
MANAGEMENT 

OF 2ND STAGE OF 

LABOUR



DEFINITION
 Second stage of labour starts from the full dilatation of the cervix to

the expulsion of fetus from birth canal.

DURATION
➢ Time taken to complete second stage vary considerably.

➢ Generally, second stage of labour starts from the full dilatation of the

cervix to the expulsion of fetus from birth canal.

➢ Average duration is 1hour in primigravida and 30minutes in

multigravida.



SIGNS AND SYMPTOMS
1.Uterine action and bearing down efforts

2. Descend

3.Rupture of membrane

4.Abdominal signs

5.Maternal vital signs

6.Vaginal signs



1.UTERINE ACTION AND BEARING DOWN EFFORTS:

✓contraction in the 2nd stage of labour are stronger
in intensity, more frequent and also last for longer
period of time.

✓Contractions last for 60-90 seconds and are
expulsive in nature.

✓Mother feels intense pain and agony at the time of
birth of the fetal head.

✓Her face becomes flushed, neck veins are
prominent, there is prespiration and rapid pulse
rate.



2.DESCEND :

➢As it is already mentioned, descent takes place

throughout the labour , and the speed increases during

the second stage of labour.

➢There is progressive descent, which can be assessed

by, downward shifting of the heart rate.



3. RUPTURE OF THE MEMBRANE:

➢Usually the membranes rupture during this stage, 

spontaneously; and there is gush of liquor Amni

per vagina.

➢This allows fetal head to be  directly applied to the 

vaginal tissues.

➢Sometimes rupture of the membranes is delayed 

till the head bulges out through the introitus.



4.ABDOMINAL SIGNS

 During the contractions, there is hardening of the uterus.

 After the contractions pass by, the fetal heart sound
remains normal, but the position of FHS lower down as
the fetus descends.

5. MATERNAL VITAL SIGNS:

 The maternal pushing affects the blood pressure.

 There can be rise of 15-20 mmhg during the contractions.

 Temperature can increase upto 1degree celsius at the
time of delivery and immediately .

 Pulse rate also increases during each pushing effort.

 Respiration slows down and face becomes congested
during the pain. Mother has features of exhaustion.



6.VAGINAL SIGNS

❖Pernieum progressively bulges during pains
and anus gapes.

❖The vulval opening becomes circular during
the expulsive phase, as with each contraction,
head descends and the perineum is distended.

❖Crowning of the head occurs when the
maximum diametre of the head stetches the
vulval outlet and there is no recession even
after the contraction passess off.

❖The head is born by extension.



CONDUCT OF DELIVERY

Principles-

1.To assist in natural expulsion of the

fetus slowly and steadily.

2.To prevent perineal injuries.



PREPARATION FOR DELIVERY:

❑Progress of the labour is assessed by looking
for descend, station, and the contractions.

❑Fetal well being is assessed by listening to FHS,
detecting fetal lie, attitude, presentation and
position ; and fetal adaptation to the pelvis.

❑Looking for the signs and symptoms of 2nd

stage , mother is made to lie on the delivery
table.



❑Maternal vital signs are assessed and the vaginal examination is

carried out to confirm position, station and the descent of the head

and to detect any abnormality.

❑Woman may be given lithotomic position as it gives the midwife better

control.

❑ Surgical hand scrub is done and cap, mask, and gown are worn.

❑Toileting of the external genitalia and inner side of thighs is done with

cotton swabs soaked in savlon or dettol solution.

❑ If the bladder is full, catheterization is done.



INSTRUMENTS FOR THE DELIVERY

1.Sponge holding forceps

2.kocher’s artery forceps

3.Episiotomy scissors

4.Small artery forceps

5.Straight scissors

6.Needle holder

7.Chromic catguts

8.Sterile rubber catheter

9.Cotton swab in savlon solution



➢Sterile surgical gauze and sterile pad.

➢Drugs –xylocaine, inj.ergometerine or

methergin and disposable syringe.

➢Sterile linen and cord ligature.

