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Traveling to many parts of the world in my role as President of the Royal 
College of Midwives over the last few years, particularly countries where the 
normal birth rate is lowest and the cesarean section rate is highest, I have been 
struck by the efforts being made to make a straightforward and healthy vaginal 
birth a possibility, in an apparent vacuum of expertise, understanding, and 
knowledge. Many want to know how to set up services where normal birth is a 
possibility. Many want to know how to support women through labor, enhanc-
ing the possibility of success, but recognizing when intervention is necessary, 
and also give a positive experience.

The Labor Progress Handbook, first published in 2000 and now in its fourth 
edition, is crucial and unique to this work. It is a source of knowledge that will 
be critical to filling the vacuum. Since the first edition was published, the 
knowledge base and expertise has grown exponentially. We are more aware than 
ever of that delicate balance of physiological and psychological processes that 
are so fundamental to the outcomes of birth (no matter what is the route of 
birth). There is growing awareness of the neurophysiological effects not only on 
health of pregnancy and progress of labor, but also relationships, especially 
between mother and baby, and long‐term wellbeing, of this balance.

At the same time, frustratingly, the cesarean section rate continues to rise 
or the rate is intractable even where there is a commitment to bringing it 
down. Normal birth rates, however we define normal birth, are falling. 
Even in the United Kingdom, with a strong midwifery profession, the normal 
birth rate is low and the cesarean section rate is currently over 25%. We need 
not only a commitment to enabling normal birth, but also to know how to 
support it.

This fourth edition of the Handbook is a unique and critical resource of this 
knowledge and understanding. It is crucial to knowing how we might provide a 
safe and positive experience. The Labor Progress Handbook (4th edition) strikes 
at the most challenging issue we face as we try to increase rates of normal 
birth—how to recognize, support, and enhance progress in labor. Everyone 
concerned with the care of women, their babies, and the family during preg-
nancy and birth—midwives, doctors, nurses, doulas, childbirth educators, 
companions, all birth workers—will find the book brimming not only with 
evidence, skills, anatomy and physiology, step‐by‐step instructions, and clear 

Foreword to the Fourth Edition



xviii    Foreword to the Fourth Edition

diagrams, but also a holistic approach that recognizes and explains the delicate 
neurohormonal physiology, the connection between body and mind, and the 
effect of fear and emotions, the impact of environment, and the importance of 
comfort, reassurance, and support.

The Labor Progress Handbook (4th edition) is not only for those newly enter-
ing the field; novices and experts alike will all gain from the concise but rich 
format, accessibility of information, and reconsideration of approaches and 
knowledge that are changing rapidly. Every one of us will be made to think 
and reconsider.

The holistic comprehensive approach is crucial, not only because a number 
of complex factors will affect the outcome of pregnancy and birth, but because 
a positive experience is crucial, no matter what the outcome. This comprehen-
sive approach has a strong basis in evidence. To convey this complex evidence, 
not only summarized and applied but also evaluated, in such a readable form in 
such a compact book, is a remarkable achievement.

One of the really important aspects is the recognition that birth workers do 
not always work in ideal environments, and routine practices are not always 
evidence based. As understanding and ideas change so rapidly, few of us 
practice in ideal circumstances. While the book gives enough ammunition to 
challenge practices and approaches that may not be helpful and may be harm-
ful, many will need to provide day‐to‐day care in settings that make support 
for labor progress more difficult. For example, rates of epidural anesthesia are 
very high in many parts of the world, and so one of the important changes 
in this new edition is a chapter on how to maintain progress when there is an 
epidural.

Since the first edition in 2000, knowledge and awareness of the extent to 
which birth might be traumatic has risen. There is more information on trauma‐
informed care in this new edition.

Every birth worker should use and carry this book. The “Toolkits” (the last 
two chapters) are of huge real‐time use, and are designed for quick reference to 
deal with specific problems with slow progress or pain in labor.

One of the major indications for cesarean section performed in labor is dys-
tocia. As we emerge from a world where in the affluent economies cesarean 
section has been performed almost routinely, we have lost the ability to assess 
progress of labor, to support progress while providing comfort and security to 
the laboring woman. Many managing the problems of long latent phase or pre-
labor, or prolonged labor, need help in managing the woman’s care safely and 
humanely.

Now, as we seek to avoid cesarean section, particularly the first or primary 
c/s, The Labor Progress Handbook (4th edition) will be central to our work. 
Neither must we forget parts of the world where c/s and assisted birth is 
not  easily accessible. The information contained here will be useful and 
important to the development of skilled birth attendants in less affluent parts 
of the world.

Now enjoy, read through, thumb through, look up, reread, test your skills and 
knowledge, carry in your pocket. Whether you are novice or expert you will find 
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understanding, knowledge, instructions, and the inspiration to find ways to 
help labor progress to healthy, safe, and joyful birth, and where that progress 
has not been possible, to know that your care has been of the best.

