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Hvad ved vi?

• PPH exceeding 1000 mL occurs in 6-7% of all childbirths in 
Denmark, according to the Danish National Clinical Quality 
Database for Births 

• Ca 700 fødsler med PPH > 1000 ml på AHH I 2021



Hvad ved vi? 
• Risikofaktorer: 



Background - Maternal risk factors



Background-intrapartum risk factors



Background -  Fetal risk factors
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Hvem?

• Inkluderede alle primiparius kvinder i perioden 1997 til 
2009 i Sverige

• à914939 fødsler
• PPH>1000 ml



Hvad?
• Historie med PPH øgede risikoen x 3 (5% à 15%)

• Øget risiko hvis man var af scandinavisk herkomst

• Øget risiko hvis man boede med BF
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Abstract
Purpose To assess incidence and risk factors for postpartum hemorrhage (PPH) and identify women at high risk of recur-
rence in the subsequent pregnancy.
Methods This register-based study includes data on women from the Capital Region of Denmark with two consecutive 
deliveries recorded in the Copenhagen Obstetric Database from 2007 to 2020. PPH, defined as a blood loss of 1000 mL or 
more within 24 h after delivery, was the primary outcome measure. We calculated incidence and recurrence rate of PPH and 
assessed possible risk factors at index and subsequent deliveries.
Results We included 44,800 women with 95,673 deliveries. The overall incidence of PPH was 6.3%. Women with previous 
PPH had a 3.5-fold increased risk of PPH in a subsequent delivery compared to unaffected women (19.1 vs. 5.4%; OR 4.1; 
95% CI 3.7–4.5). Major risk factors for recurrence were PPH in combination with blood transfusion or manual removal of 
placenta at the index delivery. Labor induction in subsequent pregnancy increased the risk of recurrent PPH compared to 
spontaneous onset (OR 1.5; 95% CI 1.2–1.9), while planned caesarean section reduced the risk, compared to planned vaginal 
delivery (OR 0.6; 95% CI 0.4–0.7).
Conclusion Previous PPH increases the risk of PPH in subsequent pregnancy 3.5-fold. The risk of recurrent PPH increases 
with labor induction and decreases with planned caesarean section in the subsequent pregnancy. To prevent recurrent PPH, 
personalized counseling based on risk factors, relevant labor history and maternal preferences is suggested.

Keywords Postpartum hemorrhage · Incidence · Risk factors · Recurrence risk · Denmark

Introduction

Postpartum hemorrhage (PPH) is a major cause of maternal 
morbidity and mortality in both developing and high-income 
countries [1–4]. The World Health Organization (WHO) 
defines severe PPH as blood loss of 1000 mL or more within 
the first 24 h after delivery [5]. Despite improved prevention 
and treatment, PPH exceeding 1000 mL occurs in 6–7% of 
all childbirths in Denmark, according to the Danish National 
Clinical Quality Database for Births [6].

Risk factors for PPH have been widely investigated and 
can be divided into three groups: maternal risk factors, risk 
factors during labor, and fetal risk factors. Maternal risk 
factors include: age above 35 years, obesity [BMI (Body 
mass index) above 25], uterine fibroids, fertility treatment, 
hemophilia, diabetes, hypertension, pre-eclampsia/HELLP 
syndrome (hemolysis, elevated liver enzymes, and low plate-
lets), previous PPH, history of cesarean section and antepar-
tum hemorrhage [1, 2, 4, 7–11].

Intrapartum risk factors include induction of labor, pla-
cental abnormalities, pre- or post-term delivery, abruption of 
placenta, chorioamnionitis, prolonged labor, oxytocin stim-
ulation, instrumental vaginal delivery, episiotomy, vaginal 
laceration, caesarian section and retained placenta [1, 2, 4, 
7, 8, 12–14]. Fetal risk factors include multiple gestation, 
macrosomia, and stillbirth [8–11, 14, 15].
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Included

• The risk of PPH in a subsequent pregnancy was 3.5-fold higher among women 
with PPH at index delivery compared to women with no history of PPH (19.1% and 
5.4%, OR= 4.1; 95% CI: 3.7- 4.5) 
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Only results on vertex presentation are presented because 
of limited sample size on breech presentation. Section 4.1 
shows that planned caesarean section reduces the recur-
rence risk of both PPH (OR 0.6; 95% CI 0.4–0.7), PPH 
with blood transfusion (OR 0.3; 95% CI 0.1–0.7) and 
PPH with manual removal of placenta (OR 0.01; 95% CI 
0.001–0.2) compared to planned vaginal delivery. The 
results in Sect. 4.2 shows that induction of labor increases 

the risk of PPH (OR 1.5; 95% CI 1.2–1.9), as well as 
the risk of PPH with blood transfusion (OR 2.4; 95% CI 
1.5–3.9).

