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Chapter

Intrapartum Care: What Does the 
Evidence Say?
Julio Elito Junior and Jorge Francisco Kuhn dos Santos

Abstract

Childbirth is one of the most important moments in life. Delivery assistance is a 
major challenge today. Safety in childbirth care to avoid maternal-fetal morbidity and 
mortality is especially important. It is vital to avoid, on the one hand, the excess of 
medicalization with early and unnecessary interventions and, on the other hand, the 
lack of care that can lead to a delay in decision-making. In this delicate balance, it is 
also important to consider the expectation of the parturient with her desires related 
to how the birth she idealized will happen. Respecting her wishes without putting the 
maternal-fetal unity at risk is a great challenge for the obstetrician. It is important to 
avoid interventions as fundal pressure, routine episiotomy and the excess of unneces-
sary caesarean section. Cultural, socio-economical aspects and choosing the delivery 
mode are part of a big puzzle. This chapter aims to assess the best childbirth care 
among the scientific evidence and will cover the following topics: first stage of labor 
(differentiating latent from active phase), progression of the first and second stages 
of labor, pain relief during labor, prevention of postpartum hemorrhage, care of the 
newborn, and the puerperal woman.

Keywords: first stage of labour, second stage of labour, third stage of labour, 
postpartum haemorrhage, newborn

1. Introduction

In this chapter, the main care standards during labour and childbirth will be 
addressed. Several challenges related to labour assistance in the first, second and third 
stage will be presented based on the best scientific evidence.

2. First stage of labour

Delivery care begins with the correct diagnosis of first stage of labour: presence 
of at least two rhythmic and painful uterine contractions within 10 minutes, lasting 
around 30–50 seconds, with cervical changes.

An important point to consider is knowing how to differentiate the latent from the 
active phase of labour. In the latent phase, the parturient presents uterine contractions 
that cause changes in the process of effacement and dilation of the cervix, and this 
progression takes longer until reaching a dilation of 5 cm. On the other hand, in the 
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active phase of the first stage of dilation of labour, the rhythm of uterine contractions 
is regular, and at this stage there is already significant cervical effacement and the dila-
tion of the cervix progresses at an accelerated rate from 5 cm until complete dilation.

Hospitalisation is recommended during the period of the active first stage of 
labour. When in doubt, a period of observation should be done [1].

During the active first stage of labour, the patient is hospitalised, after anamnesis 
and general physical and obstetrical examination. Labour can take several hours—in 
general the primiparous, up to 15 hours and, in the multiparous, 10 hours. However, 
the duration of latent phase is more difficult to estimate. On the other hand, when 
cervical dilation is 5 cm, the mean duration of the first active stage is approximately 
4 hours in primiparous and 3 hours in multiparous.

An important point to be considered regarding the first stage of labour is to avoid 
perform interventions, sometimes unnecessary, only considering the duration of the 
cervical dilatation period [2].

To avoid prolonged fasting during labour, pregnant women can drink fluids and 
eat light meals.

The parturient is instructed to take a bath with antiseptic soap and stimulated to 
empty the bowels if necessary. The administration of enema is not recommended.

Perineal and pubic shaving is not performed routinely.
The parturient is released so that she can adopt the position that seems most comfort-

able to her. When lying down, left lateral recumbency is preferable. Walking is allowed 
in the initial dilation and with an intact water bag. The parturient at this stage of labour 
should be encouraged to move, walking or exercising on the physiotherapy ball [3].

The presence of a companion chosen by the patient is allowed during labour and 
delivery [4]. On admission, in patients who did not undergo prenatal care or who 
were not undergoing obstetric ultrasound (US) during pregnancy, US is performed 
primarily with the aim of screening for major foetal malformations that have not been 
clinically detected.

It is essential to properly fill out the form of the partograph or WHO labour care guide, 
a simple and efficient graphic way of monitoring the work of childbirth. Its use facilitates 
the medical supervision of parturients and encourages partnership with obstetricians.

The concept that the average cervicodilation in primiparous women is approxi-
mately 1 cm per hour and, in multiparous women, it can reach 1.5 cm is unreliable 
to assess unfavourable evolution of labour. Therefore, several studies have shown 
that the partograph alert line cannot identify risk situations that can result in 
 complications during childbirth.