Lesley Page CBE
PhD, MSc, BA, RM, RN, Honorary DSc, HFRCM

President Royal College of Midwives UK
Visiting Professor in Midwifery, King’s College London UK, and Adjunct Professor 

of Midwifery, University of Technology Sydney and Griffith University Australia
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CAUSES AND PREVENTION OF LABOR DYSTOCIA: 
A SYSTEMATIC APPROACH

Labor dystocia, dysfunctional labor, failure to progress, arrest of labor, arrested descent—
all these terms refer to slow or no progress in labor, which is one of the most 
vexing, complex, and unpredictable complications of labor. Labor dystocia is the 
most common medical indication for primary cesarean sections. Dystocia also 
contributes indirectly to the number of repeat cesareans, especially in countries 
where rates of vaginal births after previous cesareans (VBAC) are low. In fact, the 
American College of Obstetricians and Gynecologists (ACOG) estimates that 
60% of all cesareans (primary and repeat) in the United States are attributable to 
the diagnosis of dystocia.1 Thus, preventing primary cesareans for dystocia enables 
the number of repeat cesareans to be brought down by a comparable number. The 
prevention of dystocia also reduces the need for many other costly and risky cor-
rective obstetric measures, and spares numerous women from the discouragement 
and disappointment that often accompany a prolonged or complicated birth.

The possible causes of labor dystocia are numerous. Some are intrinsic:

•	 The powers (the uterine contractions).
•	 The passage (size, shape, and joint mobility of the pelvis and the stretch and 

resilience of the vaginal canal).
•	 The passenger (size and shape of fetal head, fetal presentation and position).
•	 The pain (and the woman’s ability to cope with it).
•	 The psyche (anxiety, emotional state of the woman).
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Others are extrinsic:

•	 Environment (the feelings of physical and emotional safety generated by the 
setting and the people surrounding the woman).

•	 Ethno‐cultural factors (the degree of sensitivity and respect for the woman’s 
culture‐based needs and preferences).

•	 Hospital or caregiver policies (how flexible, family‐ or woman‐centered, how 
evidence‐based).

•	 Psycho‐emotional care (the priority given to non‐medical aspects of the 
childbirth experience).

The Labor Progress Handbook focuses on prevention, differential diagnosis, and 
early interventions to use with dysfunctional labor (dystocia). The emphasis is on 
relatively simple and sensible care measures or interventions designed to help main-
tain normal labor progress, and to manage and correct minor complications before 
they become serious enough to require major interventions. We believe this approach 
is consistent with worldwide efforts, including those of the World Health Organization, 
to reserve the use of medical interventions for situations in which they are needed: 
“The aim of the care [in normal birth] is to achieve a healthy mother and baby with 
the least possible level of intervention that is compatible with safety.”2

The suggestions in this book are based on the following premises:

•	 Progress may slow or stop for any of a number of reasons at any time in 
labor—prelabor, early labor, active labor, or during the second or third stage.

•	 The timing of the delay is an important consideration when establishing 
cause and selecting interventions.

•	 Sometimes several causal factors occur at one time.
•	 Caregivers and others are often able to enhance or maintain labor progress 

with simple non‐surgical, non‐pharmacological physical and psychological 
interventions. Such interventions have the following advantages:
°° compared to most obstetric interventions for dystocia, they carry less risk 

of harm or undesirable side effects to mother or baby;
°° they treat the woman as the key to the solution, not the key to the problem;
°° they build or strengthen the cooperation between the woman, her 

support people (loved ones, doula), and her caregivers;
°° they reduce the need for riskier, costlier, more complex interventions;
°° they may increase the woman’s emotional satisfaction with her experi-

ence of birth.
•	 The choice of solutions depends on the causal factors, if known, but trial and 

error is sometimes necessary when the cause is unclear. The greatest draw-
backs are that the woman may not want to try these interventions; they 
sometimes take time; or they may not correct the problem.

•	 Time is usually an ally, not an enemy. With time, many problems in labor 
progress are resolved. In the absence of clear medical or psychological con-
traindications, patience, reassurance, and low‐ or no‐risk interventions may 
constitute the most appropriate course of management.

•	 The caregiver may use the following to determine the cause of the problem(s):
°° objective observations: woman’s vital signs; fetal heart rate patterns; fetal 

presentation, position, and size; cervical assessments; assessments 
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of  contraction strength, frequency, and duration; membrane status; 
and time;

°° subjective observations: woman’s affect, description of pain, level of fatigue, 
ability to cope using self‐calming techniques;

°° direct questions of the woman and collaboration with her in decisions 
regarding treatment:
“What was going through your mind during that contraction?”
“Please rate your pain during your previous contraction.”
“Why do you think labor has slowed down?”
“Which options for treatment do you prefer?”