Table 2  Recurrence of PPH in combination with blood transfusion or manual removal of placenta (MRP) at subsequent delivery according to 
PPH history at index delivery

PPH Postpartum hemorrhage, MRP Manual removal of placenta, OR Odds ratio, CI Confidence interval

Index birth Subsequent birth
PPH category
PPH (n = 2825) PPH and blood transfusion 

(n = 373)
PPH and MRP (n = 776)

n % OR (95% CI) N % OR (95% CI) n % OR (95% CI)

Reference
Blood loss < 1000 mL (n = 41,968)

2285 5.4 Reference 290 0.7 Reference 584 1.4 Reference

PPH (n = 2832) 540 19.1 4.1 (3.7–4.5) 83 2.9 4.3 (3.4–5.6) 192 6.8 5.2 (4.4–6.1)
PPH and blood transfusion (n = 462) 116 25.1 5.2 (4.2–6.4) 24 5.2 6.9 (4.5–10.6) 47 10.2 6.8 (5.0–9.2)
PPH and MRP (n = 737) 179 24.3 5.0 (4.2–56.0) 38 5.2 7.1 (5.0–10.0) 103 14.0 10.5 (8.4–13.1)

Table 3  Risk factors for PPH at 
subsequent birth among women 
with PPH at index delivery 
(n = 2832)

References are subsequent deliveries with blood loss < 1000 mL (n = 2292). Only significant variables lim-
ited by p values < 0.05 are presented. Adjustments made for: BMI, age, DM, smoking and hypertension
PPH Postpartum hemorrhage, MRP Manual removal of placenta, OR Odds ratio, CI Confidence interval, 
aOR Adjusted odds ratio
a Emergency CS before and during labor
b Induction of labor with amniotomy, double balloon catheter, prostaglandin or oxytocin
c Adjusted for fetal presentation
d Adjusted for induction of labor
e Adjusted for induction of labor
f Adjusted for abnormal invasive placenta and placenta previa

Subsequent birth PPH Crude OR 95% CI aOR 95% CI
n Incidence (%)

Total in the table 540 19.0
Anticoagulant treatment 31 18.6 1.9 1.2–3.0 1.9 1.2–3.0
Planned vaginal delivery 464 20.8 1.8 1.4–2.4 1.9 1.5–2.5
Planned caesarean section 76 12.6 0.6 0.4–0.7 0.5c 0.4–0.7
Emergency caesarean  sectiona 19 29.7 1.8 1.0–3.1 1.7 0.9–2.9
Premature birth < 37 + 0 36 26.5 1.6 1.0–2.3 1.6 1.1–2.4
Induction of  laborb 171 25.9 1.7 1.4–2.1 1.7 1.4–2.1
Oxytocin stimulation during labor 132 28.4 1.9 1.5–2.4 1.7d 1.3–2.1
Epidural analgesia 134 27.4 1.8 1.4–2.3 1.7e 1.3–2.1
Placenta previa 12 52.2 4.7 2.1–10.9 4.7 2.0–11.4
Retained placenta 104 84.6 28.5 17.7–48.4 29.5f 18.3–50.2
Abnormal invasive placenta (AIP) 14 82.4 20.3 6.6–88.3 23.7 7.4–109.3
Birth weight > 4000 g 169 23.4 1.4 1.2–1.8 1.4 1.2–1.8
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Discussion

In this register-based study, we examined the occurrence and 
recurrence risk of PPH ≥ 1000 mL within 24 h after delivery 
in a population from the Danish Capital Region between 
2007 and 2020. We investigated baseline risk factors and 
potential risk factors for recurrence among women with PPH 
at index delivery, and additionally, we assessed the effect of 
delivery mode and onset of labor.

