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Abstract

Objectives: To examine evidence of women’s, labour companions’ and health professionals’
experiences of management of early labour to consider how this could be enhanced to
better reflect women’s needs.

Design: A systematic review of qualitative evidence.

Setting and participants: Women in early labour with term, low risk singleton pregnancies,
not booked for a planned caesarean birth or post-dates induction of labour, their labour
companions, and health professionals responsible for early labour care (e.g. midwives,
nurse-midwives, obstetricians, family doctors). Studies from high and middle income country
settings were considered.

Findings: 21 publications were included from the UK, Ireland, Scandinavia, USA, Italy and
New Zealand. Key findings included the impact of communication with health professionals
(most usually midwives) on women’s decision making; women wanting to be listened to by
sympathetic midwives who could reassure that symptoms and signs of early labour were
‘normal’ and offer clear advice on what to do. Antenatal preparation which included
realistic information on what to expect when labour commenced was important and
appreciated by women and labour companions. Views of the optimal place for women to
remain and allow early labour to progress differed and the perceived benefit of support and
help offered by labour companions varied. Some were supportive and helped women to
relax, while others were anxious and encouraged women to seek early admission to the
planned place of birth. Web-based sources of information are increasingly used by women,
with mixed views of the value of information accessed.

Key conclusions and implications for practice: Women, labour companions and health
professionals find early labour difficult to manage well, with women unsure of how
decisions about admission to their planned place of birth are taken. It is unclear why women
are effectively left to manage this aspect of their labour with minimal guidance or support.
Tailoring management to meet individual needs, with provision of effective communication



could reassure women and facilitate timely admission from perspectives of women, their
companions, midwives and other health professionals. Information on labour onset and
progress, and approaches to pain management, should be shared with women’s labour
companions to enable them to feel more confident to better support women. Further
research is needed of the impact of different models of care and increasing use of web-
based information on women'’s approaches to self-management when labour commences.

PROSPERO xxxxxxx
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Highlights:

e Women want effective communication in early labour from midwives and other
health professionals who offer clear advice in a sympathetic manner

e Women require realistic information on what to expect and what early labour may
feel like

e Some labour companions were supportive of women remaining at home. Others
supported early admission to the planned place of birth because they were anxious
or unsure of their role

e Further research is needed into interventions which could reduce women’s anxiety
when labour commences



Introduction

The definition of early labour (or ‘latent phase’), usually includes the onset of painful
contractions and evidence of cervical change, however there is no agreed definition (Hanley
et al. 2016). . There is limited evidence of the optimal way to advise and support women or
their labour companions with respect to when they should contact their midwife or seek
admission for labour care at their planned place of birth. Several international studies have
reported that admission prior to the onset of active labour increases the risk of medical
intervention including epidural analgesia, augmentation and caesarean birth (Holmes et al
2001, Klein et al 2004, Indraccolo et al 2011). For women advised to return home following
clinical assessment, if labour progress is rapid, they may face the risk of an unplanned home
birth and a baby born before arrival at their planned place of birth (Loughney 2006).

Clinical practice recommendations, for example in the UK, include that early assessment of
labour should take place with a dedicated telephone triage midwife, with face to face early
assessment available for all low risk nulliparous women at home or their planned place of
birth (NICE 2014, 2017). The recently updated NICE (2017) guidance on intrapartum care
recommends that women not in active labour should be offered individualised support and
encouraged to remain at, or return to home, although the content of ‘individualised support’
is not described.

Whilst women in early labour are generally not considered by clinicians to require admission
to their planned place of birth, women may consider otherwise (Green and Spiby 2009).
Many women will be advised not to seek admission if their signs and symptoms do not
suggest established labour with possible ramifications for safe care (Mackintosh et al 2015).
If women do attend, they face the possibility of being sent home often with minimal support
or advice on when to return (Spiby et al 2007). Trials of alternative approaches to early
labour management have included algorithms for labour diagnosis (Cheyne et al 2008),
revisions to early labour assessment care (Hodnett et al 2008) and home assessments by a
health professional (Janssen et al 2003, Janssen et al 2006, Spiby et al 2008). These trials
from Canada and the UK, which all included nulliparous women, found no evidence of
benefit on primary maternal or neonatal outcomes. Eri et al’s (2015) meta-synthesis of first
time mother’s experiences of early labour which included findings from 11 studies suggested
that the needs of women who specifically planned a hospital birth were not being
adequately met at labour commencement.