➢Baby resuscitative equipments- mucus sucker,

Ambu bag, oxygen cyclinder.



 ACTUAL CONDUCTION OF DELIVERY:

1.Delivery of head

2.Delivery of the shoulder

3.Delivery of the trunk



EPISIOTOMY

DEFINITION –it is a surgical incision into the
perineum to enlarge the space at the outlet, thereby
facilitating the birth of the child.

TIMING OF EPISIOTOMY –

❑The episiotomy has to be performed timely,
when the perineum is bulging and 3-4 cm
diameters of the fetal scalp is visible during a
contraction.

❑If episiotomy is performed early, it will fail to
release the presenting part and there can be
haemorrhage from cut vessels.



❑If it is performed late, the procedure fails to prevent

lacerations and to protect the pelvic floor.

❑During the episiotomy, incision is made of,

fourchette, the superficial muscles, and the skin of

the perineum and the posterior vaginal wall.



INDICATIONS

✓To preserve the integrity of the pelvic floor.

✓A large sized baby may cause need the episiotomy to
prevent laceration.

✓Arrest of the progress by a resistant perineum
(operative scars, thick and heavily muscled tissues)

✓Anticipation of shoulder dystocia.

✓Premature baby in order to minimise the risk of
intracranial haemorrhage.

✓Malpresentations and malpositions of the perineum.

✓Short perineum.

✓Fetal distress, to make the rapid delivery.



MATERNAL BENEFITS:

 It is easier to repair the straight incision and healing of such

an incision, rather than an uncontrolled laceration.

 The structures in front and rear are protected.

 There is less stretching of and less damage to the bladder ,

anterior vaginal wall and urethra.

 Second stage of labour is shortened.

 Tears into the rectum can be avoided.



FETAL BENEFITS:

An episiotomy is beneficial for the fetus also, as it
makes the birth easier and avoids the brain damage.

Types of episiotomies- 2types

1.Median or midline

2.Mediolateral , which may be to right or left.

Median or midline – it follows the natural line of
insertion of the perineal muscles.

 It is associated with reduced blood loss, but there is
higher incidence of damage to the anal sphincter.
This type of incision is easy to repair, results in less
pain and dyspareunia.



 Mediolateral – it starts at the midpoint of the

natural line of the fourchette and is directed at a

45 degree angle to the midline towards the point

midway between the ischial tuberosity and the

anus.

 This incision is more difficult to repair and blood

loss is more, but it avoids the damage to both anal

sphincter and bartholin’s glands.



Receiving the newborn

 After the birth of the baby , the neonatal nurse

receives the baby and provides the essential care,

which is mentioned as follows.



Thank you



NEONATAL 

RESUSCITATION



INTRODUCTION 
 The airway has to be cleared after the birth of the baby and the fluid

is wiped from the baby’s face. When the baby’s respiratory efforts are

seen , the midwife dries the infant to prevent the heat loss.

 The general condition is assessed at one minute and five minutes after

the birth.

 The factors such as heart rate, colour, respiratory effort , muscle tone

and reflex response to stimulates are assessed.

 The scoring is done , which is called as ‘the APGAR SCORE’.



THE APGAR SCORE

Signs Score 0 1 2
Heart rate Absent <100bpm >100bpm

Respiratory 

effort

Absent Slow, irregular Good, crying

Muscle tone Limb Some flexion 

of limbs

Active 

Reflexes 

Colour 

None

Blue, pale 

Grimace

Pink , body, 

blue 

extremities 

Cough, sneeze

Completely 

pink 



A normal infant in good condition at birth will achieve an Apgar score of 7-10. a score less than 6 requires

medical attention.

For every birth, resuscitation equipments should be made ready. The essential equipments should be in

good working condition. The equipments required are:

•Suction equipments –suctioncatheters , mechanical suction apparatus, mucous aspirator, feeding tube.

•Bag and mask –oxygen source with flow metre and tubing, appropriate sized face mask.

•Intubation equipment- larynoscope with straight blade , extra bulb and batteries,

Endotracheal tube , stylet and scissors.