We observed an overall PPH incidence of 6.3%. In the 
analysis of subsequent deliveries, we found a 3.5-fold 
increase in recurrence risk of PPH among previously 
affected women compared to unaffected women (5.4 vs. 
19.1%). Additionally, we stratified PPH by ensuing inter-
vention (none, blood transfusion, or manual removal of 
placenta), which showed that a history of either PPH, PPH 
with blood transfusion, or PPH with manual removal of 
placenta considerably increased the risk of PPH both with 
and without repeated intervention at the following delivery. 
However, the magnitude of the risks varies, as a history of 
PPH with any intervention results in greater recurrence risk 
of all three types.

We found multiple risk factors for PPH, such as BMI, 
hypertensive disorders, anticoagulant treatment, fertility 
treatment, placenta previa, induction of labor, episiotomy, 
prolonged third stage of labor and macrosomia. This cor-
respond to results reported in previous studies [4, 7, 8, 12, 
19]. Yet, only few risk factors at subsequent delivery were 
independently associated with increased recurrence risk. 
Aside from anticoagulant treatment, no maternal character-
istics were significantly associated with an increased risk 

of recurrence of PPH. Placental abnormalities and retained 
placenta increased the recurrence risk considerably. Induc-
tion of labor, planned vaginal delivery, emergency caesarean 
section and macrosomia > 4000 g also had significant asso-
ciation to PPH, while planned caesarean section reduced the 
recurrence risk.

This study has both strengths and limitations. One 
strength is that the study is based on data from a register 
with prospectively collected data, where risks of recall and 
reporting bias are expected to be minimal. The register 
has an extensive collection of variables and contains both 
maternal, delivery and fetal characteristics, which enables 
analysis from multiple angles and contributes to the study’s 
robustness. Furthermore, due to the long registry period, 
access to data on rare outcomes is obtained. However, a 
weakness of our study is that the register is geographically 
restricted to the Capital Region of Denmark, and therefore 
a considerable number of women giving birth in different 
regions were excluded for having only one delivery in the 
register. This limits sample size and could induce bias, e.g. 
because of socioeconomic differences between those leav-
ing urban areas and those staying. Due to the limited sample 
size, stratifying deliveries by characteristics results in small 
groups, which restricts the analysis to some extent. One 
could overcome these limitations using the Danish Medical 
Birth Registry to increase the number of women with con-
secutive pregnancies. However, this was beyond the scope 
of our study.

The measurements of blood loss are registered by the 
attending clinician and are based on visual estimation and 
weighing of utensils. One could argue that this method 

Table 4  Subsequent deliveries of women with PPH at index delivery (n = 2832)

The effect of planned delivery mode and onset of labor on PPH recurrence risk. References are deliveries with blood loss < 1000 mL (n = 2292). 
p values, odds ratios and 95% CI are calculated based on respectively caesarean section and induction of labor
PPH Postpartum hemorrhage, CS Caesarean section, MRP Manual removal of placenta, OR Odds ratio, CI Confidence interval.
*Haldane-Anscombe correction (adding 0.5 to both groups) was used calculating p value, OR and 95% CI

4.1: Planned mode of subsequent delivery (only vertex presentation)
PPH category Delivery mode

Planned CS (n = 532) Planned vaginal delivery 
(= 2200)

p value OR 95% CI

PPH n = 69 (13.0%) n = 457 (20.8%)  < 0.001 0.6 0.4–0.7
PPH and blood transfusion n = 6 (1.1%) n = 76 (3.5%)  < 0.01 0.3 0.1–0.7
PPH and MRP n = 0 (0%) n = 192 (8.7%)  < 0.001 0.01* 0.001–0.2
4.2: Onset of labor at subsequent delivery (only vaginal deliveries)

Induction of labor (n = 575) Spontaneous start of labor 
(n = 1418)

p value OR 95% CI

PPH n = 142 (24.7%) n = 249 (17.6%)  < 0.001 1.5 1.2–1.9
PPH and blood transfusion n = 33 (5.7%) n = 35 (2.5%)  < 0.001 2.4 1.5–3.9
PPH and MRP n = 65 (11.3%) n = 127 (9.0%) 0.1 1.3 0.9–1.8
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Facts

• Singleton med GA >21+6 
i Norge fra 1967-2017

• 2.790.090 fødsler

• 10% med PPH



Og hvad fandt de så?