•	 Once the probable cause and the woman’s perceptions and views are 
determined, appropriate primary interventions are instituted and labor 
progress is further observed. The problem may be solved with no further 
interventions.

Chart 1.1 illustrates the step by step approach followed in this book—from 
detection of little or no labor progress through graduating levels of interven-
tions (from simple to complex) to correct the problem.

Consider possible
cause

Worsening of problem or
maternal/fetal condition

Problem persists and
surgical birth

No improvement

Secondary interventions

Obstetric (high-level
interventions)

No
change

Little or no
labor progress

Problem

Diagnosis

Primary
action

Result

Intermediate action

Tertiary action

Result

“Physiologic”
interventions based on

presumed cause

Labor progress
and vaginal birth

Improvement

Chart 1.1.  Care plan for the problem of “little or no labor progress.”
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If the primary physiologic interventions are medically contraindicated or 
if they are unsuccessful, then secondary—relatively low‐technology—inter-
ventions are utilized, and only if those are unsuccessful are the tertiary, 
high‐technology obstetrical interventions instituted under the guidance of 
the physician or midwife. Other similar flow charts appear throughout this 
book showing how to apply this approach to a variety of specific causes of 
dysfunctional labor.

Many of the interventions described here are derived from the medical, 
midwifery, nursing, and childbirth education literature. Others come from 
the psychology, sociology, and anthropology literature. We have provided 
references for these, when available. Suggestions have also come from the 
extensive wisdom and experience of nurses, midwives, physicians, and 
doulas (labor support providers). Many are applications of physical therapy 
principles and practices. The fields of therapeutic massage and chiropractic 
provide methods to assess and correct soft tissue tension and imbalance 
that can impair labor progress. Some items fall into the category of “shared 
wisdom,” where the original sources are unknown. We apologize if we 
neglect to mention the originator of an idea that has become widespread 
enough to fall into this category. Finally, some ideas originated with the 
authors, who have used them successfully in their work with laboring 
women.

Scientific evaluation of non‐medical non‐pharmacological techniques is 
sparse and often inconclusive. During the past half‐century, extensive scientific 
evaluation of numerous entrenched medical customs, policies, and practices, 
intended to improve birth outcomes, has found that many are ineffective or 
even harmful. Routine practices, such as enemas, pubic shaving, continuous 
electronic fetal monitoring, maternal supine and lithotomy positions in the 
second stage of labor, episiotomy, immediate clamping of the umbilical cord, 
routine suctioning of the baby’s airway after birth, and separation of the 
newborn from mother are examples of care practices that became wide-
spread before they were scientifically evaluated. Then, once well‐controlled 
trials of safety and effectiveness had been performed and the results com-
bined in meta‐analyses, these common practices were found to be ineffective 
and to increase risks.3,4

Where possible in this book, we base our suggestions on scientific evidence 
and cite appropriate references. However, numerous simple and apparently 
risk‐free practices have never been scientifically studied, yet are widely used and 
based on observation and the experience of leaders in the field. Other valid 
considerations, such as women’s needs, preferences, and values, also play a 
large role in the selection of approaches to their care.

This book points out various areas in which more research is needed. 
Some of the strategies suggested in this book will lend themselves to 
randomized controlled trials, while others may not. Perhaps readers will 
gather ideas for scientific study as they read this book and apply its 
suggestions.
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DIFFERENCES IN MATERNITY CARE PROVIDERS 
AND PRACTICES IN THE UNITED KINGDOM, 
THE UNITED STATES, AND CANADA

This book is being published simultaneously in North America and the United 
Kingdom, where the approaches to maternity care are quite different from one 
another. For example, in the United Kingdom, midwives and general practi-
tioners provided the maternity care for more than 80% of the 776,000 births in 
2014.5 In the United States, less than 10% of the 4 million pregnancies and 
births per year are attended by midwives, while the vast majority, even those at 
low risk, are under the care of physicians, mostly obstetricians. During labor, 
women in the United States are usually cared for by nurses until shortly before 
they give birth, when physicians arrive to attend the actual birth and immedi-
ately post partum.

Canadian maternity care for approximately 390,000 births in 2015 was 
provided by approximately 2100 family doctors, 1650 obstetricians, and 1300 
midwives.6 Obstetricians attend approximately 70% of all low‐risk births in 
Canada. Family doctors attended approximately 22% of low risk births.7 Less 
than 10% were attended by midwives in 2013.

The differences in caregivers, with their differing approaches to childbirth, 
are reflected in the rates of interventions and cesarean births when labor is 
diagnosed as low risk at the outset. Where there are high numbers of obstetri-
cians caring for low‐risk women, practices such as inductions, cesareans, and 
admissions to intensive care nurseries are more common than where maternity 
care is provided by midwives and family physicians, who rely on less invasive 
approaches, and reserve the obstetric interventions for high‐risk pregnancies.

