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Events Before the onset of 
Labor 

 Any of the following signs noticed by the expectant 

woman indicates that the labor usually not far away: 

Lightening 

Vaginal discharge (show) 

False labor 

Spontaneous rupture of membranes 

Cervical changes 

Dr. Hala Bawadi 



Lightening  
 Lightening describes what happens when the fetus 

begins to settle in the maternal pelvis and descends 
toward the pelvic outlet. 

 In referring to lightening, some women say, “the baby 
has dropped down.” 

 With the descent, the uterus moves downward, and the 
fundus no longer presses on the diaphragm. 

 The physical changes that occurs are: 

Easier breathing 

More frequent urination 

Leg cramps 

Edema of the lower extremities 
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Vaginal Discharge (Bloody Show) 

 With cervical changes caused by increased pressure, 

a blood-tinged mucous plug becomes dislodged. 

 The blood is from the rupture of superficial blood 

vessels. 

 Bloody show appears as pink-stained mucus and is 

different than bleeding from a cut finger. 
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Energy Spurt  

 Some women experience a sudden burst of energy 1 or 2 

days before labor. 

 The cause of this energy spurt is unknown. 

 Some call it a “nesting time” when the woman prepares 

the nursery or cleans house. 

  The woman should be warned not to overexert herself 

during this high energy level. Rather she should 

conserve this energy so that she will not be exhausted 

when labor begins. 
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False Labor  

 Later in pregnancy the expectant mother notices contractions that 

are painless but frequently can be felt as she places her hand on 

her abdomen. 

 Sometimes the contractions are quite noticeable, and the woman 

comes to the hospital. If the cervix has not dilated and the 

contractions remain irregular or stop, the condition is called false 

labor, which often is difficult to distinguish from true labor except 

by a vaginal examinations. 

**The conclusive differences between true labor and false labor is 

cervical changes such as dilatation 
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Spontaneous Rupture of Membranes 

 Spontaneous rupture of the amniotic membranes (SPOM) 

occasionally occurs before labor begins. 

 At full term, it is not unusual for woman to go into labor within 24hrs 

after SROM. 

 Initially there can be either a trickle or a rush of fluid. 

** To differentiate SROM from urine, nitrazine paper is used to test the 

pH. Amniotic fluid is slightly alkaline, the PH > 6.5 whereas urine is 

generally acidic. When amniotic fluid tested by nitrazine paper 

appear blue-green and gray to deep blue. 
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Cervical Changes 

 Cervical changes include cervical effacement and dilatation. 

 Cervical effacement is the shortening and thinning out of the cervix. 

 Normally the cervix is 2-3 cm in length. When effacement is 

complete 100%, the cervix has almost disappeared. 

 Cervical dilatation is the enlargement of the cervical opening (os) 

from 0-10 cm. 

 Both cervical effacement and dilatation are measured by vaginal 

examination. 

 If the cervix is beginning to dilate or is thinned out, the onset of labor 

is near. Dilatation of 4cm is significant because at this point the 

woman’s active labor usually progress to complication. 
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Dilatation and Effacement 
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Comparison of True and False Labor 

False Labor True labor Characteristics 

None present Usually present: increases 

as the cervix changes 

Show (pinkish mucous) 

Irregular; frequency and 

intensity do not change 

Regular with increases in 

intensity and duration 

Contractions  

Often located in abdomen Often begins in lumber 

region and then felt in 

abdomen 

Discomfort 

Often contractions lessened 

by walking 

Activity (walking) may 

intensify contractions 

Activity 

No cervical changes Cervix becomes effaced 

and dilates progressively 

Cervical Changes 
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Major Variables in the Birth Process 

 Four factors are significant in the process of labor: 

1. Pelvis (size and shape of pelvis) 

2. Passenger (fetus) size and position. 

3. Powers (effectiveness of contractions. 

4.Psyche (preparation, previous experience). 

 These are known as the four P’s . 

 An ideal labor is in in which the bony pelvis is adequate, the fetus is of 

average size, and the strength of the uterine contractions increases 

sufficiently to cause the cervix to sully effaced and dilate. 

 The woman’s psyche, her ability to relax and concentrate on muscle 

groups, as well as maintain a low level of anxiety, also plays a role in 

the normal progress of her labor. 
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Pelvis 

 Estimation of the adequacy of the pelvis is important and is part 

of the prenatal physical examination. 