• 3-gange så høj risiko for PPH ved anden fødsel sammenlignet med kvinder uden tidligere
PPH

• The risk of severe PPH >1500 ml in the second delivery was higher for mothers with 
severe PPH in the first delivery (aOR: 6.0, 95% CI 5.5–6.6), than for those with PPH 
of>500 ml (aOR: 3.5, 95% CI 3.3–3.7)



Og hvad fandt de så?

• Subsequent pregnancy: 64.0% and 74.8%

• Dreng: aOR 0.89 (95%CI 0.88-0.90)

• Øget BW à øget risiko (5 kg: OR 8.06 (95%CA 7.06-9.21)

(aOR: 1.12, 95% CI 1.03–1.21) 



Take Home

• Ca. 3.5 gange øget risiko for gentagelse

• Jo sværere forløb første gang à jo højere risiko 



Skulderdystoci



Introduktion
Incidence 0,2%-3% 

Varierende definition:

Alvorlig komplikation

Føtale komplikationer: plexus brachialis parese (BPI), 
Clavikel- og humerus fraktur, asfyksi og mortalitet

Maternelle komplikationer:  bristninger og PPH

• ”Failure to deliver the fetal shoulder(s) with gentle downward traction of the fetal head, 
requiring additional obstetric maneuvers to effect delivery”

• Head-to-body delivery-time of more than 60 seconds 



• 1980-2018: 13 studier





Og hvad fandt de? 

• Increase in birthweight in the subsequent pregnancy compared to the index pregnancy 

• Dystoci

• instrumental delivery 
• maternal diabetes

• increased maternal BMI
• severe neonatal morbidity in the index pregnancy

However!!!Many of these risk factors were present in women who did 
not have a recurrent shoulder dystocia.



Incidence of shoulder dystocia and risk 
factors for recurrence in the 
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Metode

• Retrospektivt register-studie baseret på alle fødsler 
registreret i DK fra 2007-2017

• Data fra MFR og LPR
• Diagnosekoder på mor+ barn fra LPR fra 

graviditetstidspunkt til 28 dage post partum
• Inklusionskriterier: 

• Nullipara
• gravid med levende singleton foster 
• Hovedpræsentation
• vaginal fødsel 



Nulliparous deliveries:
N= 291 802

Vaginal deliveries:
N= 222 225 (82.44%)

Shoulder dystocia:
N= 2209 (0.99%)

No shoulder dystocia:
N= 220 016 (99,01%)

Women with a subsequent pregnancy:
N= 1106 (50.07%)

Met inclusion criteria:
N= 1076

Met inclusion criteria:
N= 112 441

Women with a subsequent pregnancy:
N= 116 908 (53.14%)

Cecarean section:
Planned: 176 (16.36%)
Unplanned: 63 (5.86%)

Vaginal deliveries:
N= 837 (77.79%)

Vaginal deliveries:
N=  105 680 (93.99%)

Cecarean section:
Planned: 4020 (3.58%)

Unplanned: 2741 (2.44%) 

No shoulder dystocia:
N= 777 (92.83)

Shoulder dystocia:
N= 60 (7.17%)

No shoulder dystocia:
N=  104 352 (98.74%)

Shoulder dystocia:
N= 1328 (1.26%)

Cesarean section:
Planned: 8985 (3.33%)

Unplanned: 38 337 (14.22%) 

Excluded (Multiple gestation, non cephalic 
presentation, and intrauterine death prior to 

delivery N= 22 255

Deliveries in the Danish Medical Birth Registry 2007-2027
N=662 691

Excluded (Multiple 
gestation, non 
cephalic 
presentation, and 
intrauterine death 
prior to delivery
N= 305

Excluded (Multiple 
gestation, non 
cephalic 
presentation, and 
intrauterine death 
prior to delivery
N= 4467



Gentagelse af SD – risikofaktorer 2. fødsel

Højde < 160 cm: 
OR 2.79 (95% CI: 1.20-6.48)
aOR 5.80 (95% CI: 2.28-14.73)  

Vestim
OR 2.61 (95% CI: 1.47-4.66)
aOR 2.05 (95% CI: 1.08-3.89)

Adjusted for: maternal height, maternal BMI, Birth weight 

Instrumentel forløsning
OR 4.75 (95% CI: 1.93-11.69)
aOR 5.84 (95% CI: 2.07-16.49)



Gentagelse af SD – risikofaktorer 2. fødsel

Delivery  

Table 3: The risk of recurrent shoulder dystocia in second delivery according to risk factors from the second delivery.   