Because of these differences in maternity care, the willingness to introduce 
new practices, and the power to do so, will vary among caregivers in different 
countries. We hope our readers will utilize the simplest, least risky measures when 
problems are first identified, reserving more complex interventions for more 
serious problems, and educate themselves and change policies where necessary.

NOTES ON THIS BOOK

This book is directed toward caregivers—midwives, nurses, and physicians—
who want to support and protect the physiological process of labor, with the 
objective of avoiding complex, costly, and more risky interventions. It will also 
be helpful for students in obstetrics, midwifery, and maternity nursing; for 
childbirth educators (who can teach many of these techniques to expectant 
parents); and for doulas (trained labor support providers whose scope of prac-
tice includes use of many of the non‐clinical techniques). The chapters are 
arranged chronologically according to the phases and stages of labor.

Because a particular maternal position or movement is useful for the same 
problem during more than one phase of labor, we have included illustrations of 
these positions in more than one chapter. This will allow the reader to find 
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position ideas at a glance when working with a laboring woman. Complete 
descriptions of all the positions, movements, and other measures can be found 
in the “Toolkit” chapters (10 and 11).

CHANGES IN THIS FOURTH EDITION

With this edition we welcome Lisa Hanson, CNM, PhD, as second author. We have 
updated content throughout the book, adding new suggestions, illustrations, and 
references. Chapter 2 includes a new section on incorporating a trauma‐informed 
care approach into perinatal care, and references to more detailed sources. 
In Chapter 3, Wendy Gordon, LM, CPM, MPH, and Lisa Hanson, CNM, PhD, 
have updated information on assessments of progress and maternal‐fetal wellbeing. 
Chapter 4 contains instructions for using Bishop Score criteria to differentiate pre-
labor from labor and help parents adjust their expectations while maintaining their 
optimism. Another section reviews complementary and alternative medicine 
(CAM) techniques that are sometimes used in attempts to start labor.

Chapter 5 addresses new guidelines redefining the onset of active labor, and 
includes a detailed table comparing the Friedman, Zhang and NICE models of 
labor progress. Chapter 6 now includes information about the Ottawa Hospital 
Second Stage Protocol;8 Chapter  7 provides information on supporting the 
microbial health of newborns; and Chapter 8 updates information on routine 
rupture of the membranes, manual and digital rotation of the OP or OT fetus, 
and the potential of manual rotation to reduce the risks of cesarean birth and 
postpartum hemorrhage.

In acknowledgement of the widespread use of epidural analgesia, Penny 
Simkin has written a new chapter (Chapter 9) on epidural and other types of 
neuraxial analgesia (NA). Labors with epidural analgesia are frequently accom-
panied by slow progress, and the necessity for synthetic oxytocin, instrumental 
delivery, episiotomy, or cesarean delivery. However, strategies are available to 
reduce the need for these interventions.

Although women laboring with NA cannot use many of the maternal posi-
tions and movements that other women use, the same mechanical principles 
still apply. This chapter shows how to use them to foster labor progress. It also 
suggests simple, low‐risk ways to reduce some of the undesirable medication 
effects, adapt the management that accompanies NA to further prevent dysto-
cia, and help women who use NA to have positive psychological outcomes.

In addition to updating the “Toolkit” (Chapters 10 and 11), we now provide 
cross‐references between it and the main text, to help readers retrieve informa-
tion more quickly.

A NOTE FROM THE AUTHORS ON THE USE  
OF GENDER‐SPECIFIC LANGUAGE

In these times of rapidly increasing awareness and acceptance of the wide variety 
of family configurations, we want to acknowledge and support the unique gifts 
provided by all, including heterosexual couples and their infants; single‐parent 
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families; blended families formed by second marriages; and families with gay, 
lesbian, transgender parents, or gender‐queer parents who will carry and give 
birth to their infants. Despite our support of all family configurations, after 
discussion with our publishers, we are retaining gender‐specific language, 
referring to the pregnant person as “mother” or “woman.” We mean no disre-
spect to family groups who identify differently.

CONCLUSION

The current emphasis in obstetrics is to find better ways to treat dystocia once it 
occurs. This book focuses on prevention, and a step‐wise progression of interven-
tions aimed at using the least invasive approaches that will result in safe delivery.

To our knowledge, this is the first book that compiles labor progress strate-
gies that can be used by a variety of caregivers in a variety of locations. Most of 
the strategies described can be used for births occurring in hospitals, at home, 
and in free‐standing birth centers.