This qualitative systematic review aimed to examine evidence of women’s, labour
companions’ and health professionals’ perceptions and experiences of early labour
management in high and middle income countries, to inform an aspect of maternity care
where women’s needs are not currently being met. It explored how clinical management
could be enhanced to reflect needs of women and labour companions, reduce anxiety,
increase confidence to remain at home, and support decision making on when to seek
admission to planned place of birth. A search of the Cochrane Library, Joanna Briggs Institute
and PROSPERO found no current or planned reviews on this topic.



Methods

The review was developed using the ‘gold standard’ principles and processes underpinning
the recommendations of the Joanna Briggs Institute (JBI) for systematic reviews of
qualitative studies (JBI 2014). The JBI is an international research and development
organisation that encourages a broad, inclusive approach to evidence that promotes
systematic reviews of randomised controlled trials and other approaches including
qualitative research (see www.joannabriggs.org).

The review included studies that drew on the perceptions and experiences of women, labour
companions and health professionals on the management of early labour, including care,
advice and support offered, regardless of women’s planned place of birth or parity. It
sought to identify how approaches to content of information, advice and management could
improve experiences. The review did not specifically search for evidence on context of care,
how care was provided and by whom, unless considered relevant to answer our review
questions. The review is registered on the University of York, Centre for Reviews and
Dissemination PROSPERO International prospective register of systematic reviews
(PROSPERO :XXXXXXXXX).

Inclusion criteria

Publications were considered if relevant to primiparous or multiparous women in early
labour with term, singleton pregnancies not booked for planned caesarean birth or post-
dates induction of labour, in high and middle income countries as defined by the World Bank
(2014). Publications which included women’s labour companions (partners, other relatives
or doulas as defined by study authors) and health professionals responsible for the care of
women in early labour (e.g. midwives, nurse-midwives, obstetricians, family doctors) were
also considered.

Searches were undertaken for studies published in English from January 2003 to June 2016,
these years selected as publication of primary research into early labour management
increased substantially from 2003 onwards, with publication of NICE guidance on intra-
partum care (NICE 2007, 2014) and further policy support for women centred approaches in
pregnancy and labour management which built on major policy changes from 1993 onwards
(Department of Health 1993, 2004, 2007). Published and grey literature which presented
primary research data from qualitative studies (grounded theory, phenomenology,
ethnography, action research), mixed methods studies with a qualitative element and open-
ended comments in surveys were included. Publications such as policy documents,
guidelines and opinion papers which did not report primary research data were excluded.

Review questions

To examine the available evidence, seven specific review questions were developed (two
primary and five secondary).

Primary questions:



e What are women'’s, labour companions’ and health professionals’ perceptions and
experiences of early labour management, including advice and support offered, prior
to confirmation of onset of active labour?

e What are the physical and psychological care needs of women and their labour
companions during early labour, prior to confirmation of onset of active labour?

Secondary questions:

e  What is the impact on a woman’s physical and psychological health and well-being
of how her early labour was managed at an individual, clinical and organisational
level?

e  What types of intervention and support could improve women’s and their labour
companions’ confidence and reduce their anxiety to remain at home when signs and
symptoms of labour start?

e  What information is needed to support a woman’s and her labour companion’s early
labour decision-making?

e  What factors influence women’s decisions around seeking admission to planned
place of birth in early labour, including the input from her labour companion and
health professional?

e How can early labour management be improved to enhance women'’s, their labour
companions’ and health professionals’ perceptions and experiences of this phase of
pregnancy and birth care?

Search strategy

A three-step search strategy was utilised to identify relevant publications. An initial limited
search of MEDLINE and CINAHL was undertaken followed by analysis of text words
contained in the title, abstract, and subject headings. A second search using all identified
keywords was undertaken across all included databases (CINAHL, MEDLINE, EMBASE,
PsycINFO, Scopus, Maternal & Infant Care, DARE, Web of Science). The reference lists of
identified reports and articles were searched for additional studies. Initial keywords included
labour, early labour, labour onset, latent phase, triage, maternity, midwifery, obstetrics,
perinatal, antenatal, perceptions, satisfaction, experience, expectation, information and
support. Figure 1 provides an example of the search strategy from one bibliographical
database.

