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Abstract 
Background: Effective intrapartum monitoring is vital for identifying abnormal labour and enabling timely interventions to reduce 
maternal and perinatal morbidity. The WHO Modified Partograph has been widely used for decades. The WHO Labour Care Guide 
(LCG), released after WHO’s 2018 intrapartum care recommendations, was developed to address limitations of earlier tools and to 
promote respectful, individualized care. Comparative evidence on clinical outcomes, usability, and implementation is growing but 
remains limited. 
Objective: To synthesize and appraise published evidence comparing the WHO LCG with the WHO Modified Partograph, focusing 
on clinical utility, detection performance (e.g., prolonged/obstructed labour), user experience, and implementation challenges—
particularly in low-resource settings. 
Methods: A narrative review searched major databases, WHO and NGO guidance sites, and grey literature using terms such as 
“Labour Care Guide,” “WHO LCG,” “modified partograph,” “intrapartum monitoring,” and “labour outcomes.” Eligible reports 
comprised randomized and non-randomized studies, systematic reviews, implementation evaluations, and guideline documents 
assessing performance, outcomes, or implementation of either tool. 
Results: Both tools monitor labour progress and maternal–fetal well‑being but differ structurally and operationally: the LCG defines 
active labour from 5 cm, omits traditional alert/action lines, explicitly documents second‑stage monitoring, and emphasizes 
respectful, individualized care; the Modified Partograph typically starts at 4 cm and uses alert/action lines. Some studies report 
higher detection rates of prolonged/obstructed labour with the LCG, while earlier studies and programmatic reports associate 
correct partograph use with reduced prolonged labour and fewer operative births. Systematic reviews underscore limited 
high‑quality evidence and variable effects dependent on fidelity of use. Common implementation barriers include insufficient 
training, perceived documentation burden, interpretation challenges, and resource constraints. Comparative randomized trials and 
robust implementation research are scarce. 
Conclusions: The LCG introduces meaningful conceptual and practical changes that may enhance detection of abnormal labour and 
patient experience, but current evidence does not conclusively show superior maternal or neonatal outcomes over the Modified 
Partograph. Priorities are rigorous comparative trials, pragmatic implementation research, focused training and user supports, and 
context‑adaptation guidance. 

Keywords:  Intrapartum monitoring, partograph, WHO, maternal outcomes, respectful maternity care. 

