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Abstract:

Background: Unengagement of the head in primigravida has long been considered a possible
sign of cephalopelvic disproportion. It is associated with a higher risk of obstructed labor.
The aim of this study was to; assess outcome of labor in nullipara at term with unengaged
vertex. Setting this study was conducted in labor and premature Hospital at Zagazig
Maternity Hospitals. Subjects: a representative sample of 200 parturient women (100 had
engaged head and 100 had unengaged fetal head) was recruited for this study. The tools used
for data collection were; an interview questionnaire sheet, a clinical assessment form, the
partograph, a summary of labor sheet and a neonatal assessment sheet. The results of the
present study revealed that in more than three fifth (63.0%) of women with unengaged head
the cause was unknown but it was most common among those with deflexed head (25.0%),
they also had significantly longer first stage of labor (p=0.000). Cesarean section rate was
significantly found to be more in the unengaged group being 35.0%. Most of the C-sections
were carried out due to failed labor progress (76.9%). Patients with unengaged fetal head had
significantly lower Apgar scores in 1*' (p=0.000) and 5™ min (p= 0.446). Conclusion: It can
be concluded that, patients with unengaged vertex are at higher risk for cesarean delivery due
to arrest disorders as well as lower fetal APGAR scores. Recommendations: The study
recommended that, the watchful expectancy and timely intervention, especially in cases
where no etiological factor is found, by blotting a partogram and using oxytocin judiciously
when labor appears to be taking a protracted course, most of the women with unengaged head
will deliver vaginally with minimal maternal and fetal morbidity.
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Introduction:

Labor is the process by which regular
painful uterine contractions bring about
effacement and dilatation of the cervix
and descent of the presenting part,
ultimately leading to expulsion of the
fetus and placenta from the mother "

Engaged vertex is defined as, the
mechanism by which the biparietal
diameter—the greatest transverse
diameter of the presenting part (of the
fetal head) passes through the pelvic
inlet. Although the engagement of the
fetal head is usually
regarded as a phenomenon of labor, in
nulliparas it commonly occurs during
the last few weeks of pregnancy.

When it does so, it is confirmatory
evidence that pelvic inlet is adequate
for that fetal head. Failure of the fetal
head to engage in early labor is a
greater indicator of operative birth. ¥

In many multiparous and some
nulliparous women, the fetal head is
freely movable above the pelvic inlet
at labor onset. In this circumstance,
the head is sometimes referred to as
“floating.” A normal-sized head
usually does not engage with its
sagittal suture directed
anteroposteriorly. Instead, the fetal
head usually enters the pelvic inlet
either transversely or obliquely. !
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According to Ward and Hisley,
the engagement of the presenting part
decreases the upward pressure on the
diaphragm result in easier breathing.
But once the baby has shifted his
position down into the women pelvis,
the downward settling may lead to;
leg cramps, increased pelvic pressure,
urinary frequency, venous stasis,
causing edema in the lower
extremities. As well as increased
vaginal secretions, due to congestion
in the vaginal mucosa.

Igbal and Sumaira, mentioned
that, the most common cause for
unengaged fetal head at term or onset
of labor was deflexed head followed
by cephalopelvic disproportion, loops
of cord around the neck, pre-labor
rupture of membranes,
hydrocephalus, and polyhydramnios.
Many primigravida with high fetal
head can be given a trial of labor and
can be successfully delivered
vaginally.  Finding the cause,
therefore, is the first step towards
spontaneous or assisted vaginal
delivery. ©

The fetal head would remain high
whenever there is obstruction in
powers, passages and the passenger.
This pertains to both bony as well as
soft tissue aspects of mother and fetus
and include; uterine and extra uterine
causes such as; cephalopelvic
disproportion (CPD), fetal
malposition, large size of fetus, soft
tissue masses in the pelvis "uterine
fibroids, ovarian tumors.” Placenta
previa and even faecal impaction has
been also reported to obstruct descent
of fetus in labor. ©

Significance of the study:

From clinical observations, it was
observed that unengaged vertex at the
onset of labor is associated with
maternal, fetal, and perinatal
complications among women

delivering at Zagazig University
hospitals. Yet a cross sectional
analytical study to provide evidence
for such problem and its effect on
mother and fetus is scarce. Since high
quality care is based on procedures
and interventions that have been
justified by scientific research
"evidence based research."Therefore,
the present study was undertaken to
determine the outcome of labor in
nulliparous women with unengaged
head. This may help in offering the
proper and timely management and
reduce maternal and neonatal
morbidity. 7

Aims of the study:

The aim of the current study was to:
Determine outcome of labor in
nullipara at term with unengaged
vertex

Research questions:

What is the maternal and neonatal
outcome of labor among parturient
nullipara with unengaged vertex?

