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“Modern” Management of Labour

• What Labouring Women Wants?
• What We Offer?
• The Labour Suite
• The Stages of Labour - Partograph
• The Birthing Position
• The Delayed Cord Clamping



What Labouring Women Wants

Satisfying childbirth experience 

• self-control – less interference
• Expectations on health care support

– birthing suite
– Non-medicated handling of labour pain
– appropriate length of labour time before augmentation / 

instrumentation / caesarean
– birthing position – positive influence on childbirth experience 

/ good course and outcome of labour
– care of the newborn



What labouring women wants?



What We Offer and How We Response?



No walking 

around just lie in 

bed – you need 

CTG !!
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No eating No drinking
Hook to this drip!!

Let me confirm the VE 
findings

(Not for hourly but 
four VE in an-hour)





Labour Suite
Perception of Pain
Oxytocin
Beta – endorphin
Adrenaline

Depends on 
emotional state of 
labor 
Relaxation is critical 
to control labour 
pain

Darkness – spurrs
melatonin à
oxytocin
Go into labour at 
night



Labour Suite



Labour Suite

Privacy
• The bed
• Access to immersion in water
• Shower and ensuite toilet
• Lighting
• Windows
• Noise
• Décor, furniture and equipment

• Ability and space to move 
around
• Inclusion of nature
• Ease of access
• Olfactory aspects
• Personal items
• Provisions for support people

• Cultural considerations.



Less interference



Ample time of delivery!!



STAGES AND PROGRESS OF LABOR
Philpot and Castle 1972

Friedman 1954

WHO 1994 “COMPOSITE PARTOGRAPH’
WHO 2006 PARTOGRAPH



Primary Uterine Dysfunction
Poor progress in active phase < 1 cm / hr
Primigravida à dysfunctional uterine contraction
Multigravida à malpresentation, CPD

Prolonged Latent Phase
Cervix not fully effaced and not dilated beyond 4 cm 
after 8 hour of regular contractions
Most common in Primigravida à delay in chemical 
process which soften the cervix and allow effacement

Managment
simple analgesia
Encourage mobilization 
Reassurance
ARM and oxytocin will cause poor progress later

Management
simple analgesia
Encourage mobilization 
Reassurance
ARM and oxytocin will 
cause poor progress 
later

Management
ARM and oxytocin –

primigravida
Caesaream à

multipara, CPD, fetal 
compromise, VBAC, breech



Stages and Phases of Labour

WHO Partograph
2006

Zhang 2010



Stages and Phases of Labour

Restrospective cohort 
62,415
Singletons, term, 
spontaneous, verted vaginal 
delivery & normaloutcome

Nulliparas & Multiparas progress at similar pace before 6 cm
From 4-5 cm à may take > 6 hours
From 5-6 cm à may take > 3 hours (95th percentile)

Redefining Active Labor
Upper limit of normal should be used in patient 
management
à 6 cm rather than 4 cm dilation maybe more appropriate 

“start the clock” on the active phase of labor
à If the progess is “within normal limits” labour should be 

allowed to continue
à No change for 4 hours may be normal at early labour but 

is probably too long after 6 cm Zhang 2010



Contemporary estimates of median and 95th percentile in hours by parity
Parity 0

Median number 
of hours
(95th percentile)

Parity 1
Median number 
of hours
(95th percentile)

Change in cervix

From 4 cm to 5 cm
From 5 cm to 6 cm
From 6 cm to 7 cm
From 7 cm to 8 cm
From 8 cm to 9 cm
From 9 cm to 10 cm

1.3 (6.4) 
0.8 (3.2) 
0.6 (2.2)
0.5 (1.6)
0.5 (1.4)
0.5 (1.8)

1.4 (7.3)
0.8 (3.4)
0.5 (1.9)
0.4 (1.3)
0.3 (1.0)
0.3 (0.9)

Duration of second stage

Second stage with epidural analgesia
Second stage without epidural analgesia

1.1 (3.6)
0.6 (2.8)

0.4 (2.0)
0.2 (1.3)

Note the 95th percentile for duration of time to dilate from 4 to 6 cm is almost 10 hours in nulliparous women.
Data from: Zhang J, Landy HJ, Branch DW, et al. Contemporary patterns of spontaneous labor with normal neonatal 
outcomes. Obstet Gynecol 2010; 116:1281.
Graphic 69170 Version 14.0



Six is the new four



Retrospective cohort
5,204 singleton
BMI effects more at first stage

Norman, 2012

Retrospective cohort 
118, 978 enter active labour at 6 
cm
Labour proceeds more slowly as 
BMI increases
Need to allow more time during 
labour management

Kominiarek, AJOG 2011

Effects of BMI



Retrospective cohort 
208,695, induction of labour
Success rate depends on maturity

Laughon, AJOG 2012

5388 ; 
2021 spontaneous
1720 augmented
1647 induced

Harper, Obstet Gynecol, 2012

Effects of Induction of Labour 



Evidence?
ü Contemporary studies suggest that active phase of 

labour does not begin until 6 cm dilation. Diagnosing 
arrest at 4 hours without cervical change prior to 6 
cm may be premature.

ü After 6 cm, waiting 4 hours or more to diagnose 
arrest is probably too long.

ü BMI slows progress in the first stage of labour and 
should be considered prior to diagnose an arrest. 

ü Avoid elective inductions in nullipara especially with 
an unripe cervix.



