N N N N NAD N F 2.8 Y N O 11.2
41 24 B housewife 8th low 9 months labour pain 39 w 2 d 36 w 3 d 3 FT VD L NAD N 32 3 V 3 Reg 74 112 80 90.67 78 110 74 86.00 12 2 2 N NAD 260 N N N N N NAD N F 2.9 Y N O 12.6
42 20 B housewife 9th low 9 months labour pain 40 w 3 d 38 w 5 d 0 32 2 V 3 Reg 68 126 72 90.00 80 122 70 87.33 28 10 9 Y 350 410 N N N N N E V F 3.1 Y N B 10.3
43 25 B housewife 10th low 9 months labour pain 38 w 5 d 37 w 2 d 1 FT VD L NAD N 32 3 V 4 Reg 92 106 80 88.67 76 102 74 83.33 22 3 3 N NAD 250 N N N N N NAD N F 2.8 Y N O neg 11.4
44 20 B labourer 9th low 9 months labour pain 37 w 36 w 6 d 2 FT VD L NAD N 31 4 V 3 Reg 68 112 70 84.00 70 114 66 82.00 17 5 4 N NAD 310 N N N N N NAD N F 2.5 Y N O 10.9
45 30 B housewife 10th low 9 months labour pain 39 w 4 d 36 w 1 d 0 33 3 V 2 Reg 83 106 64 78.00 96 100 60 73.33 30 15 13 N NAD 450 N N N N N E F M 3.3 N BA B 8.2
46 20 B labourer 3rd low 9 months labour pain 37 w 5 d 39 w 5 d 2 FT VD L NAD N 32 4 V 3 Reg 78 114 62 79.33 86 112 60 77.33 7 3 2 N NAD 330 N N N N N NAD N F 3.1 Y N B 11.5
47 25 B housewife 8th low 9 months labour pain 37 w 1 d 38 w 3 d 1 FT VD L NAD N 32 4 V 1 Reg 74 104 76 85.33 88 100 74 82.67 20 2 2 N NAD 390 N N N N N PT N M 3.2 Y N B 12.6
48 22 B housewife 7th low 9 months labour pain 38 w 4 d 37 w 2 d 0 33 4 V 3 Reg 80 116 72 86.67 86 112 70 84.00 38 11 9 N NAD 330 N N N N N NAD N M 2.6 Y N A 10.1
49 20 U housewife 8th low 9 months labour pain 36 w 5 d 36 w 3 d 3 FT VD L NAD N 32 4 V 4 Reg 68 108 64 78.67 80 104 62 76.00 6 2 2 N NAD 380 N N N N N NAD N F 2.7 Y N B 10.2
50 25 B housewife 6th low 9 months labour pain 38 w 3 d 37 w 3 d 1 FT VD L NAD N 33 3 V 3 Reg 86 122 84 96.67 72 114 80 91.33 18 3 2 N NAD 210 N N N N N NAD N F 2.8 Y N B 10.4
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