All publications identified were assessed for relevance based on information contained in
the title and abstract. Papers selected for retrieval of full text were independently assessed
by two reviewers (xx & xx) against inclusion criteria as listed above and for methodological
validity. Any disagreements that arose were resolved through discussion, or with a third
reviewer (xx). The critical appraisal instrument developed by The Critical Appraisal Skills
Programme (CASP) for qualitative studies, which has been widely used in previous
systematic reviews, was adapted to appraise the evidence and scores from 1 to 10 allocated
(Table 1). A checklist designed for quantitative observational studies based on the
Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) statement
(Barley et al, 2011) was used to appraise an included cross-sectional study and a score out of
7 allocated.

Publications were also assessed (Figure 2) to consider the level of evidence presented
relevant to the review aims. All presented level 3 evidence, apart from one cross-sectional
study which was assessed as level 4b (Table 1).



Evidence synthesis

The JBI approach to meta—synthesis (synthesis of qualitative evidence) involved the
aggregation of findings to generate a set of statements to represent the synthesis (JBl 2014,
Lockwood et al. 2015). Meta-aggregation reflects the processes of a systematic review while
maintaining the traditions and requirements of qualitative research (JBI 2014). A verbatim
extract of the author’s analytical interpretation of their data is used to develop categories
from which synthesised findings are formed. Synthesised findings are generally statements
developed into recommendations or implications for practice and policy, which do not
require a re-interpretation of findings unlike other methods of qualitative synthesis such as
meta-ethnography.

A three-step approach to thematic analysis was used. Firstly the extraction of author
findings, from all included studies were entered onto a database. Each finding was
supported by an illustration, usually a direct quote from a participant in the study. A level of
credibility was allocated to each finding; unequivocal, equivocal or unsupported depending
on the supporting illustration. If there was no supporting illustration it was graded as
‘unsupported’. Findings were then placed in categories based on the similarity in meaning,
each category requiring a minimum of two findings. Unsupported findings were not used to
form categories or contribute to the synthesised findings. Finally the categories were
subjected to meta-synthesis to produce a comprehensive set of synthesised findings. At
least two categories were required to form each of the synthesised finding (Lockwood et al.
2015).

Findings

Following the initial systematic search, 709 publications were identified (Figure 3). After
removing duplicate publications (n=104) titles were screened for relevance and 136
abstracts obtained for further analysis. Abstracts were independently read by two reviewers
(xx, xx) after which 56 full texts were retrieved. The full texts were read and after further
assessment, 20 were critically appraised using the appropriate critical appraisal checklist. An
included study report (Spiby et al. 2007) could not be assessed using a checklist as it
presented findings from a mixed methods study including questionnaires, interviews and
focus groups from which only qualitative findings were extracted.

The 21 publications were all from high income countries, 11 from the UK and Ireland, six
from Scandinavia, two from the USA, one from Italy and one from New Zealand. Fifteen
focused on the experiences of women, four on health professionals, one on women and
health professionals, and one on male labour companions. All studies collated retrospective
data on women’s early labour experiences and most included women who planned to give
birth in an obstetric or midwifery-led unit. Publications which included perspectives of
health professionals generally only included midwives. Findings were presented from
qualitative studies which used ethnography, grounded theory, phenomenology and
hermeneutic methods or mixed methods studies with qualitative components. Data from
surveys which included responses to open-ended questions which were analysed
qualitatively were also included (see Table 1).

A total of 270 findings were identified. Two hundred and thirty-eight were assessed as either
‘unequivocal’ or ‘equivocal’ and supported by an illustration such as a direct quote from a
study participant. The remaining 32 findings were ‘unsupported’ by an illustration and not



used to develop categories. From the 238 illustrated findings a total of 65 categories were
created, of which 45 were used to form 18 synthesised findings. The two primary questions
had a total of 10 synthesised findings and the secondary questions a total of eight (see
Tables 2 and 3). One secondary question did not have sufficient categories to form any
synthesised findings. Some findings supported more than one review question. Table 4
provides an example of the synthesis process for one of the questions.

Primary questions

Given the similarity of the synthesised findings for the two primary questions findings are
presented together.

What are women’s, labour companions’ and health professionals’ perceptions and
experiences of early labour management, including advice and support offered, prior to
confirmation of onset of active labour?