In 2020, the WHO launched the Labour Care Guide to help health professionals 
use a more reliable instrument where they can record the main parameters of labour 
in order to find risk factors for adverse events in childbirth. Cervical dilatation, foetal 
heart rate, caput succedaneum, moulding, status of amniotic fluid, foetal descent, 
maternal temperature, blood pressure and urinary output should be recorded on the 
graph (Figure 1) [5]. The partograph should start from a cervical dilatation of 5 cm 
(active first stage of labour).

The digital vaginal examination must be repeated every 4 hours, depending on 
the stage of evolution, always checking, in addition to cervical conditions, as much 
information as possible: presentation, position and variety of position; height of the 
presentation; presence of plastic phenomena; and appearance of the liquid amniotic 
when the bag is ruptured.

Uterine dynamics should be periodic (every hour), correcting functional dystocia 
with appropriate manoeuvres and interventions if necessary. Surveillance of foetal 
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well-being can be carried out intermittently in cases without pathologies, every 
15–30 minutes by Doppler sonar. Often foetal heart rate should be assessed before, 
during and after uterine contraction for one or more minutes.

Cardiotocography should be used when there are changes during intermittent 
clinical auscultation of the foetal heart rate [6].

All interventions must be clearly described in the patient’s medical record.
Pain relief during labour can be done by pharmacological or non-pharmacological 

measures. If the environment is favourable and there is a good interaction between 
the parturient and the care team, the focus on pain may be different. Initial pain relief 
measures are generally non-pharmacological. Among them we highlight: bath or hot 

Figure 1. 
WHO labour care guide [5].
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compresses, massages in the lumbar region and relaxing breathing [7]. Several studies 
show that these measures are effective and the woman has a more positive experience 
related to childbirth. Among the pharmacological measures, epidural analgesia is 
the most used and best resolves pain. The use of opioids is a therapeutic alternative 
also used; however, it has side effects such as nausea, vomiting, drowsiness and even 
respiratory depression in the newborn [8].

Routine amniotomy is not recommended. If it is necessary to perform the amni-
otomy it should be done, with dilatation from 6 to 8 cm and fixed head, right after a 
contraction, in the most anterior portion possible, promoting slow flow of amniotic 
fluid and attention to its characteristics.

At the beginning of the expulsive period (complete cervicodilation), the parturi-
ent should be taken to the delivery room. Ideally, keep it in practically sitting position 
or, at least, with the trunk well raised.

Low foetal presentation, compressing the rectum and the perineum, determining 
the moment to perform the pulls, simultaneously with the contractions.

The main complication of the first stage is the cessation of labour. The diagnosis is 
made when the parturient is at least 6 cm dilated, has ruptured membranes and does 
not present any cervical changes due to at least 4 hours of adequate contractions or at 
least 6 hours of inadequate contractions with use of oxytocin to try to obtain adequate 
contractions [9].

3. Second stage of labour

The second stage of labour comprises the period between full cervical dilatation 
and the birth of the newborn. In this phase, the parturient performs involuntary pulls 
due to the uterine contractions of the expulsive period.

At this stage, the duration is variable. In primiparous women, this period can last 
up to 3 hours and in those from the second pregnancy onwards, the duration does not 
exceed 2 hours.

Maternity should be a welcoming environment, respecting ethical principles dur-
ing childbirth care.

Auscultation of foetal heart rate with Doppler sonar or Pinard stethoscope should 
be performed every 5 minutes lasting 1 minute in the second stage of labour. This 
auscultation is performed during and after uterine contraction in order to observe 
whether there has been an acceleration or deceleration of the foetal heart rate.

The patient is free to choose the position that she feels most comfortable, such 
us upright, supine or other position [10]. Regardless of the chosen position, the care 
team must assess foetal well-being. If any deceleration is identified and there is a need 
to change position, the parturient must be clearly informed of the reason for this 
change. In the expulsive period of labour, the patient must be supported and encour-
aged to perform the pushing as she wishes [11].

