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Consensus Statement: Facilitating the Birth of the Placenta

This guideline concerns the management of labour in the period from the birth of the baby until
the complete birth of the placenta/whenua and membranes, also known as the third stage of
labour. The birth of the placenta is a part of the continuum of birth, a time of adjustment. The
woman is becoming a mother and adjusting to the hormonal, physical and emotional changes
that follow birth. Her baby is adjusting to extra-uterine life . Uninterrupted mother and baby
contact (skin to skin is optimal) in a calm warm environment can support the natural production
of oxytocin, thereby sustaining uterine contraction and supporting breastfeeding initiation 2.

Rationale:

The New Zealand College of Midwives (Inc) recognises that women can expect physiological placental
birth when they have had a physiological labour and birth *. Women should receive information during
pregnancy in relation to the management of the birth of the placenta. There is emerging evidence that for
low risk women, supporting physiological third stage is a safe option *°

Guidelines/Recommendations:

Midwives must be competent in both supporting physiological placental birth, and implementing
active management of the birth of the placenta. Midwives must also recognise the need to change
from physiological to active management when appropriate, while having an awareness of the
potential benefits of physiological birth to both the woman and her baby.

When there has been an identified intervention in labour or birth or when the woman has an
increased risk of post partum haemorrhage (PPH), active management of the third stage should be
considered as the first option.

The woman continues to be assessed for blood loss and any physiological impact of this loss during
both physiological placental birth and active management of the third stage.

Midwives must always have uterotonic drugs and the necessary emergency equipment immediately
at hand when attending a birth. To the best of their abilities, midwives should ensure that all
uterotonic drugs are stored according to the manufacturer’'s recommendation.

Following the birth of the baby the midwife unobtrusively °:

o Facilitates undisturbed maternal baby interaction, encourages skin to skin contact; keeps
mother and baby warm.

e Encourages the woman to adopt a comfortable position for her — preferably upright to aid
descent of the placenta and observation of blood loss.

Physiological Placental Birth (Expectant or watchful waiting °)
Following a physiological labour and birth the midwife does not administer an uterotonic.
Controlled cord traction is not used.

The cord is left alone until either it stops pulsating, or preferably, the placenta is born so the baby
receives an optimal blood supply to start extra uterine life, the cord may then be clamped/tied and
cut. The decision to clamp and cut the cord should be on a case by case basis and in accordance
with the woman’s wishes. This may include keeping the cord intact for those choosing a lotus birth.

The midwife may unobtrusively observe for signs of placental separation. These are:
¢ The woman may become uncomfortable, experience contractions or feel that she wants to




change her position. She may also indicate heaviness in the vagina and a desire to bear down.
There may be some blood loss from separation bleeding.

o The uterus may be observed to become smaller, rounder and the fundus may rise in the
abdomen and become more mobile.

Once there are signs of placental separation or if the woman is uncomfortable °:

¢ The mother’s position may be changed (support upright positions) to aid the descent of the
placenta (e.g. kneeling or squatting position).
Encourage maternal effort to expel the placenta.

o If the placenta is in the vagina gentle traction on the cord may be used to guide the placenta
out.

¢ Arelaxed atmosphere, privacy and emptying the bladder may help to facilitate placental birth.

Once separated the placenta may be caught in cupped hands or a container (a container that has
held food may be culturally unacceptable). The midwife can assist slow membranes to be born
complete by holding the placenta in two hands and gently turning until the membranes are twisted,
then exert gentle tension to complete the birth ® or by asking the woman to cough.

Practice Notes:

¢ Cord blood may be collected from the large vessels on the surface of the placenta.
o If the baby requires resuscitation there are some indications that it may be beneficial to leave
the cord intact for resuscitation efforts, as long as resuscitation can be managed optimally *~°.

