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KEY MESSAGES

 ¼  Women and couples should be educated to help them make informed choices and a discussion should be 
initiated with the caregiver team to best consider their preferences and expectations (possibly expressed in a 
birth plan, compatible with safety, hygiene and established protocols) and to make women active partners in 
their delivery. 

 ¼  Primum non nocere: these guidelines are intended to eliminate routine practices, keeping only those that are 
scientifically justified.

 ¼  Supporting the physiology of normal childbirth requires appropriate monitoring.
 ¼  Pain management by pharmacological or non-pharmacological means is indispensable.
 ¼  Paradoxically, there are not a lot of data in the field of childbirth physiology in women with low obstetrical risk. 

Financial and organisational resources should be implemented to assess these practices. 

1. Haute Autorité de Santé. Monitoring and orientation of pregnant women according to identified risk situations. Update of May 2016. Saint-Denis La 
Plaine: HAS; 2016

OBJECTIVES
 ● To define, for women at low obstetrical risk, management procedures that respect the spontaneous rhythm and 
progress of birth and the preferences of women.

 ● To improve and ensure the quality and safety of care for the mother and neonate.

This concerns pregnant women in good health with low-risk during pregnancy and before delivery in the birth centre. 
Eligibility criteria for the women concerned are defined in the Practice Guideline published by the HAS in 2007, on the 
monitoring and orientation of pregnant women according to identified risk situations1.
This excludes, in particular, women with uterine scarring, twin pregnancy, suspected growth retardation or low weight 
for the gestational age, gestational diabetes, deflected head presentation and breech presentation; and premature 
childbirth. The level of obstetrical risk is reassessed before the start of delivery. In a pregnant woman in good health, the 
progress of delivery may be considered normal as long as there are no complications. As soon as a complication occurs, 
specific guidelines should be applied. 

WOMEN CONCERNED



A normal delivery starts spontaneously and has only low risks identified at the start of labour. This situa-
tion (with regard to continuously assessed risks) lasts throughout labour and delivery. The child is born 
spontaneously in vertex position between 37 and 42 weeks of gestation. Normal childbirth is confirmed by 
normal vital signs in the child and the immediate aftermath of childbirth for the mother. It allows a serene 
environment to be created, promoting maternal and familial well-being and parent/child attachment.

Management procedures for normal childbirth respect the rhythm and physiology of labour and delivery. Normal 
childbirth excludes induced labour and is characterised by spontaneous progress that can be supported, according to 
women’s preferences and the progress of the clinical situation of the mother and child, by one of the following proce-
dures (either successively, by choice or as needed):

 ■  physiologic labour support, which can, however, include interventions such as amniotomy, prophylactic antibiotic 
therapy, prophylactic administration of oxytocin at the third stage of labour, or setting up a venous line; 

 ■  minimal technical and pharmacological interventions according to scientific data, which, when they are necessary, 
are intended to ensure the safety and comfort of the mother and child. These can include, for example, the adminis-
tration of oxytocin to accelerate labour and locoregional analgesia.

DEFINITIONS

THE DIFFERENT STAGES OF LABOUR
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Table 1. Physiologic labour support and possible medical procedures at admission and during the first stage of normal 
childbirth

ADMISSION FIRST STAGE OF LABOUR

Definition  ■ Start: First regular contractions / End: complete cervical 
dilation

 ■ Going from the latent to the active phase: 5-6 cm of 
cervical dilation.

Monitoring         
the woman

 ■ The following is recommended:
 ● reviewing the pregnancy records and 
any birth plan; 

 ● taking a medical history;  
 ● assessing the frequency, intensity and 
duration of UC; 

 ● recording heart rate, blood pressure, 
temperature and UD result; 

 ● asking if the woman has had any     
vaginal discharge; 

 ● measuring the FH and performing     
uterine palpation; 

 ● proposing a VE if the woman appears  
to be in labour.

 ■ Use a partogram no later than the beginning of the active 
phase, with a scale suited to the natural history, without 
alert/action lines.

 ■ If there are no intercurrent events, it is recommended to:
 ● assess the frequency of UC every 30 minutes and for 
10 min during the active phase; 

 ● assess heart rate, blood pressure and temperature 
every four hours; 

 ● monitor and note spontaneous urination; 
 ● propose a VE every 2 to 4 hours, earlier if the patient 
requests it, or in the event of a presenting symptom.

 ■ Adapt monitoring in the event of LRA or administration of 
oxytocin during labour.

FHR monitoring  ■ Make sure that the woman has felt foetal 
movements within 24 hours before admis-
sion (C).

 ■ Assess the initial status of the foetus:  
 ● either using IA during a contraction 
and immediately after, for at least one 
minute (to be repeated several times 
subsequently if change) while palpating 
the maternal pulse (one practitioner per 
woman).

 ● or using a continuous CTG for 20 
minutes (to be interpreted by means of  
a classification. FIGO or CNGOF).