   Recurrent shoulder dystocia  

  Total (n) Yes   No OR aORd 

 N=837 % n	 % n  (95% CI) (95%CI) 

Maternal height (n=826, missing n=11)    -    

<=160cm 119 11.8 14 88.2 105 2.79 (1.20-6.48) 5.80 (2.28-14.73)* 

>160-170 cm 488 7.2 35 92.8 453 1.61 (0.78-3.32) 2.27. (1.04.-4.92) 

>170 cm 219 4.5 10 95.4 209 1.0 1.0 

Maternal weight, BMI (n=824, missing n=13)        

<20  92 7.6 7 92.4 85 1.38 (0.57-3.32) 1.92 (0.76-4.84) 

20-25 409 5.6 23 94.4 386 1.0 1.0 

25-30 196 8.7 17  180  1.58 (0.82-3.03) 1.46 (0.74-2.88) 

30-35 66 90.9 6 90.1 60  1.67 (0.65-4.28) 1.54 (0.57-4.15) 

>35 61 8.2 5 91.8 56  1.49 (0.55-4.09)  1.29 (0.45-3.68) 

Diabetic disordersa (n=837)   
 

 
 

  

Yes 69 7.2 5 92.8 64 1.01 (0.39-2.69) 0.95 (0.31-2.90) 

No 768 7.2 55 92.8 713 1.0 1.0 

Birth weight (n=836, missing n=1)  
  

 -   

<4 kg  539 3.7 20 96.3 519 1.0 1.0 

4.0-4.5 kg  232 9.9 25 89.2 207 3.13 (1.70-5.77) 3.78 (1.97-7.28)* 

>4.5 kg  65 23.1 15 76.1 50 7.78 (3.75-16.15) 11.85 (5.34-26.29)* 

Difference in birth weight from first to second delivery (n=837, missing n=2)        

Birth weight difference <0 g 515 3.5 18 96.5 497 1.00 1.00 

Birth weight difference 0-250 g 153 5.9 9 94.1 144 1.73 (0.76-3.92) 1.44 (0.61-3.40) 

Birth weight difference +250-500 g 98 12.2 12 87.8 86 3.85 (1.79-8.28) 2.69 (1.16-6.24)* 

Birth weight difference +500-750 g 48 29.2 14 70.8 34 11.37 (5.21-24.8) 6.58 (2.58-16.81)* 

Birth weight difference >+750 g 21 33.3 7 66.7 14 13.8 (4.97-38.38) 7.75 (2.30-26.09)* 

Induction of laborb (n=837)        

Yes 307 7.5 23 92.5 284 1.08 (0.63-1.85) 0.82 (0.45-1.50) 

No 530 7.0 37 93.0 493 1.0 1.0 

Stimulation with oxytocin (n=837)   
 

 
 

  

Yes 136 14.0 19 86.0 117 2.61 (1.47-4.66) 2.05 (1.08-3.89) 



Gentagelse af SD – risikofaktorer 2. fødsel

Delivery  

Table 3: The risk of recurrent shoulder dystocia in second delivery according to risk factors from the second delivery.   

   Recurrent shoulder dystocia  

  Total (n) Yes   No OR aORd 

 N=837 % n	 % n  (95% CI) (95%CI) 

Maternal height (n=826, missing n=11)    -    

<=160cm 119 11.8 14 88.2 105 2.79 (1.20-6.48) 5.80 (2.28-14.73)* 

>160-170 cm 488 7.2 35 92.8 453 1.61 (0.78-3.32) 2.27. (1.04.-4.92) 

>170 cm 219 4.5 10 95.4 209 1.0 1.0 

Maternal weight, BMI (n=824, missing n=13)        

<20  92 7.6 7 92.4 85 1.38 (0.57-3.32) 1.92 (0.76-4.84) 

