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GLOSSARY OF TERMS
Amniotomy

Apgar Score

Augmentation of labour

BBA

Caesarean section category 1

Caesarean section category 2

Cardiotocograph

EDD
Labour dystocia

Meconium

MLU
Multiparous
Nulliparous

Oxytocin

Parous women

Partogram

Primiparous

Puerperal sepsis

Pyrexia

Artificial rupture of the amniotic membranes

A system for evaluating a new born baby’s physical
condition at birth. Heart rate, respiration, muscle tone,
response to stimuli and colour are evaluated at 1 minute
and 5 minutes of age. Each feature is scored 0, 1 or 2.
The maximum total for all five features is 10.

An amniotomy or intravenous administration of oxytocin
to increase the strength and frequency of contractions.
Born Before Arrival

Maternal or fetal compromise which is immediately life-
threatening

Maternal or fetal compromise which is not immediately
life-threatening

A means of monitoring the baby’s heart rate and
variability and also the frequency and duration of uterine
contractions. The results of which are printed on paper.
Expected Date of Delivery of the baby

Difficult labour

Baby’s first faeces, and if passed in utero could indicate
fetal distress

Midwifery Led Unit

Having borne more than one child

A woman who has never produced a viable offspring
Naturally occurring neuropeptide produced in the
hypothalamus and secreted by the pituitary gland. It is
prescribed for a number of obstetric reasons, one being
to increase the strength and frequency of uterine

contractions.
Having borne at least one child

A graphical record of maternal and fetal data completed
during labour e.g. maternal heart rate, temperature, blood

pressure and fetal heart rate, uterine contractions, liquor.

A woman who has been delivered of one infant of 500g
regardless of viability.
Sepsis developed after birth

An abnormally high temperature



Reiterative A process for arriving at a decision or a desired result by
repeating rounds of analysis

Term 37 to 42 weeks’ gestation (pregnant)



ABSTRACT

Title: Does the way in which the latent phase was experienced affect the process,
duration and outcome of labour?

Aims

The aims of the study were to identify the symptoms women experience in the latent
phase of labour and what influences their decision to seek hospital admission. The study
also aimed to explain, if the way in which the latent phase was experienced affected the
process, duration and outcome of labour.

Research guestions:

1. What symptoms do women experience during the latent phase of labour?

2. Of the symptoms experienced in early labour, do some more than others incite

women to seek hospital admission?

3. What was the duration of time from the onset of symptoms to professionals’

diagnosing established labour?

4. Are there any associations between the duration of labour and the outcome?
Design: A mixed method design involving questionnaires, interviews and clinical data
collection. The study was conducted in two stages.

In stage one, part one questionnaires were used to examine how women experience early
labour. In stage one part two data were collected from the Maternity Information System
(MIS) for women who completed the questionnaire.

Stage 2 involved interviewing 10 women who had completed the stage one questionnaire.
Sample: Inclusion criteria included low risk women, gestational age 37 to 41 completed
weeks. 408 women consented to participate. 54 were lost for various reasons. 354 women
who consented remained within the study until data collection were completed. Of these,
235 (66.4%) women completed and returned the questionnaire.

Data Analysis: SPSS for quantitative and some qualitative data i.e. questionnaires, MIS.
NVivo and colour coding for qualitative data i.e. questionnaires and interviews.
Quantitative data were analysed using descriptive statistics and Cox regression analysis.
Qualitative data were analysed thematically.

Outcomes: Symptoms experienced in the latent phase of labour included irregular pain,
regular pain, loss of water from the birth canal, blood loss, stomach upset, sleep
disturbances or emotional upset.

There was a significant time difference between the women’s experience of the onset of
symptoms to the time professionals diagnosed established labour.

There was poor agreement with women coinciding with their midwives assessment of the
duration of the first stage of labour.

While symptoms, particular pain played a part in women’s decision to go to the hospital

there were many other influencing factors.



Women felt they were not prepared and that they would like more information to help
prepare them for latent phase labour. Also women wanted more care through latent phase
labour.

Conclusion: Women do not want to be left to their own devices in early labour and feel
that care in early labour should be viewed as a continuum to the pregnancy. The most
common symptoms experienced were regular pain, experienced by almost all women
(91%) and blood loss experienced by 70% of women. Water loss and regular pain were
important predictors of the duration of labour in multiparous women. Longer labours

overall for both primiparous and multiparous women required operative births.
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CHAPTER 1 - INTRODUCTION

1.1 INTRODUCTION

The philosophy of midwifery cites the midwife as an expert in recognising, respecting
and safeguarding normal processes during normal pregnancy and birth (An Bord
Altranais, 2010; The International Confederation of Midwives, 2005). Women-centred-
care is fundamental to midwifery practice which focuses on the woman’s individual
needs and expectations, rather than the needs or aspirations of midwifery or obstetric
professionals. Women centred-care also recognises the need for women to have choice,
control, and participation in decision making, around her care. This includes her care
during the latent phase of labour. The latent phase is considered to be the time between
the onset of contractions to cervical dilatation of 3-4cm during which time the cervix
becomes completely effaced (Holmes and Baker, 2006). This phase is often over looked

by midwives and obstetricians alike.

I am a clinical midwife of twenty two years with a broad range of midwifery experience
in three different countries, England, Australia and Ireland. | fully adhere to the above
philosophy and I have developed a keen interest in latent phase labour and the impact it
may have on women’s experience of labour and the possible negative impact women
experience in the latent phase may have on the duration and outcome of their labour. |
undertook this research because despite the advances in maternity care in all three
countries in which | have worked and studies on various aspects of latent phase labour in
many western countries, in my experience latent phase labour still does not get the
attention it requires from a service planning or clinical front line point of view. The work
of Metchild Gross, Germany; Patricia Janssen, Canada; Helen Cheyne, Scotland; Helen
Spiby, England and many more, inspired this study, however | wanted to add to the
growing, although still relatively small, body of work on the latent phase of labour.
Coincidentally, last year the Department of Health, Ireland launched a new maternity
strategy - Creating a better future together, National Maternity Strategy 2016-2026 (DoH,
2016).

“This Strategy is intended to provide the framework for a new and better maternity
service. The Strategy is focused on, and responsive to, women and their individual needs.
The Strategy, recognising that for all women, the transition to motherhood is an event of
a huge social and emotional significance, seeks to create a partnership approach to service
delivery” (DoH, 2016).

The results come at an opportune time where nationally many changes are happening

across the country and the focuses more than ever are on women centre care and the
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involvement of family. One of the four strategic priorities identified are that; “a health
and wellbeing approach is adopted to ensure that babies get the best start in life. Mothers
and families are supported and empowered to improve their own health and wellbeing”

(DoH, 2016).

1.2 MATERNITY CARE DURING THE LATENT PHASE OF LABOUR IN
IRELAND

Within the Irish context O’Driscoll’s 1969 research on active management of labour had
a significant influence in how labour is managed in Irish maternity hospitals and across
most of the developed world. Emphasis is on the accurate diagnosis of labour in the first
instance in order to manage labour appropriately thereafter. O’ Driscoll (1969, p. 478)
cited “the emphasis was on objective evidence, and painful uterine contractions were not
accepted as conclusive unless there was a show, spontaneous rupture of the membranes,
or dilatation of the cervix”. It was important that a decision was made within hours of the
women presenting to the hospital. If the woman was deemed not to be in labour she was
transferred to the antenatal ward and after 24 hours if still not in labour she may have
been sent home. However, once a woman was diagnosed as being in active labour the
intention would be that she would give birth within 12 hours. This approach — defined as
active management of labour, has meant that the distinction between latent and active
labour became of central importance, as once active labour was diagnosed the ‘clock
starts ticking” towards delivery. Further, O’Driscoll (1969) felt that the decision on
diagnosing labour should be taken by an obstetrician and not left to a primiparous
woman, who had no personal experience of labour and ‘scant’ knowledge, thus giving
priority to medical knowledge over women’s knowledge of her own body. Now the
intention is that this decision is made either by the midwife or the obstetrician in
partnership with the woman based on history of contractions, show, ruptured membranes
and to confirm cervical dilatation on vaginal examination. However, these two issues
and the need to clearly distinguish between latent and active phases of labour and the
prioritisation of clinical rather than tacit knowledge, have led at times to much confusion

when defining the commencement of established labour.

There are 19 maternity units in Ireland providing care to approximately 66,000 women
who give birth each year. The majority of units are consultant led. Consultant led
maternity units are units where all care is provided to low and high risk women by teams
of doctors and midwives. Some maternity units provide midwifery led services, for
women considered low risk. In midwifery led units (MLU) care is provided by teams of
midwives through the antenatal, intrapartum and postnatal period. In Ireland there are two

MLUSs, seven maternity units providing community midwifery care, two maternity units
16



provide postnatal midwifery community care and home births are predominantly

provided by self-employed midwives.

This study was carried out in a hospital which provides both consultant led and midwifery
led care. The majority of women were recruited through the Midwifery Led Unit (MLU)
where the midwife “in partnership with the woman, is the lead professional with
responsibility for assessment of her needs, planning her care, referral to other
professionals as appropriate, and for ensuring provision of maternity services” (Hatem et
al, 2008). The MLU in the North East of Ireland was developed, based on the Kinder
report (2001), within the context of a randomised controlled trial (Begley et al, 2009) to
evaluate the effectiveness of midwifery-led care compared to consultant-led care for
healthy low risk women. The MLU provides antenatal, intrapartum and postnatal services
with extended postnatal care in the community for up to seven days post birth. Antenatal
education is provided by the midwives who work in the MLU. Women are encouraged to
phone the MLU when they have symptoms of early labour to get advice on how best to
cope with their symptoms at home and when to come to the hospital for assessment.