What are the physical and psychological care needs of women and their labour
companions during early labour, prior to confirmation of onset of active labour?

Expectations and preparation for onset of labour

Although included studies referred to women preparing for labour by attending antenatal
classes, primiparous women often did not know what to realistically expect. When labour
commenced, these women would frequently revise labour management plans, particularly
for pain relief, as the pain they experienced was worse than anticipated. Lack of knowledge
and preparation of what to expect was acknowledged by women and labour companions.
Midwives considered that women often felt very frightened and unprepared when labour
started, as the following quotes from a woman and a midwife illustrate:

‘... getting on the floor, trying everything but nothing was easing it and | was getting
louder and louder ... | thought | had prepared myself for the worst but it was ten
times worse than that.” (woman: Barnett et al. 2008 p151)

‘You realise that they have not a clue of what to expect and therefore they’re scared.’
(midwife: Cheyne et al. 2006 p630)

The experiences of women having a second or subsequent labour and their labour
companions reflected a more ‘relaxed’ approach to labour onset:

‘As it was our second baby, it was much more relaxed....We were much more in

control and could concentrate on getting some rest.” (labour companion: Nolan et al.
2012 p71)

Monitoring and assessing the onset of labour



Primiparous women found it difficult to differentiate between latent and established labour.
Contrary to guidance (NICE 2017) which recommends vaginal examination is not always
necessary to assess labour onset, women considered vaginal examination was important as
findings would confirm labour had commenced and cervical dilatation had progressed:

‘I just wanted her [the midwife, to do], the first one to see how dilated | was because
| wanted to know....” (woman: Dixon et al. 2013 p14)

Evidence from midwives highlighted that although they would ask women to describe their
signs and symptoms, they would assess progress by observing the strength, length,
frequency and regularity of contractions and how the woman reacted to these. Midwives
appeared to prioritise clinical assessment over listening to the woman. Some midwives
described vaginal examinations as useful to quickly confirm labour onset, the quote below
from one midwife highlighting that these examinations were a ‘priority’ as the information
gained would enable them to plan/consider their workload:

‘That’s why it can be important to check them fairly quickly. It’s about priorities, it’s
about time, and then you know what you can talk about afterwards.” (midwife: Eri et
al. 2011 p288)

Smart phone apps designed to monitor labour contractions were being used by women to
self-assess their labour progress:

‘I downloaded a program on my phone, because they tell you to score the
contractions when they arrive, how long they last, etc [...] It calculates the duration,
then makes a graph based on the duration of the contractions.” (woman: Cappelletti
etal 2016 p201)

Importance of clear communication and advice on what to do

The importance of clear communication particularly during a telephone call provided the
largest number of findings. The call outcome frequently made a difference to whether a
woman decided to attend her planned place of birth or remain at home. Individualised care
was a priority for women, with advice provided by health professionals who were good
communicators and showed an interest in them. Women wanted clear and consistent advice
which could make them feel safe and more confident in their decision making.

‘I was given clear instructions, not ‘well it might be better’, which was what |
needed.... | waited till the contractions were doing what the midwife said then
phoned, they said come in.... | took the advice they gave and waited for it to
happen...I knew it would be OK to go in.” (woman: Green et al. 2012 p2221)

The impact of a call which a woman considered had not gone well was apparent. This could
include women feeling they were not listened to, or not offered clear advice on how to self-
manage their pain at home.

“..think | was expecting more, was expecting how to be advised to look after myself....
| wasn’t given any advice about how to control the pain. | came off the phone and
was like ‘oh, that’s all it was’. No advice on what to do.” (woman: Green et al. 2012
p2221)



Women in some cases wanted to confirm that symptoms they reported were normal and
that they could remain at home, as one woman described:

‘Then when | explained how things were, the midwife said that, well, it is probably
the mucus plug, it’s as it should be, and it’s probably not the right time to come in
yet. Well, | hadn’t intended to, of course, but | just wanted to ask someone, what’s
this?’ (woman: Carlsson et al. 2012 p89)

Midwives also felt it was important to reassure women that what they were experiencing
was ‘normal’:

‘I feel as well that it’s a lot about normalising what they are feeling, that it’s normal
and it’s a start.” (midwife: Eri et al. 2011 p289)

