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In January 2024, the American College of Obstetricians & Gyne-
cologists (ACOG) published updated guidelines on labor manage-
ment (Guidelines). (1) In theory, organizational guidelines under
the imprimatur of professional medical organizations are an es-
sential and influential resource. They should help bring updated
and reliable information to the physicians within their organization
and others who practice in the field. In guidelines dealing with
obstetrical care during labor, this would include anesthesiologists,
nurses, midwives, and nurse practitioners. Such guidelines should
be readily accessible and serve as the foundation for many hospi-
tal and departmental clinical protocols. As such, they are likely to
strongly influence practice modes and likely to be cited in litigation
to support the position of one side or the other.

“Because of the many unresolved issues
and controversies over how to identify
and treat dysfunctional labor in the face
of the rising cesarean section rate, in
2014, ACOG issued Guidelines for the
management of labor that represented

a significant departure from previous
guidelines that had stood, with minor
alterations, for about half a century. (2)

(3)”

Because of the many unresolved issues and controversies over
how to identify and treat dysfunctional labor in the face of the ris-
ing cesarean section rate, in 2014, ACOG issued Guidelines for
the management of labor that represented a significant departure
from previous guidelines that had stood, with minor alterations, for
about half a century. (2) (3)

The 2014 doctrine spurred considerable controversy with the
publication of several studies designed to test the impact of the
Guidelines on maternal and fetal outcomes and the cesarean sec-
tion rate (CSR). (4) Attempting to assess the impact of guide-
lines for the conduct of labor on the CSR creates insurmountable
difficulties. The long-standing attempts to rein in the prohibitively
high and rising CSR in much of the world are confounded by wide
disparities in CSR among and within countries. (5) (6) There are
disparities related to social class, private or public facilities, avail-
ability of insurance, income, and even a patient's BMI. There are
even disparities among those of low obstetric risk births, espe-
cially among more educated women. (5) (6) The question arises:
can we use definitions and guidelines for labor conduct to lower
the CSR safely? Our primary goal should be determining the
cesarean rate associated with optimal maternal and neonatal out-
comes and not lowering the rate for its own sake without regard

to consequences.

“The 2014 doctrine spurred considerable
controversy with the publication of
several studies designed to test the
impact of the Guidelines on maternal and
fetal outcomes and the cesarean section
rate (CSR). (4) Attempting to assess the
impact of guidelines for the conduct of
labor on the CSR creates insurmountable
difficulties.”

Various studies on the 2014 Guidelines either failed to show ben-
efits or produced contrary results irrespective of any effect on
CSR. (7) In 2017, Rosenbloom et al. commented that “Despite
significant changes in labor management that have occurred over
the initial years since the publication of the new labor curves and
associated guidelines, the primary cesarean delivery rate was not
reduced and there has been an increase in maternal and neo-
natal morbidity in our institution.” (8) They called for a random-
ized controlled trial (RCT). Notably, a theoretical study showed
no advantage to substituting the more recent Zhang formulation
of progress in labor over the labor curves promulgated over many
decades by Friedman. (9) (10)

“These various conceptual and clinical
challenges to the 2014 Guidelines made
their revision necessary and eagerly
anticipated. (4) Regrettably, however,

the new Guidelines offer little to quell the
issues related to the earlier guidelines. (1)”

These various conceptual and clinical challenges to the 2014
Guidelines made their revision necessary and eagerly anticipat-
ed. (4) Regrettably, however, the new Guidelines offer little to
quell the issues related to the earlier guidelines. (1) With its unbal-
anced assessment of the literature, they have exacerbated the
problems of basic definitions of dysfunctional labor and manage-
ment considerations in the conduct of both the 1t and 2™ stages
of labor. The new Guidelines cite certain studies that support their
recommendations while ignoring many cogent challenges to their
statistical approach and the clinical applicability of their recom-
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mendations. (4)
A few examples will illustrate the problem.

“The Guidelines concede biologic
variation as to when the latent phase

of labor becomes the active phase but
then preclude diagnosing an arrest of
dilatation until dilatation has reached

at least 6 cm without reference to

the preceding pattern of cervical
dilatation. (1, 11) Moreover, they conflate
protraction (slow slope of dilatation) and
arrest disorders (cessation of dilatation)
despite their demonstrated differences
in management and outcome (12). ”

Guidelines for the 15t stage of labor:

The Guidelines concede biologic variation as to when the latent
phase of labor becomes the active phase but then preclude diag-
nosing an arrest of dilatation until dilatation has reached at least
6 cm without reference to the preceding pattern of cervical dila-
tation. (1, 11) Moreover, they conflate protraction (slow slope of
dilatation) and arrest disorders (cessation of dilatation) despite
their demonstrated differences in management and outcome (12).
Some specific clinical situations that would be permissible under
the new Guidelines would be contrary, we believe, to the instincts
of the competent obstetrician. For example:

Case #1:

A nullipara presents in labor at term with her cervix 2 cm
dilated and thin with the station of the fetal head at -2. One
hour later, with strong contractions coming every 2-3 min-
utes, the cervix is found to be 5 cm dilated. She has pro-
gressed to 4 cm of dilatation in 1 hour. Five hours later, there
is considerable molding without further descent, and the dila-
tation is only 5-6 cm.