In undertaking this research | aimed to contribute to the body of knowledge on latent
phase labour and to increase understanding on this important stage of labour with the

overall aim of improving the care that mothers and babies receive
1.3 AIM OF THE STUDY

To identify the symptoms women experience in the latent phase of labour as perceived by
them and examine what influences their decision to seek hospital admission. The study
also aims to explain how the latent phase was experienced and how that affected the

process, duration and outcome of labour.
1.4 RESEARCH QUESTIONS

Research questions:

What symptoms do women experience during the latent phase of labour?

Of the symptoms experienced in early labour, do some more than others incite women to
seek hospital admission?

What was the duration of time from the onset of symptoms to professionals’ diagnosing
established labour?

Avre there any associations between the duration of labour and the outcome?

This is a mixed method study. There are essentially two stages. Stage one incorporates
guantitative data from the questionnaire and hospital information system. Stage two

incorporates qualitative data from the questionnaire and interviews.
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1.5 PREGNANCY

For a woman planning a baby or from the day she first realises she is pregnant whether
planned or not healthcare professionals have a significant role to play in partnership with
her in ensuring a safe and healthy outcome for her and her baby. She is given an
estimated date of delivery (EDD) which is calculated using the first day of her last
menstrual period or an ultrasound scan or both. The EDD was first introduced to obstetric
practices in the early 1800s by Franz Karl Naegele hence the name Naegele’s rule. The
rule estimates the EDD by adding a year, subtracting three months, and adding seven
days to the first day of a woman's last period (LMP), which essentially amounts to 280
days or 40 weeks. An easier method is adding 9 months and 7 days to the first day of the
last menstrual period. This date is then confirmed by an early ultrasound scan. Through
the entire pregnancy maternity professionals advise her, monitor her health and her baby
and educate her on how to ensure her health and wellbeing for optimum outcome for her
and her growing baby. While the merits of calculating an estimated date of birth are well
founded, particularly in terms of monitoring the safety of the mother and baby,
obstetricians and midwives alike have ensured that women become obsessed by this date.
Anxiety mounts even further when the woman goes beyond this date. Labour and labour
pain is now seen as something that must be managed by the health profession and society
at large is no longer familiar with seeing women in labour and in pain (Camann 2002).
The latent phase requires further research in order to provide evidence and information
that may be used to encourage women, their families and society to see labour as a

normal phenomenon and not something that must be managed or controlled.
1.6 LATENT PHASE LABOUR

Latent phase labour has often been a time where the woman is left to her own devices
with peripheral help from the medical professionals. Despite the limited research
conducted on latent phase labour we are still a long way away from truly understanding
this all important stage in the labouring process. If women do not get rest, or are not
hydrated enough or nourished enough through this early stage of labour, their labour
could become longer and more painful than if she was well rested, well hydrated and well
nourished. Antenatal education classes encourage women to eat and drink through the
earlier stages of labour but this advice is not always heeded. Is it because women feel that
latent phase of labour is not important or is this because maternity care professionals do

not put enough emphasis on the importance of latent phase labour?
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Maternity care professionals have yet to agree on when established labour starts. This is
discussed more fully in the literature review, and defines latent phase labour and why at

times it can have an impact on the overall progress and outcome.
1.7 THE STRUCTURE OF THE STUDY

Chapter 2, following on from chapter 1, the introduction, addresses a narrative review of
the available literature on latent phase labour and learning to date about what women
want and how a woman’s experience of latent phase labour may impact on her overall
labour and outcome. The literature review also covers the influence of the woman’s

partner and family on their influence of latent phase labour.

Chapter 3 addresses the methodology used in order to achieve the best possible means of
exploring women’s experience of latent phase labour from both a quantitative and
qualitative point of view. Various methods were explored to decide how best to
interrogate the data to be able to answer the research questions and build upon existing

work on latent phase labour.

Chapter 4 details the findings of analysis of the completed questionnaires that women
were asked to complete on their experience of latent phase labour. Women were also
asked about midwives support during latent phase labour and asked to offer suggestion on
how midwives could positively impact on improvements on care during latent phase

labour.

Chapter 5 details the clinical data collected from the Maternity Information system and

the quantitative data from the questionnaires.

Chapter 6 details the qualitative findings of the interviews conducted on ten women from

the 235 women who completed and returned the questionnaires.
Chapter 7 discusses the findings in line with existing research and offer further insights

on women’s experience on latent phase labour and offer recommendations for midwives

and obstetricians on how to improve practices around latent phase labour.
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CHAPTER 2 NARRATIVE LITERATURE REVIEW

This chapter details an account of the existing literature and research on the latent phase
labour in order to help inform the research questions to add purposefully to the existing
work on the latent phase labour, and offer further insight into how women experience
early labour, and if this experience impacts on the process and outcome of labour.

Search strategy

A narrative literature review was carried out using database searches of the Cochrane
Institute database of systematic reviews; Medline; CINAHL; Pubmed; CSA lllumina; 1SI

Web of Science; ScienceDirect; Wiley Interscience; Web of Science and Google Scholar.

Search terms included: pregnancy, early labour, latent phase of labour, first stage of
labour, long latent phase of labour, hospital admissions in early labour, stages of labour,
early labour of low risk women, labour duration, labour duration of low risk women, slow
progress in labour, early labour complications, support people in labour, preparation for

labour, early labour at home, decision to go to hospital.

Results are reported in the following sections:
o Definition of latent phase labour
e Symptoms of latent phase labour
¢ Diagnosing latent phase labour
e Managing latent phase labour
e Negative outcomes with latent phase labour admissions
e Midwives’ perceptions on latent phase labour and what they feel women want
e Preparation for latent phase labour
¢ Women’s understanding and experiences of latent phase labour
¢ What incite women to seek hospital admission?

e Impact of support people during latent phase labour

The following literature review will appraise research carried out on the latent phase and
highlights the need to enquire further into women’s experiences of latent labour and
explore if this experience impacts on the process of established labour and the ultimate
birthing outcome. Much research to date, on the latent phase of labour, has concentrated
on management of the latent phase and the evidence on medical interventions women are
at increased risks of receiving if they are admitted to hospital prior to onset of active
labour (McNiven 1998; Holmes et al. 2001; Janssen et al. 2006). It also addresses the

importance of the need for midwives to give the latent phase the recognition it requires.
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Review aim

The review aimed to answer the question; Does the way in which the latent phase was
experienced, affect the process, duration and outcome of labour? The literature review
was based on an initial review of key papers on early labour which helped identify firstly
that it was an issue that required further research and secondly guided the search and
selection of papers. The literature review was then finally revised and refined based on
the findings of my study.

In order to answer this question the literature review focussed on the following topics:
Definition of latent phase labour; symptoms of latent phase labour; diagnosing latent
phase labour; managing latent phase labour; negative outcomes with latent phase labour
admissions; midwives’ perceptions on latent phase labour and what they feel women
want; preparation for latent phase labour; women’s understanding and experiences of
latent phase labour; what incite women to seek hospital admission?; impact of support

people during latent phase labour;
2.1 DEFINITION OF LATENT PHASE LABOUR

Currently there is little agreement on the boundaries of the latent phase of labour. The
first stage of labour describes the time from the commencement of contractions to full
dilatation of the cervix. It is sub-divided into the latent phase and the active phase of
labour. The latent phase is considered to be the time between the onset of contractions to
cervical dilatation of 3-4cm during which time the cervix becomes completely effaced
(Holmes and Baker 2006). Gharoro et al. (2006) were quite definite in their definition of
latent phase labour including uterine contractions every 10 minutes or longer with the
cervix being dilated < 3cm with little or no effacement. Incerti et al. (2011) looked at the
variability in the rate of cervical dilation in primiparous women at term. Management of
labour followed a set protocol of care. Established labour was diagnosed as regular
contractions every ten minutes, for more than 40 seconds, cervical effacement of more

than 80 percent and cervical dilation of 2cm.

The active phase of the first stage of labour describes the time between the end of the
latent phase to 10cm dilatation of the cervix. A common definition of established labour
is; regular strong contractions with cervical dilatation greater than 4cm (Bailit et al.
2005). O’ Driscoll and Meagher (1986) also cite, a blood stained show, with or without
ruptured membranes. Many studies cited various cervical dilatation of 3 to 4 cm as the
progression point from latent to active phase of labour (Bailit et al. 2005; Janssen et al
2006; Spiby et al 2008; Dencker et al. 2010; Gharoro et al. 2006). The active phase also
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varies in length, usually between 2 and 6 hours, and usually is shorter for multiparous

women than primiparous women.

No degree of cervical dilatation assisted in differentiating between pre-active and active
labour. “Adequate cervical change over time (cm/hour) based on at least two
appropriately spaced cervical examinations reliably differentiates between labour phases
for nulliparous women” (Neal et al. 2014). They accept that while some women may be
in active labour prior to cervical dilatation of 4cm although they found that admitting
women before cervical dilatation of < 4cm is related to increased risk of caesarean

section, regardless of cervical dilatation.

Their overall recommendation was that nulliparous women should be admitted to hospital
only after the onset of active labour, but if women are admitted before this, due

consideration be given to differentiating early labour progress from labour dystocia.