Involvement of the woman’s labour companion

A key role was played by women’s labour companions, however, women’s experiences
varied depending on their labour companion’s attitude. Some reported that their
companions were unsure of their role, a finding reiterated by one male labour companion
who described:

‘It’s always a difficult time for fathers; they never know exactly what to do and often
feel helpless. Sometimes us men don’t really understand, so you do the best you can.
Basically she was glad to go to the birth unit and to be dealt with by professionals. |
think fathers are superfluous at these moments.” (labour companion: Nolan et al.
2012 p16)

Reasons and views on remaining at home

Some women and labour companions were happy to remain at home as they felt more
comfortable and in control of what was happening.

‘Staying at home as long as possible really helped reduce the stress of labour since it
was a comfortable, familiar environment.’ (labour companion: Nolan et al. 2012 p15)

However others did not understand the reason why they should remain at home and would
persevere in negotiating admission to their planned place of birth.

‘It felt like a constant battle with the midwife on the phone as to whether we should
be coming in.” (labour companion: Nolan et al. 2012 p16)

Decisions as to whether a woman should remain at home were influenced by factors other
than labour progress, most notably the midwives’ workload. At these times the advice
offered by midwives was more likely to be that the women should remain at home as long
as possible, as the following quote illustrates:

‘well | haven't really got any beds at the moment so | will do my damdest to put this
lady off until later and sometimes you use every delaying and distraction tactic you
have got.” (midwife: Spiby et al. 2014 p1039)



Admission to planned place of birth

Women who attended their planned place of birth who were not in established labour
frequently wanted to remain there. It was not always an ideal environment to support
labour progress and some felt unwelcome:

‘I came to hospital thinking that | would find a safe place where | could be reassured.
Instead it wasn't like that.[...] | didn't feel helped, it's more like | was abandoned.’
(woman: Capelletti et al. 2016 p202)

Midwives described that they sometimes could not admit a woman due to a lack of beds,
staff shortages or because admission of women in early labour did not comply with unit
protocols and guidelines.

‘She may want to stay for the reassurance, and you are desperately trying to shove
her out the door because you are just heaving at the seams and you’ve got nowhere
to put her or no midwife to look after her.” (midwife: Cheyne et al. 2006 p631)

Some midwives on the other hand felt they could justify admitting a woman if she had
attended her planned place of birth on several occasions or was clearly distressed.

‘Sometimes you’ll have a lady who comes in, cervix only 50% effaced, maybe one cm,
quite posterior, but she’s so distressed you just couldn’t possibly send her home. So
you would keep her in, not because she’s in labour but she’s not coping, she needs
reassurance.’(midwife: Cheyne et al. 2006 p630)

Secondary questions

Four of the five secondary questions had sufficient categories to form synthesised findings,
with findings described below.

What is the impact on a woman’s physical and psychological health and well-being of how
her early labour was managed at an individual, clinical and organisational level?

Feeling deflated

The content of the feedback women received when they consulted a health professional
impacted on their perceptions of their ability to cope with active labour. In some cases,
women would feel ‘deflated’ if labour progress was not as advanced as they hoped it would
be:

‘You go in thinking I’ll maybe be about two centimetres you know, you hear about all
the people who go in early and are sent home — that they think they are further on
and they’re not. | felt deflated that | was not even one centimetre you know, and |
was in this pain... so you think you are in labour ... but established labour, whatever
that is, it just wasn’t happening at all.’(woman: Barnett et al. 2008 p151)
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Anxiety

Lack of clarity or a vague response from the health professional contacted about what
women should do in early labour could increase women’s anxiety. In one case a woman was
told to ‘hang on a bit longer and see how you go’ rather than offered specific advice on how
to cope.

There were several examples of women’s anxieties resolving on being admitted to their
planned place of birth. However for some, the possibility of being sent home if labour was
not established only increased their anxiety. One woman referred to her labour pains
increasing on being sent home following assessment:

‘... they said that there was nothing really they could do, just to take Co-dydramol ...
for some reason when | seemed to be in the hospital it didn’t seem to be as bad, but
then the minute | came home it just seemed to get worse, every time | came home it
got worse and worse.” (woman: Barnett et al 2008 p151)

What types of intervention and support could improve women’s and their labour
companions’ confidence and reduce their anxiety to remain at home when signs and
symptoms of labour start?

