
Signs you are ready to push and what happens

What "ready to push" means medically

Being ready to push is not defined by intensity alone. In clinical terms,
pushing usually begins when the cervix is completely dilated to about 10 cm and
fully effaced, meaning it has thinned enough to allow the baby to pass. This
point marks the start of the second stage of labor, the phase between full
dilation and the birth of the baby.

Before encouraging active pushing, your doctor, midwife, or nurse may assess
cervical dilation, the baby’s position, fetal station in labor, contraction
pattern, and fetal heart rate. Fetal station describes how low the baby’s
presenting part, usually the head, is in relation to the ischial spines of the
pelvis. A lower station generally means the baby is descending toward birth,
but station alone is not the only factor.

Some people feel an overwhelming urge to bear down as soon as the cervix is
complete. Others reach full dilation but do not yet feel a strong urge,
especially with epidural analgesia or if the baby remains relatively high. In
that situation, the care team may recommend waiting, changing position, or
"laboring down" before active pushing, if maternal and fetal status are
reassuring. The safest timing is individualized, so it is important to follow



the guidance of the clinicians who are assessing you in real time.

The most common signs you may be ready to push

The classic sign is a spontaneous, difficult-to-resist urge to bear down, often
described as the body pushing on its own. It may feel similar to the need to
have a bowel movement, because the baby’s head presses against the rectum and
pelvic floor. This rectal pressure can become more intense with each
contraction and may not fully disappear between contractions as the baby
descends.

Other common signs include very strong pelvic pressure, cramping low in the
abdomen or back, trembling, nausea, vocal changes, and a shift in focus from
coping with contractions to wanting to push through them. Some people report
that contractions feel different: less like opening or pulling and more like
downward force. If the membranes rupture around this time, there may also be a
gush or trickle of amniotic fluid, although water breaking is not required for
pushing to begin.

As the baby’s head stretches the vaginal opening, a burning, stinging, or "ring
of fire" sensation may occur. This can be intense but is often brief. Your team
may ask you to pant, pause, or push gently during crowning to help the tissues
stretch gradually and reduce sudden pressure on the perineum.

Signs that can suggest readiness include:

An involuntary urge to push or bear down during contractions.
Marked rectal pressure or the feeling of needing a bowel movement.
Increasing pelvic pressure as the baby moves lower.
A change in contraction sensation toward downward force.
Visible bulging of the perineum or the baby’s head becoming visible, assessed
by the care team.

How your care team confirms the timing

Because pushing before full dilation can sometimes cause cervical swelling or
make progress more difficult, clinicians usually confirm readiness rather than
relying on sensation alone. A cervical exam may show 10 cm dilation and full



effacement. The team may also assess whether there is an anterior lip of cervix
remaining, whether the baby is well flexed, and whether the baby’s head is
rotating appropriately through the pelvis.

Fetal monitoring is another key part of the decision. During pushing,
contractions and maternal effort temporarily change oxygen delivery patterns,
so your team watches the fetal heart rate for reassuring or concerning fetal
heart rate pattern features. If the baby is tolerating labor well, there may be
time to try different positions and pushing techniques. If fetal status becomes
concerning, the team may recommend changes in position, reduced pushing
intensity, oxygenation and hydration measures as appropriate, or expedited
birth depending on the circumstances.

Maternal factors matter too. Your blood pressure, temperature, pain control,
exhaustion level, bleeding, and medical history all influence the plan. For
example, someone with a dense epidural may need coaching because the urge to
push is muted. Someone without epidural analgesia may need support to avoid
pushing before full dilation if the urge appears early. The overall goal is not
to force a single method, but to match pushing to your body, your baby, and the
clinical situation.

What happens during the second stage of labor

Once the second stage of labor begins, the baby moves down through the birth
canal with the combined force of uterine contractions and, when appropriate,
maternal pushing. Contractions often come every few minutes and may last about
a minute, although patterns vary. Between contractions, you are usually
encouraged to rest, breathe, sip fluids if allowed, and conserve energy.