 The pelvic curve must be negotiated by the fetus during the birth 

process. 

 If the pelvic anteroposterior (AP) diameter is shortened by the 

sacral promontory or narrowed by the transverse diameter from 

protrusion of the Ischial spines or by the presence of a narrow 

pubic arch, the fetus will have difficulty coming through the birth 

canal. 

 Pelvic measurements are an important part of prenatal care to 

determine adequacy of the pelvis for the birth process. 

 An x-ray pelvimetry may be needed when the measurements are 

questionable. 
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Passenger  

 The fetal head is engineered to withstand the pressure of 

uterine contractions and descent through the birth canal. 

 Great pressure is exerted on the fetal head during labor, 

and even stronger pressure is applied to the head after 

the rupture of membranes because the amniotic fluid no 

longer serves as a cushion between the fetal head and the 

bony canal. 
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Fetopelvic Relationship 

 Some common terms are used in a special way to 

describe the fetopelvic relationship. 

 It is important to know each term to understand the 

course of labor and birth. 
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Fetal Attitude 

 Fetal attitude: is the relation of the fetal parts to one another. 

 The normal attitude of the fetus is one of flexion. 

 The fetus is flexed with head on chest, arms and legs folded, 

and legs drawn up onto the abdomen. 

 Changes in fetal attitude, particularly in flexion or extension 

of head cause the fetus to present larger or smaller diameters 

of the fetal head to the maternal pelvis. 

 Extension of the fetal head, especially full extension in 

which chin or face presents, makes vaginal birth difficult and 

sometimes impossible.  Dr. Hala Bawadi 



Fetal Lie 

 Fetal lie is the relationship of the longitudinal axis of 

the fetus to the longitudinal axis of the mother. 

 The ideal is a parallel relationship in which the long 

axes of the fetus and mother are the same. 

 In rare instances, the fetus lies crosswise in the uterus 

(transverse lie), which necessitate a cesarean birth. 
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Fetal Presentation  

 Fetal presentation is determined by the body part of the fetus that 
is lowest in the mother’s pelvis. 

 A cephalic, breech, or shoulder presentation may occur. 

 Cephalic (head first) presentation is the most common, occurring 
in about 95% of all births,  and labor most often proceeds 
normally. 

 If the head is flexed, it is referred to as a vertex presentation. 

 Breech presentation occurs in approximately 3% of all births. In 
breech presentation, the presenting parts may be either the 
buttocks (complete or frank breech) or one or both feet (footling 
breech). 

 The rarest type pf presentation is the transverse (or oblique), 
which occurs approximately 1% of births. 

 These are referred to as malpresentations and do not proceed 
normally. 
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Fetal Position 

 Fetal position, a more specific indication of the 

fetopelvic relationship, is the relationship of some 

designated point on the presenting part to the four 

quadrants of the maternal pelvis: anterior, posterior, 

left side, and right side. 

 If the reference point is directed toward the 

transverse diameter of the maternal pelvis, it is 

referred to as a transverse position. 
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Station  

 Station is the relationship of the presenting part of the fetus to an 
imaginary line drawn between the ischial spines of the maternal 
pelvis. 

 Station defines the progression of (usually) the fetal head down 
toward the pelvic floor. 

 It is measured in centimeters above or below the ischial spines. 

 When the presenting part is above the ischial spines, it is at minus 
station, with -5 at the inlet. When the presenting part is 1 or 2 cm 
below the spines, it is at +1 or +2 station. 

 Station +4 is at the outlet. 

 When the presenting part is level with the spines, it is said to be at 
0 station, in which case the head is referred to as engaged.  
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Cont….. 
 This progress is significant because when engagement occurs, the 

widest biparietal diameter of the baby’s head has entered the inlet 
(middle of pelvis). Before the head becomes engaged, it is said to 
be floating. 

 When the station is +2 or +3, the mother’s perineum begins to 
bulge. 

 Crowning takes place the fetal head is forced against the pelvic 
floor and can be seen at the vaginal opening during contractions. 

 During labor, the presenting part should move from the negative 
into the positive stations. 

 Failure of the presenting part to descend in the presence of strong 
contractions may be due to disproportion between the maternal 
pelvis and the fetal presenting part. 

