
Failure to progress and stalled labor explained

What failure to progress means

Failure to progress, often abbreviated FTP, describes labor that is not
advancing as expected. It may also be called prolonged labor, labor dystocia,
arrested labor, or stalled labor. The phrase is most often used when cervical
dilation, cervical effacement, fetal descent, or the birth itself does not
continue despite contractions and time.

Labor progress is not judged by the clock alone. Clinicians look at the whole
clinical picture: contraction strength and frequency, cervical change over
repeated examinations, fetal position, station in the pelvis, maternal vital
signs, fetal heart rate pattern, membrane status, pain control, fatigue,
hydration, and signs of infection. A long labor can be tiring without being
dangerous, while a shorter labor can become concerning if the baby or birthing
person shows signs of compromise.

Medically, prolonged labor can affect the first stage, when the cervix effaces
and dilates, or the second stage, when the cervix is fully dilated and the baby
descends and is born. Some resources describe prolonged labor as many hours of
contractions without moving to the next stage, often around 20 hours or more in
certain circumstances, but thresholds vary by parity, induction status,



epidural use, fetal position, and local clinical guidelines.

It is important to separate the term from blame. A uterus, cervix, pelvis,
fetus, placenta, hormonal environment, and nervous system are all involved in
labor. When progress slows, it is a physiologic and clinical situation, not a
reflection of effort, pain tolerance, or whether someone "labored well."

How labor progress is assessed

In the active first stage of labor, clinicians commonly follow cervical
dilation, usually from about 6 centimeters to complete dilation at 10
centimeters, along with effacement and fetal station. Earlier labor can be
unpredictable; slow change before active labor is often not managed the same
way as a true active-phase arrest.

Contractions are assessed by their frequency, duration, and strength. External
monitors show timing, while an intrauterine pressure catheter, used only in
selected situations after membranes have ruptured, can quantify contraction
strength. Inefficient uterine contractions may be too weak, too short, or
poorly coordinated to dilate the cervix or move the baby down.

In the second stage, progress is evaluated differently. The cervix is fully
dilated, so the focus shifts to fetal descent, rotation, maternal pushing
effort, fetal position, and the baby’s tolerance of contractions. A prolonged
second stage may still end in vaginal birth, especially when fetal monitoring
is reassuring and descent continues gradually.

Assessments can include vaginal examinations, abdominal palpation, observation
of contraction pattern, review of the fetal heart rate tracing, and sometimes
ultrasound to clarify fetal position. Each examination has potential value but
also limitations. Cervical checks are subjective, may vary between examiners,
and repeated checks after membrane rupture can increase infection risk. For
this reason, many teams balance the need for information with the goal of
minimizing unnecessary examinations.

Common reasons labor stalls

A classic way to understand slow labor is to consider the "powers,"



"passenger," and "passage." The powers are uterine contractions and maternal
pushing. The passenger is the baby, including size, head position, and
presentation. The passage is the pelvis and soft tissues. A difficulty in any
one area, or a combination, can slow progress.

Contraction-related causes include weak, infrequent, or poorly coordinated
contractions. This may occur spontaneously or in the setting of induction,
prolonged early labor, dehydration, exhaustion, infection, or uterine
overdistension. Sometimes contractions feel very painful but still do not
generate effective cervical change.

Fetal factors are also common. Fetal malposition in labor, such as occiput
posterior or asynclitism, can make it harder for the head to flex, rotate, and
descend. Malpresentation, such as brow or face presentation, can interfere with
normal mechanics. A large fetus, especially with suspected macrosomia, may
increase the chance of slow descent, although fetal weight estimates before
birth are imperfect.

Pelvic and soft-tissue factors may include cephalopelvic disproportion, meaning
the baby’s presenting part does not fit through the pelvis in a way that allows
safe vaginal birth. True disproportion cannot always be predicted before labor
and may only become apparent after adequate contractions and time. Swelling of
the cervix, a very full bladder, tense pelvic floor muscles, or limited
mobility can also contribute.

Risk factors reported in clinical discussions include induction of labor,
epidural analgesia in some contexts, premature rupture of membranes, a history
of prior failure to progress, diabetes, fertility treatment, and suspected
fetal macrosomia. These factors do not guarantee stalled labor; they simply
increase the need for thoughtful monitoring and individualized decision-making.

