
Third stage of labor explained

What the third stage means

The third stage of labor is defined clinically as the interval from birth of
the baby to delivery of the placenta. Although it may feel like birth is
complete once the baby is in your arms, the uterus still has important work to
do. The placenta, which has been attached to the inner uterine wall throughout
pregnancy, must detach and pass through the cervix and vagina with the fetal
membranes.

This stage is often brief, but it is not passive. Uterine contractions continue
after the second stage of labor, and these contractions reduce the size of the
placental attachment site. As the uterus becomes smaller and firmer, the
placenta cannot shrink in the same way, so it begins to shear away from the
uterine wall. The same muscular contraction that helps expel the placenta also
compresses open maternal blood vessels where the placenta was attached.

That compression is one reason uterine tone matters so much after birth. A
firm, well-contracted uterus acts like a physiologic clamp. If the uterus does
not contract effectively, bleeding can become excessive. For this reason,
clinicians or midwives usually keep assessing the uterus and visible blood loss
even when the room feels focused on the newborn.



How placental separation happens

Placental separation after birth is driven mainly by uterine contraction and
retraction. Contraction is the tightening of the uterine muscle. Retraction
means the muscle fibers maintain a shorter, thicker state after each
contraction, progressively making the uterine cavity smaller. This change
creates mechanical tension between the uterine wall and the placenta.

As separation progresses, a small amount of bleeding may collect behind the
placenta and help define the separation plane. The placenta then moves downward
into the lower uterus or vagina. The membranes follow and are delivered with or
shortly after the placental disc. The care team usually checks that the
placenta and membranes appear complete, because retained placental tissue can
interfere with uterine contraction and increase bleeding risk.

Classic signs of separation include a sudden small gush of blood, lengthening
of the umbilical cord at the vulva, and a uterus that becomes firmer, more
globular, and sometimes rises slightly in the abdomen. These signs are helpful,
but they are interpreted in context. A clinician will also consider bleeding
amount, maternal symptoms, uterine tone, and whether the placenta appears to be
descending.

Active management of the third stage

Active management is a common approach used to reduce the risk of postpartum
hemorrhage. It typically includes giving a uterotonic medication soon after
birth, monitoring the uterus, and using controlled cord traction when there are
signs that the placenta has separated. A uterotonic is a medication that helps
the uterus contract; oxytocin is commonly used in many birth settings.

Controlled cord traction means the clinician applies gentle traction to the
umbilical cord while supporting the uterus with the other hand. This is not
simply pulling on the cord. It is a coordinated maneuver used only when
appropriate, because excessive or poorly timed traction can be unsafe. Once the
placenta delivers, the uterus is reassessed, and abdominal massage after
placental delivery may be used in some settings to encourage firmness or
evaluate tone.



Active management may be recommended when the risk of heavy bleeding is higher,
after many hospital births, or when local protocols prioritize hemorrhage
prevention for all births. Risk factors can include previous postpartum
hemorrhage, prolonged labor, multiple pregnancy, high parity, infection,
chorioamnionitis, uterine overdistension, operative birth, or certain placental
problems. Individual recommendations vary, so it is reasonable to ask during
prenatal care how your birth setting approaches third-stage labor management.

Physiological management and personal preferences

Physiological management of the placenta, sometimes called expectant
management, allows the placenta to deliver with maternal effort and natural
uterine contractions without routine uterotonic medication or controlled cord
traction. This approach may be considered for some people with uncomplicated
vaginal births and lower hemorrhage risk, depending on local guidelines and
clinician judgment.

With physiological management, the cord may be left unclamped for longer, and
the person giving birth may be encouraged to change position, hold the baby
skin to skin, or breastfeed or chestfeed if desired. Nipple stimulation and
early newborn contact can support endogenous oxytocin release, which may help
uterine contractions. However, these measures are not a substitute for clinical
monitoring if bleeding becomes heavy or the uterus feels soft.

Preferences matter, and many people have strong feelings about the first
minutes after birth. A thoughtful birth plan can include whether you prefer
active or physiological management if it is medically appropriate. It can also
state that you want the plan to change quickly if bleeding, placental delay, or
maternal symptoms make intervention safer. Framing the plan this way protects
both autonomy and clinical flexibility.

Timing, retained placenta, and intervention

The placenta is commonly delivered within minutes, and many clinical references
use 30 minutes as an important threshold. If the placenta has not delivered by
about 30 minutes, the risk of postpartum hemorrhage rises, and the situation is
often described as a retained placenta. Some guidelines or settings may use



slightly different timing depending on whether management is active or
physiological, but prolonged delay always deserves careful reassessment.

A retained placenta can occur because the uterus is not contracting
effectively, the placenta is trapped behind a partially closed cervix, or the
placenta is abnormally adherent to the uterine wall. The last situation is less
common but potentially serious, especially when placenta accreta spectrum is
suspected. The care team will consider the birth history, bleeding, uterine
tone, and whether separation signs are present.

Possible responses include additional uterotonic medication, emptying the
bladder, changing position, careful traction when appropriate, or manual
removal of the placenta under adequate analgesia or anesthesia. These are
clinical decisions, not self-care steps. If manual removal is needed,
clinicians also monitor for bleeding, infection risk, and whether the placenta
is complete afterward.

Bleeding, uterine tone, and postpartum safety

The main reason the third stage is watched so closely is postpartum hemorrhage
prevention. Some bleeding is expected after birth, but heavy or rapidly
increasing uterine bleeding is not something to wait out. The uterus should
become firm as it contracts. A soft or boggy uterus can signal uterine atony,
which is one of the most common causes of postpartum hemorrhage.

Assessment is practical and repeated: the clinician estimates blood loss, feels
the uterine fundus, checks vital signs, observes the person’s color and
alertness, and looks for ongoing clots or bleeding. They may also inspect the
genital tract for lacerations if bleeding continues despite a firm uterus. This
distinction matters because treatment depends on the cause; atony, retained
tissue, trauma, and coagulation problems require different responses.

After the placenta is delivered, the third stage is technically complete, but
early postpartum monitoring continues. The uterus, bleeding pattern, blood
pressure, pulse, pain level, and overall wellbeing remain important. Feeling
shaky, emotional, relieved, or overwhelmed can be normal after birth. Feeling
faint, very weak, short of breath, confused, or aware of soaking pads rapidly
needs immediate clinical attention.



Questions to discuss before birth

If you are preparing for birth, it can help to discuss third-stage care before
labor begins. Ask what uterotonic medication is typically used, whether active
management is routine, when delayed cord clamping is offered, and how the team
manages a placenta that is slow to deliver. These questions are especially
useful if you have a history of postpartum hemorrhage, anemia, uterine surgery,
placenta previa, placenta accreta spectrum concern, or other pregnancy
complications.

You can also ask how your preferences will be handled if the birth is low risk,
and what changes would make the team recommend a different approach. For
example, a person may prefer physiological management but agree in advance that
heavy bleeding, a soft uterus, or prolonged placental delay would prompt active
management. This kind of shared decision-making can reduce anxiety because the
plan is both personal and medically responsive.

The third stage can be a tender, intense transition. It belongs to both the
clinical and emotional story of birth: your body is completing the placental
birth, your circulation is adapting quickly, and your care team is protecting
your safety. Clear communication helps you stay included while professionals
manage the physiology that follows delivery of the placenta.