1. Introduction 
Globally, maternal mortality continues to represent a profound public health challenge: an estimated 287,000 
women died in 2020, and approximately 260,000 in 2023, as a result of complications that occurred during 
pregnancy, childbirth, or in the postpartum period (1). A substantial proportion of these deaths are considered 
avoidable, often preventable when women receive timely, appropriate intrapartum care that can identify and 
address complications as they arise (2). In the Indian context, national estimates show an encouraging downward 
trend in the maternal mortality ratio—declining from 130 maternal deaths per 100,000 live births in 2014–2016 to 
97 per 100,000 live births in 2018–2020—yet maternal mortality remains a pressing concern, particularly in rural, 
remote, and otherwise underserved communities where access to quality care is uneven (3,4). 
These persistent burdens highlight specific shortcomings in the provision of intrapartum care. Gaps such as 
delayed recognition of abnormal labour patterns, insufficiently individualized clinical management, inconsistent 
monitoring practices, and variability in the timeliness of interventions contribute to suboptimal outcomes for 
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mothers and newborns. Such deficiencies underscore the need for reliable, user-friendly monitoring tools and 
structured approaches that support frontline staff in early identification of problems and in making appropriate, 
timely clinical decisions. Intrapartum care—defined as the care given to women while they are in labour and during 
childbirth—therefore occupies a pivotal role in safeguarding the health and well-being of both mother and infant. 
High-quality intrapartum care encompasses systematic and timely monitoring of labour progress and maternal–
fetal well-being, the availability and application of appropriate clinical interventions when indicated, and the 
provision of respectful, person-centred maternity care that maintains dignity and supports women’s preferences 
and needs (5). 
Historically, labour monitoring across many settings has relied on instruments such as the World Health 
Organization’s modified partograph, which was designed to provide a visual record of labour progress and to alert 
providers to deviations from expected patterns. Over time, however, evolving evidence and guidance on 
intrapartum management prompted the development of updated tools aimed at overcoming recognized 
limitations of the partograph. In response to those concerns, the WHO introduced the Labour Care Guide (LCG), a 
re-envisioned labour-monitoring instrument intended to address weaknesses in the older tool and to place greater 
emphasis on woman-centred care during labour (6). 
Despite international efforts to disseminate and implement evidence-based intrapartum monitoring strategies, 
important inequities remain in the quality, consistency, and outcomes of care delivered across different health 
systems and facility types. These disparities reflect differences in training, staffing levels, resource availability, and 
the practical usability of monitoring instruments in real-world clinical settings (7). The WHO Modified Partograph, 
while long established and familiar in many places, has shown uneven utilization and, in some environments, a 
limited impact on improving clinical outcomes; practitioners have reported challenges with its interpretation, 
difficulties integrating it into routine workflows, and variability in how it is completed and acted upon (8). The 
Labour Care Guide was therefore developed not only to standardize clinical monitoring more effectively but also to 
improve the childbirth experience by emphasizing respectful, woman-centred practices alongside clinical decision 
support (9). 
Early, preliminary studies and observational reports suggest that using the LCG may be associated with better 
maternal satisfaction and more timely clinical interventions in certain contexts; however, the evidence base 
remains limited. Rigorous, high-quality randomized comparative trials that directly evaluate the effectiveness of 
the LCG against the WHO Modified Partograph are scarce, and this lack of robust comparative data is particularly 
apparent within the Indian setting, where local health system factors may influence both implementation and 
outcomes (6,10). Given these evidence gaps and the changing landscape of intrapartum care guidance, there is a 
clear need for methodologically sound research to compare these tools. The present review therefore seeks to find 
out the current evidence related to clinical utility, and implementation challenges using the WHO Labour Care 
Guide versus the WHO Modified Partograph. This can inform practice, training, and policy decisions (11). 
 

Methods 

We conducted an extensive and systematic literature search across several major bibliographic databases—
PubMed, Embase, the Cochrane Library, Web of Science, and Google Scholar—to maximize retrieval of relevant 
studies on intrapartum care tools and their implementation. To further ensure comprehensive coverage, we 
performed supplementary hand-searching of the reference lists of all articles that met our inclusion criteria, 
capturing additional evaluations or related reports that might not have been indexed in the primary databases. The 
electronic search strategy combined key concept terms for labour management tools with outcome and 
implementation-related terms and with terms describing the intrapartum period. Specifically, the search string 
incorporated synonyms and variations such as ("Labour Care Guide" OR "WHO LCG" OR "LCG") OR ("modified 
partograph" OR "WHO modified partograph" OR partograph OR "paperless partograph"), and these were 
combined with outcome/implementation descriptors and with intrapartum-related terms (intrapartum OR labour 
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OR labor OR "labour monitoring" OR "intrapartum monitoring" OR "labour progress") to identify studies addressing 
either the effectiveness or the practical application of these monitoring tools. 
The timeframe for study inclusion spanned publications from January 2005 through December 2025, establishing a 
defined and contemporary window for the literature reviewed. We restricted our selection to peer-reviewed 
material that provided primary data or systematic synthesis: original research articles, randomized and non-
randomized clinical trials, systematic reviews, and meta-analyses that focused on labour management and 
reported outcomes or implementation experiences related to the tools of interest. To maintain clarity and 
consistency for the review team, we included only studies published in English. We excluded editorials and 
commentaries that did not present primary data, conference abstracts without available full-text reports (unless 
adequate data were publicly accessible), and any studies that did not report outcomes pertinent to the Labour 
Care Guide or the modified partograph. 
Following screening and application of these criteria, thirty pieces of literature were identified as meeting the 
inclusion requirements and were included in the review. For each included study, we used a standardized data 
extraction form created specifically for this review to systematically collect relevant information. Fields on the 
template captured study design, setting, population characteristics, details of the monitoring tool evaluated, 
measured outcomes (clinical, process, or experiential), implementation or training components, and key findings 
or conclusions. Use of a consistent extraction instrument helped ensure comparability across studies and reduced 
the risk of omission or bias in capturing study details. 
Extracted information was synthesized using a narrative approach. This descriptive synthesis emphasized 
identifying recurring patterns across studies, highlighting gaps in the existing evidence base, and drawing out 
emerging themes related to the practicality, acceptability, and reported impacts of the different labour monitoring 
tools. Given the heterogeneity of study designs, outcome measures, and contexts represented in the included 
literature, we did not undertake quantitative meta-analysis or statistical pooling; instead, the review was 
intentionally positioned as a qualitative, descriptive synthesis aimed at mapping the state of evidence rather than 
producing aggregated quantitative estimates. 

