Labor complications explained and overview of risks

What counts as a labor complication

A labor complication is any clinical problem that interferes with safe

progression from contractions and cervical change to birth of the baby and
placenta. Some complications are primarily maternal, such as hemorrhage, fever,
hypertensive crisis, sepsis, or cardiovascular instability. Others are

primarily fetal or placental, such as abnormal fetal heart rate patterns,
malpresentation, shoulder dystocia, umbilical cord prolapse, or placental
separation before birth. Many involve both patients at once because maternal
circulation, uterine activity, placental function, and fetal oxygenation are
interconnected.

Complications may be anticipated before labor, discovered during admission
assessment, or develop suddenly. For example, a known breech presentation may
influence planned mode of birth before contractions begin. By contrast, fetal

heart rate abnormality, uterine tachysystole, heavy bleeding, or cord prolapse

can appear unexpectedly. This is why routine monitoring includes maternal blood
pressure, pulse, temperature, bleeding, contraction pattern, cervical progress,

fetal presentation, and fetal heart rate assessment.

Importantly, identifying a complication is not the same as blaming the body or



the birth plan. Labor involves powerful physiologic forces and sometimes needs
medical support. The clinical goal is to detect patterns early, communicate
clearly, and choose the least risky effective response.

Slow, prolonged, or arrested labor

Labor progress depends on coordinated uterine contractions, cervical effacement
and dilation, fetal position, pelvic anatomy, and the baby’s size. Prolonged

labor means progress is slower than expected; arrested labor means dilation or
descent has stopped despite adequate time and contractions. Definitions vary by
stage of labor, parity, use of epidural analgesia, and local guidelines, so
clinicians interpret progress in context rather than by the clock alone.

Risks increase when labor is very long because exhaustion, dehydration, fever,
infection, uterine muscle fatigue, and postpartum hemorrhage become more
likely. The fetus may also experience stress if contractions are frequent,

strong, or prolonged without adequate recovery. A prolonged second stage may
raise the likelihood of operative vaginal birth, severe perineal tears,

shoulder dystocia in selected situations, or cesarean section during labor.

Management depends on the cause. If contractions are inadequate and there are
no contraindications, clinicians may discuss oxytocin augmentation or

artificial rupture of membranes. If the cervix is fully dilated but descent is

slow, position changes, rest with epidural, coached pushing adjustments, or
operative vaginal delivery may be considered. If there is suspected

cephalopelvic disproportion, significant fetal compromise, or failed descent
despite appropriate efforts, cesarean birth may become the safer option.

Families should feel empowered to ask what problem is being treated, what
alternatives exist, and how urgent the decision is.

Fetal position, size, and passage through the pelvis

The fetal head normally flexes and rotates through the pelvis in a sequence
that supports vaginal birth. Malpresentation occurs when the fetus is not
positioned head-first in the usual way, such as breech, transverse lie, brow,
face, or compound presentation. Malposition, such as persistent occiput
posterior, means the head is down but oriented less favorably. These patterns
can slow dilation or descent and may increase pain, back labor, operative



delivery, or cesarean birth.

Fetal macrosomia, meaning a larger-than-average baby, may increase the risk of
labor dystocia, shoulder dystocia, perineal trauma, postpartum hemorrhage, and
neonatal injury. Estimating fetal weight before birth is imprecise, so

clinicians combine ultrasound, clinical exam, diabetes status, prior birth

history, and labor progress when discussing risk. Cephalopelvic disproportion
describes a mismatch between fetal size or position and the maternal pelvis
sufficient to prevent safe vaginal birth; it is often diagnosed only after

observing labor.

Shoulder dystocia is an obstetric emergency in which the head delivers but the
shoulders become impacted. It is usually unpredictable, although risk is higher
with macrosomia, diabetes, prior shoulder dystocia, and operative vaginal
delivery. Teams use specific maneuvers to relieve obstruction while avoiding
excessive traction. Even when managed promptly, shoulder dystocia can be
frightening and may be associated with neonatal brachial plexus injury,
fracture, low oxygen levels, or maternal hemorrhage and tears.

Fetal heart rate changes and oxygenation concerns

Fetal monitoring is used to assess how the baby tolerates labor. Clinicians
evaluate baseline heart rate, variability, accelerations, decelerations, and

the relationship between decelerations and contractions. Some changes are
benign or transient; others suggest reduced oxygen delivery, cord compression,
uteroplacental insufficiency, infection, medication effects, or excessive

uterine activity.

A fetal heart rate abnormality does not automatically mean the baby is injured,
but it can signal a need to act. Initial responses may include changing

maternal position, treating low blood pressure, reducing or stopping oxytocin,
giving intravenous fluids, evaluating uterine contraction frequency, or
assessing for cord prolapse and rapid cervical change. If concerning patterns
persist, clinicians may recommend expedited birth by operative vaginal delivery
when birth is imminent and criteria are met, or by cesarean delivery when
vaginal birth is not safely achievable soon enough.

Oxygen deprivation is a major concern because prolonged or severe disruption of



fetal oxygenation can contribute to acidosis, neonatal encephalopathy, or other
complications. However, fetal heart rate interpretation is nuanced and must be
integrated with the full clinical picture: gestational age, medications, fever,
meconium, contraction pattern, stage of labor, and prior tracing. Clear
explanations from the care team can help families understand whether the
situation is watchful, urgent, or emergent.