 When lightening occurs engagement has occurred. 
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Powers: Uterine Contractions 

 The uterine muscle (myometrium) is a smooth muscle that 

possesses the same properties as other smooth muscles in the 

body. 

 Each muscle can contract and relax in a coordinated manner. 

 Urine contractions occur when uterine cells are stimulated to 

contract, and the stimulation spreads throughout the uterus. 

 During labor, the contractions begin in the top of the uterus 

(fundus) and spread throughout the uterus in approximately 15 

seconds. 

 Because each contraction start at the top, in the assessment of 

contractions, the nurse is able to ascertain the beginning of the 

contraction by placing her or his hands on the fundus. 
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Cont….. 

 A unique property of the uterine muscle is its ability to retain some of 

the shortening achieved during the contraction. This ability is called 

retraction or brachystasis. 

 When the myometrium cells contract, the fibers of both fundus and the 

body of the uterus shorten. When the contraction ends and the muscles 

relax, the fibers do not return to their original size but remain shorter 

than before the contraction. This continued shortening of the muscle 

fibers in the upper portion of the uterus results in a progressive decrease 

in the size of the uterine cavity and a thickening of the muscle tissue of 

the upper portion. 

 These changes supply the force needed to advance the fetus. With less 

room at the top of the uterus, the fetus is forced to descend. 
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Cont….. 

 Uterine contractions are referred to as the “source of power” 

that brings about the birth of the baby. 

 Because these contractions cause discomfort, they are 

commonly called labor pains. 

 The amount of discomfort produced by the contractions 

varies with the intensity of the contraction and the woman’s 

tolerance of discomfort (her psyche). 

 During labor, the woman may first perceive the contractions 

as back discomfort. The discomfort then radiates to the front 

of the abdomen. 
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Cont….. 

Labor contractions have the following distinctive 

characteristics: 

 They are involuntary. 

 They are intermittent but recur in a regular pattern 

of frequency. 

 They exhibit a wavelike pattern in three phases: 

A. Increment (period of building intensity). 

B. Acme (peak or maximum intensity). 

C. Decrement (period of decreasing intensity. 
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Power: Contractions 
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Significant Facts About Labor Contractions 
 Each contraction is followed by a period of relaxation: thus 

relaxation is the interval between contraction. 

 This period is significant to the mother and fetus. During the 
contraction there is decreased blood flow through the uterine 
arteries and the intervillous spaces. This decline in the blood flow 
lowers the fetal heart rate during. If the mother is being observed 
by means of fetal electronic monitor, the decrease in fetal heart 
rate during contractions is carefully assessed. If the contractions 
become more frequent and prolonged, the decrease in blood flow 
can be cumulative and compromise the fetus. 

 In other words, the fetus receives a decreased oxygen supply and 
experiences fetal distress during contractions. For this reason, it is 
important that the caregiver report to the physician when labor 
contractions are so close that there are no relaxation periods 
between them or if the intervals are progressively shortened, 
thereby causing significant patterns of bradycardia. 
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Cont…… 
 Labor contractions are affected by maternal position. When the 

woman lies on her back, the contractions are likely to be more 
frequent but of lower intensity. When she lies on her side, the 
contractions are likely to be less frequent but of greater intensity; 
therefore side-lying position improves the progress of labor and 
improves oxygenation to the fetus. 

 When the cervix is fully dilated , the woman often uses her 
abdominal muscles to superimpose intraabdominal pressure on 
the contraction pressure. The bearing-down effort using the 
abdominal muscles is consciously controlled and is of great 
assistance in the final expulsion of the fetus. 

 It is important that the nurse/midwife coach the woman in her 
bearing-down effort during labor contractions. 
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Assessment of Labor Contractions 

 Uterine contractions are the important source of power that: 

   1. produces cervical effacement and dilatation. 

   2. Causes the fetus to engage and rotate. 

   3. causes the fetus to be delivered. 

   4. Detaches and expels the placenta (afterbirth) 

 Therefore to assess the progress of labor, it is important to 

know the type of contractions the woman is experiencing. 

 The characteristics of labor contractions include the 

frequency, duration, and intensity. 
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The Frequency 

 The frequency of contractions is determined by the amount of time 

between the beginning of one contraction and the beginning of the 

next. 

 The frequency of contractions increases as labor progresses. 