Midwives and obstetricians may agree what the definition of latent phase is as mentioned,
but not when it starts. We have yet to develop an absolute method to decide the
symptoms of latent phase labour and the precise time of the onset of the latent phase, and
when the latent phase transitions to the active phase of labour. The timing of both varies
with each woman. Research has attempted to address this issue as discussed in the next

sections, symptoms of latent phase labour and diagnosing latent phase labour.
2.2 SYMPTOMS OF LATENT PHASE LABOUR

Gross et al. (2003) carried out a qualitative study to examine women’s assessment of how
and when their labour commenced. A semi-structured questionnaire was given to women
in one German hospital over a period of 13 months with women participating. Women
were asked to record when labour had started and what symptoms they had experienced
at this time. All but 18 women were able to record precisely when labour started. These
18 were then excluded leaving a sample of 217, 107 of which were primiparous and 110
multiparous women. Structured content analysis was used. Eight different categories
emerged from the analysis: recurrent pains; non-recurrent pains; watery fluid loss;
bloodstained loss of any type including a bloody show; gastrointestinal symptoms; altered
sleep patterns; emotional upheaval; others not defined. There were 369 encoded items or
sampling units. Two thirds (63.4%) of the sample units were related to either non-
recurrent pain or recurrent pain. Women differed significantly in their reporting on the
signs of labour. The following are the reported symptoms: recurrent pain 62 (32.8%) by
nulliparous women and 80 (44.4%) by multiparous women; non-recurrent pain 51

(27.0%) by nulliparous women and 41 (22.8%) by multiparous women; watery loss 30

22



(15.9%) by nulliparous women and 17 (9.4%) by multiparous women; blood-stained loss
17 (9.0%) by nulliparous women and 16 (8.9%) by multiparous women; gastrointestinal
symptoms 8 (4.2%) by nulliparous women and 2 (1.1%) by multiparous women;
emotional upheaval 8 (4.2%) by nulliparous women and 14 (7.8%) by multiparous
women; sleep disturbances 6 (3.2%) by nulliparous women and 5 (2.8%) by multiparous

women. Women experience an array of symptoms and not just pain.

Further work by Gross et al. (2006) found that only 60% of women reported pains as a
sign of labour. The same list of symptoms as described above was used in this study.
Women reported some symptoms several days before labour was established e.g.
restlessness and altered sleep. Only 66.5% had spontaneous rupture of the membranes
either before, as a sign of labour or after their onset of labour. There was a significant
difference in the first stage of labour for nulliparous and multiparous women. Some
women recorded their onset of labour several days before the baby was born. As with
their previous study a structured content analysis was used. They studied three time
intervals; from onset of labour until rupture of the membranes, from onset of labour until
full dilatation of the cervix and from onset of labour until birth. Cox regression was used
for univariate and multivariate analysis. 24% of women did not record ruptured
membranes as a sign that labour had commenced, although interestingly women who did
report it as a sign of labour had a shorter duration of labour. They also noted that women
and clinicians quite often do not agree with the signs of the onset of labour. While there
was correlation between many women’s perceived symptoms of the onset of labour this

could not be applied to all women.

In a later study Gross et al. (2009) carried out a longitudinal cohort study addressing a
clearly focused issue on the time of labour onset and it’s symptoms as perceived by the
women and how this correlated to the clinical diagnosis made by their midwives. The
variables measured had been determined by an earlier study by Gross et al. (2003) as
discussed above. All women in the study were asked to choose from the same
predetermined list of the symptoms they experienced, including subjective and objective
measures, negating the risk for classification bias. For analysis they used the Cox

regression model enabling investigation of the effects of several variables.

The median duration of the first stage of labour differed significantly between women and
midwives 11 hours and 6.5 hours compare to 7 hours and 4 hours for nulliparous and
multiparous women respectively. They concluded that women’s perception of the onset

of labour should be taken into account for intrapartum care.
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In an earlier study, Gross et al. (2003) found that women are inherently aware of when
their labour starts. Quite often professionals will disregard a women’s perception of the
commencement of labour. For the majority of women their labours have commenced well

before they seek hospital admission (Gross et al. 2003; Gross et al. 2009).

All the above studies emphasise the importance of midwives taking account of women’s
perception of the onset of labour, and the importance of listening to women in order to

involve them in the accurate diagnosis of labour.

2.3 DIAGNOSING LATENT PHASE LABOUR

As already discussed, diagnosing labour is crucial to the subsequent management of
labour and possibly the outcome (O’ Driscoll 1969). Hanley et al. (2016) consider it one
of the most important judgements in maternity care. Hanley et al. (2016) conducted a
systematic review of definitions in the research literature and found that the majority of
studies did not provide evidence based support for their chosen definitions of labour and
recommended the development of a consistent and measureable definition for all stages
of labour. Cheyne et al. (2009) also agree that deciding whether or not a woman is in

established labour is one of the most difficult judgements for her care when in labour.

Cheyne et al. (2006) conducted a study on midwives perceptions of how they diagnose
labour following a midwifery workforce planning tool (Ball and Washbrook 1996) that
identified that up to 30% of women admitted to hospital in the UK were subsequently
discovered not to have been in labour. There were 13 midwives in two focus groups
participating in the study. The midwives described information cues from the woman’s
perspective and from an institutional perspective. Themes from a woman’s perspective
included: ‘physical signs’, ‘distress and coping’, ‘woman’s expectations and social
factors’, and from an institutional perspective themes emerged were: ‘organizational
factors’, ‘midwifery care’ and ‘justifying actions’. In the first instance the midwife needs
to make a diagnosis then is required to formulate a management plan. On the basis of
these findings they developed a model of decision making for diagnosing labour. Despite
the development of this tool aiding the diagnosis there still exists conflicting influences
between midwives judgements, women’s preferences and institutional resources and

guidelines. Further research is required on women’s approach to labour and preferences.

Prior to the above study Burvill (2002) aimed to provide a woman-centred holistic
approach to diagnosing labour by developing a model of knowledge based on how
midwives diagnose labour. She conducted a qualitative study using grounded theory with

focus groups and in-depth interviews with a midwife expert. The interviews were
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followed by a literature review with a focus on “physiological criteria for labour onset,
psychological processes in decision making and socio-political and philosophical

perspectives in midwifery practice” (Burvill 2002).

Cheyne et al. (2006) mirrored some of Burvill’s findings in terms of physical cues and
having a woman centred approached off set by midwives being restricted by protocols
and partograms. The midwives in Burvill’s (2002) study also discussed the concept that
midwifery diagnosis was different to medical diagnosis and felt that diagnosing labour on
the basis of contractions and cervical dilatation was not accurate for all women. The
midwives talked about intuition and gut feelings and watching, listening and determining

cues to be more important than doing an internal examination.

Ragusa et al. (2005) conducted a prospective study of 423 women in two Italian hospitals
to determine the most useful criteria for determining if a woman was in established labour
or not. They found a positive correlation between reduction of interval between uterine
contractions, abdominal pain of increasing intensity, for both primiparous and
multiparous women, cervical effacement (> 50%), and cervical dilation (> 2 cm) on
establishing the onset of labour. While they used set criteria to determine the onset of
labour there remained 16.5% of instances where there were wrong diagnosis and an
acknowledged 7.8% of women where it was not possible to make a diagnosis. While this
study offers criteria for determining which women require a medical exam and which did
not require a medical exam to diagnose labour, there still remain 24.3% of women in this

study that either were not or could not be diagnosed in labour.

Despite the above research there is still little consensus on, and no definitive means of,
diagnosing labour and determining when the latent phase of labour has transitioned to
established labour. Despite this there still needs to be a management plan to inform health
professionals to guide women on how best to manage latent phase labour initially in their
homes and then in hospital if admission is required. The following section discusses

research conducted on the management of latent phase labour.

2.4 MANAGING LATENT PHASE LABOUR

The previous section addressed the importance of diagnosing labour, while this section
will address the importance of the period of time from the onset of symptoms of latent
phase labour to established labour and reviews work done to date to best inform how
latent phase labour should be managed from both a woman’s perspective and a midwifery

and institutional perspective.
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Traditionally the latent phase of labour, has been viewed as a time where women and
their partners do not require the expert care of trained midwives and obstetricians, and in
effect has been largely undervalued (Greulich and Tarrant 2007; Barnett et al. 2008). It is
a time where the woman is expected to manage on her own strength and the support of a
partner, or family member. Despite the several trials carried out over the last ten years,
(ELSA trial/Spiby et al. 2008; SELAN trial/Hodnett et al. 2008; Janssen et al. 2006;
TELSIS trial/Cheyne et al. 2008), it is still not clear what makes women seek hospital
admission in the latent phase of labour and how best to care for them.

Maternity services worldwide place no emphasis on a need to manage the latent phase of
labour and encourage women and their birthing partners to stay home for as long as they
can cope without the aid of professional support or stronger pain relief.

As previously discussed it is challenging to differentiate between latent phase labour and
established labour and if sending women home is of benefit to them. Cheyne et al. (2008)
carried out a cluster randomised trial in 14 maternity units across Scotland, over a period
of 26 months, to test the effects of, a previously designed, algorithm (Cheyne et al. 2006)
for the diagnosis of active labour. Their primary objective was to determine if the use of
the algorithm assisted midwives in the diagnosis of labour and resulted in a reduction in
the use of oxytocin for labour. Their secondary focus was on medical interventions in

labour, admission management and birth outcome.