Controlled cord traction must NOT BE USED unless an uterotonic drug has been
administered

Active care of the Third Stage of Labour "

e To support neonatal transition and the equilibrium of blood volume the cord is not clamped and
cut for at least 3 minutes following the birth "% ',

¢ When cord clamping is delayed the optimal timing for administration of the uterotonic is
currently unknown and the effect of the administration of an uterotonic on neonatal health when
given prior to clamping of the cord is also unknown. Until further evidence to support practice is
collated, it is advised that the uterotonic drug of choice be administered after the cord has been
clamped and cut.

e The placenta is born by maternal effort or controlled cord traction. Controlled cord traction is
regarded as optional (except when syntometrine/ergometrine has been administered) and
dependent on whether the woman and the midwife consider the small reduction in blood loss
and small reduction in the duration of the third stage as important 2.

e If using controlled cord traction, wait for signs of placental separation **. The uterus is supported
suprapubically with one hand while continuous tension is applied to the cord in a downward
direction following the pelvic arc.

¢ Once separated the placenta may be caught in cupped hands or a container (a container that
has held food may be culturally unacceptable).

¢ The midwife can assist slow membranes to be born complete by holding the placenta in two
hands and gently turning it until the membranes are twisted, then exert gentle tension to
complete the birth ® or by asking the woman to cough.

Care following the birth of the placenta

e The uterus is assessed regularly to ensure that it is well contracted and bleeding is minimal.

e If there is bleeding present the uterus is massaged firmly until the bleeding stops. Uterotonic
administration (or repeated administration) is considered if bleeding becomes heavy. The
woman’s health is assessed frequently to ensure there are no adverse effects to the woman’s
health.

Women and their whanau are the decision makers in the disposal of the whenua/placenta following
birth.
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Length of third stage and retention of placenta

There is little consensus as to the length of the third stage and when a placenta should be defined

as "retained" and intervention initiated.

The following timelines have been provided as a guide only and based on available evidence. The

context of care, the place of birth, the length of time required for transfer, blood loss and the type of

third stage care undertaken will all have an impact on decision making.

e During a physiological third stage and in the absence of bleeding the third stage may last more
than an hour without an increased risk of PPH*.

o For an active third stage if the placenta has not separated and delivered within 30 minutes
further treatment and/or consultation should be considered *. If there is no bleeding the woman
can be observed for a further 30 minutes before treatment for retained placenta is initiated 2.

References:

' Buckley, S. (2005). Gentle Birth, Gentle Mothering: the wisdom and science of gentle choices in

pregnancy, birth, and parenting. Brisbane Australia: One Moon Press.

Odent, M. (2001). New reasons and ways to study birth physiology. Int J Gynaecol Obstet,. 75:
p. S39-45.

Gyte, G. (1994). Evaluation of the meta-analyses on the effects, on both mother and baby, of
the various components of 'active' management of the third stage of labour. Midwifery. 10: p.
183 - 199.

Dixon, L., et al. (2009). Midwives care during the Third Stage of Labour: An analysis of the New
Zealand College of Midwives Midwifery Database 2004-2008. NZCOM Journal, 41: p. 20-25.

> Fahy, K. (2009). Third Stage of Labour Care for Women at Low Risk of Postpartum
Haemorrhage. J Midwifery Womens Health. 54(5): p. 380-386.

International Confederation of Midwives (2011) Guideline For Attendance at a Physiological
(Expectant) Third Stage of Labour..

Mercer, J. and R. Skovgaard (2002). Neonatal transitional physiology: a new paradigm. Journal
of Perinatal and Neonatal Nursing. 15(4): p. 56-75.

Mercer, J., et al. (2007). Evidence-Based Practices for Fetal to Newborn Transition. Journal of
Midwifery & Women;s Health. 52(3): p. 262-272.

Davies, L. and J. Richards (2008). Maternal and newborn transition: adjustment to extrauterine
life. In: Examination of the Newborn and Neonatal Health: A multidimensional Approach. L.
Davies and S. McDonald, Editors. Churchill Livingstone Elsevier: Edinburgh.

International Confederation of Midwives and International Federation of Gynaecology and
Obstetrics. (2006). Prevention and Treatment of Post-partum Haemorrhage New Advances for
Low Resource Settings: Joint Statement, ICM: The Hague, London: FIGO.

Andersson, O., et al. (2011). Effect of delayed versus early umbilical cord clamping on neonatal
outcomes and iron status at 4 months: a randomised controlled trial. BMJ. 343, d7157 DOI:
10.1136/bmj.d7157.