Subjects and methods:
Research design:

A descriptive  design  was
adopted in this study.
Setting:
This study was conducted in labor
and premature Hospital at Zagazig
Maternity Hospitals.

Subjects:

A total of 200 cases were studied
over 7 month’s period. Among these
100 had engaged head and 100 had
unengaged fetal head. Women were
eligible for recruitment in the study if
they met the following inclusion
criteria:

* Primigravida with single living
fetus and cephalic presentation

» Intact membranes and no history of
vaginal bleeding.

= Full term gestation between 37-41
weeks of gestation.
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* In early labor , regular uterine
contractions and No induction of
labor

Exclusion criteria:

Those with skeletal deformity,
intrauterine growth restriction,
previous uterine surgery, ante partum
hemorrhage and multiple gestations
were excluded. Similarly primigravida
who presented with medical or
obstetrical complications were
excluded from the study.

Tools of data collection:

Data collection was done through the

use of the following tools:

Tool (2): The interview

questionnaire form: It was developed

by the researcher for collection of the
following data:

= Socio-demographic data such as;
women’s age, level of education,
occupation and social condition

» Current pregnancy condition which
includes the history of ANC
received and problems encountered
during pregnancy.

Tool (2): Clinical assessment on

admission to labor room and at the

beginning of patient’s recruitment:
which included data about the general

examination, local abdominal and P/V

examination  and investigations

required; to find out; B.P, weight,
fundal height, fetal lie, position and
presentation, FHS. The level of
engagement was assessed and Bishop

Score was estimated.

Ultrasonography was done to confirm

fetal gestational age, fetal viability, and

fetal weight ....etc.

Tool (3): Partograpg: this was used to

record data related to diagnosis of

labor, fetal condition, labor progress,
as well as maternal condition.

Tool (4): Summary of labor record:

included data about the mode of

delivery, the type, and indications of

CS, placental delivery, duration of the

stages of labor as well as the

conditionof the uterus and perineum

after labor and any problems

encountered.

= As for neonatal assessment, data
concerning the Apgar score at first
and fifth minute, birth weight need
for resuscitation as well as
admission to NICU were all
recorded.

= Care Unit (NICU).

Content validity:

The tools were tested for content
validity by five experts in the field of
obstetrics and gynecological nursing.
The recommended modifications were
done and the final form was ready for
use.

Pilot  study:

A pilot study was carried out on a
sample of 20 parturient women to test
the study tools in terms of clarity and
feasibility, and the time required to be
applied. Necessary modifications were
done.

Field study:

Data collection took a period of 7
months from the fist of March 2013 to
the first of October 2013. After getting
the official permission, the pilot testing
of the study tools was done and
analyzed. The researcher interviewed
the women and explained the purpose
of the study, and obtained their verbal
consent. Patients were selected
according to the inclusion and
exclusion criteria.  After taking
informed consent and reassuring
patients regarding expertise and
confidentiality, those with unengaged
fetal head were placed in the first
group (group A) and those with
engaged fetal head in the second group
(group B).

Detailed  history was taken
regarding  parity,  duration  of
pregnancy, and history of labor pains.
Examination was done including
general examination (B.p, height,
weight), abdominal examination for
fudal  height, lie, presentation,
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engagement, palpable uterine
contractions and fetal heart rate. Pelvic
examination for pelvic assessment and
estimation of Bishop score.

Ultrasonography was done to
confirm the above mentioned findings.
Duration of the latent phase was
measured and patients with inadequate
uterine contraction were augmented
with oxytocin. The course of labor in
the two groups was recorded on the
paragraph. All patients were studied in
detail with reference to the course of
labor, intervention required, mode of
delivery and feto-maternal outcome
Administrative and ethical
considerations:

An official permission was
obtained by submission of an official
letter from the Faculty of Nursing to
the responsible authorities of the study
setting to obtain the permission for
data collection. Nursing and medical
staff responsible for the patients were
approached to gain their cooperation.
All ethical issues were taken into
consideration during all phases of the
study.

