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Hutt Maternity Policies provide guidance for the midwives and medical staff working in Hutt Maternity Services.  
Please discuss policies relevant to your care with your Lead Maternity Carer. 

Purpose: 

The purpose of this protocol is to;  

 Establish a local approach to care, that is evidence based and consistent  

 Inform good decision making  

 Provide safe and consistent advice and care for the third stage of labour 

Scope: 

For the purposes of this document, staff will refer to: 

All staff within Hutt Valley DHB. This includes staff not working in direct contact with 
patients/consumers.  Staff are taken to include anyone engaged in working to the Hutt Valley DHB.  
This may include but is not limited to: 

o Employees irrespective of their length of service 
o Agency workers 
o Self-employed workers 
o Volunteers 
o Consultants 
o Third party service providers, and any other individual or suppliers working in Hutt 

Maternity, including Lead Maternity Carers, personnel affiliated with third parties, 
contractors, temporary workers and volunteers 

o Students 

Abbreviations and Definitions: 

LCC Late (Delayed) Cord Clamping: cord is clamped more than 60 seconds after 
birth 

ECC Early (Immediate) Cord Clamping: cord is clamped within 60 seconds of 
birth, usually immediately 

PPH Postpartum haemorrhage: loss of greater than 500ml of blood loss in the 24 
hours following birth  

  

Roles and Responsibilities: 

 Management of umbilical cord clamping and the third stage of labour is the responsibility of the 
birth attendant 

Umbilical cord clamping and placental birth guideline MATY138 
Type: Guideline HDSS Certification Standard: 

Issued by: Maternity PPG Group Version: 2.0 
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 The birthing person will receive one to one care until they have birthed the placenta, blood loss 
has been assessed as normal and the fundus is found to be well-contracted 

 Oxytocics for third stage may be prescribed by both midwives and obstetric staff on the National 
Medication Chart 

 It is the role of the Lead Maternity Carer to ensure the birthing person understands umbilical cord 
clamping and third stage and has had the opportunity for informed decision making, but consent 
for management must always be sought by the birth attendant. Pregnant people should be made 
aware that circumstances arising in labour or birth may warrant a change to their antenatal plan 
for third stage 

Guideline Content 

Background 

Management of the third stage of labour should take into consideration the immediate wellbeing, 
and short and long-term risks and benefits, of both the neonate and the birthing person. 

Clamping of the umbilical cord after birth has received increased attention in recent years. A 
significant body of evidence supports the practice of delaying cord clamping for at least one minute 
following birth to allow the placenta to transfuse the newborn circulation (Andersson et al, 2011; 
Fogarty et al, 2017; Hutton & Hassan, 2007; Mercer & Skovgaard, 2002; Mercer et al, 2007, McDonald 
et al, 2013; Niermeyer & Velaphi, 2013). Blood volume after ECC is reduced by 25-40% compared with 
later cord clamping (Mercer & Skovgaard, 2002; Yao et al, 1967), resulting in a higher incidence of 
iron deficiency at 4 months of age following ECC (Andersson et al, 2011; Begley et al, 2019). Higher 
neonatal iron status may support child neurodevelopment (Lozoff et al, 2003; Weeks et al, 2013). LCC 
results in significantly higher haemoglobin concentration in the newborn at 24-48 hours of age 
(McDonald et al, 2013), and supports circulatory stability during fetal-neonatal transition, especially 
when the cord is left intact until after the onset of respirations (Bhatt et al, 2014). In addition there 
is a mean reduction in birthweight following ECC, resulting from reduced blood transfusion (Begley 
et al, 2019). Some studies note a slightly increased incidence of jaundice when LCC occurs but it is not 
clear that this is sufficient to increase the need for jaundice treatment, and is unlikely to cause 
substantial harm where jaundice treatment is readily available (McDonald et al, 2013; Fogarty et al, 
2017).  

These concerns must be balanced against reducing the risk of PPH for the birthing person. In the 
physiological third stage of labour, contractions commence again shortly after birth, resulting in the 
spontaneous birth of the placenta following separation from the uterine wall. The cord remains intact 
until after the birth of placenta.  