Comment: Thus, according to the new guidelines, despite
the very rapid dilatation from 1 to 5 cm, this labor is still con-
sidered as being in the latent phase - a designation that re-
quires no further evaluation or intervention. (1) Experienced
clinicians have observed problems with labor progress that
will benefit from interventions prior to 6 cm of dilatation. (11)
In Friedman’s formulation, the latent phase ends with the
upslope in the rate of cervical dilatation and not some arbi-
trary dilatation. (3)

Guidelines for the 2™ stage of labor:

The Guidelines recommend that pushing begin with the determi-
nation of full dilatation and that the duration of the 2" stage should
consider only the time when the patient is pushing. How, specifi-
cally, is the duration of the 2nd stage to be measured? “Laboring
down” is no longer recommended as an acceptable alternative
and does not count for time in the 2™ stage. Since laboring down
does not count, how shall we apply the new definition? Should
bedside nurses track “pushing time” episodes separately and then
add up the episodes to determine 2™ stage duration? This seems

impractical, inaccurate, and wasteful of nursing time. It also com-
pares with all the previously published literature that has defined
the 2" stage as the interval from full dilatation until delivery.

Assessment of the 2" stage is governed by the critical notion
that there should be progress in descent after full dilatation, ir-
respective of whether or not the patient is pushing. (13) What
concessions the Guidelines make to the need to demonstrate
true progress with pushing are confusingly and non-strategically,
embedded within the document. The Guidelines establish defini-
tions for “arrest in the 2™ stage of labor as greater than 3 hours
in nulliparas and 2 hours in multiparas, with an additional hour if
the patient is receiving epidural anesthesia. (1) The Guidelines
suggest that the “diagnosis of 2" stage arrest can be identified
earlier if there is lack of fetal rotation or descent despite adequate
contractions, pushing efforts, and time.” Ultimately, the Guidelines
recommend an “individualized approach to diagnose 2™ stage ar-
rest, incorporating ...progress, clinical factors... and patient pref-
erence.” These statements seem interpretable as allowing the
practitioner to use any desired definition or treatment while ignor-
ing this or any other guideline.

“Assessment of the 2nd stage is
governed by the critical notion that there
should be progress in descent after full
dilatation, irrespective of whether or

not the patient is pushing. (13) What
concessions the Guidelines make to

the need to demonstrate true progress
with pushing are confusingly and non-
strategically, embedded within the
document.”

Guidelines for the management of labor — evidence-based?
Case #2:

The cervix eventually becomes fully dilated in a nullipara at
term in slow, active labor. The position of the fetal head is
occiput posterior (OP) with marked molding (overlapping of
the cranial bones). The leading edge of the fetal head is at
station 0. The biparietal diameter (BPD) is easily felt above
the symphysis pubis. The fetal head is not engaged in the
mother’s pelvis, which has android features, including con-
vergent sidewalls. According to the new Guidelines, this
woman would be encouraged to push for at least three hours
even if there were no further progress in descent.

Comment: In this case, while a brief period of pushing may
be attempted, there can be little optimism for the feasibil-
ity of safe vaginal delivery. At the beginning of the 2" stage
of labor, the fetal head is unengaged, malpositioned (OP)
with an unfavorable maternal pelvic architecture. The Guide-
lines offer no guidance on the duration of pushing without
true descent. Pushing for 3 hours (about 90 contractions)
with no progress in descent seems excessive and brutal and
increases the risk of adverse outcomes (14). On the other
hand, what is the indication for operative delivery if an arrest
of descent is acted upon before the prescribed time?

The new Guidelines ignore evaluation of the maternal pelvic anat-
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omy or cephalopelvic relations in the management of labor. Long-
standing pillars of intrapartum observation, such as the position
of the fetal head, its attitude, the presence of molding, caput, and
asynclitism, and the bony architecture of the maternal pelvis, are
mainly unconsidered. (15) (16, 17) The normality of the 2" stage
is determined purely by the duration of pushing. They draw no
inferences from the pattern of descent over time. Parenthetically,
although descent can occur without rotation, rotation cannot occur
without descent.

