
In 2026, the AOM published Clinical Practice Guideline No. 20 – Midwifery Care During Early Labour. This CPG 
provides the following recommendations for the definition of active labour and delaying continuous care:

Recommendations 

1.	 Regular contractions, effacement and cervical dilation of 6 cm for nulliparas and 4 to 6 cm for 		
	 multiparas should be considered the start of the active phase of labour.

	 Strong recommendation: low certainty of evidence
This recommendation recognizes the importance of accurately defining the active phase of labour, to avoid 
premature diagnosis of dystocia. It affirms the research that labour progression is slower than once thought, 
that the experience of labour varies across individuals and that a definition of 6 cm dilation reduces 
interventions without increasing risk. It also acknowledges midwives’ skill in assessing the full clinical picture 
and using their clinical judgment in determining if a client is in active labour.

2.	 Midwives should delay hospital admission or continuous intrapartum clinical care in the community until 	
	 the onset of active labour, unless otherwise indicated.

Strong recommendation: very low certainty of evidence 
This recommendation recognizes the evidence indicating that later admission to hospital is associated with fewer 
interventions, and it affirms delaying continuous clinical care as a means to achieve low-intervention physiologic 
labour and birth. It also acknowledges midwives’ skills in assessing the full clinical picture and using their clinical 
judgment in determining if they should stay with the client in the community or admit the client to the hospital.

This document aims to support midwives to engage in discussions with interprofessional colleagues when 
implementing these recommendations. It is meant to be used in conjunction with the full CPG. For a complete 
analysis of the research, clinical considerations, values and preferences, and a discussion of how these 
recommendations were made, please refer to pages 7 through 12 of the CPG.

RESPONDING TO QUESTIONS ABOUT THESE RECOMMENDATIONS 

1. 	 What research supports these recommendations?
Standards for labour progression were largely shaped by Friedman’s labour curve, developed in the 1950s. (15) 
This work defined active labour as starting at 4 cm and set thresholds for labour progress. However, current 
research suggests that these standards create unrealistic expectations for labour progress, and they may lead to 
premature diagnosis of dystocia and unnecessary interventions. (1) In the 2000s, Zhang set out to understand 
labour progression in a modern population. He found that cervical dilation progressed at less than 1 cm per 
hour until around 6 cm, when labour begins to progress more quickly (2), and he concluded that 6 cm rather 
than 4 cm is a more appropriate marker for the beginning of the active phase.

Further research was conducted to assess whether defining active labour at 6 cm was effective in reducing the 
rate of caesarean section without compromising the birthing parent or neonate’s health and well-being. The 
findings show that applying the first- and second-stage labour management guidelines from the American 
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College of Obstetricians and Gynecologists (ACOG), including 6 cm as the definition of active labour, might 
slightly increase rates of spontaneous vaginal birth, with results suggesting 21 more spontaneous vaginal births 
per 1000. (3) The results also show 11 fewer caesarean sections per 1000 births. 

Our certainty of this evidence is low, given varied compliance with the guidelines at the hospitals in this 
study. Importantly, no differences were found in adverse outcomes for the birthing person or neonate. Five 
observational studies that examined this new definition also support these findings, showing a slight reduction in 
the odds of caesarean section and no increases in adverse outcomes for the birthing person or neonate. (4–8) The 
research affirms the safety of this definition of active labour, although further study is needed to understand the 
impact on caesarean section rates. 

The timing of hospital admission was also examined, as earlier admission has been shown to increase 
interventions. Hospital admission at lower cervical dilation and before contractions are regular and less than 
five minutes apart is associated with an increased risk of oxytocin augmentation, epidural analgesia, caesarean 
section and NICU admission. (9–17)

2. 	 How should these recommendations guide decision-making?
AOM CPGs are not intended to dictate a course of action; rather, they aim to inform clinical decision-
making. Midwives should always use their clinical judgment to apply the recommendations to individual 
circumstances and involve clients in decision-making.

The recommendations support identification of active labour, to avoid premature diagnosis of dystocia and 
unnecessary interventions to accelerate labour. They also consider the research findings that labour progresses 
more slowly than once thought, and that increased monitoring in early labour is not associated with fewer 
adverse outcomes for the birthing person or neonate. The second recommendation, to delay continuous in-
person clinical care, refers to continuous intrapartum care, where the midwife stays with the client. The CPG 
recognizes that during early labour, midwives should conduct phone and in-home assessments as needed; and 
at each contact, they should provide reassurance, education, coping suggestions and guidance about when to 
contact them again. The CPG further suggests that when assessing clients in early labour, midwives should make 
best efforts to do this at home or in another community setting, to avoid early hospital admission. 