Antenatal preparation

The need for antenatal information for early labour including management on pain
management and awareness that labour could last longer than anticipated was reported in
several studies. One midwife was clear that better antenatal education was needed:

‘But if they (women) had a better education about latent phase then they wouldn't
feel so frightened. | think that being in pain at home doesn't feel normal does it, but
if they know that it is ok, then they won't phone in as quickly.” (midwife: Spiby et al.
2014 p1039)

To prepare for labour onset, some women learned self-management techniques such as
hypnobirthing or other ways to ‘distract’ from labour pains:

‘Thinking of early labour as the first step on a ladder of childbirth helped me stay
focused, calm and positive about the whole birthing experience.” (woman: Nolan et

al. 2009 p36)

One midwife considered that a benefit of women attending active birth workshops was that
they often delayed contacting their planned place of birth when labour started.

‘Certainly the women who went to an active birth workshop tend to phone in later’
(midwife: Spiby et al. 2014 p1039)

Practical support offered by a labour companion

Some women described the importance of practical support offered by their labour
companions:

11



‘When | had strong contractions, it was very helpful when he massaged my back, he
held me, he encouraged me to walk.’(woman: Cappelleti et al. 2016 p201)

For other women the support offered by a female relatives, for example, their sister or
mother was the most useful:

‘My sister was here, so | felt safe with her here too, and then my mother-in-law kept
telling them ‘she will know when it’s time to go to the hospital.” They were all
supportive of me being here. | think that helped me relax being here and knowing |
was doing the right thing.” (woman: Beebe & Humphreys et al.2006 p351 )

Clear, sympathetic communication offered by health professionals

The importance of being offered clear advice in a sympathetic manner by a midwife or other
health professional was apparent:

‘The assistance provided meant that | found it possible to remain at home longer
than | would have otherwise on my own. My first child was induced so this was my
first labour that happened naturally. | was still sent home after my first visit but this
would have probably been the second visit without the helpful advice of the midwife
with whom | spoke’ (woman: Weavers & Nash 2012 p336)

What information is needed to support a woman’s and her labour companion’s early
labour decision-making?

Realistic information

Women and their labour companions wanted information which prepared them for the
realities of labour. Antenatal classes which offered ‘realistic’ information were especially
helpful, as one woman referred to:

‘The Internet is useful, but I think it's misleading because you find a lot of negative
experiences. On the other hand, the antenatal course gives you information about
what happens in reality’. (woman: Cappelletti et al. 2016 p200)

Women found ‘textbook information’ unhelpful, especially if labour onset and progress did
not follow the ‘normal’ pattern that the information they were offered described. One
woman explained how her two pregnancies had differed from her prior expectations:

‘I did not expect such intensity as quickly as all the books and classes prepare you for
a build up of contractions. | never had this with either of my two labours.” (woman:
Nolan et al 2009 p36)

Some labour companions wanted specific information to enable them to feel that they could
better support women particularly with respect to managing labour pain:

‘Wish | had more guidance on the ...process prior to birthing...I wish | was prepared

for how uncomfortable my partner would be during contractions before it was
necessary to go to the hospital.” (partner: Nolan et al. 2012 p17)

12



What factors influence women’s decisions around seeking admission to planned place of
birth in early labour, including the input from her labour companion and health
professional?

Internal factors

Internal factors included those that originated from the woman herself, such as her ability to
cope with pain or fear of attending her planned place of birth too soon. Women who had
given birth previously were more confident in their ability to recognise the start of labour
and ‘trust’ their bodies:

‘And when we arrived they said that ‘you’re perfect and came exactly in the
appropriate time’ and, yes, ‘you are a perfect patient. We were afraid of being sent
home. We didn’t want to arrive there too early.” (woman: Nyman et al. 2011 p131)

External factors

A woman’s labour companion or a female relative could actively encourage a woman to
contact their planned place of birth to seek admission if the companion or relative were
themselves anxious about a woman’s condition.

