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            A Nurse’s Role on Educating About Laboring Down

“We’re fully dilated in room 2, it’s time to start pushing”.  Ever walk onto the Labor and 

Delivery floor for the start of your shift and hear strenuous amounts of screaming and groaning 

from laboring mothers, and thinking to yourself how long has she been going through labor?  

Well, if the staff has her “bearing down” exactly when she was fully dilatated, then she could 

have been going at it for hours until the bundle of joy is ready to make their appearance into this 

world.  Bearing down is defined as “the action of pushing exactly when fully dilated even 

without the natural urge to push” (Kleinmann, W, 2024).  “Laboring down” however, is the 

process of not actively pushing during the second stage of labor when intense contractions begin 

(Cleveland Clinic, 2022).  Of course, a laboring mother wants to see her baby as soon as 

possible, but the action of bearing down when dilatated to 10cm results in excessive fatigue, fetal

hypoxia, maternal low blood pressure, and risk for trauma in the perineum area for the mother.  

As a nurse, it’s important and potentially beneficial to educate your laboring mother about not 

bearing down if the fetus is still further up in the birthing canal, but rather wait to push to prevent

potential complications for both mom and baby.  This delay will allow for the fetus to naturally 

descend the birthing canal and thereby allow for a shorter, agonizing “pushing” phase for the 

mother. 

Second Stage of Labor

The second stage of labor is defined as “the time between complete cervical dilation and 

the birth of the infant” (Kathryn Osborne).  The second stage of labor also consists of two 

different phases, known as the Latent and Active phases.     

The Latent phase is when the fetus descends passively through the birth canal and rotates 

to an anterior position. This is when the providers measure the station of the baby.  Station is the 
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relationship of the presenting fetal part to an imaginary line drawn between the maternal ischial 

spines and is the measurement of degree of descent of the presenting part of the fetus through the

birth canal.  This is measured in centimeters above or below ischial spines. When you begin to 

have plus numbers, that indicates that the fetus is further down the birthing canal, and you are 

able, and sometimes encouraged, to begin pushing.  

The active phase is the pushing and the descent of the fetus.  “In addition, despite the 

long-held assumptions that feeling an urge to push marks the onset of the second stage, many 

women reach complete dilation and experience no urge to bear down” (Kathryn Osborne).  With 

the relationship between the birthing canal and the ischial spines, you could have a fetus that is 

further up in the birthing canal, but the mom is fully dilated to 10cm with no urge to push.  This 

is when it’s important for the nurse to have open communication with the mother.  As the nurse 

you should instruct your patient to alert you when they feel the natural urge to push.  According 

to a recent study performed, “delayed pushing reduced the duration of pushing by about 19 

minutes and slightly increased the number of women with a spontaneous vaginal birth” (Lemos, 

A, 2017).

To further elaborate on the act of pushing during the Active phase; normally when the 

cervix is completely dilated to ten centimeters “many women are instructed to assume a 

lithotomy position and bear down using Valsalva efforts against a closed glottis” (Kathryn 

Osborne).  This method consists of taking a deep breathe at the beginning of each contraction 

and holding it while sustaining the bearing down efforts for a count of ten seconds.  This is then 

repeated for the duration of each contraction until the baby is born.  



4

Complications of Bearing Down

Bearing down comes with an array of complications that could occur for not only the 

mother, but for baby as well.  Starting with the mother, some of the complications could be 

excessive fatigue, increased rate for Cesarean birth, increased blood pressure and perineum 

trauma, tearing, distention, and tissue damage (Table 1. Kathryn Osborne).  Excessive fatigue 

comes from the additional pushing if baby is not positioned in the birthing canal at plus ischial 

spines.  This would involve pushing for an extended amount of time to further move the baby in 

the birthing canal before the descent of the baby through the vagina could occur.  

“Delaying maternal bearing-down efforts during second-stage labor until a woman feels 

an urge to push (laboring down) results in optimal use of maternal energy” (Osborne, K., & 

Hanson, L. 2014).   “Spontaneous bearing down is associated with less fatigue and enhanced 

comfort as women respond to their own cues” (Lisa Hanson, 2009).  This spontaneous bearing 

down is another form of laboring down, as it begins when the mother receives her own cues, or 

natural urge, to push during a contraction.  

Increased Cesarean birth rates track along with excessive fatigue, especially if the mother can’t 

get the baby out.  Then, for the safety of both the mother and baby a C-section or Cesarean birth 

is necessary.  Additionally, increased blood pressure would come from excessive bearing down 

during each contraction and holding the position for a full 10 seconds. Further, many bear down 

using a close glottis, this also would increase blood pressure from the straining and could cause 

increased intercranial pressure as well. “Valsalva pushing efforts sustained for longer than 5 to 6 

seconds leads to alterations in maternal and fetal hemodynamic such as lowering maternal blood 

pressure and blood flow to the placenta” (Lisa Hanson, 2009).  Lastly, the perineum trauma 
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“with spontaneous pushing, the perineum has gradual distension, and improved rates of intact 

tissue” (Table 1. Kathryn Osborne).  