During the expulsive period, some measures can be used to try to avoid perineal 
trauma, including perineal massage, the use of warm compresses on the perineum 
and protection of the perineum in the detachment of the cephalic pole [12].

Episiotomy should not be performed routinely [13].
The Kristeller manoeuvre, which consists of applying pressure to the uterine 

fundus in an attempt to shorten the expulsive period, is contraindicated due to the 
risks of maternal and foetal trauma [14].
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The prolonged second stage of labour is generally defined as 2–3 hours for pri-
miparous women and 1–2 hours for multiparous women, with the longest interval 
for women with epidural analgesia during labour [15]. In these situations, the risk of 
maternal morbidity increases, including postpartum complications such as infection 
and haemorrhage; it also increases the risk of perinatal morbidity.

4. Third stage of labour

Physiological delivery occurs approximately 5–10 minutes after foetal expulsion. If 
it does not occur after this period, it is called delayed delivery (up to 30 minutes) and 
placental retention (from 30 minutes).

The use of uterotonics in this stage for the prevention of postpartum haemor-
rhage is recommended. Oxytocin (10 IU IM/IV) is recommended as the first option. 
If oxytocin is not available or failure to prevent postpartum haemorrhage, the use of 
ergometrine/methylergometrine or oral misoprostol (600 μg) is recommended [16].

Delayed clamping of the umbilical cord is recommended after the first minute of 
life, with the aim of improving perinatal outcomes due to the increase in haemoglobin 
levels at birth, improvement of iron stores in the first months of life, reduction of 
rates of intraventricular haemorrhage and necrotizing enterocolitis in premature 
infants [16].

The prolonged third phase of labour increases the risk of postpartum bleeding. 
Placental complications of the third stage of labour include: retained placenta, adher-
ent placenta and placenta accrete. Due to these complications, it may be necessary to 
perform the manual removal of the placenta, revision of the uterine cavity, massive 
bleeding requiring blood transfusion and even hysterectomy [17].

5. Care of the woman after birth

The period of 1 hour after delivery, also called the fourth period of labour or the 
Greenberg period, basically consists of careful monitoring by the obstetrician and the 
nursing team of the patient: in this period, bleeding can occur mainly, responsible for 
maternal mortality. Therefore, the volume of vaginal bleeding is the main parameter 
in command of how quickly important decisions must be made. Therefore, the assess-
ment of uterine tone by postpartum abdominal palpation is the main measure for the 
early diagnosis of uterine atony. In addition, vaginal bleeding, uterine height, blood 
pressure and heart rate should be evaluated [18].

Breastfeeding in the first hour of life is recommended due to its importance for 
both the baby and the mother, as it helps with uterine contractions, reducing the risk 
of bleeding. And, in addition to health issues, breastfeeding strengthens the affective 
bond between mother and child [18].

6. Conclusions

The antenatal care is the start of preparation of a safe and quality care during 
childbirth. For a positive childbirth experience is mandatory a practice based on 
scientific evidence. Definition of latent and active first stage of labour is important 
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for assistance. Active first stage starts when regular uterine contractions cause 
cervical effacement and cervical dilatation from 5 cm until full dilatation. Second 
stage is a challenge period and the duration varies: in first labour, birth is usually 
completed within 3 hours, whereas in subsequent labours, birth is usually completed 
within 2 hours. The use of uterotonics (oxytocin 10 U IM/IV) in the third stage for the 
prevention of postpartum haemorrhage is recommended.

© 2022 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms of 
the Creative Commons Attribution License (http://creativecommons.org/licenses/by/3.0), 
which permits unrestricted use, distribution, and reproduction in any medium, provided 
the original work is properly cited. 