Furthermore, midwives should consider clients’ unique circumstances, which may make it difficult for them to 
remain at home in early labour and who may require additional support. The CPG includes a comprehensive 
discussion of these considerations, such as when the birthing person has limited access to a home-like environment 
or faces challenges with moving from the community in which they reside to their chosen birth setting. 

3. 	 Why is it important to implement these recommendations?
Intervention rates during labour and birth have risen consistently over the past few decades. While interventions 
are both necessary and beneficial in certain cases, their overuse introduces avoidable risks. In particular, 
caesarean section rates have been rising with no corresponding improvements in birthing person and fetal 
outcomes, which suggests use beyond what is clinically indicated. (18–22) 

These two recommendations aim to support safe, evidence-informed care while reducing unnecessary 
interventions. Implementation of these recommendations supports provincial goals, including Ontario’s Quality-
Based Procedures for Low Risk Birth. The policy aims to reduce the variation in caesarean section rates across the 
province via evidence-based guidelines that promote vaginal birth. (23,24) 

Early labour provides important opportunities to support physiologic labour and birth. Slow or stalled progress 
in early labour is often characterized as abnormal, despite known variations in labour progress and duration. 
(25,26) This can result in a cascade of interventions, including caesarean section, for which non-progressive 
labour is a common indication. (27) Accurately defining active labour is important, as it helps ensure that clients 
in early labour are not prematurely diagnosed with dystocia, and it promotes physiologic birth.
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4. 	 How do these recommendations align with existing guidelines? 
There is no consensus among international guideline groups about active labour, with definitions ranging from 
4 cm to 6 cm. (28–31) Table 1 below compares different groups’ definitions of the first stage of labour. It is 
important to recognize that the AOM’s definition of active labour does not align with the 2016 guideline from the 
Society of Obstetricians and Gynaecologists of Canada (SOGC). Given the differences in definitions, midwives 
will likely need to inform their interprofessional colleagues about the evidence base that was used in the AOM’s 
definition of active labour.

TABLE 1. DEFINITIONS OF THE FIRST STAGE OF LABOUR FROM INTERNATIONAL GUIDELINE 
GROUPS

Latent phase Active phase

Society of  
Obstetricians and  
Gynaecologists of 
Canada, 2016 (28)

Presence of uterine activity resulting in 
progressive effacement and dilation of 
the cervix proceeding to active phase. It 
is complete when a nulliparous woman 
reaches 4 cm dilation, and a parous 
woman reaches 4 to 5 cm. Cervical length 
is generally less than 1 cm.

Presence of a pattern of contractions 
leading to cervical effacement and dilation 
at 4 cm or greater in a nulliparous woman 
or 4 to 5 cm dilation in a parous woman.

National Institute for 
Health and Care  
Excellence, 2023 (29)

A period of time, not necessarily  
continuous when: 
•	 There are contractions
•	 There is some cervical change, 

including cervical position, 
consistency, effacement and dilation 
up to 4 cm.

When there are regular contractions and 
there is progressive cervical  
dilation from 4 cm.

American College of 
Obstetricians and  
Gynecologists, 2024 (30)

Characterized by gradual and relatively 
slower cervical dilation that starts on 
perception of regular uterine contractions 
and ends when rapid cervical change 
initiated.

The phase of rapid cervical change that 
continues until complete cervical dilation. 
Cervical dilation of 6 cm should be 
considered the start of the active phase.

World Health 
Organization, 2018 (31)

A period of time characterized by painful 
uterine contractions and variable changes 
of the cervix, including some degree of 
effacement and slower progression of 
dilation up to 5 cm for first and subsequent 
labours.

A period of time characterized by regular 
painful uterine contractions, a substantial 
degree of cervical effacement and more 
rapid cervical dilation from 5 cm until full 
dilation for first and subsequent labours.

 
Key takeaways 
•	 Current research suggests that 6 cm dilation rather than 4 cm is a more appropriate marker for the 

beginning of the active phase. 

•	 Research consistently shows that hospital admission at a lower cervical dilation is associated with 
increased obstetric interventions, including caesarean section, oxytocin augmentation and epidural. 

•	 Defining 6 cm as the start of active labour has not been found to increase the risk of adverse outcomes. 

•	 Evidence supports these recommendations as a method to support physiologic birth and reduce 
unnecessary interventions while maintaining safe outcomes. 

•	 There is a lack of consensus among international guideline groups on the definition of active labour.
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5.	 How would implementation of these recommendations benefit the 	
	 hospital and health-care systems? 