Umbilical cord and placenta-related emergencies

The umbilical cord and placenta are the fetus’s lifeline during labor.

Umbilical cord prolapse occurs when the cord slips through the cervix ahead of
the presenting part, where it can be compressed and abruptly reduce fetal
oxygenation. It is more likely with malpresentation, preterm birth, high

unengaged presenting part, multiple gestation, excess amniotic fluid, or

rupture of membranes under certain conditions. Cord prolapse is usually treated
as an emergency requiring immediate measures to relieve compression and often
rapid cesarean birth.

Placental abruption is premature separation of the placenta from the uterine

wall before birth. It may cause vaginal bleeding, abdominal pain, uterine
tenderness, frequent contractions, maternal shock, or fetal distress, although
concealed bleeding can make the amount of visible blood misleading. Risk is
higher with hypertension, trauma, smoking, stimulant use, prior abruption, and
some pregnancy complications. Management depends on severity, gestational age,
maternal stability, and fetal status.

Placenta previa, in which the placenta covers or approaches the cervix, is

usually identified before labor and often requires cesarean delivery if

persistent. Unexpected heavy bleeding in labor always deserves urgent
assessment. Placental problems can progress quickly because maternal blood loss
and fetal oxygenation may deteriorate at the same time.

Infection, fever, and inflammation during labor

Intra-amniotic infection, sometimes called chorioamnionitis or intra-amniotic
inflammation/infection, involves infection or inflammation of the amniotic

fluid, membranes, placenta, or fetus. It is more likely with prolonged rupture

of membranes, prolonged labor, multiple vaginal examinations after membrane



rupture, internal monitoring, certain genital tract infections, and maternal
fever. Signs can include fever, uterine tenderness, maternal or fetal
tachycardia, foul-smelling fluid, or elevated inflammatory markers, though
presentation varies.

Infection matters because it can increase risks of dysfunctional labor,
postpartum uterine infection, sepsis, neonatal infection, respiratory
complications, and neonatal intensive care admission. Treatment decisions are
individualized but may include antibiotics, antipyretics, fluids, fetal

monitoring, and planning for delivery based on maternal and fetal status.
Infection alone does not always require cesarean birth; the mode of delivery
depends on obstetric indications and urgency.

Fever in labor can also be associated with epidural analgesia, dehydration,
viral illness, or other noninfectious causes. Because the consequences of
missed infection can be serious, clinicians generally evaluate fever carefully
rather than assuming it is harmless. After birth, both parent and newborn may
need observation for signs of ongoing infection.

Maternal bleeding, injury, and postpartum transition

Some labor complications become most apparent immediately after birth.
Postpartum hemorrhage is excessive bleeding after delivery and can result from
uterine atony, retained placenta or membranes, genital tract lacerations,

uterine rupture, coagulation disorders, or placental abnormalities. Risk is

higher with prolonged labor, overdistended uterus, infection, induction or
augmentation in some contexts, operative birth, prior hemorrhage, and cesarean
delivery, but it can occur without warning.

Teams reduce risk by actively assessing uterine tone, blood loss, placenta
completeness, vital signs, and lacerations. Treatments may include uterine
massage, uterotonic medications, repair of tears, removal of retained tissue,
tranexamic acid, blood products, balloon tamponade, interventional radiology,
or surgery depending on severity and setting. These are emergency decisions
made by trained clinicians; families should focus on calling for help promptly

if bleeding seems heavy or the birthing person feels faint, weak, short of
breath, or confused.



Labor can also lead to perineal trauma, cervical or vaginal lacerations, pelvic
floor injury, urinary retention, and pain requiring follow-up. Severe perineal
tears involving the anal sphincter need careful repair and postpartum
surveillance. Emotional distress after a difficult labor is also real,

debriefing with the care team can help clarify what happened and identify
support needs.

Risk factors, prevention, and shared decisions

No checklist can predict every complication, but risk assessment helps teams
plan. Factors that may influence risk include prior cesarean or uterine
surgery, hypertensive disorders, diabetes, multiple gestation, fetal growth
restriction or macrosomia, placenta location, breech or transverse lie,
infection risk, high body mass index, anemia, thrombophilia, cardiac disease,
and history of postpartum hemorrhage or shoulder dystocia. Social factors,
access to timely care, and communication barriers also affect outcomes.

Prevention often means preparation rather than elimination of risk. Examples
include confirming fetal presentation near term, planning delivery location

based on medical needs, treating infections when identified, optimizing chronic
conditions, discussing trial of labor after cesarean when relevant, ensuring

blood products or anesthesia support are available for higher-risk births, and
clarifying preferences before emergencies arise. In labor, prevention includes
hydration, temperature monitoring, appropriate fetal surveillance, avoiding
unnecessary delays when warning signs appear, and using interventions for clear
indications.

Shared decision-making is especially important because interventions have
trade-offs. Oxytocin augmentation can improve contraction effectiveness but may
cause excessive uterine activity. Operative vaginal delivery can shorten the
second stage when criteria are met but may increase maternal or neonatal
trauma. Cesarean birth can be lifesaving but carries surgical and future
pregnancy risks. A good conversation includes the diagnosis or concern,
urgency, benefits, risks, alternatives, and what happens if no immediate action

Is taken.