We hope this book will make your work more effective and more rewarding. 
Your knowledge of appropriate early interventions may spare many women from 
long, discouraging, or exhausting labors, reduce the need for major interventions, 
and contribute to safer and more satisfying outcomes. The women may not even 
recognize what you have done for them, but they will appreciate and always 
remember your attentiveness, expertise, and support, which contribute so much 
to their satisfaction9 and positive long‐term memories of their childbirths.10

We wish you much success and fulfillment in your important work.
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WHAT IS NORMAL LABOR?

Normal labors may be long or short; very painful or hardly painful; low‐risk or 
high‐risk. A normal birth may result in the birth of a small or a large baby; and 
may take place in a hospital or in another location.

Despite these variations, all such labors, if they meet the following criteria, 
would be considered normal by the World Health Organization (WHO),1 which 
defines normal labor as having the following features:

•	 spontaneous onset of labor between 37 and 42 completed weeks of 
pregnancy;

•	 low risk at the start, and remaining so throughout labor and delivery;
•	 spontaneous birth of an infant in the vertex presentation;
•	 mother and baby in good condition after birth.

The WHO criteria for normal labor have not changed since 1996, when 
they were first published. The problem is that it is impossible, using these 
criteria, to diagnose labor as normal until after (not during) the birth; this 
uncertainty sometimes leads to treatment of all labors as high risk until proven 
otherwise after the births. In other words, one can diagnose labor as normal 
only in retrospect. WHO estimates that “between 70 and 80% of all pregnant 
women may be considered low‐risk at the start of labor” (ref. 1, p. 3). Because 
treating all labors as high risk involves added expense, intensive training for 
care providers, and risks that are inherent in the treatments themselves, WHO 
states, “In normal birth there should be a valid reason to interfere with the 
normal process.” (ref. 1, p. 3). However, assessments of risk must continue 
throughout pregnancy and labor: “At any moment early complications may 
become apparent and induce the decision to refer the woman to a higher level 
of care” (ref. 1, p. 2). By emphasizing the need for ongoing surveillance of 
maternal and fetal wellbeing, WHO answers many of the concerns resulting 
from the impossibility of predicting which low‐risk women will remain low 
risk throughout labor and birth.

Influential organizations and working groups of care providers (midwives 
with various trainings and backgrounds; obstetricians; family physicians) 
in  North America and Europe have taken up the challenge of defining 
normal labor.2–6 Table 2.1 describes some of these efforts. Others have taken 
on the challenge of developing tools to evaluate maternity care providers 
(individuals and institutions) on how well or how poorly they promote normal 
birth.7–13

Although none of the definitions of normal birth in Table 2.1 specifies rates of 
labor progress, numerous authors consider adequate labor progress to be a 
defining characteristic of normality and a major focus of intrapartum care, 
along with the wellbeing of mother and fetus. Given the wide range of normal-
ity, however, it is not surprising that many varying points of view exist on the 
meaning of abnormal progress and on how to prevent, identify, and correct this 
troublesome problem.
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WHAT IS LABOR DYSTOCIA?

The term “labor dystocia” is a catch‐all term that refers to protracted or arrested 
progress in cervical dilation during the active phase of labor, or protracted or 
arrested descent during the second stage. Numerous other terms, such as 
“dysfunctional labor,” “uterine inertia,” “persistent malposition,” “cephalo‐
pelvic disproportion,” “failure to progress,” “protracted labor,” and, as some cli-
nicians have said in frustration, “WCO” (“won’t come out!”), have been used 
to refer to labor dystocia. In fact, E.A. Friedman compiled a list of 65 terms 
used to describe abnormal labor!14 Some caregivers are less patient than others 
and make the diagnosis of labor dystocia more quickly.

Diagnosis and management of labor dystocia vary, depending on the philosophy 
of the care provider.15 For example, proponents of “active management of 
labor” begin high‐dose oxytocin augmentation of nulliparas any time after labor 
is diagnosed, if the rate of dilation is less than 1 cm/h for 2 hours.15 Friedman’s 
graphic analyses of labor progress, published between the mid‐1950s and the 
1970s, have profoundly influenced obstetrics in America and elsewhere for 
decades. He defined labor dystocia as a rate of dilation less than 1.2 cm/h in 
nulliparas and less than 1.5 cm/h in multiparas during the active phase of labor, 
which he defined as dilation from 3 to 10 cm.14 This work still carries great 
influence, although more recent research shows that the mean rate of dilation is 
markedly slower.

In the late 1990s, researchers began to question Friedman’s findings and 
whether they still applied to contemporary women. Albers et al. studied labor 
progress in almost 4000 midwife‐attended births, in which outcomes were 
healthy, and neither oxytocin nor epidural analgesia was used. They found that 
active phases lasting as long as 19.4 hours in nulliparas and 13.8 hours in 
multiparas were associated with healthy outcomes.16,17 These durations were 
much longer than what Friedman described as labor dystocia.