Statistical analysis:

After the collection of data, it was
revised, coded and fed to statistical
software SPSS version 16. The
statistical analysis used considered all
tests to be T test with alpha error =
0.05. Microsoft office Excel software
was used to construct the needed
graphs. After collection of data, it was
revised, coded, and fed to statistical
software SPSS version 16. The
statistical analysis used T test with
alpha error = 0.05. Microsoft office
excel software was used to construct
the needed graphs. After data coding
the following data manipulations were
done.

Results:

Table (1): Showed that as regards
age, the table shows no statistical
significance difference between the
two group (X* =1.9, p= 0.390). The

maximum number of cases was in the
age group between 21-25 years.
Meanwhile, the percentage of women
with secondary or university education
was higher in the control group
(95.0%) compared to the study group.
Differences observed are statically
significant (X* =26.8, P= 0.000%).
Moreover, the majority of women in
the two groups were housewives
(96.0% vs. 93.0%) with no difference
of statistical significance.

Table (2): showed that women in
the unengaged head group were more
likely to have higher gestational age ">
40 weeks" compared to those in
engaged head group (35.0% vs. 29.0%
weeks) However, difference observed
is not  statistically  significant.
However, more women in control
group (92.0%) had antenatal care more
than four times compared to 78.0% of
women in the study group. Difference
observed was statistically significant
(X?=7.7,P =0.006%).

Table (3): Demonstrated that
distribution of women according to the
general examination on admission to
the labor room. The mean weight and
height were almost similar in both
groups. However, women in the
unengaged head group were more
likely to be shorter than the control
group (167.0 vs. 170.0), but with no
statistical ~ significant  difference.
However, less number of women in the
unengaged head group (96 vs. 98) had
normal CTG findings compared to
those in the control group, but with no
statistical significant difference.

Table (4): showed that the total
numbers of parturient women with
unengaged and engaged fetal head
were divided "on admission to labor
room" into five groups based on
station of their fetal head. As showed
in table 4, the majority of the study
group (89.0%) had a station of -1 or -2.
However, those in the control group
(87.0%) were mostly admitted at 0
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station and only 13.0% who had +1
station.

Table (5): showed that in the
majority of women (85.7%) in the
study group the fetal head engaged
during the active phase of labor
(between 4-7 cm). Only 11.7% of the
study group who showed >8 cm at 0
station of the fetal head. Difference
observed was statistically significant
(X?=87.5, P=0.000%).

Table (6): indicated that women in
the unengaged group show abnormal
uterine contractions during the early
active phase together with higher
percentage of increased fetal heart rate.

Table (7): indicates a statistical
significance difference among the two
groups regarding the condition of the
membranes at 0 station, where almost
one fourth (25.9%) of women with
unengaged vertex had their membranes
being ruptured in contrast to only
13.0% among the engaged head with
statistical significant difference (X
=49, P=0.028*). Meanwhile, almost
one fourth (27.2%) of women with
unengaged vertex had meconium
stained compared to the control group
12.1%. Moreover, women who had
unengaged vertex were significantly
more likely to receive an increasing
dose of oxytocin infusion than the
engaged group (20.0% vs. 6.0%). The
difference observed is statistically
significant (X*=8.7, P=0.003*).

Table (8): showed that the mean
duration of the first stage among the
study group was longer than the
control group (6.3£1.3 vs. 4.7£1.1
respectively). The difference observed
1s statistically significant (Z=7.3,
P=0.000*). However, the duration of
the second stage of labor was slightly
shorter and partially similar during the
third stage in the study group
compared to those in the control group,
but with no statistical significant
difference (36.6£11.1, 5.8+13.1 ws.
38.249.4, 5.6+1.5 respectively).

Figure (1): Illustrated that, in
more than three fifth of women
(63.0%) with unengaged head the
cause was unknown. However,
deflexed head was the most common
reason for non engaged head (25.0%)
followed by big size baby >4kg (5.0).

Figure (2): showed that almost
one third of women in the study group
(35.0%) had caesarean delivery
compared to 12.0% in the control
group. The difference observed is
statistically significant (p=0.000%). It is
also evident that, emergency C.S was
higher in study group than the control
group but with no statistical significant
difference.

Figure (3): showed that the
failure in labor progress was the most
common indication in the study group
76.9% versus 23.0% among the control
group, followed by fetal distress in 1st
stage of labor (73.3% vs. 26.6%
respectively).