There were two clearly identified arms of the trial. The experimental group midwives
were required to use the algorithm to aid their decision on whether or not women were in
active labour. Active labour was described as “painful, regular, moderate or strong uterine
contractions and at least one of the following cues: cervix effacing and at least 3 cm
dilated, spontaneous rupture of membranes, or show” (Cheyne et al. 2007). The control
group received normal care based on midwives’ judgments. As blinding was not possible
it seems appropriate that only midwives in the experimental group had knowledge of the

details of the algorithm.

The results proved disappointing as use of the algorithm did not reduce the number of
women who received oxytocin or other medical interventions. Women in the
experimental group although discharged home when not in labour had significantly more
admissions prior to established labour. Although women in early labour were not
admitted to hospital prematurely it did not produce a clinical benefit in terms of

outcomes.
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Cappelletti et al. (2016) explored ‘first time mother’s experience of early labour in an
Italian maternity unit’. They interviewed 15 first time mothers, with a low risk pregnancy,
who accessed maternity triage and were either admitted or sent home. They used the
phenomenological approach of the lived experience. Four themes emerged — ‘recognising
labour, coping with pains at home, seeking reassurance from healthcare professionals,
being admitted versus going home’. Women who were admitted in early labour felt safe.
Others were happy to go home. Some women who were sent home were initially
disappointed, angered even by the lack of care in early labour and felt discouraged but
retrospectively felt it was the right decision, to be in their own environment with their
partners and once at home they felt safe. Cappelletti emphasised the importance of
informing women about early labour in antenatal classes to boost her confidence in
herself while at home and recommended the development of general and specific

guidelines on early labour care.

McNiven et al. (1998) conducted a smaller randomised control trial, of 209 women,
exploring the effectiveness of early labour assessment, in an attempt to reduce caesarean
birth rates for low-risk nulliparous women. There were two groups under review, early
assessment group and direct admission group. Women in the assessment group were
encouraged to go home or go for a walk prior to being admitted. This study found that
women in the early labour assessment group had shorter duration of labour, required
fewer epidurals and less oxytocin augmentation 22.9% to 40.4%, than in the direct
admission group. Women evaluated their labour and birth experience more positively in
the assessment group. There was no significant difference in the groups for operative
births. Although numbers were small this study rates early labour assessment positively
with regards to overall outcome. Despite being an underpowered study results proved

helpful when compared to other larger studies.

Spiby et al. (2008) (ELSA Trial) sought through a multi-centre randomised controlled
trial to determine the impact of offering home visits by midwives to low risk nulliparous
women in early labour at term between day time hours of 08.00 - 21.00, compared with
standard care and assessment in hospital. Under review was duration of labour, birthing
outcome, breastfeeding, women’s’ health at six weeks and associated costs for women
and their babies at six weeks. Each woman who consented to participate was sent a
questionnaire. Questions covered women’s expectations of labour, her worries related to
the onset of labour and her preferences for care during labour. Midwives were asked to
complete data sets of clinical details when they visited the women at home, labour details
and postnatal details on discharge of the woman’s care to the community. At six weeks
women were sent a questionnaire relating to information related to their labour
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experiences, emotional well-being, thoughts on their baby, concerns of their birth
companion, physical wellbeing, use of health services and need of ‘over-the-counter’

medications for themselves or their babies.

Hospital and community midwives were asked to complete questionnaires if they were
involved in the care of women participating in the ELSA trial. Heads of Midwifery were
interviewed and consultants were asked to complete a questionnaire. The primary
outcome was caesarean section or operative vaginal birth with secondary outcomes on

interventions, labour duration, maternal complications and neonatal complications.

There were 1,737 participants randomly allocated to both groups of the trial; home
assessment group and hospital group. A primary analysis was with intention to treat and a
secondary analysis was with per protocol analyses. There were no statistically significant
differences detected for primary or secondary outcome measures between the groups.
Women receiving home visits rated their experience positively, felt they benefitted for the
time at home and felt safe and cared for. There was no difference reported once all
women were in hospital in labour. Women in the home care group were less likely not to
be in labour when they presented to the labour ward and less likely to feel that they
presented to hospital too early. Partners in the home assessment group felt more involved.

Many women would opt for a visit at home in a subsequent pregnancy.

Midwives who visited women in their homes experienced an increased job satisfaction.
Hospital midwives were less influenced in terms of job satisfaction by participation in the
ELSA trial. Heads of Midwifery viewed the home assessment care positively considering
benefits for women being at home and avoiding unnecessary hospital presentations and
admissions, midwives job satisfaction and less of a strain on hospital resources when
women are admitted not in established labour. They also appreciated the need for

organisational change.

The majority of obstetricians felt that offering early labour assessment at home would be
of benefit to the women and also busy labour ward environments. Few obstetricians
mentioned concerns around less learning opportunities for medical students and medical
training in general. In terms of reducing cost there was no clear evidence for financial

savings.

The ELSA trial while not reducing caesarean section rates or having any significant
impact on interventions proved very successful from a woman’s point of view. In order to
provide home care assessments there needs to be significant organisational changes for
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both community and hospital delivery of care. From the woman’s point of view it is
beneficial, which highlights the importance of women centred care and the need to invest

in services to realise this concept.

Janssen and Desmarais (2013) used a previously designed Early Labour Experience
Questionnaire (ELEQ). This research was part of a bigger trial conducted over four years.
The questionnaires were analysed on 423 low risk nulliparous women. 241 women were
randomised to receive care at home and 182 received care by telephone. The ELEQ was
used to measure emotional well-being, emotional stress and perceptions of midwifery
care. While women rated home visits more positively their affective experiences did not
differ between the groups. They suggested that obstetrical units and maternity services
should have a more women centred approach towards early labour, organising care to

meet women’s needs for reassurance and information.

Women who remained at home maintained a sense of power enabling them to make
decisions around their labour and birth. Their recommendations to birthing professionals
are to be respectful and sensitive to women’s preferences thereby promoting the existence

of power for women through their labour and birth.

Janssen and Desmarais (2013) found scores for the home care group were higher than the
telephone group and suggested appraisal of the ELEQ may instigate changes in early
labour care and promote women’s confidence in their ability and encourage women to
stay home until they are in established labour. Similarly the ELSA trial (Spiby et al.
2008) found home visits were evaluated positively and there was some evidence of an

improvement in women’s experience of labour.

Many women attest to the benefits of being in the comfort of their own homes in early
labour; however there are still areas where the medical professionals can impact
positively to ensure women feel empowered and supported while remaining at home.

Staying at home has the added benefit of reducing interventions. Holmes et al. (2001)
found that nulliparous women who laboured at home for two hours before being admitted
to hospital had a caesarean section rate of 10.3% compared to 4.2% for women who
laboured for 4.5 hours at home. The women who were admitted earlier also had oxytocin

augmentation and require epidural analgesia.

While managing latent phase labour requires meeting the needs of women there is much
research on admission in early labour and interventions used to induce or augment labour
with subsequent need for pharmacological methods of pain relief and operative births;
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vacuum, forceps or caesarean section. The following section discusses research carried
out on the effect of admission in early labour on the subsequent interventions women

required and the mode of delivery.
2.5 NEGATIVE OUTCOMES WITH LATENT PHASE LABOUR ADMISSIONS

Women admitted to hospital in early labour may be at increased risk of medical

interventions.

Hemminki and Simukka (1986) conducted a study, over a period of 5 months to
determine the relationship between the timing of hospital admission and progress of

labour of 436 primiparous women, who sought admission because of contractions.

Women were divided into two groups defined as ‘early comers’ and ‘late comers’. They
used a cut-off point of four hours of contractions prior to admission. Using a cut-off point
of four hours is very subjective. Despite their rudimentary and very subjective means of
measuring the speed of labour, the study yielded some interesting results. Women who
sought admission early, or had prelabour rupture of membranes without contractions, had
shorter labours. However these women received more interventions, more caesarean

sections and required longer postnatal stays.

Petersen et al. (2013) carried out a prospective longitudinal study on women’s perceived
symptoms of labour and the associated frequency and timing of epidural analgesia. This
was the same cohort of women in Gross et al. (2009) study with 131 women excluded
because of lack of data regarding symptoms on admission. There were 549 nulliparous
women and 490 multiparous women participating. Data were gathered prospectively on a
data set separate from the medical records. On admission to the labour ward women were
asked about a defined list of symptoms as described in studies by Gross et al. (2003;
2006; 2009) and her perceived time of the onset of labour. Analysis was by Kaplan
Meiers logistic regression and Cox regression. The event times for regression analysis
were from the time of onset of established labour as diagnosed by the midwife to the time
the epidural was employed. Cervical dilatation on admission and prior to epidural
analgesia was also recorded. More nulliparous women required epidural analgesia than
multiparous women 31.7% and 10% respectively. Nulliparous women required an
epidural 5.47 hours after diagnosis of labour by the midwife at a median cervical
dilatation of 3.3cm. Multiparous women required an epidural at a median of 3.79 hours
following diagnosis by the midwife at a median cervical dilatation of 3cm. Women who
perceived their labour to be 15 hours longer than the midwives diagnosis of labour

required an epidural more frequently. Gastrointestinal symptoms and irregular pain as
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reported by the women were associated with a later need for epidural analgesia. Epidural
was required closer to the woman’s admission when she had reported watery fluid loss,
emotional upset and a show as signs of labour and when the women perceived her labour
to have started earlier than the midwife diagnosed labour. Their findings suggest that
women’s perception of when their labour commences has an impact on the need for
epidural analgesia. On this basis it is important that women receive individualised care
with regards to timing of labour as perceived by them and the need for epidural analgesia.
This individualised care should also extend to the multi-professional team namely
obstetricians and anaesthetists.