 
Evolution of partograph: 

Friedman’s Cervicograph: 
In 1954 Friedmann devised a cervicograph that plotted cervical dilatation (cm) against time (hours) (Fig. 1). This 
graph divided labour into a latent phase (up to 3 cm dilatation), an active/acceleration phase marked by the 
steepest slope (from 3 cm to full dilatation), and a deceleration phase (12). A drawback of this cervicograph was 
that it did not incorporate fetal or other maternal factors. In 1969 Hendricks et al. reported the absence of a 
deceleration phase in many labours and argued that labour progression is highly individualized; they 
recommended assessing cervical dilatation together with fetal station rather than relying on time alone to guide 
interventions (13). 
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Figure 1: Friedman’s Cervicograph showing phases of labour (12) 
 

The Partograph: 
In 1972 Philpott et al. developed the composite partograph to monitor labour progress and help prevent 
prolonged labour and its complications. This tool included maternal and fetal elements—uterine contractions, 
cervical dilatation, maternal vitals, descent of the fetal head, fetal heart rate, and use of medications—laying the 
groundwork for graphical intrapartum monitoring (5). The World Health Organization later modified this tool in 
1994 (Fig. 2), adding “alert” and “action” lines to prompt timely interventions. 

 

 
Figure 2: The WHO Partograph (12) 

 
The WHO Modified Partograph: 
Because the latent phase recorded in the WHO partograph was highly variable and often led to unnecessary 
interventions, the WHO Modified Partograph (1994) excluded the latent phase, set a cervical dilatation cut-off at 4 
cm, and was applied to all labouring women to reduce prolonged labour and improve outcomes (2,14–16). The 
WHO Modified Partograph is a simplified instrument for tracking labour progression using cervical dilatation, 
descent of the fetal head, uterine contractions, fetal heart rate, and maternal vital signs, with alert and action lines 
to indicate when interventions are needed (14). It is organized into three sections: the upper (fetal) section—used 
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to record fetal heart rate with dots and to note amniotic fluid and moulding; the middle section—shows cervical 
dilatation against time with two diagonal lines (alert and action); and the lower section—records maternal 
conditions such as contractions, oxytocin use, medications, pulse, blood pressure, temperature, urine protein, 
urine volume, and urine acetone (8). Introduced as a graphical representation of key labour parameters (Fig. 3), 
the WHO Modified Partograph has long been a standard for monitoring labour and for early detection of dystocia. 
However, it has limitations, including insufficient emphasis on maternal well-being and nonclinical aspects of care. 
Studies have reported variable use and interpretation across settings, leading to inconsistent outcomes and 
indicating a need for further modification (17). 
 