Figure (4): showed that fetal
Apgar at the first minute was found to
be abnormal (less than 7) in the
majority of the study group (93.0%)
compared to those in the control group
(31.0%). Difference observed is
statistically ~ significant (=83 &
P=0.000%*). At the fifth minute the
mean Apgar score of the study group
showed lesser improvement than the
control group (9.1 £ 1.6 vs. 9.6 + 1.4).
The difference observed is statistically
significant (t=2.4 & P=0.018%).

Discussion:

According to the present study
finding, the maximum number of cases
was in the age group between 21-to
less than 25 years with the mean age
among the unengaged group slightly
more than the engaged group with no
statistically significant difference. This
has been also reported in other
communities; for instance " study in
India and ©® study in India who
indicated that the maximum number of
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cases was in age group of 22-25 years.
On the other hand, ®  found no
difference in the mean age between the
engaged and unengaged groups. This
discrepancy with the present study
might be due to the fact that almost all
women in the present study had weeks
of gestation within the normal range at
the start of labor.

The present study finding
indicated that women in the unengaged
head group were more likely to have
higher gestational age (= 40 weeks)
than the engaged group. This
contradicts the findings of ® who
found that mean gestational age was
almost similar in the two groups and
slightly lower than the mean age of the
present study. Meanwhile, all women
in the two groups had received
antenatal care during their current
pregnancy, starting from the first
trimester. But, women in the
unengaged group had less number of
visits compared to the control group.
This is an important factor in the
outcome of pregnancy since there is
evidence that compliance to ANC is
associated with maternal and fetal
outcome.

The current study results revealed
that in more than three fifth of women
with unengaged head the cause was
unknown. Meanwhile, deflexed head
was the most common probable factor
for unengaged head followed by big
size baby >4kg, loop of cord around
neck and polyhydramnios. This finding
is in partial agreement with © study in
Lahore who found that in more than
two fifth (46.0%) of women with
unengaged head the cause was not
known, but it was most common
among those with deflexed head
(25.0%), CPD (20.0%), or with loop of
cord around neck (4.0%). On the other
hand, ©® study in Pakistan, have
reported that almost one third 19
(32.8%) of women had no apparent
cause for the non engagement of the

head. But, fetal mal-position in
(17.2%), large fetal size in 5 (8.6%)
women, cord around fetal neck (6.9%)
and CPD (0.7%) were reported as
possible causes of high fetal head.

The majority of women in the
unengaged group had -1 and -2 station
on admission to labor, compared to
none in the engaged group who were
mostly admitted at O station. In this
respect @ study in India found that out
of 130 primigravida with unengaged
head at term, 40 cases had free floating
head, 57 had their vertex was at -3
station, 28 cases had -2 station and 5
cases at term had -1 station at the onset
of labor. The discrepancies between
the present study finding and the
previous one might be related to the
setting and size of the sample as well
as its inclusion criteria.

Most of the fetal head
engagement in the study group
significantly occurred during the active
phase of labor (p=0.000). Similarly ‘?
study in India "about the relationship
of time of engagement of head in
Primipara with spontaneous onset of
labor,” have reported that, engagement
occurred mostly (88.0%) during the
active phase of labor. In addition, "
reported that the engagement occurred
in 95.0% during active phase and 5.0%
in the latent phase of labor. Recently,
® demonstrated that the engagement
occurred in 93.0% during the active
phase of labor and 4.3% in latent phase
and it did not occur in 3.7%.

Moreover, women in the
unengaged group had significantly
more percentage of rupture of
membranes at 0 station, meconium
stained, and increasing need for
oxytocin. In congruence with this 12 in
India reported that, among 62
primiparas with floating fetal heads at
term, the membranes ruptured
spontaneously before onset of labor in
16 patients, and in 24.0%, artificial
rupture of the membranes was

Zagazig Nursing Journal

July; 2014

Vol.10, No.2



Hemmat Moustafa Abdel Mageed

Outcome of Labor in Nullipara at term with Unengaged vertex

performed in the first or second stage
to facilitate a trial or test labor. In
addition, ©® have shown that, the
augmentation of labor with oxytocin
was less in women with engaged head
compared to the control group (72.0%
vs. 33.0% respectively).