In contrast, active management of third stage involves three components:  

 Administration of a uterotonic drug to help contract the uterus;  

 Clamping the cord at the time of uterotonic administration or soon after 

 Application of traction to the cord with counter‐pressure on the uterus to deliver the 
placenta (controlled cord traction) 

The intervention has been widely practiced worldwide and the World Health Organisation (WHO, 
2012) recommends active management of third stage for all birthing people to reduce the risk of 
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postpartum haemorrhage. Active management has been found to reduce the risk of severe primary 
PPH greater than 1000 mL at the time of birth, but a 2019 Cochrane meta-analysis determines this to 
be very low‐quality evidence (Begley et al, 2019). Active management may reduce the incidence of 
maternal anaemia (Hb less than 90 g/L) following birth, but harms such as postnatal hypertension, 
pain and return to hospital due to bleeding were also identified (ibid.). It is unclear whether active 
management reduces severe blood loss (greater than 1000 mL) in birthing people at low risk of 
postpartum haemorrhage (ibid); there was low quality evidence of a reduction in other indices of 
blood loss but these may not be associated with a clinically significant reduction in blood loss (ibid).  

As such, there is evidence to support the use of active management of third stage in all birthing people 
with risk factors for postpartum haemorrhage, but this should be balanced with the known benefits 
to the newborn of deferring cord clamping long enough (generally beyond one to three minutes 
(WHO, 2012)) to allow the placenta to transfuse the newborn first. LCC is therefore achievable at 
most births, including instrumental and caesarean births, whether active or physiological 
management of the third stage of labour occurs (CDHB, 2019; Begley et al, 2019). 

Management of Umbilical Cord Clamping 

 

Commonly sterile plastic cord clamps are used to clamp the neonatal side of the cord 
and a metal clamp is used to clamp the placental side of the cord prior to cutting.  
Muka pito made of harakeke may be preferred by birthing people and their whānau to 
plastic clamps, and where possible in these situations, the muka should be used instead 
of the plastic clamp and fastened firmly. Appendix 1 features an example of the type of 
secure method likely to have been taught to hapū people and their whānau. NB: The use 
of muka is whānau-lead rather than clinician-lead; support whānau to achieve and 
identify a secure muka tie. Where the use of a muka pito is desired in sterile conditions 
such as caesarean section birth, it will be necessary for an assistant to be scrubbed in 
specifically for this purpose, or with whānau agreement, to leave additional length to 
the pito (umbilical cord) to enable a muka tie to be fastened during skin-to-skin or while 
the newborn is at the resuscitaire. The latter may be more appropriate in emergency 
scenarios. 

 

LCC after at least one minute should occur in most situations (NICE, 2016). The first minute of 
neonatal assessment, drying, warmth, airway positioning and stimulation is undertaken with cord 
intact. 

 Do not clamp the cord earlier than one minute following birth unless there is concern 
about cord integrity, the baby has a heart rate below 100 beats per minute that is not 
increasing (NICE, 2016), or the birthing person’s condition is significantly unstable. If the 
newborn’s heart rate is below 100 bpm at any time and not increasing, or the baby has 
not established regular respirations by 90 seconds, clamp and cut the cord and transfer 
the baby to the resuscitaire(NICE, 2016). 

 Following spontaneous vaginal birth or instrumental birth the baby is passed directly to 
the birthing person for skin-to-skin on the abdomen or chest while the cord remains intact 
for three minutes for active management of third stage, or throughout the physiological 
third stage. The newborn will remain skin-to-skin unless the condition of either birthing 
person or their newborn deteriorates. 
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 During caesarean section birth the newborn is laid on the birthing person's legs, dried and 
covered with a warmed, sterile towel with appropriate consideration given to neonatal 
assessment, drying, warmth, airway positioning and stimulation. The cord is clamped or 
tied at two minutes unless the above conditions are met. 

 When gestational age is under 30 weeks or estimated fetal weight under 1500gms the 
newborn is placed in a Neohelp plastic bag and the bag sealed closed around the cord. LCC 
occurs for at least one minute unless there are concerns about the condition of the baby 
(NZ Resuscitation Council, 2021) 

 Multiple births: There is insufficient evidence on the timing of cord clamping for multiple 
births at any gestation. Because ECC is associated with significantly increased risks of major 
prematurity related morbidity, it may be appropriate to facilitate LCC in some 
circumstances. The following guidance is suggested:  
o DCDA twins: LCC can be performed in the same way as for singleton preterm babies 
o MCDA twins: There is a 10-20% risk of acute twin-to-twin transfusion syndrome in 

labour (Ciantar et al, 2010). Therefore it may be more appropriate to clamp twin one’s 
cord immediately following birth. It is reasonable to perform LCC for the second twin, 
according to the clinical situation.  