 ● After having previously informed the 
woman of the risk/benefit ratio of 
each technique, leave the choice to 
the woman of continuous monitoring          
(by CTG) or discontinuous monitoring  
(by CTG or IA) if the conditions of the 
maternity organisation and ongoing 
availability of personnel allow it (one 
practitioner per woman in the case of IA).

 ■ Discontinuous monitoring during the active phase of the 
first stage of labour: every 15 minutes during contrac-
tions and immediately after for at least one minute (if IA 
with Doppler), checking the maternal pulse and during 
the occurrence of any event (with one practitioner per 
woman).

 ■ Continuous monitoring by CTG: interpret using a classifi-
cation (see FIGO or CNGOF).

 ■ Ensure the traceability of the FHR regardless of the 
mode of surveillance.

Well-being of     
the woman

 ■ Ask about any wishes/requests and     
physiological and emotional needs.

 ■ Favour monitoring devices that allow mobility and com-
fort for women. 

 ■ Allow consumption of clear liquids (water, black tea or 
coffee, with or without sugar, carbonated or uncarbona-
ted drinks, pulp-free fruit juice) in unlimited volumes, in 
women with a low risk of general anaesthesia (B).

 ■ Do not allow consumption of solid food during the active 
phase.

 ■ Implement the human and material resources necessary 
to allow women to regularly change position in order to 
improve their comfort and prevent postural neurological 
complications.

 ■ Under LRA, the woman may move or walk around as 
long as there is a formalised and specific protocol inclu-
ding traceability and duration of postures, monitoring and 
compression prevention (C).



ADMISSION FIRST STAGE OF LABOUR

Non-
pharmacological 
interventions 

 ■ Provide all women with continuous, individual and       
personalised support, according to their request (B).

 ■ Support women in their choice in terms of non-         
pharmacological interventions (immersion, relaxation, 
acupuncture, hypnosis or massages) to manage pain.

Possible medical 
procedures 

 ■ In the active phase of labour, offer an intervention if the 
speed of dilation is less than 1 cm/4 h between 5 and     
7 cm or less than 1 cm/2 h beyond 7 cm:

 ● as a first line, amniotomy if the membranes are intact; 
 ● administration of oxytocin if the membranes are 
already ruptured and UC are deemed insufficient.

 ■ Prophylactic antibiotic therapy:
 ● in case of GBS + (B); 
 ● in case of membrane rupture at term beyond              
12 hours without going into labour (A); monitoring to       
be adjusted and testing for infection (at least CBC,   
UD and vaginal swab).

Pharmacological 
pain management

 ■ Assess pain using a validated scale (VAS 
or NRS) and offer various means of relief.

 ■ The demand for analgesia is guided by the intensity       
of pain felt: assess pain using a validated scale (VAS        
or NRS). 

 ■ Offer women who wish it a LRA technique (the safest 
and most effective method), without required minimum 
cervical dilation limit (A). Offer a low dose of analgesia to 
respect the experience of childbirth, limiting the sensori-
motor block, and to promote mobility (low concentration 
of local anaesthetic combined with liposoluble morphines 
and/or clonidine) (A). Low-dose LRA does not induce 
excess instrumental extraction or caesarian delivery,     
or side effects for the foetus and neonate.

 ■ Do not routinely administer IV fluids (grade B). The LRA 
should preferably be managed by the woman by means 
of a PCA pump (A). Offer a low dose spinal analgesia or 
spinal analgesia combined with an epidural to obtain a 
faster analgesia without motor block if cervical dilation is 
too advanced (C).  

 ■ Alternatives to LRA if it is contraindicated, fails or is 
refused, access is unavailable or in the expectation 
thereof (hyperalgesic latent phase and if the woman 
requests it): EMONO, opiates, pudendal nerve block.

IA: intermittent auscultation; LRA: locoregional analgesia; UD: urine dipstick; CNGOF : National College of French Gynecologists and Obstetricians; CTG: 
cardiotocography; UC: uterine contraction; NRS: numerical rating scale; VAS: visual analogue scale; FIGO: International Federation of Gynecology and 
Obstetrics; FH: fundal height; EMONO: Equimolar oxygen and nitrous oxide mixture; CBC: complete blood count; FHR: foetal heart rate; GBS: group B 
streptococcus; VE: vaginal examination; IV : intravenous; PCA: patient controlled analgesia.



Table 2. Physiologic labour support and possible medical procedures during the second and third stage of normal childbirth

SECOND STAGE OF LABOUR THIRD STAGE OF LABOUR

Definition  ■ Start: complete cervical dilation /         
End: birth of the child

 ■ Descent phase / Expulsion phase

 ■ Start: birth of the child / End: placental expulsion

Monitoring          
the woman

 ■ If there are no intercurrent events:
 ● continue the use of the partogram; 
 ● assess heart rate, blood pressure and 
temperature every hour; 

 ● assess the frequency of UC every       
30 minutes and for 10 minutes; 

 ● monitor and note spontaneous urination; 
 ● propose a VE every hour.