The present study findings also
point to a longer duration of the first
stage of labor in the unengaged group
(Z=7.3, P=0.000%*) In this respect (13)
demonstrated that higher stations at the
onset of labor were associated with an
increase in the duration of labor and in
the incidence of dysfunctional labor
patterns. These results were consistent
with the study conducted by ©-7

The current study has also
demonstrated that in the unengaged
group, failure of labor progress was the
most common indication of CS
followed by fetal distress. Similar
finding was reported by "¥ in Santa
Clara in their study about risk of
cesarean delivery in nulliparous
women at greater than 41 weeks’
gestational age with an unengaged
vertex. They have indicated that most
of the cesarean deliveries were
performed for arrest of dilation or
descent: 78 of 94 cesarean sections in
the unengaged group were performed
for arrest of dilation or descent,
whereas 12 of 94 were performed for
fetal intolerance to labor.

As regards fetal outcomes, the
mean Apgar score at the first and fifth
minute was lower among newborn of
women with unengaged vertex
compared to those in the engaged
group with statistical significant
difference (p= 0.000*, 0.018*). The
difference was more evident in the first
minute. These findings are in
agreement with ®'>'® The findings
might be explained by the problems
generated due to failure of labor
progress, and longer duration of the
active phase of labor which interfere

with uteroplacental blood flow and
lower oxygen supply to the fetus. !
Conclusion:

According to the findings of the
present study, it can be concluded that
the lower segment cesarean section
was the mode of delivery in almost one
third of these patients, most commonly
due to arrest disorders or fetal distress.
There was no serious maternal
complication among the study group
except third and fourth degree perineal
tear. But, they had big size babies and
there were two neonatal deaths, low
Apgar score which is evident in the
first minute as well as higher
percentage of asphyxia.

Recommendations:

On the basis of the most important
findings of the study, the following
recommendations are suggested:

= Watchful expectancy and timely
intervention, especially in cases
where no etiological factor is
found, by blotting a partogram and
using oxytocin judiciously when
labor appears to be taking a
protracted course, most of women
with unengaged head will deliver
vaginally with minimal maternal
and fetal morbidity.

= Written clinical guideline or
nursing protocol for  the
management of patient with
unengaged fetal head at the onset
of labor should be developed and
used by the nursing staff.

» A true randomized clinical trial is
recommended to provide further
confirmation of the present study
findings.

= Nurses knowledge about the
problem of unengagement of the
head at the onset of labor must be
periodically  upgraded through
scientific ~ workshops, in-service
training, because nurses have a
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significant role and profound
impact in the management of this
condition.

Table (1): Distribution of the studied women according to their socio-
demographic characteristics

Groups
Unengaged head Engaged head
Socio demographic (n=100) (n=100) X? P
data No % No %
Age
= <20 12 12.0 18 18.0 1.9 0.390
= 20- 67 67.0 66 66.0
= 25-37 21 21.0 16 16.0
Range 17-37 18-35
Mean + SD 225+34 21.9+32 t=1.2 0.245
Education
= [lliterate 22 22.0 4 4.0 26.8 0.000%"
* Preparatory 11 11.0 1 1.0
* Secondary 55 55.0 71 71.0
*  University 12 12.0 24 24.0
Occupation
= House wife 96 96.0 93 93.0 0.89 0.352
=  Working 4 4.0 7 7.0
A P value based on Mont Carlo exact probability * P < 0.05 (significant)

Table (2): Distribution of the studied women according to Current pregnancy
condition (n=200)

Groups
Current pregnancy Unengaged head Engaged head NG P
condition (n=100) (n=100)
No % No %
Gestational age at the
time of delivery
= 37 wks 8 8.0 14 14.0 2.2 0.333
= 37-39 57 57.0 57 57.0
= 40 35 35.0 29 29.0
= Mean =+ SD 39.0+ 1.0 388+ 1.0 =12 0242
Antenatal care NA NA
" Yes 100 100.0 100 100.0
Onset of antenatal care
= st trimester 89 89.0 91 91.0 0.22 0.637
=  2nd trimester 11 11.0 9 9.0
Number of antenatal care
Visits 7.7 0.006*
L) 22 22.0 8 8.0
= >4 78 78.0 92 92.0
* P < 0.05 (significant)
Zagazig Nursing Journal July; 2014 Vol.10, No.2
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Table (3): Distribution of the studied women according to their general condition