 
Figure 3: WHO Modified Partograph 14 

 

WHO Labour Care Guide (LCG): 
The WHO Labour Care Guide, introduced in 2020, is an evidence-based tool intended to promote a more holistic 
approach to labour monitoring as part of a new intrapartum care model aimed at improving quality of care and 
positive childbirth experiences (18). The LCG replaces the alert and action lines with evidence-based reference 
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thresholds and emphasizes woman-centred care. It comprises eight sections covering clinical and nonclinical 
components, including maternal well-being, supportive care, and fetal monitoring (19,20). According to WHO 
(2020), the LCG aligns with the 2018 WHO intrapartum care model that stresses respect, communication, and 
emotional support (18). Vogel et al. outlined the rationale for the LCG, noting that it integrates current WHO 
intrapartum recommendations, moves away from fixed time-based thresholds, and promotes woman-centred, 
respectful care practices (6,20). In addition to prompting regular clinical observations to detect emerging problems 
in mother or infant, the LCG provides a way to document crucial supportive care activities—such as labour 
companionship, birth position, pain management, and maternal mobility—which can improve childbirth 
experience and outcomes compared with the conventional partograph. WHO also notes that the LCG includes new 
reference thresholds and alerts for unusual labour observations intended to trigger specific actions (18) (Fig. 4). 
Key recommendations associated with the LCG emphasize timely decision-making, improved documentation, and 
individualized, respectful maternity care, shifting away from the rigid timelines of the partograph to allow for 
physiological variations in labour (20). 
 

 
Figure 4: WHO Labour Care Guide8 
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Effectiveness of WHO Labour Care Guide and WHO Modified Partograph 

Studies Evaluating the WHO Modified Partograph: 
 
Mathai et al. (2009) highlighted the role of the WHO Modified Partograph in improving intrapartum decision-
making, particularly in resource-constrained settings, and reported associations between partograph use and 
lower rates of prolonged labour, obstructed labour, and unnecessary cesarean sections (21). A 2018 study of 
primigravida women in labour by Niveditha et al. found that active labour management using the WHO partograph 
substantially reduced the duration of the first active stage, the second stage, and overall labour, although cesarean 
section rates did not change (22). Lavender et al. (2018) noted that the partograph remains valuable but that its 
effect on maternal and neonatal outcomes depends on how well it is applied; in a Cochrane review they concluded 
that despite widespread promotion of the tool, high-quality evidence for its benefit is limited and further research 
is needed (23). Use of the partograph has been linked to fewer prolonged labours, reduced cesarean sections, and 
lower maternal morbidity. However, Opiah et al. reported suboptimal utilization and gaps in knowledge among 
obstetric caregivers in Nigeria, indicating that effectiveness depends on adequate training and proper 
implementation (17). Studies by Opiah et al. and Mathai et al. showed reductions in maternal morbidity, fewer 
prolonged labours, and improved perinatal outcomes with partograph use (17,21). Panchal et al. (2021) also found 
the partograph useful in reducing maternal and neonatal complications and in enabling early detection and 
monitoring of abnormal labour, thereby preventing maternal mortality and morbidity (24). 

 

Studies Evaluating the WHO LCG: 
Research by Vogel et al. and Adjie et al. demonstrated that implementation of the LCG is feasible and acceptable 
and can improve clinical outcomes, including lower cesarean rates and better documentation (20,25). Vogel et al. 
assessed feasibility and acceptability among midwives and obstetricians, finding that initial training was required 
but that users considered the LCG more comprehensive and supportive of respectful, individualized care (6). 
Comparative Studies Involving Both WHO LCG and WHO Modified Partograph / Paperless Partograph: 
A randomized trial by Pandey et al. comparing the LCG with the modified partograph reported greater maternal 
satisfaction and fewer unnecessary interventions—particularly a reduction in primary cesarean deliveries—in the 
LCG group, while maternal complications, hospital stay duration, and Apgar scores were similar between groups; 
they also observed higher rates of spontaneous vaginal delivery with the LCG, attributing this to more 
individualized, evidence-based monitoring (9). Vogel et al. reported better neonatal outcomes and timelier 
interventions with the LCG, along with improved documentation, decision-making, and emphasis on respectful 
maternity care (26). Mugyenyi et al. found that LCG use improved maternal satisfaction, reduced unnecessary 
interventions, and enhanced intrapartum support without compromising safety; LCG uptake required training but 
was well received by healthcare workers. They observed increases in cesarean section rates, labour augmentation, 
5-minute Apgar scores, and tool completion rates, with no differences in stillbirths, maternal deaths, postpartum 
haemorrhage, or uterine rupture (27). In a prospective interventional study, Rao et al. compared the WHO LCG 
with a paperless partograph in a tertiary care setting and concluded that the paperless partograph required less 
training and expertise, making it practical in high-volume, understaffed settings; both approaches were effective in 
preventing protracted labour and related complications (28). 
Comparison of WHO Labour Care Guide and WHO Modified Partograph — Similarities and Differences: 
Both tools are intended to monitor labour progression and guide clinical decisions. The LCG, however, explicitly 
incorporates respectful care and encourages active involvement of the woman, taking maternal preferences and 
comfort measures into account—features not emphasized in the modified partograph (26,27,29). Comparative 
studies suggest the LCG is associated with improved maternal experience, better communication among health 
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workers, and more individualized care (25). Nevertheless, larger randomized trials are needed to confirm these 
findings. (Tab.  