Zhang et al. and the Consortium on Safe Labor18 obtained data from 19 US 
hospitals on more than 62,000 contemporary women who had given birth 
vaginally to singleton, vertex infants and had safe outcomes. These data indi-
cated that between 4 and 6 cm, nulliparas and parous women dilate at a similar 
rate, and far more slowly than Friedman described. Furthermore, the rate of 
dilation often did not accelerate until 6 cm dilation, rather than at Friedman’s 
4 cm. They conclude that a diagnosis of protracted or arrested labor should not 
be made until after 6 cm.

Reasons for the differences in findings between Friedman and The Consortium 
for Safe Labor include differences in study methodology and labor manage-
ment, and differences in childbearing women themselves. Today’s typical 
obstetric management includes more use of oxytocin and epidural analgesia. 
Today’s women are also larger and have larger babies than the women in 
Friedman’s time.

In March 2014, the American College of Obstetricians and Gynecologists 
(ACOG) recommended, “Because they are contemporary and robust, it seems 
that the Consortium for Safe Labor data, rather than the standards proposed by 
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Friedman, should inform evidence based labor management.” ACOG also 
states, “Cervical dilation of 6 cm should be considered the threshold for the 
active phase of most women in labor. Thus, before 6 cm of dilation is achieved, 
standards of active phase progress should not be applied.”19

Applying this definition, with its more liberal time limits, is intended to 
bring about lower primary cesarean rates—and to reduce overall cesarean rates, 
without additional risks to mother or baby—when a diagnosis of dystocia is 
postponed until a delay in dilation exceeds at least 4 hours.18, 20 If the woman 
can be made comfortable and the fetus’s status appears reassuring, there is now 
less urgency to speed progress. Unfortunately, non‐clinical factors often 
dictate the caregiver’s decision on when, whether, and how to intervene. These 
factors may include the adequacy of staffing now and later, the caregiver’s 
own availability and personal threshold for patience, and the woman’s needs 
or desires.

Implementation of this new definition of active labor (sometimes referred 
to as “6 is the new 4”) requires embracing a “tolerance for wide variations 
in normal labor”17 and attention to the needs of the laboring woman and 
her team for psychological support, self‐help pain management techniques, 
nourishment, non‐pharmacologic interventions (bath, movements, etc.), 
and patience, confidence, and continuous attendance on the part of those 
caring for them. These factors allow the labor process to unfold at its 
own pace.

WHY DOES LABOR PROGRESS SLOW DOWN OR STOP?

Even as the new ACOG guidelines are adopted, and cesarean rates for dystocia 
decline, some labors will still be protracted. Here we will examine factors that 
may cause slowing or arrest of labor progress.

Most cases of dystocia are caused by one or a combination of factors, as listed 
in Table 2.2. Some of these etiologies disappear with changes in labor manage-
ment. Others are corrected with skilled diagnosis and appropriate treatments 
based on the diagnosis. With time, patience, and trial and error, others may 
self‐correct. And lastly, some will not respond and obstetric interventions will 
be indicated.

Labor progress and prevention of dystocia depend on harmonious inter-
actions among a variety of psycho‐emotional, interpersonal, physical, and 
physiologic factors. As we shall see, progress is facilitated when a woman 
feels safe, respected, and cared for by her expert caregivers; when she can 
remain active, mobile, and upright; and when her pain is adequately and 
safely managed. Her sense of wellbeing is enhanced by a caring, attentive 
partner or loved ones; competent, confident, compassionate caregivers and 
doulas; and a calm comfortable, and well‐equipped birthplace. If these are 
not available to her, she may feel ashamed, embarrassed, inhibited, incompetent, 
alone, judged, unsafe, restricted, disrespected, ignored, or insignificant.22 Such 
feelings may elicit a psychobiological reaction that interferes with efficient 
progress in labor.
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Table 2.2.  Etiologies and risk factors for labor dystocia.

Etiology Description Comments

Cervical qualities Posterior unripe cervix at labor 
onset, scarred, fibrous cervix or 
“rigid os,” “tense cervix” or thick 
lower uterine segment

Unripe cervix may prolong latent 
phase. Surgical scarring, 
damage from disease, or 
structural abnormality may 
increase cervical resistance

Emotional stressors Maternal distress, fear, exhaustion, 
or severe pain

Increased catecholamine 
production may compete with 
oxytocin effects and inhibit 
contractions

Fetal characteristics Malposition, asynclitism, large or 
deflexed head, lack of 
engagement

Pendulous abdomen, size and 
shape of pelvis or fetal head 
may predispose fetus to 
malposition

Iatrogenic events Misdiagnosis of labor onset, active 
labor, second stage, or “protracted” 
labor; elective induction 
(nulliparous), inappropriate 
oxytocin use, maternal immobility, 
drugs, dehydration, disturbance

Misdiagnosis or unneeded 
interventions or restrictions 
can slow or interfere with 
labor progress

