DELIVERY

Authored by
Mohammed looti

November 23, 2025

RECOMMENDED CITATION

Mohammed looti (2025). DELIVERY. Encyclopedia of psychology. Retrieved from
https://encyclopedia.arabpsychology.com/?p=19591

Encyclopedia of psychology encyclopedia.arabpsychology.com



https://encyclopedia.arabpsychology.com/?p=19591
https://encyclopedia.arabpsychology.com/?p=19591
https://encyclopedia.arabpsychology.com
https://encyclopedia.arabpsychology.com

DELIVERY

Definition and Context of the Second Stage

The process known as delivery constitutes the critical second stage of childbirth, spanning the
period from the complete dilation of the uterine cervix to 10 centimeters until the ultimate expulsion
of the fetus from the maternal reproductive tract. This phase is fundamentally defined by the active
movement of the infant through the birth canal, a complex pathway consisting of the bony pelvis,
the pelvic floor muscles, and the soft tissues of the vagina. While the first stage, characterized by
cervical effacement and dilation, often represents the longest phase of labor, the second stage
demands intense physical exertion from the mother and precise coordination of physiological
forces. Understanding delivery necessitates recognizing it as the culmination of the labor process,
transitioning the fetus from the intrauterine environment to the external world, thereby initiating
immediate extrauterine life.

Historically and clinically, the initiation of the second stage is often marked by the maternal urge to
push, a reflex sensation triggered by the descending fetal head pressing against the nerves and
musculature of the pelvic floor. The duration of this stage is highly variable, influenced by factors
such as parity (whether the mother has given birth before), the use of epidural anesthesia, and the
specific position and size of the fetus. For primiparous women (first births), the second stage may
last up to three hours, while multiparous women often experience a significantly shorter duration.
Accurate diagnosis of the onset of the second stage is paramount for clinical management, guiding
decisions regarding monitoring frequency, maternal effort, and necessary interventions to ensure a
safe and timely passage for both mother and infant.

The psychological weight of the delivery stage is immense, representing the point of maximum
physical effort and imminent outcome. The shift from the passive experience of cervical dilation to
the active engagement required for pushing introduces significant emotional and physical
challenges. Preparation for this stage often involves detailed instruction on effective pushing
techniques, breathing control, and positioning, all aimed at optimizing the utilization of uterine
contractions alongside voluntary abdominal muscular effort to facilitate fetal descent. The outcome
of delivery naturally leads directly into the third stage of labor, which involves the expulsion of the
afterbirth--the placenta and associated membranes--a process critical for preventing postpartum
hemorrhage.

Physiological Mechanisms of Fetal Descent

Fetal descent during the second stage is achieved through the powerful, involuntary rhythmic
contractions of the myometrium, integrated with the voluntary muscular effort (bearing down)
exerted by the mother. Uterine contractions during this phase become maximal in intensity, often
lasting 60 to 90 seconds and occurring every 2 to 3 minutes. These powerful contractions generate
the necessary hydrostatic pressure within the amniotic fluid and direct force upon the fetal breech
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or fundus, driving the presenting part--usually the head--downward into the pelvic cavity. The
primary mechanism involves the downward thrust exerted by the uterus, augmented by the
mechanical advantage gained as the cervix is fully retracted over the fetal head.

The effectiveness of these forces is deeply reliant on the hormonal milieu established during labor.
High levels of oxytocin, released primarily from the posterior pituitary gland, are responsible for
stimulating and maintaining the intensity and frequency of uterine contractions. Furthermore, the
interplay of prostaglandins and other vasoactive substances helps prepare the lower uterine
segment and cervix for the mechanical stresses of passage. The crucial physiological adaptation
required for successful descent is the ability of the fetal head to mold--a temporary alteration in the
shape of the skull bones due to overriding at the suture lines. This remarkable plasticity allows the
relatively large fetal skull to conform to the unyielding bony architecture of the maternal pelvis,
minimizing trauma during passage.

Voluntary pushing, or the bearing-down effort, significantly supplements the involuntary uterine
forces. This effort involves the mother holding her breath (valsalva maneuver) and contracting her
abdominal muscles, thereby increasing intra-abdominal pressure. This surge in pressure is
transmitted through the uterus, dramatically boosting the expulsive force acting on the fetus.
However, clinical debate exists regarding the optimal method of pushing--whether directed
(coached, breath-holding) or spontaneous (following the mother's natural urges). Current evidence
often favors spontaneous, physiologically informed pushing, particularly in the absence of epidural
anesthesia, as it may reduce maternal fatigue and potentially minimize trauma to the pelvic floor
muscles, ensuring that the maternal effort is harmoniously aligned with the natural rhythm of
uterine activity.