Janssen et al. (2006) carried out a multisite randomised control trial comparing early
labour assessment of women being triaged by telephone or during a home visit. The main
outcome measure was caesarean section. They assessed if delaying admission in early
labour would prevent the cascade of intervention. Data analyses were by intention to
treat, ensuring all participants were analysed by the groups they were originally allocated
to. They found that there was no significant difference in the groups when comparing

caesarean section rates.

Holmes and Baker (2006) recommend managing the latent phase away from the labour
ward as admission in early labour may increase the length of labour and the likelihood of
interventions such as artificial rupture of membranes and oxytocin infusion and caesarean
birth (Jackson et al. 2003; Hemminki and Simukka 1986; Holmes et al. 2001).

Maghoma and Buckmann (2002) comparing 150 cases to 100 controls found that a
prolonged latent phase was associated with increased rates of caesarean section and
postpartum pyrexia and puerperal sepsis, mostly related to wound infections. Prolonged
latent phase was poorly defined and arbitrarily measured, and did not take into account
the woman’s perception of when labour commenced. The sample size was also too small
to achieve true statistical significance. Despite these limitations the findings are still

worth considering.

Holmes et al. (2001), in their retrospective cohort study, of 3,220 women, both
primiparous and multiparous, examining the relationship of cervical dilatation on
admission and subsequent likelihood of caesarean section, found that the risk of caesarean
section decreased slightly with increasing cervical dilatation on admission to hospital.
Their data were collected over a four year period from the hospital database. In view of
the numbers examined it would appear the cohort represented the population under
investigation, and the findings could be generalised to similar cohorts.
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Neal et al. (2014) compared labour interventions and outcomes. 52.8% were admitted in
pre active labour and 47.8% were admitted in active labour. The likelihood of caesarean
section and oxytocin augmentation was higher for women admitted in pre active labour.
Peisner (1986) questioned if we could truly in present time identify pre labour from active
labour citing “true active labour can only be identified retrospectively based on a
determination of progressive of cervical dilation over time. Thus, even cervical dilatations
of 3cm, 4cm, or 5 cm do not validly describe the onset of true active labour for many

nulliparous women with spontaneous labour onset” (Peisner 1986).

Neal et al. (2014) studied 216 low risk nulliparous women in three tertiary units. For
women who had amniotomy, those admitted in active labour had it closer to their
admission than those who had this intervention admitted in the pre-active labour group.
However women in the pre-active labour group had a longer period of ruptured
membranes to birth. The pre-active admission group was no more likely to have
amniotomy than the active admission group, but were more likely to be augmented with
oxytocin. Also maximum temperatures were higher. Women in the pre-active labour
group had a longer duration of first stage of labour. Caesarean section was higher for the
pre-active labour group. All caesarean section for dystocia of labour were in the pre-

active labour group.

This study did not explore the rates of caesarean section but rather investigated whether
or not experiences through the latent phase impact on labour events and ultimate method
of birth. It also examined methods of pain relief and rates of augmentation as with the

above studies.

Spiby et al. (2008) (ELSA Trial) discussed in the section on latent phase management
found no statistically significant difference between the groups for caesarean section in
labour and instrumental vaginal birth, which shows similar findings to Janssen et al.
(2006). No statistically significant differences were found between groups for type of
birth, labour duration, interventions used or maternal or neonatal complications

experienced.

Davey et al. (2013) in their randomised control trial comparing caseload midwifery with
standard care (COSMO trial) looked at the degree to which labour was established on
admission to hospital and the method of birth. Included in this study were women in
spontaneous labour, with no previous caesarean section, and not planning to have a
caesarean section. There were 753 women allocated to the standard care arm and 779
allocated to the caseload arm of this study. Nulliparous women receiving standard care
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were more likely to have their labour augmented, than those in the caseload arm. There
was no difference in the use of epidurals between the two groups. Women receiving
standard care spent 1.1 hours more time in hospital before the birth. Parous women in the
standard care group were more likely to use epidurals but not more likely to require
labour augmentation. Parous women in standard care group were admitted earlier in
labour with a median cervical dilatation of 4cm compared to median cervical dilatation of
5¢cm for women in the caseload group. Early admission was strongly associated with
caesarean section. They found women cared for by caseload midwifery had fewer
caesarean sections than women with standard care 19.4% and 24.9% respectively. They
suggest that remaining at home longer may be one reason why caseload midwifery had
fewer caesarean sections as continuity of care for caseload women may have meant
midwives gave more individualised care and this gave women the confidence to stay at
home longer and consequently later admissions to hospital in labour was the likely reason

for fewer caesarean sections.

Janssen and Weissinger (2014) reviewed women who perceived their labour to be more
than 24 hours at the time of hospital admission which was associated with caesarean
section and other obstetrical interventions and outcomes. They used data which had
previously been collected for the Early Labour Assessment and Support at Home
(ELASH) trial.

Women who perceived their labour to have been > 24 hours prior to admission were at
increased risk for caesarean section. Women in the prolonged early labour group had a
longer first stage of labour but not necessarily a longer second stage. Also women who
perceived to be in labour for 24 hours or more pre admission were admitted with cervical
dilatation of 3cm. This group also required as well as obstetrical interventions more

narcotic and epidural anaesthesia.

They also explored neonatal outcomes for women who perceived to be in labour for <24
hours versus > 24 hours prior to admission. Meconium stained liquor was more frequent
in the prolonged labour group but there was no significant difference in apgar scores.
Another interesting observation was that women who had admission with latent phase
longer than 24 hours and had augmentation had a lower caesarean section rate than those
who did not have augmentation. The suggestion from this study was that recognising and

treating a prolonged latent phase labour may reduce caesarean section.
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Although the ELSA trial (Spiby et al. 2008) found that there were no significant
differences for instrumental vaginal birth or caesarean section between the women who

received home visits and those in the standard care group.

Holmes et al. (2001) also found a correlation between early admission and interventions.
There was greater use of oxytocin augmentation and epidural analgesia by women who
presented earlier in labour and the risk of caesarean section decreased with increasing
cervical dilatation at the initial presentation.

Bailit et al. (2005) carried out retrospective cohort research on the outcomes of women
being admitted to hospital in active phase of labour versus latent phase of labour. 2,697
latent phase women met the criteria for inclusion in the study. There were more
nulliparous women admitted in the latent phase of labour. Nulliparous and parous women
admitted in the latent phase of labour experienced arrest of labour and required oxytocin
augmentation more frequently and had more caesarean sections and infections compared
to women admitted in active labour. They offer two possible explanations; either women
who are admitted in the latent phase of labour are more likely to experience dysfunctional
labours or admitting women in the latent phase increases their risk of caesarean section
due to prolonged exposure to the hospital environment and increased interventions. They
also acknowledged the need for increased analgesia in dystocic labour and this need being
an influencing factor in women presenting to hospital earlier in labour with the inference
being that women who present early may be destined for a dystocic labour. Bailit et al.
(2005) suggest the need for a larger study focusing on outcomes for women being

exposed to the hospital environment longer.

Rahnama et al. (2006) carried out a cohort study to compare reasons for and rates of
caesarean section between 466 nulliparous women admitted in the latent phase of labour
to 329 parturient women admitted to labour in the active phase of labour. Active labour
was defined as regular, painful contractions with a cervical dilatation of >3cm. The rates
of caesarean section was greater i.e. 64.5% in group one compared to 24.3% in group
two. The main reason for caesarean section in group one was labour dystocia and in
group two, fetal distress. They acknowledge that there are many compounding reasons for
the increase in caesarean section but confirmed that admission in the latent phase of
labour can increase the rates of caesarean section. They suggest women are only admitted
when they are in established labour offering them encouragement and advice but not

admitting them.
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There is some evidence that early admission is associated with increased interventions
and less good outcomes when women are admitted in latent phase labour. The research
does not however advocate the need to keep women out of hospital but more so to
support them through the latent phase of labour and if they are admitted appreciate when
they are in prolonged latent phase or in dystocic labour and manage appropriately. A
number of studies have explored ways of managing early labour — gate keeping
admissions — providing support etc but none have been particularly effective. Midwives
have a significant role to play in this. The next section explores midwives views on the
latent phase of labour.

2.6 MIDWIVES’ PERCEPTIONS ON LATENT PHASE LABOUR

Midwives while very skilled and knowledgeable around all things labour and childbirth
have an enormous responsibility to act as a woman’s advocate through her pregnancy and
labour and are ideally positioned to impact positively on the organisation of care around

the latent phase of labour.

Cheyne et al. (2006) carried out a qualitative study, using focus groups, of midwives’
perceptions of the way in which they diagnose labour. Data were analysed using latent
content analysis. Midwives based their decisions on various cues, from first impressions
of how a woman was coping, and physical cues such as assessment of contractions and
vaginal examinations. Diagnosing labour was not the greatest problem facing midwives,
but rather various other influences; the woman and her partner, midwifery managers and
institutional policies. They concluded that in order to reduce inappropriate hospital
admissions in the latent phase further research is needed around supporting women, their

partners and midwives in influencing how the latent phase is managed.

Janssen and Desmarais (2013) took a different slant on midwifery care and developed an
early labour experience questionnaire (ELEQ). They measured women’s experience of
early labour and women’s perception of care in early labour. There were two groups
under exploration, one group received assessment at home from a midwife and the other
group received advice on early labour through telephone conversations. While the overall
scores were higher for women who received home visits and assessment at home, they

found that midwifery care was less important to women than their emotions and moods.