World Health Organisation (2012) WHO recommendations for the prevention and treatment of
postpartum heamorrhage, World Health Organisation: Geneva.

Pena-Marti, G.E. and C. Communian-Carrasco. (2007). Fundal pressure versus controlled cord
traction as part of the active managment of the third stage of labour, , Cochrane Database of
Systematic Reviews

10.

1.

12.

13.

Bibliography:

Enkin, M Keirse, M Renfrew, M Neilson, J. (2000). A Guide to Effective Care in Pregnancy and
Childbirth: The Third Stage of Labour. Oxford University Press.

Begley C, Gyte G, Murphy D, Devane D, McDonald S, McGuire W. ( 2010). Active versus
expectant management for women in the third stage of labour . Review: Cochrane Database
Systematic Review ). Issue 7 Art No: CD007412

W J Prendiville, D Elbourne, S McDonald. (2004). Active versus expectant management in the third
stage of labour. Cochrane Review :The Cochrane Library 1, Chichester, UK: John Wiley and Sons

NZ College of Midwives Consensus Statement - Facilitating the Birth of the Placenta

Page 3



J Rogers, J Wood, R McCandlish et al (1998). Active vs expectant management of third stage of
labour : the Hinchingbrooke randomised controlled trial. Lancet. vol 351, No 9104, 7 March: pp 693-
699

Mercer JS. (2001). Current best evidence: a review of the literature on umbilical cord clamping
Journal Midwifery Women'’s Health; 46(6):402-14

Gyte, G. (1994). Evaluation of the meta-analyses on the effects on both mother and baby of the
various components of ‘active’ management of the third stage of labour. Midwifery. 10: 183-199

Health information for health professionals- Data Sheet- Syntometrine

International Confederation of Midwives (ICM) and International Federation of Obstetricians and
Gynaecologists (FIGO) (2005). Joint Statement. Management of the third stage of labour to prevent
postpartum haemorrhage

Buckley, S.J. (2005). Leaving well alone- perspectives on a natural third stage. Gentle Birth, Gentle
Mothering: the wisdom and science of gentle choices in pregnancy, birth, and parenting. One Moon
Press, Brisbane.

Thilaganathan B, Cutner A, Latimer J, Beard R. (1993). Management of the third stage of labour in
women at low risk of postpartum haemorrhage . Eur J Obstet Gynaecol Reprod B101. Jan; 48(1)

Blackburn S. (2007). Maternal, Fetal, & Neonatal Physiology: A Clinical Perspective. 3rd Edition, St
Louis: Saunders Elsevier.

Medsafe
www.medsafe.govt.nz/profs/Datasheets/s/Syntometrineinj.htm

IE. (1999). Physiological Third Stage of Labour. British Journal of Midwifery 7: 216-221

Elbourne DR, Prendiville WJ, Corroli G, Wood J, McDonald S. (2001). Prophylactic use of oxytocin
in the third stage of labour The Cochrane Database of Systematic Reviews 2001, Issue 4. Art. No:
CD001808. DO1: 10.1002/14651858. CD001808 presented at ICM, 2005.

Soltani, H., Dickinson, F. (2005). Rethinking the management of third stage of labour: a systematic
review of placental cord drainage . Preliminary Cochrane Systematic Review presented at ICM,

W J Prendeville. (1988).The Bristol Third Stage Trial: Active Versus Physiological Management of
the Third Stage of Labour . British Medical Journal Volume 297: 1295-1300: Pg 1295-1300

Richards, J. Umbilical Cord Clamping Practices of Midwives in New Zealand: Unpublished Masters
thesis for Otago Polytechnic, Dunedin

Harding, J. (1989).Views of Mothers and Midwives Participating in the Bristol Randomised
Controlled Trial of Active Management of the Third Stage of Labour. Birth, 1: March.

www.internationalmidwives.org

Ratification:

This statement was ratified at the NZCOM AGM on 14th August 2013
Original Statement ratified May 2006
References updated August 2013

The purpose of New Zealand College of Midwives Consensus Statements is to provide women,
midwives and the maternity services with the profession’s position on any given situation. The guidelines
are designed to educate and support best practice. All position statements are regularly reviewed and
updated in line with evidence-based practice.
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