The Guidelines do not comment on the pitfalls of determining fe-
tal head engagement by pelvic examination, where such an im-
portant determination is confounded by position, attitude, and the
amount of caput and molding of the fetal head. (18) There would
be universal agreement that applying a vacuum device or forceps
to an unengaged head would represent conduct below a reason-
able standard of care.

In an article by Grobman, et al, cited by the Guidelines, the au-
thors acknowledge the increase in maternal and fetal complica-
tions with prolongation of maternal pushing. Irrespective, both the
Guidelines and Grobman et al. justify prolonged pushing because
the absolute numbers of babies suffering adverse outcomes, in-
cluding hypoxic-ischemic encephalopathy (HIE) and seizures re-
lated to prolonged pushing, are small! (1) (14)

The new Guidelines fail to address concerns about the maternal
emotional or traumatic consequences of the prolonged labors
they embrace. They fail to consider the associated risks of infec-
tion, injury to the birth canal or pelvic floor, exhaustion, disordered
maternal-infant bonding, or their potential long-term maternal and
fetal consequences, including the impact on subsequent deliver-
ies and the willingness to undertake a trail of labor after a cesar-
ean section. (8) (19) (20) (21) (7)

“Finally, we must consider the use of
Guidelines in litigation where proper
estimates of the progress in labor and
feasibility of safe vaginal delivery are
important considerations in determining
the genesis of intrapartum fetal injury and
subsequent outcome of the newborn.”

In their comments on the “individualized approach to diagnosing
2 stage arrest, “ the Guidelines disavow any unique or coher-
ent definition of abnormalities of descent of the 2™ stage, falling
back on the singular notion of “ arrest of 2™ stage”. The Guide-
lines make no distinction between protracted descent (progress
is slow), arrest of descent (cessation of descent after initial prog-
ress), and failure of descent where there is no descent initially
despite full dilatation. These distinctions provide essential insights
into the prospects of safe vaginal delivery. (12) The restricted
terminology seemingly allows the practitioner to use whatever
definition or treatment he or she desires. It encumbers conversa-
tions between obstetrical nurses and physicians in which each
has a different understanding of the meaning and implications of
the various terms used.

Finally, we must consider the use of Guidelines in litigation where
proper estimates of the progress in labor and feasibility of safe
vaginal delivery are important considerations in determining the
genesis of intrapartum fetal injury and subsequent outcome of the
newborn. Given the breadth of options seemingly permissible un-

der the new Guidelines, the allegations and counter-allegations of
actions that are or are not permissible under “the standard of care”
can confuse any judge or jury. The litany of disturbing disclaimers
in the Guidelines throws this issue into bold relief. For example,
“the publication is provided ‘as is’ without any warranty of accu-
racy, reliability, or otherwise...”. In these disclaimers, designed for
defending allegations of negligence, the Guidelines have dimin-
ished their value and the value of enlightened care. They seem
more concerned about avoiding culpability than maintaining safe-
ty. Ultimately, we are concerned by the promulgation of guidelines
dealing with the conduct of labor whose unstated purpose is to
reduce CSR. Such conflating makes the route of delivery (CSR)
more important than safety for the fetus and mother.

“We believe the current Guidelines

are poorly conceived, poorly written,
inconsistent, and contradictory, with

a biased interpretation of the available
research. Optimal management of labor
may or may not reduce the number of
cesarean sections. Intelligible, teachable,
coherent Guidelines will provide patient
safety and physician respect.”

We believe the current Guidelines are poorly conceived, poorly
written, inconsistent, and contradictory, with a biased interpreta-
tion of the available research. Optimal management of labor may
or may not reduce the number of cesarean sections. Intelligible,
teachable, coherent Guidelines will provide patient safety and
physician respect. They will decrease the risks of labor, the ur-
gency of interventions, and the risk of allegations of malpractice.
They can provide meaningful communication among obstetrical
care providers and honorable and defensible posture should al-
legations of negligence arise.

“Considering the above (abbreviated)
litany of concerns, we fear that unless
the Guidelines are replaced with more
balanced, evidence-based terminology
and recommendations for management,
the problems of adverse maternal and
fetal outcomes will persist, and the
inconsistencies embedded in the CSR
statistics will continue.”

Considering the above (abbreviated) litany of concerns, we fear
that unless the Guidelines are replaced with more balanced,
evidence-based terminology and recommendations for manage-
ment, the problems of adverse maternal and fetal outcomes will
persist, and the inconsistencies embedded in the CSR statistics
will continue. Until then, we believe that practitioners should be
cautious about embracing these Guidelines, and pregnant women
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should be fearful of their implementation.
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