Davey et al. (2013) found a positive correlation between outcome and type of care
received. Women cared for by caseload midwifery had fewer caesarean sections than
women with standard care 19.4 % to 24.9%. Nulliparous women in the standard care

group were more likely to have labour augmented, than those in caseload group. There
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was no difference in the use of epidurals. Standard care women spent 1.1 hours more time
in hospital before the birth. Parous women in the standard care group were more likely to
use epidural but were no more likely to have labour augmented. Parous women in
standard care were admitted earlier in labour with cervical dilatation of 4cm compared to
cervical dilatation of 5cm with the midwifery caseload group. Early admission was
strongly associated with caesarean section. Remaining at home longer may be one reason
why caseload midwifery had fewer caesarean sections. Continuity of midwifery care for
caseload women may have meant midwives gave more individualised care and this gave
women the confidence to stay at home longer which in their trial had the added benefit of
being less likely to require a caesarean section birth.

Dixon et al. (2013) also found that midwifery care had positive influences for the women
in their care. This research was conducted in New Zealand where it is the norm to receive
care from midwifery led services. The study was based on women’s perceptions of the
stages of labour. While women were aware of the various stages of labour it did not
resonate with them in a real sense to the point of understanding what each phase meant
and when to possibly go to the hospital. Asking the midwife with whom they already had
a relationship was the first course of action. They were reassured by the fact that the
midwife knew what was happening and had confidence in her advice. The women were

given confidence to stay home by the midwife advising them and reassuring them.

Not all research found a positive correlation with midwifery care. Nolan and Smith
(2010) interviewed eight women on their experiences of the advice they were given by
midwives to encourage them to stay at home for longer periods of time while they were in
early labour. Women felt that the advice given was based on a professional rather than
woman centre response to management of early labour. Advice to stay at home is not
enough in terms of satisfaction of care received. They found that women wanted their
labour validated and needed reassurance. Most women felt that the hospital had an
agenda to try and keep them at home for as long as possible and midwives were almost
giving women permission to attend. Women felt that midwives did not give due
consideration to the stresses she herself was dealing with at home, physical pain and
anxiety coupled with at times pressure from her support people to go to the hospital. Of
further concern were findings by Spiby et al (2008) where women found midwives at

times to be casual and uncaring during telephone calls.

Women were confused by the fact that professionals spend nine months of their

pregnancy monitoring them closely and encouraging a healthy lifestyle to optimise the
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health of the baby and then come early labour they are expected to go it alone. Women

are very reassured by professionals telling them that they are in labour.

Midwives have a responsibility to balance protecting the women from medical
intervention and practising with a woman centred approach. Spiby et al. (2014)
interviewed midwives on their beliefs and concerns around telephone conversations with
women in early labour. While well intentioned they found midwives were acting as
gatekeepers to keep women out of the labour ward to protect them from unnecessary

intervention but at the risk of women’s needs not being heard.

Eri et al. (2011) conducted a similar study in Norway on how midwives communicated
with first time mothers in early labour. They interviewed 18 midwives in focus groups.
The themes that emerged were “getting the picture; normalising the situation; giving
concrete advice; letting the women make the decision; staying at home for as long as
possible”. The main objective from the midwives’ point of view was to keep the women
at home for as long as possible ‘for their own good’ to avoid exposure to medicalisation.
The authors argued though, that if the women were in the labour ward the midwives
should be able to protect them from unnecessary medical intervention and work in
partnership with the women within the philosophy of midwifery ‘for women’s own

good’.

Midwives also have a responsibility to prepare women for labour. The next section
addresses how women prepare for labour and what midwives can do to help this
preparation. Information should be tailored around women ensuring optimum health and
rest as well as giving them information on what to expect in the earlier stages of labour
and how best to cope with this, but also reassure them that if care is required in latent

phase labour this too will be accommodated and the appropriate advice will be given.
2.7 PREPARING FOR BIRTH, KNOWLEDGE AND EXPECTATIONS

Advance information technology now means that women have an array of media from
which to get information, as well as social media ensuring that any women have the
opportunity to ask questions and tell their stories. While this should be embraced to a
certain extent by health professionals it is imperative that we as midwives assume a lead
in the information giving and education on all aspects of labour and birth, but not least of
all early labour. As already discussed it is quite often the time where women and their
support people are left to their own devices with some contact with professionals through

home visits if organisation of maternity services allows for this or over the telephone.
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Most information is shared through the pregnancy either in antenatal clinics or childbirth

classes.

Information is often based on what to expect in the early stages of labour and how best to
cope with pains at home and when to come to the hospital. Just as important is adequate
rest and nutrition in the days leading up to labour and the early stages of labour. Dencker
et al. (2010) carried out research in two Swedish maternity units involving low-risk
nulliparous women who laboured spontaneously to identify any latent phase factors
associated with the duration of active labour. A long latent phase few hours of rest and
sleep during the preceding 24 hours predicted a long active labour. Sleep deprivation was
also a theme identified by Barnett et al. (2008).

Beebe and Lee (2007) looked solely at the impact of sleep disturbance in late pregnancy
and early labour: Poor sleep in late pregnancy and early labour has the potential to have
adverse effects on labour and birth. Sleep was continuously measured with a wrist
actigraphy until hospital admission for delivery. Women completed a self-report
guestionnaire measure of pain and fatigue in early labour. Sleep progressively decreased
in the last 5 days of pregnancy. Women experienced the least amount of sleep the night
before spontaneous labour. Advice is for women to be informed of this finding and
advised on optimising sleep in the last days of pregnancy. They found a relationship
between lack of sleep and perception of pain. Gay and Lee (2004) found that women who
had less than 6 hours sleep a night had longer labours and an increased risk of caesarean

section.

Higher pain scores were associated with lower Total Sleep Time (TST) the night before.
TST decreased and percentage of Wake after sleep onset (WASO) increased as pregnancy
advanced. Roehrs et al. (2006) also found that sleep deprivation was associated with

hyperalgesia as women were less able to cope with the pains of labour.

Barnett et al. (2008) found in general that the information received in hospital before
women were sent home was not enough to help women cope at home. The pain in early
labour was far greater than they had expected. Some women felt unprepared especially
those with fetal occiput position posterior. They felt that such challenges should be
discussed more in antenatal classes to help prepare women. Women were not prepared for
the pain and were much deflated when they were sent home. Women felt that the latent
phase was undervalued and they were only kept in when they were considered to be in
established labour. Barnett et al. (2008) recommended further research on how best to
support women at home who are planning a hospital birth. Nolan and Smith (2010)
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identified ‘uncertainty about early labour as a theme in their study on women’s
experiences on the advice given to stay home in the early stages of labour. The women in
their trial felt that the advice they were given to encourage them to stay at home was not

enough in terms of satisfaction of care received.

Tilden et al. (2016) compared group prenatal care with standard prenatal care. In terms of
appropriate management of latent phase, the group prenatal care suggested that the nature
of group prenatal care may give women the knowledge to recognise labour to enable
them to stay home for longer and when in established labour to present to hospital. They
suggest that an effective early labour system will also provide women with the
knowledge and skills to help them cope at home when in early labour.

Their findings suggest that group prenatal care may decrease latent labour hospital
admissions and, consequently, decrease the number of interventions and procedures as
well as resource expenditure associated with latent labour hospital admissions in low risk

women.

Maimburg et al. (2010) conducted a randomised trial of structured antenatal training
sessions attempting to improve the birth process. Their aim was to compare the birth
process in 1,193 nulliparous women enrolled in a structured antenatal training
programme, ‘The Ready for Child’ programme, against routine care. Data were analysed
with intention to treat. Data collection was with questionnaires and hospital data base.
The Ready for Child entailed nine hours of formal training. They compare women with

this formal training to those who did not receive any formal training.

Their outcome measures were: cervix dilatation on admission, use of pain relief and
medical interventions during the birth process, and the women’s birth experience. While
birth experiences and outcomes were similar in both groups women who attended the
‘Ready for Child’ programme presented to the maternity unit in active labour more often

than the control group and required less epidurals for pain relief.

Information sharing appears to work but not necessarily in the traditional sense and not
text book driven. Women need to be given information based on an individual basis and
structured to meet their needs as determined by them. The following section reviews

research around women’s understanding and experience of latent phase labour.
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2.8 WOMEN’S UNDERSTANDING AND EXPERIENCES OF LATENT PHASE
LABOUR

Given that women are the focus of maternity care it is important to get their views on
how they feel their care was managed. Cheyne et al. (2007) conducted a qualitative study
of 21 women exploring their experiences through the latent phase of their labour, and
factors which influenced their decisions on when to go to the hospital. Interviews were,
one to one or in groups, as determined by the participants. Utilising an inductive process
they formulated two main themes for analysis, ‘preparation’ for labour and ‘being in
labour’. The interviews were analysed using latent content analysis. They found that
while women felt they were coping quite well in their homes, they lacked the confidence
to stay at home, and felt a certain amount of security from being in the hospital
environment. Carlsson et al. (2009) also found that women felt very secure in hospital

with midwifery and medical staff.

Carlsson et al. (2012) interviewed 19 women after giving birth to their first baby, using a
constructivist grounded theory on their experiences of labour prior to admission to the
hospital. Maintaining power’ was presented as the main theme, explaining the women’s
experience of adequate power, when labour commenced and their absolute belief in their

ability to go through labour and birth.