Redefine Arrest of of Labour



Modern - Lithotomy

Birthing Position



Kneeling with 
Birthing Ball

Swaying

Rocking

Leaning 
Forward

Lunging

Sitting With 
One Foot Up

Squatting

On Hands and Knees

Lying on side

First Stage



Upright 
• Partial Sitting / 

Half-lying
• Sitting
• Kneeling
• Squatting

Second Stage

• gravity 
• decreased compression on 

blood vessels
• improve strength and 

efficiency of contractions
• improve alignment of baby
• increased width of pelvic 

outlet



Non- Upright 
• Lying on the side
• Four-point kneeling

Second Stage



• Upright positions and walking are associated with a reduction in the 
length of the first stage of labour

• Women randomised to upright positions may be less likely to have 
epidural analgesia, but there was little evidence of differences for 
other maternal and infant outcomes. 

• Despite the limited evidence from trials included in the review, 
observational studies suggest that maintaining a supine position in 
labour may have adverse physiological effects on the woman and 
her baby 

• Therefore, women should be encouraged to take up whatever 
position they find most comfortable while avoiding spending long 
periods supine. 

• Women’s preferences may change during labour. Many women may 
choose an upright or ambulant position in early first stage labour and 

choose to lie down as their labour progresses.

Cochrane 2014

Cochrane 2017

Women with Epidural, there is no strong evidence it will enhance 
delivery, women with epidural should be encouraged to use 
whatever position they find comfortable in the second stage of 
labour





• Compared with sitting position, lateral position has a slightly protective effect in 
nulliparous whilst an increased risk is noted among women in the lithotomy position, 
irrespective of parity. 

• Births in the lithotomy position were accompanied by other risk factors for OASIS which 
partly explained the elevated risk. 

• Squatting and birth seat position involved an increase in risk among parous women.



OccipitoPosterior



Group A

Group B





Lying 



Reclining



Semi- Reclined



Upright- Sitting



Hand - Knees



Kneeling



Supported Squatting
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Arched Back



Counter-Force











ICC vs DCC vs UCM
Immediate Cord Clamping (ICC) 

Vs
Delayed Cord Clamping (DCC)

Vs
Intact-Umbilical Cord Milking (I-UCM) 

Vs
Cut-Umbilical Cord Milking (C-UCM) 



Red blood cells
15ml/kg RBC’s
iron : 30 to 75 mg (enough for 3 – 6 

months need)

Stem Cells
several million to 1 billion SCs and 
cytokines to direct them
à Acute benefit for newborn related 

diseases
à Long term benefit age-related 

diseases

Plasma / cells for volume expansion



Cord Clamping

ICC – 30 % of feto-placental blood volume remaining in the placenta

DCC reduces residual placental blood to 20 % of the feto-placental blood 
volume by 60s and 13% by 3-5 min



Delayed Cord Clamping



Umbilical Cord Milking



“Modern”  Labour Management







• 23.Maka rasa sakit akan melahirkan anak
memaksa ia (bersandar) pada pangkal
pohon kurma, dia berkata: `Aduhai, 
alangkah baiknya aku mati sebelum ini, 
dan aku menjadi barang yang tidak
berarti, lagi dilupakan`. (QS; 19:23

• 24. Maka Jibril menyerunya dari tempat
yang rendah: `Janganlah kamu bersedih
hati, sesungguhnya Tuhanmu telah
menjadikan anak sungai di bawahmu.(QS. 
19:24)

• 25. Dan goyanglah pangkal pohon kurma
itu ke arahmu, niscaya pohon itu akan
menggugurkan buah kurma yang masak
kepadamu,(QS. 19:25)

• 26. maka makan, minum dan bersenang
hatilah kamu. Jika kamu melihat seorang
manusia, maka katakanlah:` 
Sesungguhnya aku telah bernazar
berpuasa untuk Tuhan Yang Maha
Pemurah, maka aku tidak akan berbicara
dengan seorang manusiapun pada hari
ini.`(QS. 19:26)



Eat and Drink During Labour

“Nothing by Mouth” is an outdated restriction that should not be applied to low-risk people giving birth today

American Journal of Obstetrics and Gynecology.

The World Health Organization (WHO) (“Care in normal birth: a 
practical
guide. Technical Working Group,” 1997)

The American College of Nurse-Midwives (ACNM) (“Providing Oral 
Nutrition to Women in Labor,” 2016)
NICE Clinical Guidance for the United Kingdom (Delgado Nunes et al. 
2014) The Society of Obstetricians and Gynecologists of Canada 

(SOGC) (Lee et al. 2016)

Low-risk laboring people, including those with epidurals, have the 
right to choose whether or not they would like to eat and drink 

during labor.

In high-risk birthing persons, the informed consent discussion might 
look a bit different. People should know there is no evidence from 
randomized trials that could be applied to their situation. More 
research needs to be done to better define risk factors for aspiration, 
but it appears that some people – those witha difficult to manage 
airway, eclampsia, pre-eclampsia, a body mass index of 40 or greater, 

and who receive intravenous (IV) opioid medications during labor–



Oral Intake

• Oral fluid permitted
• Solids are better avoided – delayed emptying 

of stomach
• Antacids orally 
• Stop feeding and appropriate iv fluids 

whenever there is apparent that patient may 
need any intervention



• This guideline examines the evidence for 8 key 
practices in labour-delivery care: 

• Augmentation of labour 
• Routine episiotomy 
• 24 hour discharge 
• Active management of third stage of labor (AMTSL) 
• Monitoring of labour and partograph
• Position for delivery 
• Breastfeeding < 1 hour 
• Drying & wrapping of newborn




