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Editorial

The World Health Organization (WHO) has published over the years several reports 
addressing the issues of care in normal birth, irrespective of the setting, the level of 
care or country1,2. It has examined the evidence on many of the commonest intrapartum 
practices and has made recommendations about those interventions that should be 
utilized to support the processes of normal birth. A seminal report was the WHO definition 
in 1996 of ‘normal birth’ as the birth that is of spontaneous onset, with gestational age of 
37 to 42 weeks of pregnancy, and the baby being born in a vertex position. What is most 
important is that the WHO definition continued stating that the aim of a normal birth is a 
healthy mother and child, with the least number of interventions, and that there should be 
valid reasons for interfering with the natural process of birthing. Since this report in 1996, 
childbirth in both developed and developing countries has moved away from the concept 
of normality and the least possible level of interventions and has become significantly 
medicalized3.   

If we were to support normality at childbirth and to reduce the number of medical 
interventions, we probably need to revisit our intrapartum care practices and philosophy 
of care2,4. We need to further question the existing evidence-base behind our intrapartum 
interventions, some of which have become routine, such as the regular vaginal 
examinations we perform in labor, that they are not even considered as an intervention5.

In most high-income countries most women give birth in maternity hospitals, even if 
they have a low-risk pregnancy6. Among the most common intrapartum interventions that 
pregnant women are very likely to receive is regular vaginal examinations, the intravenous 
use of oxytocin for labor augmentation, the use of an epidural analgesia for labor pain relief, 
restricted or no mobility during labor, and giving birth in a lithotomy position. Nevertheless, 
there is now abundant evidence in the literature demonstrating that for every intrapartum 
medical intervention there is a clinically equivalent natural approach leading to the same 
desired effect, provided that there is no urgent indication to expedite delivery.

It has been reported that women receive, on average, three vaginal examinations 
during labor, with the maximum number of examinations as high as seven in some 
cases7. Because vaginal examinations may be painful and may cause emotional distress 
and embarrassment, and in order to promote normality at birth while at the same time 
evaluating the progress of labor in an objective way, the WHO and the National Institute 
for Health and Care Excellence (NICE) recommend that a vaginal examination should be 
performed every four hours during the first stage of labour8.

Oxytocin is the most frequently used medication intrapartum to increase uterine activity 
and is indicated in cases of prolonged labor or dystocia8,9. Nevertheless, there are high 
rates of misuse of oxytocin identified in the literature for the purpose of shortening the 
duration of labor,  with the result of many babies suffering asphyxia at birth10. The non-
medical and natural alternatives to intravenous oxytocin can easily be elucidated when 
considering the neurobiological basis and the hormonal blueprint of an undisturbed labor 
and birth11,12. It is known that psychological stress and pain can have a negative effect 
on the progress of labor, as they inhibit the release and effective action of endogenous 
oxytocin11. Moreover, when a pregnant woman mobilizes and assumes upright positions 
during labor, gravity assists the fetal head descent deeper in the pelvis and supports the 
proper and even application of the fetal head on the cervix, which in turn activates the 
Ferguson reflex and leads to additional release of endogenous oxytocin11,13. If we were to 
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replace intravenous oxytocin with a natural alternative, we 
would have to mobilize women during labor and have them 
assume upright positions and use natural methods, such as 
the use of water immersion in labor, to relieve stress and 
pain. There is evidence that women who were mobilized and 
assumed upright positions, as opposed to lying down on the 
bed, had a first stage of labor that was shorter by about one 
hour and 22 minutes13. Other reports have found that water 
immersion may shorten the duration of the first stage of 
labor by 42 minutes (95% CI: 3.4–89.9), on average14.

It has been reported that epidural analgesia is the most 
effective form of pain relief in labor, with approximately 30% 
of laboring women in the UK and 60% in the USA receiving 
epidural analgesia15,16. It is considered the gold standard 
against which all the other non-pharmacological methods 
of pain relief are compared. Despite its high effectiveness in 
managing labor pain, it is an intrusive method nevertheless 
and it has been associated with a prolonged second stage 
of labor, with a higher occurrence of malpresentations and 
higher percentage of assisted vaginal births16. 

Natural approaches that may act as an alternative to 
an epidural analgesia with a high magnitude of effect size 
involve water birthing and the use of hypnosis in labor. 
Water birthing has been found to significantly reduce, by 
83%, the need for epidural analgesia (OR=0.17; 95%CI: 
0.05–0.56) and thus is often referred to as ‘aquadural’ or 
‘wet epidural’16-18. Moreover, the use of hypnosis during 
labor was found to reduce, by 70%, the need for epidural 
analgesia (RR=0.30; 95% CI: 0.22–0.40)19. The need for 
an epidural was reduced by about 19% (RR=0.81; 95%CI: 
0.66–0.99) when women were ambulating and in an upright 
position during labour1.

Ambulation and maintaining an upright position such 
as kneeling, squatting or standing during the first stage 
of labor, are critical as they are a natural method of pain 
relief and also act as a stimulant of endogenous oxytocin 
release13. Studies have shown that if women were allowed 
to assume any position they wished during labor, then they 
would opt to mobilize and change positions with an average 
of 7 to 8 positions20. 

Furthermore, giving birth in an alternative birthing 
position, and not in a lithotomy position, has been shown 
to ease delivery and to facilitate the birthing process as it 
allows greater coccyx movement and widens the diameter 
of the bony pelvis21,22.

There are several other clinical practices still in use today 
during labor and birth that have been refuted by the WHO in 
its 2018 recommendations for intrapartum care and it has 
been strongly suggested that they should be withdrawn2. 
Practices that should be eliminated involve the routine pubic 
shaving and use of enema, the routine manual exploration 
of the uterus after delivery, and the application of manual 
fundal pressure (known as the Kristeller maneuver) to 
facilitate childbirth during the second stage of labor. In 
addition, it is not recommended to restrict oral fluids and 
food intake in low-risk women, as there is no evidence to 
support this2.     

As previously described, there are several non-medical 

approaches to some of the most common medical 
interventions that pregnant women endure during labor 
and birth. These alternative natural approaches that we 
have described need to be embraced and integrated in a 
respective philosophy of care. The birth accoucheurs need 
to understand that labor and birth are profound experiences 
that carry a significant meaning for women, and therefore 
intrapartum clinical practices need to be woman-centered, 
respectful, evidence-based, and genuine23,24. Childbirth 
should be one of the most transformative and rewarding 
events in a woman’s life. For this reason, she should be 
provided with both medical and non-medical (natural) 
options during the birthing process to ensure her safety and 
that of her baby, clinical effectiveness, and high quality of 
care.
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