Pelvic characteristics Malformation, pelvic shape other 
than gynecoid, small dimensions

Maternal movement, and 
upright, forward‐leaning, or 
asymmetrical positions 
increase pelvic dimensions

Uterine factors Inadequate, inefficient contractions, 
hypertonic uterus

May be secondary to fear, 
fasting, dehydration, supine 
position, cephalopelvic 
disproportion, lactic acidosis 
in myometrium, or structural 
abnormalities

Soft tissue characteristics 
(uterine, cervical, pelvic 
and spinal ligaments, 
muscles, and fascia).21 
See Box below 
(Spinning Babies)

Imbalance of tone or tension, due to 
mother’s habitual posture or injury, 
may negatively influence flexibility 
and symmetry of pelvic structures, 
uterine activity, and fetal position

May reduce mobility of spine and 
pelvic joints, causing torque or 
other uneven pressures on the 
uterus, and impairing optimal 
fetal positions

The Spinning Babies approach: prevention and resolution of labor dystocia

Spinning Babies approaches birth preparation and the childbirth process from the 
perspective of fetal rotation, hence “spinning.” This approach is based on the 
knowledge of soft tissue influences, pelvic mobility, fetal rotation, and descent. 
Spinning Babies borrows the architectural concept of “tensegrity” (tension integrity) 
to explain the play of forces among the soft tissues and bones,23 and how they 
support the birth process.

The Spinning Babies’ three principles of Balance, Gravity and Movement ease 
birth by restoring Balance before or along with the widely used techniques that 
utilize Gravity and Movement to facilitate labor progress. For example, getting a 
woman up and moving doesn’t always advance her labor, as it does for many 
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PROSTAGLANDINS AND HORMONAL INFLUENCES 
ON EMOTIONS AND LABOR PROGRESS

Besides being influenced by the factors listed in Table 2.2, the labor process is 
influenced by a complex interplay of a variety of hormones. Each of these 
hormones—oxytocin, endorphins, catecholamines, and prolactin—has specific 
functions, which may either facilitate or inhibit the effects of the others. It is the 
balance of hormones that determines the net effects on labor progress, mater-
nal postpartum mental health, mother–infant interaction, and the initiation of 
breastfeeding. See Box: “Endogenous hormones of labor and their functions in 
labor and early post partum.”

Michel Odent, MD, an observer and student of normal birth since the early 
1960s, suggests that when women give birth “in the method of the mammals” 
(i.e., instinctively), their labors are more likely to proceed in a state of hormonal 
balance and without difficulty. He postulates that when the neocortex, the “newer,” 
more uniquely human part of the brain—the thinking, reasoning part—is over-
stimulated, the birth process is inhibited. Because the birth process involves 
coordinated activity between the endocrine system and the “older,” more primi-
tive parts of the brain that humans share with other mammals, Odent advocates 
modifying present‐day facilities and care practices to minimize stimulation of 
the neocortex. He notes that other mammals seek privacy in a comfortable, cozy, 
quiet space and dim light when they are about to give birth.

women. The problem may be that some soft tissues—muscles, ligaments or 
connective tissue—may be too tight, too loose, or torqued. This can cause 
resistance, pain and even reduction in the pelvic diameters. The intention of 
Spinning Babies is to correct this problem.

Spinning Babies recommends activities during pregnancy designed to release 
muscles, ligaments, and connective tissue to promote pelvic flexibility. Currently, 
intrapartum care focuses on cervical dilation, baby’s size, and pelvic size as factors 
in labor progress. Spinning Babies, however, addresses pelvic station and fetal 
position to select solutions for labor dystocia or options in pain management. 
Specific progress techniques are matched to the level (high, middle, or low) of the 
pelvis where the baby’s progress stalls. In addition to its potential mechanical 
benefits, this approach empowers the mother instead of stirring fears about 
malposition.

The Questions We Ask Lead Us to the Solutions We Seek

Current questions Spinning Babies questions

How far is her cervix dilated? Where is the baby in the pelvis?
Is the baby too big? Can fetal head flexion and/or rotation create more space?
Is her pelvis too small? Can we maximize the pelvic space by increasing flexibility of 

the pelvic joints? Can we mobilize the sacrum?
Can we avoid interventions by 

giving more time?
Is this labor pattern reflecting a truly obstructed labor or will it 

resolve with Balance, Gravity and Movement?
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Such an environment for humans reduces activity in the neocortex and allows 
the midbrain and brainstem to set in motion the processes that allow labor to 
proceed undisturbed. Odent points out that in today’s maternity facilities, the 
neocortex is constantly stimulated with bright lights, strangers, many questions, 
unfamiliar sights and sounds, and other disturbances, which may inhibit primitive 
brain function and the release of oxytocin and endorphins, while increasing the 
release of labor‐inhibiting catecholamines, which contribute to dystocia in first 
stage labor.24, 25 See “Optimizing the environment for birth” later in this chapter.