Barnett et al. (2008) investigated the impact of sending women home in the latent phase
of labour. This study was a subsection of the TELSIS trial. They employed a mixed
method approach incorporating diaries completed by the participants and follow-up
interviews 4 to 6 months following the birth. The research methods were clearly
identified, and diaries are possibly an appropriate method of data collection. Diaries
however are very time consuming. 21 women agreed to complete the diary, but only 6
returned it, possibly due to time factors. Of the 6 women that returned diaries, 5 agreed to
be interviewed. The response rate of 29% was poor as acknowledged by the researchers.

Women had mixed views about being sent home.

They found reasons why women seek hospital admission in latent phase, included,;
influence of others, sleep deprivation, inability to cope with pain, and the latent phase
being undervalued by professionals. Despite being slightly underpowered, the study adds
to the findings of larger more reliable studies (Gross et al. 2009).

Beebe and Humphries (2006) conducted an ethnographic qualitative study on pre-
hospitalisation labour from a nulliparous woman’s perspective. They interviewed 23

women in the postnatal period. They sought to understand the expectations and
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experiences of women, experiencing labour for the first time, before they were admitted
to the hospital. They found contrasts between expectations and actual experiences. They
recommended that midwives are in a unique position to support women more through

pre-hospital admission.

Eri et al. (2010) carried out a qualitative study of 17 women in Norway. The aim of this
study was to explore women’s experiences during the last days of pregnancy while
awaiting the onset of labour, paying attention to their body experiences through this
period. The themes that emerged were: negotiating on two fronts (with mother/partner
and with staff), avoidance of being sent home (being sent home didn’t make sense to
women who wanted care or some were embarrassed to be in too early), searching for
regularity (lots of emphasis on regular contractions and five minutes from a midwife’s
point of view); experiencing vulnerability (would have appreciated more understanding).
Participants kept diaries and in-depth interviews were analysed through life-world
phenomenology. The researchers found that too much emphasis is placed on the expected
date of birth and felt that women should be encouraged to be more in tune with their

bodies as opposed to placing so much emphasis on their expected date of delivery (EDD).

Further analysis by Eri et al. (2010) based on the above study looked at women’s
experience of waiting for the onset of labour which they called the ‘waiting mode’.
Women were asked to write about their experiences, but a few important topics were
highlighted, such as bodily sensations, emotions, and interactions with others and daily
activities. They were asked to start writing at 39 weeks. Interviews were carried out six

weeks post birth.

One participant waiting for signs beyond the EDD wrote: “It was an unknown sensation,
an unknown pain and a new experience. It was so different from anything else and made
me think this must be it” (Eri et al. 2010).

Much of the research asking women what they want suggests women want some degree
of care in the latent phase of labour, not necessarily one on one care but are evidently
reassured by knowing a professional is nearby should they require support or advice, even

if this care is provided at home or over the phone.

Spiby et al. (2008) found that women in the home group, and their partners expressed
more satisfaction at spending more time at home in early labour. While such an extensive
trial shows no difference in birthing outcomes for women, it shows significant

satisfaction rates for women and their partners in the home assessment group. Similarly,
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McNiven et al. (1998) found that women in the early assessment group evaluated their

labour experience more positively than the women in the direct admission group.

Delay in going to hospital was fear of going in too early and being sent home. It was
more distressing again for women who were sent home as even more fearful of a repeat
experience. They stated that midwives are in a good position to impact positively on
women staying at home. Better support can lead to better labour experience and outcome
for women. In Barnett et al. (2008) the women stated that being sent home made them
feel anxious and unsupported. Women and their partners were very upset at being sent
home. Women weren’t prepared for the pain and were much deflated when they were sent
home. They felt that latent phase was undervalued and they were only kept in when they
were considered in established labour. There were many reasons why women presented to
the hospital apart from the obvious reason of being in pain. The following section looks at

reasons why women present to hospital in early labour.
2.9 WHAT INCITES WOMEN TO SEEK HOSPITAL ADMISSION?

Many women are influenced by the frequency and regularity of their pains when they
decided they wanted to go to hospital or they are advised to do so either by hospital staff
over the phone or anxious support people who can no longer bear to see their loved ones
in pain. Beebe and Humphries (2006) found that the decision to go to hospital was based

on regularity of contractions, or being advised to go by hospital staff over the phone.

Barnett et al. (2008) carried out a mixed method review focusing on the impact of
sending women home. Many women were influenced to go to hospital by either their
partners or a family member who was supporting them at home. Reasons for presenting
to hospital were contractions, ruptured membranes, pain and lack of fetal movement. For

one woman it was the family pet as he was stressing out as well.

A subtheme running through some of the research on early labour is the need to
encourage women to be more in tune with changes in their bodies in the days and hours
leading up to the commencement of labour and not be so fixed on a particular date
(Cappelletti et al. 2016) Nolan and Smith 2010). Carlsson et al. (2012) also identified one
of their subthemes being ‘to listen to the rhythm of the body’ and ‘trust in themselves’.

Nolan and Smith (2010) recommended research around how women themselves feel
about what would encourage them to stay home and what would help build their

confidence. Change is required encouraging women to become less dependent on
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professionals and the EDD and become more open to recognising and responding to their

bodies. Much of this comes from how midwives help women prepare for their birth.

They summarise it quite nicely and suggest we need to do more to reassure women and to
help them regain faith in their own bodies and emotional strength to stay home in the
early stages of labour. It is important that women are empowered and encouraged to
maintain as much control as they can, and this comes with being at home but it is
important also that they are supported at home. Supporting women at home includes
support for their chosen birthing partners as the birth partners require the support of the
professionals as well. Birth partners can also have either a positive or negative influence

on the women’s experience of latent phase labour.

2.10 IMPACT OF BIRTH PARTNERS/SUPPORT PEOPLE DURING LATENT
PHASE LABOUR

The vast majority of women chose to have their partners as their support people in labour.
Some women also have extra support at home by a family member, often their mother, or
a friend. Most labour wards for health and safety reasons will only allow one support
person in the labour ward. For this reason their partners are often joined by well-meaning
mothers and friends in their home prior to the women being admitted to hospital. While
partners are acknowledged as potentially having a key role to play in early labour and

labour their role is currently unclear due to limited research in this area.

One woman in Beebe and Humphries (2006) study acknowledged of her husband that; “I
couldn’t have done it without him”. They found in general that the partners’ objectivity
and knowing their partner and her pregnancy meant that they could read her feelings and

needs accurately.

Longworth et al. (2015) review of fathers’ involvement in labour and birth and influence
on decision making reports that while evidence shows that fathers’ roles have changed
since 1980 there remains limited research on how they influence the progress of labour
and decision making. Involvement ranges from being a passive observer, by choice to
having an active supportive role either by choice or at the encouragement of the midwife.
UK policy has recommended further involvement by fathers with National Health Service
Institute for Innovation and Improvement ‘Promoting Normal Birth’ (2010). While
countries like the UK and Ireland encourage active participation by fathers, there are
many countries where neither the mother nor father is involved in labour or birth. In such
cultures the maternity professionals assume full responsibility for decisions regardless of

the care required i.e. low or high risk care.
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There is less still research on fathers’ involvement in the latent phase of labour. Two
small studies in the UK, Martin (2003) and Nolan et al. (2011) explored the influence
fathers had on the time to go to the hospital. Nolan et al (2011) found that in most
instances it was a joint decision while Martin (2003) found many women were influenced
by their partners on the right time to go to hospital. This was however from the woman’s

perspective rather than directly from the partners.

In Sweden, Béckstrom and Hertfelt Wahn (2009) interviewed 10 first time fathers in the
first postnatal week. The main theme emerged was being involved or being left out,
subthemes included: allowing atmosphere, balancing involvement, being seen, feeling left
out. Fathers felt they were given good support when they interacted with the midwife.
Fathers want to be seen as part of the labouring couple. If they are left out they can feel

helpless and not be supportive to their partners.

Fathers found it helpful when the women could communicate their needs to them. Fathers
found that when midwives gave reassuring answers which kept them calm, this had a
knock on effect of keeping the women calm too. When they did not get answers it made
them feel irritated. It was important to fathers that they had done some preparatory work,
reading, talking to the midwives at antenatal clinic appointments. Fathers were mindful
that the midwives had at times needed to focus on the mother and baby so they didn’t

interrupt with questions.

Mostly fathers wanted to be involved and to be part of the labouring couple but mainly
from the point of view of being supportive to their partners. If they were not involved
they felt left out and panic set in, which had a negative impact on their partners. When
fathers interacted with the midwife and the midwife answered their questions this built

trust between them and helped them to feel calm.
2.11 SYNTHESIS OF DISCUSSED LITERATURE

As evidenced by the literature discussed, there has been a variety of approaches used to
explore women’s experiences of early labour. While some researchers were more
interested in women’s viewpoints and utilised a qualitative or mixed methods approach,
other studies have taken a more experimental approach and carried out randomised

control trials (RTCs) on the management of early labour.

The RCTs have examined clearly identified issues. Janssen et al. (2006) focused on care
options of home visits or telephone advice comparing outcomes such as caesarean section

rates. Spiby et al (2008) and Janssen and Weissinger (2014) focused on comparing home
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visits or hospital care with subsequent outcomes such as caesarean birth and obstetric
interventions. While these studies did not find any statistically significant difference in
outcomes in terms of interventions during labour (Spiby et al., 2008) or mode of birth i.e.
caesarean section (Janssen et al., 2006) women expressed a preference for home care over
hospital care for their early labour. McNiven (1998) found a reduction in interventions
during labour although the study had a small number of participants, 209 compared to
3,513 participants in Spiby et al. (2008) and 630 in Janssen and Desmarais (2013).
McNiven (1998) acknowledged the small sample size as a limitation of the study.