20-25 409 5.6 23 94.4 386 1.0 1.0 

25-30 196 8.7 17  180  1.58 (0.82-3.03) 1.46 (0.74-2.88) 

30-35 66 90.9 6 90.1 60  1.67 (0.65-4.28) 1.54 (0.57-4.15) 

>35 61 8.2 5 91.8 56  1.49 (0.55-4.09)  1.29 (0.45-3.68) 

Diabetic disordersa (n=837)   
 

 
 

  

Yes 69 7.2 5 92.8 64 1.01 (0.39-2.69) 0.95 (0.31-2.90) 

No 768 7.2 55 92.8 713 1.0 1.0 

Birth weight (n=836, missing n=1)  
  

 -   

<4 kg  539 3.7 20 96.3 519 1.0 1.0 

4.0-4.5 kg  232 9.9 25 89.2 207 3.13 (1.70-5.77) 3.78 (1.97-7.28)* 

>4.5 kg  65 23.1 15 76.1 50 7.78 (3.75-16.15) 11.85 (5.34-26.29)* 

Difference in birth weight from first to second delivery (n=837, missing n=2)        

Birth weight difference <0 g 515 3.5 18 96.5 497 1.00 1.00 

Birth weight difference 0-250 g 153 5.9 9 94.1 144 1.73 (0.76-3.92) 1.44 (0.61-3.40) 

Birth weight difference +250-500 g 98 12.2 12 87.8 86 3.85 (1.79-8.28) 2.69 (1.16-6.24)* 

Birth weight difference +500-750 g 48 29.2 14 70.8 34 11.37 (5.21-24.8) 6.58 (2.58-16.81)* 

Birth weight difference >+750 g 21 33.3 7 66.7 14 13.8 (4.97-38.38) 7.75 (2.30-26.09)* 

Induction of laborb (n=837)        

Yes 307 7.5 23 92.5 284 1.08 (0.63-1.85) 0.82 (0.45-1.50) 

No 530 7.0 37 93.0 493 1.0 1.0 

Stimulation with oxytocin (n=837)   
 

 
 

  

Yes 136 14.0 19 86.0 117 2.61 (1.47-4.66) 2.05 (1.08-3.89) 

• Adjusted for: maternal height, maternal BMI, Birth weight 



Kejsersnit 
vs. vaginal 

Delivery  

 416 

Table 4: Characteristics of women with planned caesarean section (CS), intended vaginal delivery and acute 

caesarean section in subsequent delivery following shoulder dystocia at their first delivery. 

  
 

Planned CS * Vaginal delivery * 
Acute CS,  

intended vaginal  

   n = 176 (16.36 %) n = 900 (83.64%) n=63 

Characteristics, at the subsequent delivery  

Maternal age mean (±SD) 31.4 (4.2) 30.2 (4.3) 31.3 (4.27) 

Maternal age       

Age <30 n (%) 60 (34.1) 405 (45.0) 24 (38.1) 

    Age: 30-35 n (%) 89 (50.6) 397 (44.1) 29 (46.0) 

               Age >35 n (%) 27 (15.3) 98 (10.9) 10 (15.9) 

Maternal height, (cm) mean (±SD) 165.9 (6.9) 167.0 (6.3) 166.2 (6.8) 

Maternal height <=160 cm n (%) 41 (23.3) 134 (14.9) 15 (23.8) 

Maternal weight, mean (kg) mean (±SD) 70.7 (16.0) 71.1 (18.0) 76.4 (20.2) 

BMI mean (±SD) 25.7 (5.5)  25.4 (5.8)  27.6 (6.52) 

Smokers n (%) 10 (5.7) 82 (9.1) 5 (7.9) 

Diabetic disordersa  n (%) 33 (18.8) 73 (8.1) 4 (6.3) 

Birth weight, g mean (±SD) 3846 (514) 3834 (510) 3976 (616) 

Outcomes at prior delivery complicated by shoulder dystocia  

Internal maneuvers                    n (%) 94 (53.4) 443(49.2) 33 (52.4) 

Operative vaginal deliveryb					 n (%) 113 (64.2) 385 (42.8) 34 (54.0) 

Maternal morbidityc 																 n (%) 77 (43.8) 202 (22.4) 14 (22.2) 

Post-partum hemorrhage >500 ml                                          n (%) 24 (13.6) 100 (11.1) 8 (12.7) 

