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Statement of the problem;  The recent statistics in the NICU of Bamenda Regional Hospital (the referral Hospital in the NorthWest Region of Cameroon) from January to June 2021, It was discovered that, of the 322 neonates who were admitted in the NICU, 75 (23.3%) neonates were admitted due to birth asphyxia. Of the 75 (100%) neonates admitted due to birth asphyxia, 39 (52%) were neonates born in the Regional Hospital Bamenda and 6(8%) were neonates referred from Nkwen District Hospital. Of the 75 babies admitted due to birth asphyxia, 11 (14.7%) of them died. Of the 64neonates who survived, 10 (15.6%) neonates suffered from Cerebral Palsy. There is an increasing neonatal morbidity/mortality trend arising from birth asphyxia. Hence a cause for concern with regards to the occurrence (prevalence) of dystocia and/or dystocia borne-outcomes like Neonatal asphyxia and/or Hypoxic-Ischemic Encephalopathy.
This is similar worldwide as 2 to 10 per 1000 term newborns faced perinatal asphyxia. The report of the WHO indicated that 4 million Neonatal deaths occur yearly due to birth asphyxia. The incidence of birth asphyxia in developing countries ranged from 4.6/1000 to 7-26/1000 live births. 
Methodology: The study followed the cross-sectional descriptive study approach. Questionnaires and observational guide were used to collect primary data from 100 Nurses/Midwives in the Labor/Delivery room of Regional Hospital Bamenda, St. Maria Soledad Hospital Alakuma, St. Blaise Hospital Ntambang, Nkwen District Hospital, Azire Integrated Health Center, Ntambang Integrated Health Center and Nkwen Baptist Hospital who represented the sample study.  
Conclusion and Significance; The study found out the prevalence of dystocia was 47% for first stage, 39% for second stage and 13% for third stage of labor. The management strategies used include; use of oxytocin (51%), cervical sweeping (20%), use of maneuvers (40%), vacuum delivery (17%), manual removal of the placenta (45%) for first, second and third stages of dystocia. The successes of dystcocic labor management include; mother alive and fine (53%), mother ends up with tears, post-partum hemorrhage (47%), neonate survives and is fine (50%), neonate is alive but asphyxiated and in the NICU (50%). Challenges faced were limited equipment (32%), insufficient staff (30%), unavailability of protocol (18%), limited skills (18%), unable to do precise and timely diagnosis (2%).
Also, there is a strong (significant) relationship between qualification (P value 0.008), longevity of service (P value 0.036), in-service training (P value 0.042), health institution (P value 0.006) of participants and the management strategies used in dystocic labor and delivery as well as the outcomes of dystocia management encountered as revealed by chi-square values that indicated strong dependence along with p values less than 0.05. 
About the topic 
Dystocia means difficult or obstructed labor. It can either be maternal or fetal dystocia. Difficult labor could be non-progressing (arrested labor) or slowly progressing (protracted labor). Dystocic labor management are the strategies/approaches used in handling dystocic labor. All these approaches could be done depending on the type of dystocia faced. The type of management approach used, has an impact on maternal and fetal outcomes. Which could lead to both neonatal morbidity/mortality and maternal morbidity/mortality.

References 
1. Le Ray C, Fraser W, Rozenberg P, et al. Duration of passive and active phases of the second stage of labour and risk of severe postpartum haemorrhage in low-risk nulliparous women. Eur J Obstet Gynecol Reprod Biol 2011; 158:167.
1. Collaborators GBDMM. Global, regional, and national levels of maternal mortality, 1990-2015: a systematic analysis for the global burden of disease study 2015
1. Filippi V, Chou D, Ronsmans C, Graham W, Say L. Levels and causes of maternal morbidity and mortality: Disease control priorities. Black RE,Laxminarayan R et al., editors. Washington (DC):The World Bank; 2016.
1. Incidence and outcomes of dystocia in the active phase of labor in term nulliparous women with spontaneous labor onset; Hanne Kjaergaard et al; ActaObstetGynecol Scand. 2009.
1. Mondal S, Chaudhuri A, Kamilya G, Santra D. Fetomaternal outcome in obstructed labor in a peripheral tertiary care hospital. Medical Journal of Dr DY Patil University. 2013;6(2):146. 
1. Nolens B, Namiiro F, Lule J, Akker TVD, Roosmalen JV, Byamugisha J. Prospective cohort study comparing outcomes between vacuum extraction and second stage cesarean delivery at a Ugandan tertiary referral hospital. International journal of Gynecology & obstetrics 2018; 142(1):28.).
1. Lota Selin et al. dystocia in labor-risk factors, management and outcome: a retrospective observational study in a Swedish setting.
1. Bako B, Barka E, Kullima AA. Prevalence, risk factors and outcomes of obstructed labor at the university of Maiduguri Teaching Hospital, Maiduguri, Nigeria. Sahel Medical Journal. 2018; 21(3):117. 
1. The World Bank. The World’s Bank’s Reproductive Health action plan 2010-2015. 2010. https://reliefweb.int/report/world /world-banks-reproductive-health-action-plan-2010-2015. Accessed 10 Aug 2020).
1. Zhang J, Troendle J, Mikolajczyk R, et al. The natural history of the normal first stage of labor. Obstet Gynecol 2010; 115:705.
10. FRIEDMAN E. The graphic analysis of labor. Am J Obstet Gynecol 1954; 68:1568.
Romero R. A profile of Emanuel A. Friedman, MD, DMedSci. Am J Obstet Gynecol 2016; 215:413.