 ■ Close monitoring of the mother during the third stage  
and 2 hours after delivery: measure the pulse, blood 
pressure, bleeding and fundus at regular intervals.

 ■ The routine use of a collection bag to quantify blood loss 
should be left to the discretion of delivery room teams.

Foetal/child HR 
monitoring

 ● The choice between IA every 5 minutes 
(with one practitioner per woman) and 
continuous recording of FHR by CTG 
(to be interpreted using a classification, 
see FIGO or CNGOF) should be left to 
practitioners and women.

 ■ See memo sheet on initial care of neonates in the      
delivery room (2017).

Well-being of the 
woman and child

 ■ Same as first stage of labour.  ■ See memo sheet on initial care of neonates in the      
delivery room (2017).

Non-
pharmacological 
procedures

 ■ Same as first stage of labour.  ■ Inform women that placental expulsion without the use of 
uterotonic agents increases the risk of PPH > 500 ml and 
maternal transfusion, as well as the duration of placental 
expulsion, including in low-risk women. 

Pharmacological  
pain management

 ■ Same as first stage of labour.  ■ In the event of endouterine or perineal procedures, 
propose a low-dose spinal analgesia or spinal analgesia 
combined with an epidural in women with no analgesia, 
or increase the LRA already established, if necessary.

Medical          
procedures

 ■ Possible but non-routine medical          
procedures: 

 ● amniotomy (membranes most often 
already ruptured);  

 ● administration of oxytocin (at the end 
of 2 hours of complete dilation if the 
woman does not feel the urge to push 
and the presentation has not yet rea-
ched the middle pelvic strait, if uterine 
dynamics are deemed insufficient); 

 ● manual rotation of the foetal head 
from the occiput posterior and trans-
verse positions (if the second stage is         
prolonged); 

 ● incitation or direction of pushing efforts;  
 ● instrumental extraction; 
 ● episiotomy; 
 ● caesarian.

 ■ Do not start pushing efforts right when 
complete dilation is identified, but allow 
the foetus presentation to descend (A).

 ■ For all vaginal deliveries, administer oxytocin in order 
to reduce the incidence of PPH (A), when releasing the 
shoulders or within a few minutes of birth, otherwise after 
placental expulsion (B). No routine maintenance oxytocin 
treatment after vaginal childbirth is recommended.

 ■ There is no demonstrated efficacy for each of the 
following procedures to prevent the risk of PPH after 
vaginal delivery: routine bladder emptying, particular time 
for clamping the cord (B), routine draining of the cord, 
controlled traction of the cord (grade A), early breastfee-
ding (C), routine uterine massage (A).

 ■ No special position during labour or placental expulsion 
is recommended to prevent PPH.

 ■ In the event of placental retention, umbilical, IV or         
IM administration of oxytocin is not effective. Do then      
a manual removal (A). 

 ■ If there is no bleeding, do a manual removal from 30 
minutes following birth, without exceeding 60 minutes.
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This document presents the main points of the practice guidelines: “Normal childbirth: Physiologic labour support
and medical procedures” – Clinical practice guidelines method – December, 2017.

The full text of these guidelines and the scientific rationale can be consulted at www.has-sante.fr

December 2017

Grades of guidelines

A B C EC

Established scientific evidence Scientific presumption Low level of evidence Expert consensus

SECOND STAGE OF LABOUR THIRD STAGE OF LABOUR

Medical          
procedures

 ■ In order to decrease the duration of 
pushing efforts and surgical birth rates 
(caesarian or instrument extraction), and 
if the maternal and foetal statuses permit 
it, start pushing efforts when the mother 
feels an urgent need to push or when 
the presentation has reached at least the 
middle strait.

 ■ Let the woman push in the way that 
seems most effective to her.

 ■ Do not use fundal pressure (B)
 ■ Insufficient data to recommend: the foetal 
head disengagement technique, support 
of the rotational movement for restitution 
of the foetal head, or the application of hot 
compresses. The Ritgen manoeuvre (B) 
and practice of perineal massage (C) are 
not recommended.

 ■ Do not routinely use an ultrasound in the 
delivery room to determine the orientation 
of the presentation (B).

 ■ Inform the OB-GYN if the foetus does not 
progress after 2 hours of complete dilation 
with sufficient uterine dynamics.

IA: intermittent auscultation; LRA: locoregional analgesia; UC: uterine contraction; FH: fundal height; UD: urine dipstick; CNGOF: National College of 
French Gynecologists and Obstetricians; CTG: cardiotocography; FIGO: International Federation of Gynecology and Obstetrics; PPH postpartum hemor-
rhage; IM: intramuscular; IV: intravenous; FHR: foetal heart rate; VE: vaginal examination; OB-GYN: obstetrician-gynecologist.