Biomechanics of Labor and Cardinal Movements

The successful transit of the fetus through the pelvic outlet is governed by a precise sequence of
positional changes known as the Cardinal Movements of Labor. These movements represent the
fetus's continuous adjustment to the varying dimensions and curves of the maternal pelvis,
ensuring the smallest possible diameter of the fetal head presents at each critical juncture. Failure
to execute these movements correctly often results in dystocia, or difficult labor, necessitating
clinical intervention. These movements are sequential and indispensable for the safe traversal of
the birth canal.

The sequence of Cardinal Movements is initiated in the first stage but is completed primarily during
the second stage of delivery:

Engagement: The fetal head's largest transverse diameter (usually biparietal diameter) passes
through the pelvic inlet.
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Descent: The continuous downward movement of the fetus throughout the second stage, driven
by uterine forces and pushing.

Flexion: As the head meets resistance from the cervix, pelvic walls, or pelvic floor, the chin tucks
tightly to the chest, presenting the smallest possible suboccipitobregmatic diameter.

Internal Rotation: The fetal head rotates from its transverse or oblique position to an
anteroposterior (occiput anterior) position, aligning with the longest diameter of the pelvic outlet.
This rotation is crucial for fitting under the pubic arch.

Extension: Once the occiput is under the symphysis pubis, the head must pivot and extend (chin
moves away from chest) as it passes through the vulva. The forehead, face, and chin are born
sequentially.

Restitution (External Rotation): After the head is born, it immediately rotates back to align with
the fetal shoulders, which are still negotiating the pelvic outlet.

Expulsion: Following external rotation, the anterior shoulder descends under the pubis, followed
by the posterior shoulder, and the rest of the body rapidly follows. This final act marks the complete
delivery of the infant.

The mechanical efficiency of these movements is continuously monitored clinically by assessing
the station of the fetal head--a measure of the relationship between the presenting part and the
maternal ischial spines. A station of zero indicates the head is level with the spines; positive
numbers denote descent below the spines, signifying progression toward delivery. Arrest of
descent at any point or failure of internal rotation are key indicators of potential cephalopelvic
disproportion or malposition, necessitating careful clinical evaluation to prevent prolonged second
stage and associated risks to the mother and fetus.

Maternal Experience and Psychological Factors

The second stage of labor represents a profound psychological transition for the mother, often
described as a period of intense focus and primal effort. For many women, the active participation
required--the sustained, forceful pushing--can be both empowering and exhausting. The shift from
the passive endurance of the first stage to the active expulsion phase often brings a renewed
sense of purpose, overriding the pain and fatigue accumulated during dilation. However, this phase
is also associated with a significant increase in anxiety and fear, particularly concerning the
possibility of perineal trauma, the effectiveness of their pushing efforts, and the imminent health of
the infant.

The presence and quality of social and clinical support during delivery are critical psychological
factors. Continuous labor support from a partner, doula, or nurse has been shown to decrease the
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perception of pain, reduce the need for pharmacological intervention, and potentially shorten the
duration of the second stage. Emotional encouragement and positive reinforcement are vital,
helping the mother maintain the necessary physical stamina and mental determination required for
successful delivery. The environment in which delivery occurs also plays a role; a supportive, calm,
and respectful setting can mitigate feelings of vulnerability and enhance the mother's sense of
control over the process, even amidst the powerful involuntary forces of labor.

The use of epidural anesthesia, while highly effective for pain management, introduces unique
psychological considerations during delivery. While it alleviates the intense pain, it can dampen the
reflex urge to push, requiring more reliance on coached or directed pushing. This lack of inherent
sensation can sometimes lead to feelings of detachment from the birthing process, requiring
careful communication from the clinical team to maintain the mother's engagement and
psychological connection to her body's efforts. Conversely, the reduction in pain allows the mother
to reserve energy and focus more clearly on technique, potentially leading to a less traumatic
experience if managed skillfully. The culmination of the second stage--the sight and sound of the
newly delivered infant--is an immediate and powerful psychological reward, initiating crucial
bonding processes and marking the successful conclusion of the intensive labor period.

Clinical Management and Delivery Techniques

Clinical management of the second stage is focused on vigilant monitoring of maternal and fetal
well-being, ensuring appropriate descent progression, and executing safe delivery techniques.
Continuous or intermittent fetal heart rate monitoring is essential to detect signs of fetal distress,
such as prolonged bradycardia or late decelerations, which may indicate umbilical cord
compression or uteroplacental insufficiency due to intense contractions or maternal positioning.
Maternal parameters, including vital signs and hydration status, must also be meticulously tracked
throughout this period of intense physical demand.