Prostaglandins and hormones and their functions in labor and early post‐partum

The following description of key hormones is synthesized from the published works 
of several prominent experts.24–27

•	 Prostaglandins. In late pregnancy, prostaglandins promote changes that soften the 
cervix and make it more elastic.26 Prostaglandins and a variety of hormones have 
been thought to promote the commonly noted increase in joint mobility during 
pregnancy. However, the actual processes that cause this are not well under-
stood.28 In Chapters 4 through 6, we suggest specific maternal positions and 
movements to make use of this flexibility to help the fetus rotate and descend.

•	 Oxytocin. Known as the hormone of “calm and connection,” “closeness,” or the 
“love” hormone, oxytocin contributes to uterine contractions, the urge to push, 
including the “fetus ejection reflex,”29 the “letdown” of breastmilk, maternal 
behavior, and feelings of wellbeing and love. It reduces both pain perception 
and memory of aversive experiences.26 It has effects opposite to those of 
catecholamines, as described later.

•	 Endorphins. These morphine‐like hormones increase with pain, exertion, 
stress, and fear and tend to counteract associated unpleasant feelings. 
During labor, they are instrumental in creating an altered, trance‐like state of 
consciousness (withdrawn, dreamy, and instinctual behavior) characteristic of 
women in active labor. They contribute to the “high” feelings that many 
unmedicated women have after birth. Once the stress or pain ends, the woman 
has the leftover euphoric effects of the endorphins.

•	 Catecholamines. These stress hormones—adrenaline (epinephrine), noradrena-
line (norepinephrine), cortisol, and others—are secreted when a woman is 
frightened or angry, is in danger, or feels that she or her baby is in danger. 
These are the hormones of “fight‐or‐flight.” Their physiologic effects enable the 
person’s body to endure, defend against, or flee a dangerous situation. High 
levels of catecholamines tend to counteract the effects of oxytocin and endor-
phins during labor. During most of the first stage, excessively high levels of 
circulating catecholamines cause maternal blood to be shunted from the uterus, 
placenta, and other organs that are not essential for immediate survival, to the 
heart, lungs, brain, and skeletal muscle—the organs essential to fight‐or‐flight. 
The resulting decrease in blood supply to the uterus and placenta slows uterine 
contractions30 and decreases the availability of oxygen to the fetus.31 
Psychological effects on the laboring woman include muscle tension, hyperalert-
ness, fear, help‐seeking, and protectiveness of her unborn child. The term “fight‐
or‐flight” accurately describes the physiologic response to danger of all 
mammals, as well as the behavioral response of males. Studies of female 
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It is notable that the fetus and newborn also produce these hormones, which, 
depending on the balance among them, may either contribute to or undermine 
fetal wellbeing during labor, neonatal adaptation, initiation of breastfeeding, 
and other possible functions.

“Fight‐or‐flight” and “tend‐and‐befriend” responses 
to distress and fear during labor

The well‐known “fight‐or‐flight” response, a physiologic process that promotes 
survival of the endangered or frightened animal or human, is initiated by the 
outpouring of catecholamines, or stress hormones. Triggered by physical 
danger, fear, anxiety, or other forms of distress, the fight‐or‐flight response has 
the potential of slowing labor progress (Fig. 2.1). During most of the first stage 

Maternal Effects of Anxiety (‘Tend and Befriend’ Response) in Labor

Excessive maternal catecholamine levels in first stage of labor
Physiologic response in mother: decreased blood flow to
   uterus, suppression of oxytocin effects, decreased uterine
   contractions, increased duration of first stage of labor,
   decreased blood flow to placenta
Maternal psychological response: increased negative or
   pessimistic perception of events and the words of others,
   increased need for reassurance and support, protectiveness
   toward fetus
Physiologic response in fetus: increased fetal production of
   catecholamines, fetal conservation of oxygen, fetal heart rate
   decelerations

High catecholamine levels in second stage labor
Maternal effects: Alertness, renewed energy and strength
Fetal effects: same as listed above

Fig. 2.1.  Physiological and psychological effects of anxiety on mother and fetus 
during labor.

behavior when in fear or danger have shown that female behavior is often better 
described as “tend‐and‐befriend”—that is, protecting their offspring and reaching 
out for support.32 See below for further discussion of “tend‐and‐befriend.”

In the second stage of labor, a surge of catecholamines is physiologic and 
helps mobilize the strength, effort, and alertness needed to push out the baby.29

•	 Prolactin. This “nesting hormone” prepares the breasts for breastfeeding during 
pregnancy and after birth, promotes the synthesis of milk, and has mood‐ele-
vating and calming effects on the mother. It seems to play a role in the altruistic 
behavior of a new mother—the ability to put the baby’s needs before her own.