 Cord milking (Upadhyay, 2013) is not sufficiently well researched to be recommended at 
this stage. 

 Where cord blood is required for rhesus status and cord blood gases, double clamping of 
the cord is recommended 

Active Management of Third Stage 

Indications 

 Any intervention that deviates from the physiological course of labour  
o Induction and/or augmentation of labour 
o Operative vaginal birth 
o Epidural 

 Anaemia 

 Multiple pregnancy 

 Previous caesarean section birth 

 Previous history of PPH 

 Grand multiparity (≥5 births) 

 Prolonged labour in first and/or second stage 

 Shoulder dystocia 

 Fetal malposition 

 Clotting disorders 

 Intrauterine fetal death 

 In those who decline blood products in the event of an emergency 

 At the request of the birthing person 

 In the presence of any other emergency at the time of birth 

Contraindications 

 Maternal refusal 
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Procedure 

 After vaginal birth, administer intramuscular uterotonic oxytocin as soon as possible 
within the first three minutes, clamp and cut the cord after one to three minutes (in line 
with the guidance in Management of Umbilical Cord Clamping) and before five minutes.  

 During caesarean birth administer intravenous uterotonic after the cord is clamped 

 Await signs of separation (separation bleed, cord lengthening and cramping 

 Following signs of separation, facilitate placental birth using controlled cord traction and 
counterpressure to guard the uterus from inversion 

 Although evidence supports a reduction in blood loss when active management is 
completed within minutes of the birth, the process can generally be safely deferred if the 
birthing person requests that the cord is clamped and cut later than 5 minutes, or after 
the umbilical cord stops pulsing, provided there are no immediate signs of haemorrhage 
or compromise in birthing person or newborn (NICE, 2016) 

 Commence PPH treatment at any time if abnormal blood loss is seen or suspected 
clinically (Ministry of Health, 2013) 

 Diagnose retained placenta and consult with obstetric team if placenta is not born within 
30 minutes of uterotonic administration 

Uterotonic Administration 

Oxytocin/(Syntocinon®) 10iu given intramuscularly following vaginal birth 
or  
5iu given intravenously following caesarean birth 

Oxytocin with Ergomentrine/ 
(Syntometrine®) 

1ml given intramuscularly following vaginal birth 

 

 Syntometrine must not be administered to those with hypertension or cardiovascular risk 
 

Physiological Management of Third Stage 

Indications 

 At the request of the birthing person in the presence of straightforward physiological labour 

Contraindications 

See Active Management of Third Stage: Indications 

Procedure 

 After vaginal birth, facilitate undisturbed parent-baby interaction, encourage skin to skin 
contact and keep the birthing person and their newborn warm 

 Leave cord intact ideally until the placenta is born (NZCOM, 2013), unless at the request of 
the birthing person it is clamped after the umbilical cord stops pulsing (this may sometimes 
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be warranted due to a short cord causing discomfort or the inability to bring the baby to the 
chest for feeding) 

 Encourage early breastfeeding behaviours and sucking to induce uterine contractions 

 Encourage the birthing person to adopt a comfortable position that aids descent of the 
placenta, observation of the newborn, and observation of blood loss (NZCOM, 2013) 

 Await signs of separation (separation bleed, cord lengthening and cramping or pelvic 
heaviness) 

 Encourage the birthing person to birth the placenta with gentle expulsive pushes and 
changes in position following signs of separation 

 Avoid cord traction completely, or at least until the placenta is confirmed to be in the 
vagina  

 Assist trailing membranes to be born complete by asking the birthing person to cough, or 
by gently turning the placenta to twist the membranes before exerting gentle tension to 
complete the birth (International Confederation of Midwives, 2011) 

 Encourage voiding of the bladder and more effortful attempts to birth the placenta birth 
if this has not occurred by 45 minutes 

 Convert to active management of third stage at any time if abnormal blood loss is seen 
or suspected clinically (Ministry of Health, 2013) 

