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Third stage of Labour

Third stage of Labour

Gyte (1994) identifies three approaches to third stage management in an evaluation of the meta-analyses of active management of the third stage :

1. Active management that is usually taken to include a prophylactic oxytocic drug, early clamping and cutting of the cord and controlled cord traction.

2. Physiological (expectant or conservative) management where there is no prophylactic oxytocic drug, no cord clamping until after placental delivery, no cord traction but the use of maternal effort guided by gravity.

3. Piecemeal approaches.  These cover many variations of practice where there is a mixture of active and physiological, e.g. an oxytocic drug, no early clamping and cutting of the cord and controlled cord traction.

A systematic review incorporating five trials (Prendiville et al. 2004) states that active management is superior to physiological in terms of blood loss, postpartum anaemia and the need for blood transfusion during the puerperium.  Adverse effects of active management are an increase in nausea, vomiting, headache and hypertension.  Prendiville et al. recommend that active management should be the routine management of choice for women expecting vaginal delivery in a maternity hospital (2004).  For other settings, including birth at home and in birth centres in developed countries, they suggest that there is no evidence why the implications might be different.

There has been considerable critique of the trials in the Prendiville et al. (2004) review.  Gyte (1994) points to the fact that the trials used “piecemeal” approaches to the management of the third stage.  In one of the trials (Prendiville et al. 1988), 53% of the women allocated to physiological management actually received some component of active management.  An interim analysis of this trial showed that a disproportionate number of haemorrhages seemed to have occurred in cases in which physiological management, though randomly allocated, was not possible (Prendiville et al. 1988).  The trials in the review (Prendiville et al. 2004) took place in units where active management was routine, and, as Begley (1990) comments, it can take some time for midwives to gain or regain skills of physiological management. 

More recently,( Wickham 1999) has raised additional questions about the total amount of blood lost related to different methods of care in third stage, and wonders whether women who receive active management may be experiencing greater blood loss overall due to heavy lochia in the hours after birth (1999).

In an exploratory study involving twenty midwives,(Featherstone 1999) identified a range of interpretations of physiological management; some of these approaches to physiological management appeared unsafe and potentially detrimental to women’s health. 

The most recent randomised controlled trial into management of the third stage (Rogers et al. 1998) took place at Hinchingbrooke Hospital, where physiological third stage was a common practice.   The results of this trial reflect the overall conclusions from Prendiville et al.’s (2004) Cochrane review.  The primary outcome measure was the incidence of post-partum haemorrhage (PPH), defined as a blood loss of 500ml or greater, estimated by the midwife. However, despite the midwives’ experience in physiological management, only 64% of the women allocated to the physiological group actually received allocated management, as compared to 93% in the active group.  This is of significant interest, as for those women who ended up with a mixture of managements, the PPH rate was 21%, compared with 8% for those in the full active management group, and 11% for those in the full physiological management group. 

There were a range of other outcomes measured; many of which are useful to women in making an informed choice.  Women in the expectant management group were five times more likely to receive a blood transfusion; there was a raised incidence of nausea, vomiting and headaches in the active group; babies in the physiological group were on average 67 grams heavier, probably due to the extra blood received before clamping (this process could be significant in the prevention of iron deficiency anaemia (Pisacane 1996)); there was no difference between the two groups in feelings of tiredness, or the number of days breastfeeding; women were on the whole satisfied with whichever management they had.  It is important, as always, to consider the women who declined to take part.  1512 women participated in the study, but there were also 976 eligible women who were not happy to be randomised to different methods of management.  Of this group, 52% chose physiological management.  As Rogers and Wood (1999) point out there is a clear implication for practice here, that when physiological management is offered to women as a reasonable option, many will choose it.

All of the studies reported a longer third stage in the physiological groups.  Prendiville et al. (1988) found a median length of five minutes in the active compared to fifteen minutes in the physiological group.  Rogers et al. (1998) reported means of eight minutes in the active group and fifteen minutes in the physiological.  The importance of this factor to both women and midwives is demonstrated in the study of their views following the Bristol trial (Harding et al. 1989) where both groups commented adversely on it.  These comments, of course, have to be viewed in the context of practice of the time. 

In a Cochrane review comparing oxytocic preparations for third stage management, syntometrine is associated with a significantly higher incidence of nausea and vomiting than syntocinon, and a small reduction in the incidence of postpartum haemorrhage of 500ml (McDonald et al. 2004).  There is no difference in the incidence of major haemorrhage (greater than 1000ml) when comparing the two drugs, and no difference in use of blood transfusion. In the majority, but not all of the trials included in that review, oxytocin is administered intramuscularly and compared with intramuscular syntometrine.