 The contractions often start every 20 minutes at the beginning of labor 

and are as frequent as every 2-3 minutes at the end of labor. However, 

during transition and pushing, contractions will often be 1½-2 minutes 

apart. 

 Contractions that occur less than 1 minutes apart do not give the 

uterine muscle enough rest between contractions and may result in 

rupture of the uterus. 
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The Duration 

 The duration of a contraction is the time between the 

onset of the contraction to its end. 

 Contraction may last only 15sec at the beginning of 

labor but last longer as labor advances. 

 Toward the end of labor, the contractions usually last at 

least 45sec, and during transition phase, contractions last 

60-90sec. 

  Contraction that last longer than 90 sec predispose the 

fetus to the effects of hypoxia. Dr. Hala Bawadi 



The Intensity 

 The intensity of a contraction is the strength of the contraction. 

 A rough estimation is made by palpation of the fundus to determine the 

firmness of the uterus during a contraction. 

  Intensity of the contraction is describes as mild, moderate, or strong. 

 During a contraction, if the uterus has little firmness and can be easily 

indented with the fingertips, the contractions is mild one. 

 In a moderate contraction, the fundus of the uterus is firmer, but it is 

possible to indent it. 

 In a stronger contraction, the fundus of the uterus is very firm, and 

indentation is difficult. 
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Cont…. 

 During the acme (peak) of the contraction, intensity can be 

    evaluated subjectively by estimating the firmness of the fundus. 

 It can be useful to compare the contraction to the firmness of a 

     nose, chin, or forehead.  

     1. A tense fundus that is easily indented (tip of the nose) is   

considered mild intensity.  

     2. When the fundus becomes firm and difficult to indent with the 

fingertips (chin), the strength of the UC is considered moderate.  

    3. The fundus that is hard and cannot be indented (forehead) is 

classified as strong. 

 The nurse should assess successive contractions to provide reliable data. 
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The Four Stages of Labor 

 

Labor is divided into four stages. 

Each stage has its own changes that 

set it apart from the others. 
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First Stage 

 The first stage of labor is the longest and most variable stage. 

 The first stage begins with the onset of regular contractions 

(cervical changes have already begun) and is complete when the 

cervix is fully dilated and effaced.  

 The first stage is referred to as the stage of dilatation and 

effacement. 

 The contractions bring about two important changes in the 

cervix 

1. Complete effacement of the cervical canal (100%) 

2. Complete dilatation of the cervix (10cm). 
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Cont….. 

 The first stage of labor is divided into: 

1. Latent phase 

2. Active phase 

3. Transition phase 

Each phase characterized by certain physical and 

psychologic changes. 

The first stage of labor may last from 8-20 hrs in the 

primipara and 4-14 hrs in the multipara. 
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Latent Phase 

 The latent phase is the early, slow part of labor, which begins with the 

onset of regular contractions and lasts until the cervix is dilated 4cm. 

 During this phase the contractions become stabilized and are usually 

mild. They occur about every 10-15 minutes and last about 15-20 sec. 

 At this point the woman feels that she is able to cope with discomfort. 

She is talkative and smiling  and relieved that labor has finally started. 

 This is good time to ask the woman if she has any questions about what 

to expect and, if she anxious, to teach her some of the relaxation 

techniques. At this time she is able to focus clearly on what is being 

taught. 

Dr. Hala Bawadi 



Active Phase 
 The active phase causes the woman different degrees of 

discomfort. 

 The contractions are stronger and last longer, with the result 

that cervical dilatation progresses from 4-7 cm. 

 Fetal descent proceeds. 

 The duration of contractions increases to 30-45 sec. 

 They occur 5 min apart and are moderate to strong intensity. 

 As the woman contractions increase, her anxiety and 

discomfort increase. She may begin to doubt her ability to 

cope with the labor contraction. 
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Transition Phase 

 The transition phase is the last part of the first stage. 

Cervical dilatation continues at a slower rate 8-10cm but 

become complete. 

 The contractions are now more frequent, last longer (60-

90 sec) and are now stronger. 

 During this phase, the woman may exhibit decreased 

ability to cope with her contractions and pain. 

 The woman becomes very restless, frequently changing 

positions. 
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Cont…. 
 As the fetal head descends, she likely will feel the urge to push because 

of the pressure of fetal head on the sacral nerves. 

 As she pushes, her abdominal muscles exert additional pressure, which 

helps the fetal head to descend. 