 
Table 1: Salient features of WHO labour care guide and WHO modified partograph 

Feature/Aspect WHO Labour 
Care Guide (LCG) 

WHO Modified Partograph Similarities 

Purpose Monitors labour progress, 
maternal/fetal well-being, 
supports decision-making 

Monitors labour progress, 
maternal/fetal well-being, 
supports decision-making 

Both are labour monitoring 
and decision tools 

Structure/ 
Sections 

Seven sections: 
admission, supportive 

care, maternal/fetal care, 
progress, medication, 

shared decision-making 

Focuses on progress 
(alert/action lines), 

maternal/fetal status 

Both record maternal and 
fetal parameters 

Start of Active Labour Begins at 5 cm cervical 
dilatation, no alert or 

action line 

Traditionally begins at 4 cm 
cervical dilatation. Alert and 

action line present for 
decision making. 

Both track active phase of 
labour 

Second Stage of Labour Monitoring is 
documented 

Not documented - 

Evidence Based Updates Developed from 2018 
WHO intrapartum care 

recommendations; 
emphasizes respectful, 

individualized care 

Based on earlier WHO 
guidelines; less emphasis on 

individualized care 

Both are WHO-endorsed, 
evidence-based 

Detection of Prolonged/ 
Obstructed Labour 

Higher detection rates for 
prolonged/obstructed 

labour 

Lower detection rates 
compared to LCG 

Both aim to identify 
abnormal labour 

Impact on Outcomes No significant difference 
in maternal/perinatal 

outcomes in some studies 

Similar outcomes to LCG in 
some studies 

Both effective in outcome 
identification 

User Experience More detailed, requires 
training, supports shared 

decision-making 

Simpler, more familiar to 
many providers 

Both require provider 
engagement 

Implementation Newer, being adopted 
globally; requires 

adaptation and training 

Widely used, established in 
practice 

Both used in diverse 
settings 

 

Gaps and Limitations in Current Research 
Methodological limitations: Numerous studies have small sample sizes, are observational, and lack control groups. 
Differences in study settings and the level of provider training may also affect results (11). 
Gaps in current research: Randomized comparative evidence is scarce, especially from low-resource settings. 
Further research is needed on long-term outcomes and the cost-effectiveness of the LCG compared with the 
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partograph. The efficacy and safety of the LCG in high-resource contexts (for example, where all deliveries occur in 
well-equipped facilities) are not well established. Prior to widespread implementation of new recommendations, it 
is essential to evaluate their effects on women’s childbirth experiences, costs, and clinical outcomes (10,30). 
 

Conclusion: 
The WHO LCG seems to offer advantages over the modified partograph—improved documentation, greater 
maternal satisfaction, and more individualized care—but the evidence base is still developing. Wider adoption of 
the LCG could improve intrapartum care quality, particularly in settings where respectful, evidence-based care is 
not consistently delivered. 
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