•Medications – epinephrine, nalaxone hydrochloride , normal saline, ringer’s

lactate , sodium bicarbonate, sterile water ampoule, dopamine.

•Miscellaneous – warmed linen, radiant warmer, towel shoulder roll,

stethoscope, syringes, needles, 3-way stop cocks, gloves, gauze, adhesve tapes,

umbilical catheters, spot light, IV canula, neonatal airway tube.



Requirement of resuscitation according to the Apgar score-

1.Apgar score 7-10 , baby has minimal depression.

-Clear the airway, suction the oropharynx and provide tactile stimulation.

-Body of the infant is dried , warm blankets are provided to the baby.

-Observation is continued.

2.Apgar score 4-6 , the baby has moderate depression.

-infant is dried and placed under the heat source.

-After suctioning the mouth , then nose, tactile stimulation is given along with the

free flow oxygen by face mask.

-If the heart rate is below 100, positive pressure ventilation is started.

-Even after infant maintains good respiratory efforts, free-flow oxygen is contnued.



3. Apgar score 0-3 , the baby has severe depression
-Clear the airway by suctioning and dry the infant .

-keep the baby under the heat source , in the work area and
start positive pressure ventilation.

-If it is not helpful, endotracheal intubation is done.

-if heart rate less than 60 bpm after 30seconds of ventilation,
cardiac massage is started and continued until heart rate is over
80.



TABCs OF RESUSCITATION

T – MAINTENANCE OF TEMPERATURE
➢Availability of heat source
➢Remove wet linen under and around the baby
➢Dry the baby
A – ESTABLISHEMENT OF AN OPEN AIRWAY
➢Proper positioning of the baby
➢Suctioning of mouth and nose
➢If required, insert endotracheal tube
C- MAINTENANCE OF CIRCULATION
➢Stimulate and maintain the blood circulation by chest 

compression and medications.



INITIAL STEPS OF RESUSCITATION

➢Baby is received in a pre warmed towel and placed
under the heat source

➢Wet linen is removed and baby is dried quickly to
prevent the heat loss. Procedure of drying the
baby, also provides gentle stimulation which may
help in initiating respiration.

➢Baby is positioned on the back, with slight neck
extension. To maintain the position, shoulder roll
may be useful, elevating the shoulder ¾ to 1 inch
off the mattress.



➢Suctioning is done for the mouth first and then for the nose, to

prevent chance of aspiration of secretions from the mouth.

Suction pressure to be kept around 80 mmhg.

➢Tactile stimulation is provided by slapping or flicking the

soles of the feet or rubbing the infant’s back once or twice to

stimulate breathing. Continuous stimulation may be harmful

and wastage of valuable time.

➢Free- flow oxygen is blown over the infant’s nose so that the

baby breathes the oxygen enriched air.



BAG AND MASK

 It should be started if after tactile stimulation , infant is
apenic or heart rate is below 100bpm.

 For this baby’s neck is slightly extended and appropriate
sized mask is placed on the face.

 To check for the seal, rise of the chest is seen

 Ventilation is done at the rate of 40-60 breaths per minute.

 After 15-30 second of ventilation, baby is again evaluated.

 If the heart rate is above 100bpm and respiration is
spontaneous then provide tactile stimulation, monitor
heart rate, respiration and color.

 If no breathing establishes, continue ventilation.



CHEST COMPRESSION

 It is indicated if after 15-30seconds of PPV with 100% oxygen, heart rate is 

60 bpm or between 60-80 and not increasing.

 Chest compression is performed along with ventilation and 100% oxygen.

 It is done by thumb technique or two fingers technique.

 The pressure is applied to lower third of the sternum below an imaginary line 

between two nipples to depress it ½ to ¾ inches.

 To determine the effectiveness of chest compression , carotid or femoral 

pulse should be checked.



Immediate  assessement of congenital 

anomalies
 Cardiac defects

 Musculoskeletal deformities

 Central nervous system abnormalities

 Urinary system abnormalities

 Syndrome 



Thank you