Perineal lessons ≥ 3. Degree                        n (%) 68 (38.6) 117 (13.0) 8 (12.7) 

Asphyxiad  n (%) 17 (27.0) 90 (10.0) 7 (11.1) 

BPI and/or clavicular-fracturee n (%) 37 (21.0) 52 (5.8) 4 (6.3) 

CPAPf n (%) 31 (17.6) 76 (8.4) 8 (12.7) 

BMI: Body mass index, PPH: Post partum hemorrhage, CPAP: Continous positive airway pressure      

a. DM1, DM2, GDM and new diabetes during pregnancy  



Vaginal fødsel 
vs. Akut CS

Delivery  

 416 

Table 4: Characteristics of women with planned caesarean section (CS), intended vaginal delivery and acute 

caesarean section in subsequent delivery following shoulder dystocia at their first delivery. 

  
 

Planned CS * Vaginal delivery * 
Acute CS,  

intended vaginal  

   n = 176 (16.36 %) n = 900 (83.64%) n=63 

Characteristics, at the subsequent delivery  

Maternal age mean (±SD) 31.4 (4.2) 30.2 (4.3) 31.3 (4.27) 

Maternal age       

Age <30 n (%) 60 (34.1) 405 (45.0) 24 (38.1) 

    Age: 30-35 n (%) 89 (50.6) 397 (44.1) 29 (46.0) 

               Age >35 n (%) 27 (15.3) 98 (10.9) 10 (15.9) 

Maternal height, (cm) mean (±SD) 165.9 (6.9) 167.0 (6.3) 166.2 (6.8) 

Maternal height <=160 cm n (%) 41 (23.3) 134 (14.9) 15 (23.8) 

Maternal weight, mean (kg) mean (±SD) 70.7 (16.0) 71.1 (18.0) 76.4 (20.2) 

BMI mean (±SD) 25.7 (5.5)  25.4 (5.8)  27.6 (6.52) 

Smokers n (%) 10 (5.7) 82 (9.1) 5 (7.9) 

Diabetic disordersa  n (%) 33 (18.8) 73 (8.1) 4 (6.3) 

Birth weight, g mean (±SD) 3846 (514) 3834 (510) 3976 (616) 

Outcomes at prior delivery complicated by shoulder dystocia  

Internal maneuvers                    n (%) 94 (53.4) 443(49.2) 33 (52.4) 

Operative vaginal deliveryb					 n (%) 113 (64.2) 385 (42.8) 34 (54.0) 

Maternal morbidityc 																 n (%) 77 (43.8) 202 (22.4) 14 (22.2) 

Post-partum hemorrhage >500 ml                                          n (%) 24 (13.6) 100 (11.1) 8 (12.7) 

Perineal lessons ≥ 3. Degree                        n (%) 68 (38.6) 117 (13.0) 8 (12.7) 

Asphyxiad  n (%) 17 (27.0) 90 (10.0) 7 (11.1) 

BPI and/or clavicular-fracturee n (%) 37 (21.0) 52 (5.8) 4 (6.3) 

CPAPf n (%) 31 (17.6) 76 (8.4) 8 (12.7) 

BMI: Body mass index, PPH: Post partum hemorrhage, CPAP: Continous positive airway pressure      

a. DM1, DM2, GDM and new diabetes during pregnancy  





Hvem?

• Retrospective cohort study 

• including all women in Norway with 2 consecutive 
singleton vaginal deliveries with fetus in cephalic 
presentation, during the period 1967-2005.

• n = 537,316



Hvad?



Hvad?

1.fødsel

• 2475 kvinder havde SD i første fødsel
• 0.5%

2. fødsel

• Gentagelse: 170 kvinder
• 7.3%

2.fødsel

• 4466 kvinder havde SD i 2. fødsel
• 0.8%

Kun 3.8% er gentagelse!





Take Home

• Ca. 7% oplever 
gentagelse i en meget 
selekteret gruppe

• Overvej mors højde og 
estimeret fostervægt

• Obs på dystoci



Og hvad skal vi så gøre med den efterfølgende 
fødsel

Vær opmærksom 
på disse kvinder – 

er de visiteret 
korrekt?

Overvej hvad der 
er den bedste 

fødemåde 