Pushing may be spontaneous or directed. Spontaneous pushing means following the
body’s urge, often with shorter pushes and breathing as feels natural. Directed
pushing usually involves taking a breath and bearing down for a set count
during each contraction, with coaching from the care team. Neither approach is
universally best for every birth; the choice depends on fetal status, maternal
preference, analgesia, and progress.

Positions can also vary. Some people push semi-reclined, side-lying, kneeling,
squatting, or using a birth bar. Upright or gravity-assisted positions may help



some people feel more effective, while side-lying may be useful for fatigue,
epidural use, or controlled crowning. If you have continuous monitoring, an
epidural, or medical complications, some positions may be easier or safer than
others.

For a first vaginal birth, the pushing phase may commonly last one to two
hours, and sometimes longer with epidural analgesia or specific clinical
circumstances. For people who have given birth vaginally before, it may be
shorter. Duration alone does not determine safety; progress, maternal
condition, fetal tolerance, and the baby’s position all guide decisions.

Crowning, birth, and immediate care

As the head descends, it may begin to appear at the vaginal opening during
contractions and then recede between them. This is normal early in crowning.
Eventually, the head remains visible and stretches the perineal tissues. Your
care team may provide perineal support during birth, warm compresses, or
guidance to slow the delivery of the head when appropriate.

The burning or stretching sensation at crowning can be startling. Panting,
shallow breathing, or gentle controlled pushes may be suggested so the baby’s
head emerges gradually. After the head is born, the shoulders usually rotate
and deliver with the next push or contraction. The rest of the body often
follows quickly.

Immediately after birth, if both you and the baby are stable, many teams
support immediate skin-to-skin contact. The baby may be placed on your chest
while breathing, tone, color, and transition are assessed. The umbilical cord
may be clamped after a delay if clinically appropriate. Some babies need extra
stimulation, suctioning, or evaluation, and your team will explain if
additional support is needed.

You may feel relief, shaking, crying, laughter, exhaustion, or emotional
numbness. All of these responses can be normal. Birth is physiologically
intense, and the minutes after delivery often involve simultaneous joy,
monitoring, and continued medical care.

What happens after the baby is born



The birth is not quite finished after the baby arrives. The third stage
follows, which involves separation and delivery of the placenta. You may be
asked to give a gentle push, or the placenta may deliver with contractions and
careful assistance from the clinician. The team will monitor bleeding, uterine
tone, your vital signs, and whether the placenta appears complete.

Medication to help the uterus contract may be recommended as part of routine
prevention of postpartum hemorrhage, depending on local practice and your
situation. Your clinician may examine the vagina, labia, and perineum for
tears. If repair is needed, local anesthetic or existing epidural medication
may be used to improve comfort. This can happen while you hold your baby, if
both of you are stable and you want to do so.

During this time, cramping can continue as the uterus contracts down. Shaking
is also common. The team may massage the uterus through the abdomen to check
firmness, which can be uncomfortable but helps assess bleeding risk. Your baby
may begin feeding, nuzzling, or resting on your chest. If you plan to
breastfeed or chestfeed, early skin-to-skin contact and feeding cues may help,
but urgent medical needs always take priority.

When pushing feels different than expected

There is no single correct way pushing feels. With no epidural or a lighter
epidural, the urge may be powerful, instinctive, and hard to pause. With a
dense epidural, you may feel pressure rather than pain, or you may feel little
at first. In that case, your team may coach you using contraction timing, touch
cues, a mirror, or feedback about progress.

Sometimes the urge to push appears before the cervix is fully dilated,
particularly during transition. If this happens, tell your team immediately.
They may check your cervix and suggest panting, side-lying, hands-and-knees
positioning, or other strategies to avoid forceful pushing until it is safe.
Trying not to push when your body is bearing down can feel extremely difficult;
needing coaching at that point does not mean you are doing anything wrong.

Some births require additional assistance. If labor that does not progress
occurs despite adequate contractions and pushing, or if fetal status becomes



concerning, clinicians may discuss assisted vaginal birth with vacuum or
forceps, or cesarean birth. These decisions are based on detailed clinical
criteria, including the baby’s station and position, maternal condition, fetal
heart rate, and likelihood of safe delivery. Ask your team to explain the
reason, benefits, risks, and alternatives whenever time allows.