In-person continuous clinical care and hospital admission in early labour places high demands on clinicians’ 
time and resources. Additionally, caesarean sections are associated with high financial costs for longer hospital 
stays and postoperative care. Defining active labour as 6 cm dilation could reduce caesarean sections and may 
alleviate these financial costs, and some research bears this out. 

Two US-based cost-effectiveness studies examined the cost savings associated with delaying hospital 
admission until active labour has begun. 

A 2015 study developed a cost-effectiveness model to simulate a theoretical cohort of 3.2 million low-risk 
birthing people admitted to hospital at < 4 cm cervical dilation compared with delaying admission to > 4 cm 
dilation. (32) This model found that delaying admission until > 4 cm would result in 672 000 fewer epidurals, 
67 232 fewer caesarean deliveries and an annual cost savings of $694 million. 

A 2023 study modelled a theoretical cohort of 1.4 million nulliparous birthing parents to compare 6 cm as the 
definition of active labour with a definition of 4 cm. (33) A threshold of 6 cm to define active labour resulted 
in 373 668 fewer caesarean deliveries and cost savings of $980 million.

Although US studies have limited applicability in our context, these findings highlight the potential for resource 
optimization and cost savings at a systems level when a definition of 6 cm as the start of active labour is used.

6.	 How do elements of the midwifery model support implementation 		
	 of these recommendations?

Midwives work within their legislated scope of practice and to their Standards of Practice, exercising expert 
knowledge, skills and judgment in providing client-centred assessments, education and intrapartum care. 

Midwives offer assessments by phone, at home and at the clinic. This unique aspect of midwifery care 
enables clients to remain out of the hospital while still being supported and having access to a care provider 
in early labour. 

Continuity of care, a core tenet of midwifery care, fosters trusting relationships between client and midwife. It has 
been suggested that the trusting relationships and individual support provided in continuity models may help 
clients feel able to stay at home for longer. (34) 

Additionally, midwives can support clients with access to non-pharmacological pain management methods. 
Supporting clients to access these tools may enable them to cope better in early labour and feel comfortable 
remaining at home. 

Data from the Better Outcomes Registry and Network (BORN) Ontario suggests that many midwives already 
practice according to these recommendations, with more midwifery clients arriving at the hospital at later 
cervical dilations compared to non-midwifery clients. Table 2 illustrates the cervical dilation of clients upon 
admission to hospital between May 2024 to April 2025.(35) Many midwives are also delaying continuous 
clinical care until later cervical dilations in the out of hospital setting. Among clients giving birth at home or at a 
midwifery clinic, 55.6% of nulliparas and 44% of multiparas had a cervical dilation of 6-10 cm upon the midwife’s 
arrival to attend the birth.(35)

Midwives’ clinical skills and judgment, alongside their commitment to building strong, trusting relationships 
with clients, positions them well to support clients’ physical, emotional and cultural needs in early labour.
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TABLE 2. CERVICAL DILATION UPON ADMISSION TO HOSPITAL OR BIRTH CENTRE AMONG 
PREGNANT PEOPLE IN ONTARIO BETWEEN MAY 2024-APRIL 2025

Midwifery Clients Non-Midwifery Clients

Nulliparas Multiparas Nulliparas Multiparas

0-3 cm 41.7% 29.4% 60.3% 45.9%

4-5 cm 30.5% 30.1% 27.3% 33.0%

6-10 cm 19.4% 26.1% 9.0% 18.1%

Unknown dilation 8.% 14.4% 3.4% 3.0%

7.	 What should midwives consider when implementing these 			 
	 recommendations at the local level? 

Implementing these recommendations may present challenges for both midwives and hospital systems. As you 
integrate them into practice and engage in discussions with colleagues, it may help to reflect on the following 
considerations:

•	 How might existing hospital policies influence the ability to apply these recommendations? For example:

	» If conducting a labour assessment in hospital, would discharging a client at 4 cm with regular 
contractions be supported by current hospital policy? 

	» In the context of a scheduled induction of labour, at what point might you be expected to provide a 
continuous presence, and might that misalign with the AOM CPG’s definition of active labour?

•	 What processes or channels are available to advocate for revisiting and updating hospital policies or 
protocols in light of this evidence? 

•	 What impact could delayed hospital admission have on the flow and capacity of the labour and 
delivery unit? 

•	 How might these recommendations shift labour support needs, and what are the potential positive and 
negative impacts for workload and practice? 

•	 What strategies can support clear, effective interprofessional communication? In particular, how 
might these recommendations influence consultations with other providers? How can productive 
interprofessional relationships be maintained when midwifery definitions and assessments may differ 
from obstetrical standards? 
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