 As the fetal head continues to descend, the perineum begins to bulge 

and flatten, and soon the fetal head can be seen at the vaginal opening. 

 Between contractions the fetal head appears to recede. With each 

contraction the fetal head descends farther. 

 When crowning occurs, the fetal head is seen in the external opening of 

the vagina and birth is imminent. 

 The first stage of labor ends when the cervix is completely dilated and 

effaced. 
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Second Stage 
 The second stage of labor (stage of expulsion) begins when the cervix 

is completely dilated (10 cm) and ends with the birth of the baby. 

 At this time the woman usually feels the urge to bear down (as if she 

has to have bowel movement). She may now use her abdominal 

muscles to assist the involuntary uterine contractions as a force to 

cause the descent of the baby. 

 She should be coached not to hold her breath more than 5 seconds 

when she pushes. 

 Prolonged breath-holding may trigger Valsalva’s maneuver, which 

results from the woman’s closing the glottis, thereby increasing 

intrathoracic and cardiovascular pressure. This can diminish the 

perfusion of oxygen across the placenta and result in fetal hypoxia and 

abnormalities in the fetal heart rate. 
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Cont…… 

 . An open-glottis method should be used, in which air is released, 

through the mouth, during pushing. This method avoids the intrathoracic 

buildup. 

 Generally the second stage is considerably shorter than the first stage, 

lasting from a few minutes to 2 hours. 

 Descent of the fetal head causes bulging of the perineum. 

 Crowning occurs when the fetal head is seen in the external opening of 

the vagina. Between contractions, the fetal head appears to recede. 

 With succeeding contractions and the woman pushing, the birth is 

imminent. The uterine contractions are forceful, but now (generally) are 

only every 2-3 minutes in frequency and last 60-90 seconds. There is an 

increase in bloody show Dr. Hala Bawadi 



Cont…… 
 As the fetal head reaches the perineal floor, it appears at the vaginal 

opening. 

 To prevent laceration, the physician or midwife may perform an 

episiotomy (a midline or mediolateral incision in the perineum). 

 An episiotomy may also be done to shorten the second stage. An 

episiotomy is not routine but is used when indicated. 

 The physician or midwife supports the fetal head as it delivers and 

rotates, the mouth and then nose of the baby are suctioned, and the 

shoulders and the rest of the baby’s body appear. Before delivery of the 

baby, a quick check is made to ensure that the umbilical cord is not 

around the baby’s neck. After the second stage of labor ends with the 

birth of the baby, the woman usually is relieved. 
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Mechanisms of Labor 
 The mechanisms (cardinal movement) of labor are a series of 

movements that reflect changes in the posture of the fetus as it conforms 

itself to the birth canal. 

 Most of the changes in posture take place during the second stage of 

labor; however, descent and some flexion take place earlier. 

 The posture changes (mechanisms of labor) are dictated by the pelvic 

diameters, maternal soft tissues, the size of the baby, and the strength of 

contractions. 

 The fetus must turn and twist to locate the easiest path. 

 In essence, labor proceeds along the path of least resistance through 

adaptation of the smallest achievable fetal dimensions to the contour of 

the maternal pelvis. 
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Cont… 

***The series of adaptive movements of the fetal head 

and shoulders are: 

1. Engagement and descent 

2. Flexion 

3. Internal rotation 

4. Extension 

5. External rotation 

6. Expulsion 

 
Dr. Hala Bawadi 



The mechanism of labor in the left occiput anterior 

(LOA) presentation 

A. Descent    B. Flexion    C. Internal Rotation to OA      D. Extension        
    E. Restitution      F. External Rotation 
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Descent 

Descent cannot be isolated from the other adaptive movements. As 
the head moves toward the pelvic inlet, it is described as floating. 
Once the biparietal diameter of the head passes through the inlet, 
the head becomes engaged. This may occur before or after labor 
begins and is due to the pressure of contractions and of amniotic 
fluid. 

(1) Descent. The fetus head is pushed deep into the pelvis in a 
sideways position, the face is to the left and the occiput is to the 
right. 

     (a) In a primigravida, this may occur two weeks before delivery. 
This is referred to as "lightening." Lay people might call this 
"dropping." 

     (b) In a multipara, this may not occur until dilatation of the 
cervix, because the muscle tone is often more lax and therefore 
engagement may not occur until labor actually beginning. 

