
Descent and rotation during second stage

What happens in the second stage

The second stage extends from complete cervical dilation, usually 10 cm, until
delivery of the baby. It is often described as the pushing stage, but this
description can be too narrow. Some people experience a period after full
dilation in which the fetus continues to descend and rotate before there is an
urge to push or before active pushing begins. This is sometimes called passive
descent during labor.

The distinction between passive and active phases is clinically useful but not
absolute. In the passive phase, uterine contractions and gravity may contribute
to descent while the birthing person rests or uses breathing techniques. In the
active phase, maternal expulsive efforts are added to contractions. The timing
and duration of these phases vary, particularly according to whether the person
has given birth vaginally before, whether epidural analgesia is being used, and
whether the fetal head is well aligned.

Throughout the stage, clinicians balance time-based expectations with evidence
of actual progress and the condition of both patient and fetus. A longer second
stage is not automatically dangerous, and a shorter one does not guarantee an
uncomplicated birth.



Descent through the maternal pelvis

Descent means downward movement of the presenting part toward and through the
pelvic outlet. In a head-first birth, the fetal skull is assessed in relation
to the ischial spines, which are useful landmarks inside the maternal pelvis.
This relationship is described as fetal station in labor. At station 0, the
presenting part is approximately level with the ischial spines. Negative
stations indicate that it remains higher, and positive stations indicate that
it has moved lower toward the outlet.

Descent is not necessarily continuous. It may be subtle during early second
stage and become more evident with contractions or pushing. A clinician may
assess it abdominally, by estimating how much of the head remains palpable
above the pelvic brim, and vaginally, by evaluating station and the
relationship of the head to the pelvis. Serial findings are more informative
than a single examination because they show whether movement is occurring.

Descent can be influenced by the strength and frequency of contractions, the
effectiveness of expulsive efforts, pelvic dimensions, fetal size and flexion,
and the position of the head. Maternal posture may also affect comfort and the
mechanics of the pelvis. Upright, lateral, kneeling, or supported
hands-and-knees positions may be offered when clinically appropriate, although
no position guarantees faster descent.

Why rotation matters

The fetal head usually enters the pelvis with its long axis oriented to fit the
pelvic inlet. As it descends, it commonly rotates so that the smallest
practical dimensions of the head align with the dimensions of the mid-pelvis
and outlet. These coordinated movements are known as the cardinal movements of
labor. They include engagement, descent, flexion, internal rotation, extension,
restitution, and external rotation, although the sequence may overlap and may
not be obvious in every birth.

Internal rotation is particularly important during second stage. In a typical
occiput-anterior position, the back of the fetal head rotates toward the front
of the maternal pelvis. This places the head in a favorable orientation for



extension beneath the pubic arch. Some fetuses begin in an occipito-posterior
or occipito-lateral orientation and rotate during descent. Rotation may be
gradual, may occur late, or may remain incomplete.

Rotation is not a judgment about effort or performance. A fetal head can
descend while rotating slowly, and it can rotate without substantial immediate
downward movement. The clinical question is whether the overall pattern is
compatible with continued safe vaginal birth. The care team may discuss
maternal position changes, time for spontaneous rotation, or other options
based on examination and fetal monitoring.

How clinicians evaluate progress

Assessment combines physical examination with ongoing observation of maternal
and fetal wellbeing. During abdominal examination, the clinician may estimate
the level of the head and identify the fetal back and limbs. Vaginal
examination can assess cervical completeness, station, the position of the
occiput, the degree of flexion, caput or molding, and whether the sutures
suggest that the head is aligned or becoming more difficult to pass.

Progress is best interpreted by comparing examinations over time. Relevant
questions include:

Is the presenting part moving lower?
Is the occiput changing position or remaining persistently posterior or
transverse?
Is the head flexed, allowing a smaller diameter to present?
Are contractions and expulsive efforts producing measurable change?
Are maternal vital signs, pain, fatigue, bladder status, and emotional
wellbeing being addressed?
Does fetal heart-rate assessment remain reassuring or require action?

Clinicians also consider whether the presenting part is genuinely engaged and
whether the examination is limited by swelling or molding. Ultrasound may
sometimes help clarify fetal head position when vaginal examination is
uncertain, particularly before an assisted vaginal birth is considered.
Documentation of timing and findings supports consistent communication among
members of the maternity team.



When descent or rotation is delayed

Second-stage delay may be suspected when there is little or no descent, little
or no rotation, or a combination of both over an appropriate period of
observation. The relevant time threshold varies with clinical circumstances and
local guidance. Parity, epidural analgesia, the presence of a visible head,
contraction pattern, and fetal and maternal condition may all affect how long
observation is reasonable.

Potential contributors include an unfavorable fetal position, incomplete
flexion, a relatively large fetal head, pelvic shape or dimensions, ineffective
contractions, a full bladder, exhaustion, or difficulty coordinating pushing.
These possibilities cannot be distinguished reliably without assessment. A slow
second stage is not proof of pelvic inadequacy, and it should not be
interpreted as a failure by the birthing person.

If progress appears limited, the care team may reassess fetal position and
station, review analgesia and pushing technique, encourage bladder emptying
when appropriate, optimize comfort and maternal position, and evaluate
contractions. Depending on the findings, options may include continued
expectant management, augmentation in selected circumstances, assisted vaginal
birth, or cesarean birth. The decision depends on safety, feasibility, urgency,
and informed consent.

Support, pushing, and possible interventions

Support during second stage should be individualized. Some people prefer
directed pushing, while others respond better to spontaneous pushing with the
contraction. Breathing, vocalization, rest between contractions, hydration
according to local policy, and position changes can help conserve energy and
improve coping. With an epidural, the urge to push may be reduced, so the team
may provide clear guidance while monitoring comfort and effectiveness.

When rotation or descent remains limited, the clinician should explain the
findings in understandable terms. If an assisted vaginal birth is proposed,
discussion generally includes the reason for assistance, the type of
instrument, the likelihood of success, alternatives, potential maternal and



neonatal effects, and the possibility of changing to cesarean birth if the
attempt is unsuccessful. An assisted vaginal birth is appropriate only when
specific clinical prerequisites are met, including knowledge of fetal position
and station and a safe route for delivery.

Urgent intervention may be needed when there is evidence of significant
maternal or fetal compromise, or when a vaginal birth is not progressing
safely. These decisions can feel overwhelming, especially when fatigue and pain
are intense. Asking the team to pause briefly to explain what is happening,
what is recommended, and why can support informed participation whenever
circumstances allow.

After the baby is born

Once the head is born, it usually rotates slightly to realign with the
shoulders, a movement called restitution, followed by external rotation as the
shoulders negotiate the pelvis. The remainder of the body is then delivered.
The newborn is assessed promptly, and care may include skin-to-skin contact,
delayed cord clamping when suitable, and support for feeding according to the
clinical situation.

The birthing person remains under observation because the immediate post-birth
period includes assessment of bleeding, uterine tone, vital signs, pain, and
any perineal or genital tract injury. A difficult or prolonged second stage can
be physically and emotionally demanding even when the outcome is good. It is
reasonable to ask for an explanation of the birth events, the fetal position,
any interventions, and what recovery may involve.

Birth experiences differ widely. A need for assistance or a change in birth
plan does not mean that the person did anything wrong. Postnatal care should
include attention to physical recovery and emotional wellbeing, with referral
for additional support when distress, anxiety, intrusive memories, or low mood
persist.