Normal plateaus versus concerning arrest

One of the hardest parts of labor care is deciding whether a pause is normal
physiology or a sign that intervention is needed. Contemporary research
emphasizes that labor is not always linear. Even in healthy births, cervical
dilation and descent may slow, pause, or vary in rhythm. A plateau can occur
while the baby rotates, the cervix completes subtle changes, or the birthing



person rests and recovers.

A pause is more likely to be considered physiologic when the birthing person’s
vital signs are stable, pain and exhaustion are manageable, the fetal heart
rate is reassuring, there is no evidence of intra-amniotic infection,
contractions are not causing fetal compromise, and some progress resumes over
time. In these circumstances, patience, position changes, emotional support,
hydration, and rest may be reasonable, depending on the care setting and
preferences.

A stall becomes more concerning when there is no cervical change or descent
despite adequate contractions, when maternal fever or infection is suspected,
when membranes have been ruptured for a prolonged period with additional risk
factors, when bleeding is abnormal, when fetal heart rate abnormality suggests
the baby may not be tolerating labor, or when exhaustion makes continued labor
unsafe.

Rigid time limits can overdiagnose failure to progress, especially if they do
not account for normal variation, epidural use, fetal position, parity, or the
difference between latent and active labor. At the same time, prolonged
ineffective labor can increase risks such as infection, hemorrhage, severe
fatigue, operative vaginal birth, or cesarean birth. The goal is not to wait
indefinitely or intervene automatically; it is to interpret time in context.

Management options your team may discuss

Management depends on stage of labor, fetal status, maternal status, and the
suspected cause of the delay. If both parent and baby are stable, supportive
measures may be tried first. These can include changing positions, using
upright or side-lying postures, emptying the bladder, adjusting epidural
density if appropriate, hydration, nutrition when allowed, rest, massage, warm
water, or focused coaching during pushing.

If contractions are inadequate, clinicians may discuss artificial rupture of
membranes, also called amniotomy, if the membranes are still intact and the
fetal head is well applied. This can sometimes intensify contractions or allow
closer assessment, but it also starts or continues a period of ruptured
membranes, which may affect infection considerations.



Oxytocin augmentation may be recommended to strengthen or regulate
contractions. Oxytocin is given intravenously and titrated while monitoring
contraction frequency and the fetal heart rate. The aim is adequate uterine
activity without excessive contractions, because tachysystole can reduce fetal
oxygenation. Medication decisions should be individualized and explained by the
care team.

During the second stage, if the baby is low enough and conditions are
appropriate, assisted vaginal birth with vacuum or forceps may be discussed.
This requires specific criteria, including full dilation, known fetal position,
engagement of the head, adequate anesthesia, and a clinician trained in the
technique. It is not suitable for every situation.

If labor is not progressing and vaginal birth is unlikely or unsafe, cesarean
delivery may be recommended. This can be emotionally difficult if it was not
part of the birth plan. A cesarean in this context is not a failed birth; it is
one possible route to a safe birth when the balance of risks has shifted.

Questions to ask and emotional support

When labor stalls, conversations can happen quickly and while the birthing
person is exhausted. Having a framework can help. If time allows, ask what
specific finding is driving concern: cervical dilation, fetal descent,
contraction adequacy, fetal heart rate, maternal vital signs, infection risk,
bleeding, or fatigue. Ask whether the situation is urgent or whether there is
time to reassess after a defined interval.

Useful questions include: "Is the baby tolerating labor right now?" "Are
contractions considered adequate?" "What are the benefits and risks of
waiting?" "What are the benefits and risks of oxytocin, amniotomy, assisted
birth, or cesarean?" "Are there position changes or rest strategies we can
try?" and "What would make you recommend moving faster?"

For partners and support people, the most valuable role is often steady
advocacy and reassurance. Repeat information back to the team, help the
birthing person sip fluids if allowed, support position changes, keep the room
calm, and remind them that needing intervention does not erase the work already



done.

After birth, some people feel relief, while others feel grief, confusion, or
anger about how decisions unfolded. A postpartum debrief with the obstetric,
midwifery, or nursing team can clarify what happened and why. If intrusive
memories, panic, sleep disruption unrelated to newborn care, or persistent
distress occur, professional mental health support is appropriate and
compassionate care.