Decisions regarding pushing strategy represent a significant component of clinical management.
Two primary approaches are used: directed pushing and spontaneous pushing. Directed pushing
involves coaching the mother to take a deep breath, hold it, and bear down forcefully (Valsalva
maneuver) for counts of 10 seconds during each contraction. While historically common, this
technique can lead to decreased oxygen transfer to the fetus and increased maternal fatigue.
Spontaneous pushing, conversely, encourages the mother to follow her body's natural urges,
taking several short pushes per contraction, often resulting in less strain and potentially better
outcomes for the pelvic floor, though it may slightly lengthen the total duration of the second stage.

During the final moments of expulsion, techniques are employed to protect the maternal perineum
and minimize trauma. The Ritgen maneuver, involving controlled pressure applied to the fetal chin
through the perineum, helps control the speed of the head's extension, preventing rapid ‘pop out'
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which increases the risk of severe tearing. In specific circumstances, an episiotomy (a surgical
incision of the perineum) may be performed, although routine use is no longer recommended; it is
reserved for cases requiring urgent delivery, instrumental delivery, or when severe tearing is
anticipated. Should the second stage become prolonged or if fetal compromise is evident,
operative delivery may be necessary, involving the use of obstetric forceps or vacuum extraction
to assist the final descent and extraction of the infant.

Potential Complications During Delivery

Despite careful management, the second stage is associated with distinct risks and potential
complications that require immediate recognition and intervention. One of the most critical
complications is prolonged second stage, defined by a failure of descent or rotation within
clinically defined time limits (which are extended if the mother has an epidural). Prolongation can
lead to maternal exhaustion, increased risk of infection, and greater risk of fetal distress due to
sustained pressure on the fetal head. Management typically involves reassessment of the 3 P's
(power, passenger, pelvis) and consideration of augmentation or operative intervention.

Another serious, albeit rare, complication is shoulder dystocia, which occurs when, after the head
has been delivered, the anterior fetal shoulder becomes impacted behind the maternal pubic
symphysis. This obstetric emergency necessitates rapid, skilled maneuvers (such as the
McRoberts maneuver or suprapubic pressure) to dislodge the shoulder, as delays can result in
severe fetal hypoxia or permanent brachial plexus injury (Erb's palsy). Risk factors for shoulder
dystocia include fetal macrosomia (large size) and maternal diabetes. Prompt recognition and
execution of standardized protocols are vital for minimizing adverse outcomes associated with this
condition.

Maternal soft tissue injury is also a major concern. Perineal lacerations are common, classified into
four degrees based on severity, ranging from superficial tears (first degree) to those involving the
anal sphincter complex and rectal mucosa (third and fourth degree). Prevention strategies,
including warm compresses, controlled crowning, and specific positioning, aim to minimize the
severity of these tears. Furthermore, excessive blood loss during the second stage or immediately
following delivery (leading to postpartum hemorrhage) remains a significant risk, often linked to
uterine atony, retained placental fragments, or extensive lacerations.

Immediate Post-Delivery Considerations

The moment of complete delivery initiates a rapid transition period for both mother and neonate. As
the infant emerges and takes its first breath, immediate assessment is paramount. The APGAR
score--evaluating the infant's Appearance, Pulse, Grimace (reflex irritability), Activity, and
Respiration--is performed at one minute and five minutes postpartum to gauge the need for
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resuscitation or immediate pediatric support. Successful delivery is immediately followed by the
establishment of skin-to-skin contact, which aids in thermal regulation for the newborn and
promotes maternal-infant bonding.

Following the birth of the infant, clinical attention immediately shifts to the onset of the third stage
of labor: the management of the afterbirth. This stage involves the separation and expulsion of the
placenta and fetal membranes. Active management of the third stage typically includes
administering prophylactic oxytocin immediately following delivery of the infant to stimulate uterine
contraction, thereby reducing the risk of postpartum hemorrhage by promoting placental separation
and contracting the uterine blood vessels.

The delivery of the infant and the initiation of the third stage are intricately linked. The successful
completion of the second stage sets the stage for optimal placental separation. Any retained
products or failure of the uterus to contract effectively after the delivery of the infant can lead to
severe complications. Therefore, careful examination of the placenta and membranes immediately
after their expulsion is mandatory to ensure completeness. The entire process of labor, from the
first contraction to the final expulsion of the afterbirth, is a highly coordinated physiological
sequence, with the delivery phase serving as the crucial, transformative bridge between pregnancy
and parenthood.
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