of the mother and the fetus on admission to labor room

Groups
Unengaged Engaged head
General examination on admission head(n=100) (n=100) t P
Weight
=  Minimum 60.0 57.0
=  Maximum 98.0 100.0 0.44 0661
= Mean 81.1 81.7
= SD 9.1 10.2
Height
=  Minimum 140.0 140.0
=  Maximum 167.0 170.0 0.38 0.707
= Mean 157.8 158.5
= SD 11.1 14.5
SBP
= Mean 115.2 116.3 0.89 0.374
= SD 8.4 7.8
DBP
= Mean 74.7 75.4 0.75 0.452
= SD 6.6 6.4
CTG on admission
= Normal 96 98 X*=12  0.543"
»  Tachycardia 3 2
= Bradycardia 1 0
t: Independent samples t-test Z: Mann-Whitney test for two independent samples
* P < 0.05 (significant)
Table (4): Distribution of the studied women according to fetal head station on
admission to labor room
Groups
Unengaged head  Engaged head
(n=100) (n=100) X? P
Station No. % No. %
= 3 11 11.0 0 0.0
= D 44 44.0 0 0.0
= -] 45 45.0 0 0.0 84.6 0.000*
= 0 0 0.0 87 87.0
= ] 0 0.0 13 13.0
* P < 0.05 (significant)
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Table (5): Distribution of the time of engagement in the two studied groups
according to their cervical dilatation (n=200)

Time of engagement (0 station ) in the

two groups X? P
Unengaged head Engaged head
Cervical dilatation (n=77) (n=100)

No. % No. %

= 3cm 2 2.6 100 100.0 87.5 0.000*"
= 4.5 11 14.3 0 0.0
= 6-7 55 71.4 0 0.0
= >8cm 9 11.7 0 0.0

" P value based on Mont Carlo exact probability * P < 0.05 (significant)

Table (6): Distribution of the studied women according to the duration of labor

Groups

Partograph data at 0 station Unen(gna:g;e% head Eng(ﬁgel%g)ead MCP
FHR No. % No. %

= 120-160 74 96.1 98 98.0 0.958

= >160 3 3.9 2 2.0
Uterine contraction Latent phase

= Normal (regular, 5-20min apart and 2 100 100 100.0

lasting 30-45sec) NA

= Abnormal (irregular, >10min apart
and lasting less than 20sec) 0 0.0 0 0.0

Active phase
= Normal (regular, 3-5min apart and 56 84.8 0 0.0 NA
lasting 45-70sec)

= Abnormal (irregular, >10min apart

and lasting less than 40sec) 10 15.2 0 0.0
Transitional 0.0
» Normal (regular, 2-3min apart 9 100 0 NA

and lasting 60-90sec)
*  Abnormal (irregular, >3min apart
and lasting less than 60sec) 0 0.0 0 0.0

NA= the test not applicable
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Table (7): Distribution of the time of engagement in the study groups according

to partograph findings

Groups
Unengaged head Engaged head
(n=77) (n=100) X? P
Partograph data at 0 station No. % No. %
Membranes condition at O station
= Intact 57 74.0 87 87.0 4.9 0.028*
=  Ruptured 20 25.9 13 13.0
Mode of membrane rupture (N=33)
*  Spontaneous 12 36.3 10 30.3 1.1 0.314
» Artificial 8 24.2 3 9.0
=  Amniotic fluid
= Clear 11 33.3 9 27.2 0.66 0413
=  Meconium stained 9 27.2 4 12.1
Need for Oxytocin (N=100)
*  Normal dose 80 80.0 94 94.0 8.7  0.003*
*  Increasing dose 20 20.0 6 6.0

Table (8): Distribution of the studied women according to the duration of labor

Groups
Unengaged head Engaged head

N.V.D data (n=65) (n=88) 4 P
Length of first stage from the time of admission(hrs)
= Mean 6.3 4.7
= SD 1.3 1.1 7.3 0.000*
= Median 6.0 4.5
Length of second stage(min.)
=  Mean 36.6 38.2
= SD 11.1 94 1.2 0.219
= Median 30.0 35.0
Length of third stage(min.)
= Mean 5.8 5.6
= SD 13.1 1.5 0.42 0.637
= Median 5.0 5.0
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Figure (1): Distribution of the study group according to apparent reasons of
non engagement of the head as diagnosed by the physician (n=100)

Figure (2): Distribution of the studied women according to the mode of delivery
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Figure (3): Distribution of the studied women according to the Indication for
caesarean section

Figure (4): Distribution of the studied women according to neonatal
complications
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