Engagement: This is when the presenting part is at the level of the 
ischial spines or at a zero (0) station. Before this time, it is 
referred as "floating." 
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Flexion  

 Flexion occurs as the fetal head descends. The head flexes 

so that the chin rests on the chest. Flexion enables the 

smallest fetal diameter to enter the maternal birth canal. It 

normally occurs when the fetal head meets resistance from 

the pelvis and soft tissues of the pelvic floor. 

 Flexion. As the fetus head descends, the chin is flexed to 

come into contact with the infant's sternum. The occiput 

position allows the occipital bone in the back of the head 

to lead the way (smallest diameter of the head). 
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Internal Rotation 

 Internal rotation occurs as the fetal head rotates from 

the transverse position to the anterior position, 

aligning itself with the AP diameter of the maternal 

pelvis. 

 Pressure from the pelvic floor encourages the fetal 

head to rotate anteriorly and rest beneath the 

symphysis pubis. 
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Extension 
 Extension begins as the fetal head reaches the pelvic floor, at 

which point it pivots under the symphysis pubis and advances 
upward. 

 This results from a combination of pressure from the uterine 
contractions, abdominal pressure exerted by mother’s 
pushing, and resistance from the pelvic floor. 

 As extension occurs, first the occiput appears at the vaginal 
opening (crowning), followed by the forehead, nose, mouth, 
and chin. 

 Extension is complete when the entire head is born. 
 Extension. As the previously flexed head slips out from under 

the pubic bone, the fetus is forced to extend his head so that 
the head is born pushing upward out of the vaginal canal. The 
natural curve of the lower pelvis and the baby's head being 
pushed outward forces distention of the perineum and vagina. 
As it moves through the vaginal canal, the chin lifts up 
(extends) and the head is delivered. During this maneuver, the 
fetal spine is no longer flexed, but extends to accommodate 
the body to the contour of the birth canal.  
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External Rotation (Restitution) 

 External rotation often called restitution, occurs after the head is 

delivered. 

 The head immediately rotates back to the transverse position to be 

in alignment with the shoulders, and then the shoulders align 

themselves to the AP diameter of the pelvic outlet. 

 a) Once the fetus head is out, it will turn to line up with its back, 

revealing its position just before internal rotation of the head. This 

is called restitution. 

 (b) This aids in internal rotation of the shoulders to an 

anteroposterior diameter of the pelvic outlet or shoulder rotation 
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Expulsion 

 Expulsion usually proceeds as follows: 

 First the anterior shoulder rotates forward under the 
symphysis pubis and is delivered, followed by delivery of the 
posterior shoulder; the delivery of the rest of the infant’s body 
is rapid. 

 Expulsion, or birth of the baby, end the second stage of labor. 

 a) The top of the anterior shoulder is seen next just under the 
pubis. 

 (b) Gentle downward pressure by the physician delivers the 
anterior shoulder. 

 (c) The head is gently raised to deliver the posterior shoulder. 

 (d) The rest of the body follows the head, which then 
completes expulsion. 

 (e) The fetus remains completely passive as it moves through 
the birth canal. 
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Movement  

The first four movements (descent, flexion, 

engagement, and internal rotation) do not have 

to occur in any specific order  
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Nursing Care During the Delivery 

 Most of the comfort measures suggest for the first stage remain 

appropriate during the second stage of labor.  

 As the head descends, the woman has the urge to push because of 

pressure of the fetal head on the sacral nerves and the rectum. 

 The woman should take a cleansing breath before each contraction to 

keep the oxygen and carbon dioxide in balance. 

 She should use the open-glottis method for pushing, in which air is 

released during pushing, so that no intrathoracic pressure builds up. 

 Some women might find it helpful to pull back on their knees while 

exerting pressure. 

 Dr. Hala Bawadi 



Cont… 

 The additional pressure plus the uterine contraction causes the baby’s 

head to descend. 

 The perineum begins to bulge and flatten, and soon the baby’s head 

appears. 

 The fetal head distends the perineum, and the physician or midwife 

applies gentle, firm support on the head in the direction of the 

perineum to maintain flexion. 

 Usually the force of the next one or two contractions and maternal 

effort will deliver the infant’s head. 

 After the head is delivered, the woman is asked to stop pushing. 