Cheyne et al. (2008) took a different approach by comparing the effectiveness of an
algorithm to support midwifery diagnosis of labour looking at maternal and neonatal
outcomes. However, they too found no reduction in interventions used. The Cheyne et al.
(2008) study extended across 14 maternity units and recruited 4,503 women. The sample
size in this study was sufficiently powered and could be considered representative of the
general population, although they acknowledged that they could not accurately determine

the number of eligible women or the amount of ineligible women in the study hospitals.

A RCT conducted by Davey et al. (2013) focused on midwifery led care versus standard
care exploring the degree to which labour was established on admission and subsequent
methods of birth. The study included 1,532 women. Early admissions were associated
with caesarean sections while women receiving midwifery led care had the confidence to
remain at home longer and possibly as a consequence of this had fewer caesarean
sections. Maimburg et al. (2010) focused on structured antenatal care versus routine care
and included 1,193 primiparous women. This trial was the largest to have looked at
antenatal preparation for birth. Although one of their acknowledged limitations was the
exclusion of multiparous women and therefore further study including multiparous

women is required.

All of the trials included randomised groups to be of similar size at the commencement of
the studies. Results were clearly explained and limitations and recommendations for
further study were clearly outlined. Recommendations for future practice included
examining women’s needs in early labour, inclusion of more disadvantaged women and
women of different cultural and ethnic backgrounds. Many studies found that informed
articulate women were more likely to participate in research and more likely to return
questionnaires. Further research is therefore required that includes more diverse groups

on the impact of early admissions on interventions required and outcome of birth.
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These trials and indeed other research approaches studied distinct elements of early
labour care but early labour and labour in its entirety is a complex process, isolating
aspects of a complex care process may be the wrong approach and study designs and
interventions that take into account the complex nature of early labour are required. One
suggestion could be an implementation study, co-designed by midwives and women
where both groups come together to design the intervention.

A number of qualitative studies focused on women’s perceptions of early labour and
impact on duration and outcome (Gross et al., 2003; Gross et al., 2006). A follow up
study by Gross et al. (2009) explored women’s perceptions, compared to midwives
understanding of the onset of labour. Other qualitative studies explored women’s
satisfaction with advice given and subsequent care received in the early stages of labour
(Capelletti, 2016).

While some studies considered midwives experience of looking after women in the early
stages of labour Burvill (2002) and Cheyne et al. (2006) explored midwives perceptions
of diagnosing labour through focus groups and interviews or focus groups and
guestionnaires. Study groups were small, 13 and 9 respectively and recommendations
from both suggested further study with larger participant groups. Eri et al. (2011) took a
slightly different approach exploring how midwives communicated with women in early
labour and how midwives perceived themselves to be acting in the best interest of the
women by encouraging them to remain at home as long as they could in the early stages

of labour.

The methodological approach and design was appropriate in all of the studies included.
Focus groups were the predominant method of data collection and this is generally
considered to be an appropriate means of data collection to obtain views of participants in
particular where discussion may generate additional insights. Findings of the studies were

clearly described.

Few studies considered the experience of the people who supported women during
labour. Backstrom and Hertfelt (2009) explored first time fathers’ experience of
supporting their partners during labour. Although the sample size was small with only 10
fathers being interviewed, the latent content analysis used produced some in depth
information and shows interesting insights into fathers’ experience and how healthcare
professionals can influence whether fathers are involved with or excluded from the care
of their partners. Despite the small number of participants this study information gained
could be transferable to first time fathers in other countries. Further research on fathers’
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experience or other birthing support people’s experience would give further insights into
how midwives could involve support people more. This would have the added benefit of
providing more effective emotional and physical support to women in early labour
particularly in women’s homes prior to presenting to hospital. This would also enhance
the birthing experience for the woman but also enable a sense of contribution of care from

the partners/support person’s point of view.

Other studies included in the review used a quantitative approach considering symptoms
in early labour. Gross et al. (2009) examined women’s perception of their onset of labour
and Petersen et al. (2013) examined the same cohort of women considering their
perception of their onset of labour and also frequency and timing of epidural analgesia
from the onset of their labour as determined by the midwife. Both studies used a
longitudinal cohort method, analysed timings using a robust statistical analysis (Cox

regression) and were sufficiently powered with 1,170 and 1,039 women respectively.

Holmes et al. (2001) and Bailit et al. (2005) conducted retrospective, longitudinal studies
on women in the latent phase of labour and explored their subsequent need for obstetric
interventions and caesarean sections associated with admission while they were still in
the latent phase labour. Maghoma and Buchmann (2002) also conducted a retrospective
cohort study on women in prolonged latent phase labour and explored the subsequent
fetal and maternal risks associated with admission in latent phase labour and prolonged
latent phase labour. All studies considered subsequent obstetric interventions and
caesarean section births. Women presenting in latent phase labour were more likely to
require interventions and more likely to have an operative birth. However Bailit et al.
(2005) acknowledged that labour problems may have initiated early presentation to
hospital and subsequent interventions rather than early admissions resulting in obstetric
intervention. Studies by Holmes et al. (2001), and Bailit et al. (2005) were sufficiently
powered with 3,220 and 8,818 respectively. Maghoma and Buchmann (2002) had fewer
participants (n=250) but their findings were similar to Bailit et al. (2005) as they found
prolonged latent phase labour was associated with obstetric interventions and poor

neonatal outcome.

As Holmes et al. (2001) and Bailit et al. (2005) studies were sufficiently powered, results
can be confidently applied to similar populations. Maghoma and Buchmann (2002)
recommended randomised control trials to show how best to manage prolonged latent
phase labour and Bailit et al. (2005) recommended randomised control trials investigating
if exposure to healthcare settings in early labour place women at higher risk for
intervention and subsequent caesarean birth.
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2.12 CONCLUSION

There is still a long way to go towards understanding the physiological processes at play,
reaching a standardised definition and improving the care during latent phase labour as
dictated by existing research and the women themselves. The evidence to date shows
attempts to manage early labour have not worked well, there are negative outcomes
associated with early admission and many women have uncertainty and unhappiness
about the existing approach to care during the latent phase of labour. There is a need to
understand what women’s experiences are and how these impacts on labour outcomes.
While various studies have looked at this there is a need for more research to be

undertaken.

This study will build on the work undertaken by Gross (2006 & 2009) and Janssen (2006,
2013 & 2014) applying it to the Irish context. This study is different as it explores several
aspects of women’s experience of early labour, including physical and emotional
symptoms described by women during early labour exploring how they coped at home,
the impact this had on their decision to go to hospital and on the process and outcome.
Previous studies (as described above) have focussed on either physical symptoms or

affective experience while this study links these aspects together.

A significant gap also exists on research carried out around other support people beyond
partners. While the majority of birthing support people are women’s partners there are
also others such as mothers of women or other family members or friends who may have
an influence over a woman’s experience of early labour. This study addresses this gap
and explores the impact that support people may have on women in early labour
particularly during the latent phase of labour in their homes prior to presenting to the

hospital.
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CHAPTER 3 METHODOLOGY

This is a mixed method study. There are essentially two stages. Stage one incorporates
quantitative data from the questionnaire and hospital information system. Stage two
incorporates qualitative data from the questionnaire and interviews. Quantitative data
were analysed using SPSS and Qualitative data were analysed using NVivo and colour
coding. This chapter details the methodology and tools used to help answer the question —
Does the way in which the latent phase labour (early labour) was experienced affect the

process, duration and outcome of labour?
3.1 DESIGN FLOWCHART

The study design is shown below. Questionnaires yielded both quantitative and

gualitative data.

Flowchart 1 Study design
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3.2 AIM OF THE STUDY

To identify the symptoms women experience in the latent phase of labour as perceived by
them and examine what influences their decision to seek hospital admission. The study
also aims to explain how the latent phase was experienced and how that affected the

process, duration and outcome of labour.

3.3 RESEARCH QUESTIONS

Research questions:

1. What symptoms do women experience during the latent phase of labour?

2. Of the symptoms experienced in early labour, do some more than others incite women
to seek hospital admission?

3. What was the duration of time from the onset of symptoms to professionals’
diagnosing established labour?

4. Are there any associations between the duration of labour and the outcome?
3.4 METHODOLOGY

This chapter provides information on the methods used to answer the research questions
utilising a mixed method design. While qualitative research works within the
constructivist paradigm and is concerned with narrative data, and quantitative research
works within the postpositivist and positivist paradigm and is concerned with numerical
data, mixed methods are concerned with the pragmatist paradigm and are concerned with
both qualitative and quantitative data. Mixed methods use any methodological tools
required in order to answer the research questions under study. The methods and data
collection tools are based on the studies of Professor Patricia Janssen and Professor
Mechthild Gross as they have undertaken much of the seminal work in this field. Both
Prof. Janssen and Prof. Gross graciously provided me with their data collection tools and

| adapted them slightly for the Irish context.

3.5 RATIONAL FOR THE RESEARCH APPROACH TAKEN

A mixed method design was utilised, in order to enhance confidence in the findings
(Dixon-Woods et al. 2004). Green et al (1989) suggest mixed 