Aside from maternal complications we also have to think about the baby and 

complications that could arise from bearing down too early and too long.  The fetus could 

potentially see complications such as significant decelerations and hypoxia. For example, “The 

fetus experiences a decrease in oxygens saturation with Valsalva bearing down that is not 

observed when the mother is supported to use spontaneous bearing down” (Lisa Hanson, 2009).  

This further corraborates the theroy that with the natural urge to push the baby is not under 

constant distress with the mother holding her breathe and decreasing the blood flow to the 

placenta. 

Natural Ways to Descend the Birthing Canal

To prevent complications and fear from the mother related to bearing down, when the 

baby is not further along in the birthing canal, a nurse can educate on natural ways to induce 

baby to advance the birthing canal without bearing down for an extended amount of time.  

Nurses should educate their patients that “standing, kneeling and squatting takes advantage of 

gravity to help the baby move down into the pelvis” (DiFranco, J. T., & Curl, M. 2014). 

Squatting also increases the size of the pelvis, providing more room for the baby to maneuver 

and begin to descend.  Changing position every fifteen to thirty minutes will also promote 

descent and fetal head rotation (American College of Obstetricians and Gynecologists 2024).  

“The standing position removes pressure on the sacrum and therefore can increase the pelvic 

diameters” (Lisa Hanson, 2009).  When it comes to birth, each birthing mother will be different.  

First the nurse will determine where the baby is sitting within the birthing canal, to help 

determine ways to naturally descend.  If the baby is at the top of the pelvis, the nurse will 
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educate the patient to “jiggle, engage the posterior pelvic tilt, and abdominal lift and tuck” 

(Brookings 2022).  If the baby is at the bottom of the pelvis, these movements focus on opening 

the pelvic outlet both front to back and side to side.  The nurse will educate on performing the 

“anterior pelvic tilts, internal femur rotation, doing a kneeling lunge or laying on your side” 

(Brookings, 2022) to open the lower pelvis so that the baby can come out.  Each movement 

mentioned above will encourage the baby to move down the birthing canal naturally without 

having to bear down for an extended amount of time and most importantly they can happen with 

the mother’s comfort and ques. 

Nursing Resources During Labor

As this paper has demonstrated, the effort and demand of the birthing mother is 

tremendous.  The one aspect not mentioned yet is the demand on the nursing staff during an 

active labor.  

While the mother is in stage two active phase of labor, there is a nurse assigned to the 

mother and one assigned to the fetus/newborn.  As some mothers can attest, the active phase of 

their labor went on for many hours.  During this time, both nurses are exclusively assigned to 

that one room, while other patients are absorbed by other nurses.  If the practice of laboring 

down or spontaneous bearing down is more readily utilized it could potentially alleviate the need

for the second nurse for several hours.  

With many hospitals experiencing extreme staffing shortages, having that one nurse 

available for a few extra hours, while the mother to be waits for the natural urge or cue to push, 

could provide critically needed relief for the nursing staff as a whole.     

 

Conclusion
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In summary, bearing down comes with a longitude of contradictions during labor.  

Laboring mothers should not be bearing down if they do not feel the natural urge to push.  This 

natural urge will begin once the baby is positioned along the back side of the pelvis which will 

result in that feeling to push.  As a nurse it’s important to educate your laboring mother about not

bearing down if the fetus is still further up in the birthing canal, during the second stage of labor. 

Rather they should wait to push to prevent potential complications for both the mother and baby 

and allow for fetus to naturally descend the birthing canal.  Nurses should educate on natural 

ways of bringing the fetus further down the birthing canal and to alert when the urge to push is 

present.  Nurses should be the patient’s advocate in a unpredictable but joyful moment, and 

reassure them that it is okay to wait to push, especially if the mother and baby are safe.  Assure 

them there is not urgent need to push just because she is fully dilated, as long as they are both 

still safe an not distressed.  As a nurse, we must remember to encourage open mouth glottis when

spontaneously laboring down to allow for more comfortable pushing (Barasinski, C 2020).  

Thinking back to the start of this reading, when you began your shift on the labor and 

delivery floor, what would you do if you heard “We’re fully dilated in room 2, it’s time to start 

pushing”.  Would you wonder if the fetus has fully descended the birthing canal?  Would you be 

a voice for your patient, who is scared and vulnerable, and ask them the simple question of - are 

you ready and do you feel the urge to begin pushing? 
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