 The midwife wipes the baby’s face with gauze sponges and uses a 

bulb syringe to suction the mouth (first) and then the nose. 
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Cont… 

 The midwife checks the infant’s neck for the umbilical cord. If the cord 

is present, it is usually long enough to be slipped over the head; 

however, it may be necessary to clamp and cut the cord first. 

 Meanwhile, the head realigns itself with the shoulders (external 

rotation). 

 The woman may be asked to steadily bear down with the next 

contraction to deliver the shoulders. 

 Then the rest of the baby’s body will quickly follow. 

 The baby is dried (to minimize the loss of heat), and often is placed on 

the mother’s abdomen, after which the cord is clamped. 

 The baby may be placed on the mother’s chest with skin-to-skin contact 

at this time to provide warmth and to establish mother-infant bonding. 

 Dr. Hala Bawadi 
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Third Stage 
 The third stage of labor is referred to as the placental separation stage. 

 It begins with the birth of the baby to the expulsion of the placenta and 

lasts up to 30 minutes, with an average length of 5-10 minutes. 

 The uterus begins to contract, reducing its size, immediately after birth 

of the baby, and the placenta is sheared off from the endometrium 

(lining of the uterus). 

 Signs of placental separation are: 

  1. lengthening of the cord. 

  2. changing in the shape of the uterus. 

  3. a trickle or gush of vaginal blood. 
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Delivery of the placenta 
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Deliver the placenta by controlled traction on the  

umbilical cord and countertraction to the uterus. 

2005. Active Management of the Third Stage of Labor: A Demonstra tion 

[CD - ROM]. Copyright  © 2005 JHPIEGO. 
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Cont…. 

 If the dull (maternal) side appears first, it is referred to 

as Duncan’s mechanism. 

 If the shiny (fetal) side of the placenta appears first, it is 

referred to as Schultze’s mechanisms. 

 Placentas implanted near the fundus of the uterus 

usually deliver via Schultze’s mechanisms. 

 Delivery of the placenta ends the third stage of labor. 
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7 Examine the placenta 

2005. Active Management of the Third Stage of Labor: A Demonstra tion 

[CD - ROM]. Copyright  © 2005 JHPIEGO.  
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Cont… 

 After the birth of the infant, the umbilical cord is 

clamped in two places and cut between the two 

clamps. 

 The mouth and nose of the baby may be suctioned 

again to clear them of mucous. 

 An oxytocin drug may be given to keep the uterus 

firm and lessen the maternal blood loss 

immediately after the placenta has been delivered. 

 

Dr. Hala Bawadi 



The Birthing Process 

Figure 6.10, part 1 Dr. Hala Bawadi 



The Immediate Recovery Period 
 The recovery period, sometimes referred to as the fourth stage of 

labor, is the stage of physical recovery for the mother. 

 It lasts from the delivery of the placenta through the first  

 1-4hrs after birth, or until vital signs are stable, during which 
major readjustments of the mother's body occur. 

 Blood loss ranges from 250-500 ml, which can result in a drop 
in blood pressure and increase in pulse rate. 

 The uterine muscles must stay contracted to compress the open 
blood vessels at the placental site to minimize blood loss. 

 The uterus is palpable as a firm rounded mass at or below the 
level of the umbilicus. 

 For the first hour after delivery, it is critical to observe the 
mother for excessive bleeding and assess the firmness of the 
contracting uterus. 
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Cont… 

 The mother may feel thirsty and hungry, and she may 

experience a shaking chill. 

 Discomfort during the forth stage may result from trauma 

from the episiotomy, a hematoma, or afterpains from the 

contracting uterus. 

 The mother is interested in touching and holding her baby, 

and she should be encouraged to begin the mother-infant 

attachment process. 

 Family holding and the initiation of breastfeeding are an 

important part of the forth stage. 
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Cont… 

 The greatest danger in the first hour postbirth is 

hemorrhage. 

 Vital signs are taken, and often an ice bag is immediately 

applied to the perineum to reduce the amount of edema 

that occurs because of trauma or an episiotomy. 

 The nursing assessment is performed every 15 minutes for 

1 hour and is directed toward prevention of hemorrhage. 

 If the mother wants to hold the baby, she should be 

encouraged to do so to continue the mother-infant bonding 

process. 

 
Dr. Hala Bawadi 



Summary 
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