 Although there is little evidence to support the normal duration of physiological third 
stage in the absence of concerning blood loss (Dixon, 2009), conversion to active 
management should be strongly considered if the placenta is not born within 60 minutes 
of birth to aide in the diagnosis of retained placenta 

 
Do not place traction on the umbilical cord in the absence of uterotonics unless the placenta 
is known to be in the vagina 

 

Procedure following placental birth 

 Assess the birthing person for blood loss, uterine location and tone, and general 
condition 

 Check placenta for completeness and either dispose the placenta or prepare it to be 
taken by the whānau per care plan and placenta pathway 

 Observe vital signs 

 Check perineum as per Guideline 

 
Third stage is a critical period and the birthing person and newborn should not be left unattended 
until the placenta is born, known to be complete, and assessment complete 

 

Cord Blood 

Where cord blood is required for blood gases, blood typing of the newborn of rhesus negative birthing 
persons, or other tests, care should be taken to double clamp the cord for sampling. Blood may also be 
obtained from the large superficial vessels of the placenta. These procedures are outlined in MATY020 
Cord blood gas sampling protocol and MATY026 Cord bloods for Rhesus negative birthing people 
protocol. 
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 Placenta Pathway MATY101 

 Retained Placenta – Management of MATY060 

 Vaginal Tears and Episiotomy Repair Guideline MATY063 

 Cord Blood Gas Sampling Protocol MATY020 

 Bloods for Rhesus Negative Birthing People and their newborns Protocol MATY026 
  

This Guideline replaces MATY001 – Active Management of Third Stage Policy and MATY047 – 
Physiological Management of the Third Stage of Labour. 

Keywords for searching:  

1. Cord clamping 
2. Cord blood 
3. Muka 
4. Active management 
5. Physiological management 
6. Third stage 
7. MATY138 

Informed Consent: 

The right of a consumer to make an informed choice and give informed consent, including the right 
to refuse medical treatment, is enshrined in law and in the Code of Health and Disability 
Consumers’ Rights in New Zealand. This means that a woman can choose to decline treatment, 
referral to another practitioner, or transfer of clinical responsibility. If this occurs follow the process 
map on page 18 of the Referral Guidelines (Ministry of Health, 2012). 

Tangata Whenua Statement: 

The Women’s Health Service recognises the rights and responsibilities of Māori as tangata whenua 
and Treaty Partners.  This allows and acknowledges the importance of cultural diversity in all aspects 
of our care and practice in Aotearoa New Zealand.  

As stated in Te Pae Amorangi (Hutt Valley DHB Māori Health Strategy) 2018-2027, Hutt DHB as a 
Crown agency is committed to our role in maintaining active relationships with iwi, under Te Tiriti o 
Waitangi. This strategy recognises the established principles of Partnership, Participation and 
Protection and recognises steps towards the reviewed interpretation of Te Tiriti principles to date 

https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/9789241548502/en/
https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/9789241548502/en/
http://www.huttvalleydhb.org.nz/about-us/reports-and-publications/te-pae-amorangi/
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(from the Wai 2575 claim into health). These are tino rangatiratanga, equity, active protection, 
partnership and options.  

Attention in particular is drawn to: 

 Article one – Kāwanatanga: actively engaging and working alongside with local iwi through the 
Hutt Valley Māori Health Unit 

 Article two – Tino Rangatiratanga: Self-autonomy, self-determination; the responsibility to 
enable Māori to exercise their authority over their own health, determinants and definition of 
health 

 Article three – Ōritetanga: equal health outcomes of peoples; ensuring that policy, guidelines or 
programmes do not further perpetuate any inequity  

 Article four (the ‘oral clause’) – Wairuatanga: spirituality; thriving as Māori and the importance 
of health providers understanding health in te ao Māori (the Māori world), acknowledging the 
interconnectedness and inter-relationship of all living and non-living things.  

Appendices: 

Appendix 1: Example of muka tie instructions for whānau 

Whitau Muka – Muka tie tutorial for baby’s cord – Hapū Wānanga Taranaki 

https://vimeo.com/507419152 

 

https://www.health.govt.nz/our-work/populations/maori-health/wai-2575-health-services-and-outcomes-kaupapa-inquiry
http://intranet.huttvalleydhb.org.nz/our-dhb/departments/maori-health-unit/
https://vimeo.com/507419152