Inch (1988) states that physiological management is only appropriate for women with low risk of post-partum haemorrhage and who have had a “natural” labour.  Any interventions which may inhibit the uterus from  functioning normally, such as syntocinon, large doses of narcotics, an epidural or anything necessitating the early clamping and cutting of the cord, should be seen as contraindications to a physiological third stage.   As Inch suggests (in Gyte 1991), it is only this group of women that should be included in trials.  Although the Bristol trial did not attempt to use such exclusion criteria, both the Brighton (Thilaganathan et al. 1993) and the Dublin trials (Begley 1990) involved women “deemed to be at low risk of post partum haemorrhage”. Very different conclusions were drawn from these studies compared to those of Bristol. Thilaganathan et al. (1993) found no difference in terms of blood loss between the two different managements, and Begley (1990) found an increase in blood loss but no serious complications following PPH in “low risk women”.  Other adverse factors associated with the active management in the Dublin trial were a higher incidence of manual removal of the placenta and higher incidence of “after pains” requiring intramuscular analgesia.

As suggested (Rogers and Wood 1999; Anderson 1999), the options for care and the associated evidence should be presented in an unbiased way, so that women can consider the information and make a decision according to their own beliefs and values.  Physiological management of the third stage can be seen as the logical ending to a normal physiological labour (RCM 1997).
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Sources

Four bibliographic sources (Medline, CINAHL, MIDIRS and the Cochrane Library) were searched in order to identify the published literature. As this document is an update of research previously carried out, the publication time period was restricted to 2004 to January 2008

Search Terms

Separate search strategies were developed for each section of the review.  Initial search terms for each discrete area were identified by the authors. For each search, a combination of MeSH and keyword (free text) terms was used 

Journals hand-searched by the authors (2004) were as follows: 

· Birth

· British Journal of Midwifery

· Midwifery

· Practising Midwife

· Evidence-based Midwifery
                Third Stage of Labour Practice Points


Midwives should be competent in both active and physiological management.


Midwives should be clear about the components of physiological management in order to ensure safe practice (� HYPERLINK "file:///G:\\Learning%20Research%20and%20Practice%20Development\\evidencebased%20guidelines\\master%20copy%20final~290508.doc%201MONTAL.doccut.doc" \l "featherstone#featherstone" ��Featherstone 1999�).


Physiological management involves no prophylactic oxytocic drugs, no cord clamping until after placental delivery and no cord traction (� HYPERLINK "file:///G:\\Learning%20Research%20and%20Practice%20Development\\evidencebased%20guidelines\\master%20copy%20final~290508.doc%201MONTAL.doccut.doc" \l "gyte1994#gyte1994" ��Gyte 1994�). 


Active management includes a prophylactic oxytocic drug, early clamping and cutting of the cord, and controlled cord traction � HYPERLINK "file:///G:\\Learning%20Research%20and%20Practice%20Development\\evidencebased%20guidelines\\master%20copy%20final~290508.doc%201MONTAL.doccut.doc" \l "NICETSL#NICETSL" ��(NICE 2007�; � HYPERLINK "file:///G:\\Learning%20Research%20and%20Practice%20Development\\evidencebased%20guidelines\\master%20copy%20final~290508.doc%201MONTAL.doccut.doc" \l "gyte1994#gyte1994" ��Gyte 1994�).


Women at low risk of postparum haemorrhage who request physiological management of the third stage should be supported in their choice (NICE 2007). When physiological management is offered to women as a reasonable option, many will choose it (� HYPERLINK "file:///G:\\Learning%20Research%20and%20Practice%20Development\\evidencebased%20guidelines\\master%20copy%20final~290508.doc%201MONTAL.doccut.doc" \l "rogers1999#rogers1999" ��Rogers and Wood 1999�).  Physiological management can be seen as the logical ending to a normal physiological labour (� HYPERLINK "file:///G:\\Learning%20Research%20and%20Practice%20Development\\evidencebased%20guidelines\\master%20copy%20final~290508.doc%201MONTAL.doccut.doc" \l "royal19972#royal19972" ��RCM 1997�).  


If physiological management is attempted but intervention is subsequently required, then management must proceed actively.  If the placenta is retained after one hour, active management should be considered (NICE 2007, Pendeville et al.1988)


Active management is superior to physiological in terms of blood loss (� HYPERLINK "file:///G:\\Learning%20Research%20and%20Practice%20Development\\evidencebased%20guidelines\\master%20copy%20final~290508.doc%201MONTAL.doccut.doc" \l "prendiville2004#prendiville2004" ��Prendiville et al. 2004�; � HYPERLINK "file:///G:\\Learning%20Research%20and%20Practice%20Development\\evidencebased%20guidelines\\master%20copy%20final~290508.doc%201MONTAL.doccut.doc" \l "rogers1998#rogers1998" ��Rogers et al. 1998�).  The potential adverse effects of active management are  nausea, vomiting, headache and hypertension (� HYPERLINK "file:///G:\\Learning%20Research%20and%20Practice%20Development\\evidencebased%20guidelines\\master%20copy%20final~290508.doc%201MONTAL.doccut.doc" \l "prendiville2004#prendiville2004" ��Prendiville et al. 2004�).   
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