Intrapartum Care: What Does the Evidence Say?
DOI: http://dx.doi.org/10.5772/intechopen.108839

7

References

[1] Kobayashi S, Hanada N, Matsuzaki M, 
Takehara K, Ota E, Sasaki H, et al. 
Assessment and support during early 
labour for improving birth outcomes. 
Cochrane Database of Systematic 
Reviews. 2017;4:CD011516

[2] Wei S, Wo BL, Qi H-P, Xu H, Luo Z-C, 
Roy C, et al. Early amniotomy and early 
oxytocin for prevention of, or therapy 
for, delay in first stage spontaneous 
labour compared with routine care. 
Cochrane Database of Systematic 
Reviews. 2013;8:CD006794

[3] Lawrence A, Lewis L, Hofmeyr GJ, 
Styles C. Maternal positions and mobility 
during first stage labour. Cochrane 
Database of Systematic Reviews. 
2013;10:CD003934

[4] Bohren MA, Hofmeyr GJ, Sakala C, 
Fukuzawa RK, Cuthbert A. Continuous 
support for women during childbirth. 
Cochrane Database of Systematic 
Reviews. 2017;7:CD003766

[5] WHO Labour Care Guide: User’s 
Manual. Geneva: World Health 
Organization; 2020. Licence: CC 
BY-NC-SA 3.0 IGO

[6] Devane D, Lalor JG, Daly S,  
McGuire W, Cuthbert A, Smith V. 
Cardiotocography versus intermittent 
auscultation of fetal heart on admission 
to labour ward for assessment of fetal 
wellbeing. Cochrane Database of 
Systematic Reviews. 2017;1:CD005122

[7] Smith CA, Levett KM, Collins CT, 
Crowther CA. Relaxation techniques for 
pain management in labour. Cochrane 
Database of Systematic Reviews. 
2011;12:CD009514

[8] Anim-Somuah M, Smyth RM, 
Jones L. Epidural versus non-epidural 

or no analgesia in labour. Cochrane 
Database of Systematic Reviews. 
2011;12:CD000331

[9] Spong CY, Berghella V, Wenstrom KD, 
et al. Preventing the first cesarean 
delivery: Summary of a joint Eunice 
Kennedy Shriver National Institute of 
Child Health and Human Development, 
Society for Maternal-Fetal Medicine, and 
American College of Obstetricians and 
Gynecologists workshop. Obstetrics & 
Gynecology. 2012;120(5):1181-1193

[10] Gupta J, Sood A, Hofmeyr G, Vogel J. 
Position in the second stage of labour for 
women without epidural anaesthesia. 
Cochrane Database of Systematic 
Reviews. 2017;5:CD002006

[11] Lemos A, Amorim MM, Dornelas 
de Andrade A, de Souza AI, Cabral 
Filho JE, Correia JB. Pushing/bearing 
down methods for the second stage of 
labour. Cochrane Database of Systematic 
Reviews. 2017;3:CD009124

[12] Aasheim V, Nilsen ABV, Reinar LM, 
Lukasse M. Perineal techniques during 
the second stage of labour for reducing 
perineal trauma. Cochrane Database of 
Systematic Reviews. 2017;6:CD006672

[13] Jiang H, Qian X, Carroli G, Garner P. 
Selective versus routine use of episiotomy 
for vaginal birth. Cochrane Database of 
Systematic Reviews. 2017;2:CD000081

[14] Hofmeyr G, Vogel J, Cuthbert A. 
Fundal pressure during the second 
stage of labour. Cochrane Database of 
Systematic Reviews. 2017;3:CD006067

[15] NICE. Intrapartum Care. Care of 
Healthy Women and Their Babies during 
Childbirth. NICE Clinical Guidelines. 
London: NICE; 2007. p. 55



Current Challenges in Childbirth

8

[16] WHO Recommendations: 
Intrapartum Care for a Positive 
Childbirth Experience. Geneva: World 
Health Organization; 2018. Licence: 
CC BY-NC-SA 3.0 IGO

[17] Rotem R, Lipski A, Weintraub AY, 
Baumfeld Y, Yohay D, Press F, et al. Third 
stage of labor placental complications 
and placenta-associated syndromes. The 
Journal of Maternal-Fetal & Neonatal 
Medicine. Oct 2021;34(20):3350-3354

[18] Cunningham FG, Leveno KJ, 
Dashe JS, Hoffman BL, Spong CY, 
Casey BM. Phisiology of labor. In: 
Cunningham FG, Leveno KJ, Dashe JS, 
Hoffman BL, Spong CY, Casey BM, 
editors. Williams Obstetrics. 26th ed. 
New York: McGraw-Hill; 2022. p. 1030