‘.. my mum was like that, “no | canna watch you doing this any more. I’'ve got to
take you up.” So | ended up going back to the hospital still 2 centimetres dilated ...
She couldn’t see me in that much pain any longer...” (woman: Barnett et al. 2008
p148)

Another important influencing factor was if the woman and her companion were aware that
time had to be factored in to reach her planned place of birth. This was also a particular
concern for some:

‘My wife and I live 17 miles away from the hospital and in rush hour, it can take one
and a half hours to get to the hospital. | was concerned about that.” (labour
companion: Nolan et al. 2012 p15)

Discussion

The management of early labour remains a challenge for women, labour companions and
health professionals, a situation compounded by a continuing lack of consensus of how
labour onset is defined (Hanley et al 2016). Over the last two decades, despite publication of
studies of alternative management approaches which mainly focused on content of clinical
care, evidence to support best practice is lacking as highlighted in a recent Cochrane review
(Kobayashi 2017). Our review of women’s experiences contributes new evidence and new
perspectives to support that approaches to early labour should be planned and tailored to
individual women’s need and that equal priority is accorded to labour onset as placed on all
other aspects of a woman’s pregnancy and birth ‘journey’'. It is unclear as to why women are
effectively left to manage this aspect of their labour with minimal guidance or support from
health professionals.

In this review we sought to synthesise the perceptions and experiences of women, labour

companions and relevant health professionals. Twenty-one studies were included, all from
high income countries, which used a range of qualitative approaches, most of which
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provided level 3 evidence. Only one study (Spiby et al 2014) included the perspectives of
health staff other than midwives, in this case obstetricians and ward clerks, and most
considered perspectives in relation to planned place of birth in hospital or a midwifery-led
unit.

Communication

Several key findings were identified, including the impact of how midwives communicated
with women when offering telephone triage advice, listened to women’s ‘stories’ and
content and quality of advice offered. Communication by telephone is frequently the first
point of contact offered to women, and a source of advice, support and ‘permission’ to be
admitted to their planned place of birth. It formed the essence of six of our 18 synthesised
findings, showing that what women wanted was to be listened to by a sympathetic health
professional, who communicated clearly, offered reassurance and clear advice on what to
do. Women and midwives considered that getting the content and tone of communication
right could reduce women’s anxiety about remaining at home.

The recommendations of the OPAL (OPtions for Assessment in early Labour) study (Spiby et
al 2007) included that midwifery training in conducting telephone assessments needed to be
reviewed, and training offered where required. The OPAL authors also recommended that
when women telephoned in early labour or were discharged home following assessment,
they should be offered clear advice on when to contact their planned place of birth again,
and the rationale for this advice explained. Exploring ways to promote effective
communication skills of relevant health professionals, including over the telephone, is an
area that warrants further research. Effective communication between health professionals
and between health professionals, women and their families, is core to promoting safe, high
quality maternity care nationally and internationally (Royal College of Obstetricians and
Gynaecologists 2007, 2008, Department of Health 2010, WHO 2017), with women’s
experiences of maternity care viewed as important as clinical care in terms of achieving
desired person-centred outcomes (Tuncalp et al 2015). The extent to which OPAL
recommendations have been implemented into routine practice is unclear.

Antenatal preparation

Lack of appropriate antenatal preparation was raised by women and midwives. Nulliparous
women did not know what to expect and even if they had attended antenatal education or
accessed other sources of information, their experiences of early labour differed widely from
expectations. One synthesised finding of how women’s confidence to remain at home could
be enhanced was adequate preparation on how to manage early labour pain, together with
realistic information on the likely overall duration of labour. None of the findings identified
referred to the value of a woman knowing her midwife or influences of a particular model of
care, including continuity of care models, on women’s decision making. This was despite the
inclusion of several UK studies, where continuity and choice of care has been at the centre
of maternity service policy for well over two decades (DoH 1993, 2004, 2007, 2010,
Cumberlege 2016). Possible reasons could be the lack of priority accorded to discussing and
planning early labour management, with all attention focused on outcomes of different
models of maternity care during pregnancy and in active labour, and lack of choice offered
to women about how their early labour progress could be managed.

There is an important role for antenatal education, however the need to offer women
realistic information on how painful labour may be whilst offering reassurance that this is
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‘normal’ requires careful balance. Although several studies presented data from nulliparous
women, those which included multiparous women found that they and their labour
companions felt more relaxed and less anxious when labour commenced. It may be useful
to consider how multiparous women’s stories about their labour experiences could be used
more widely to support those giving birth for the first time, especially as the review found
that women valued support from other women. The growth in online resources includes
those developed by research groups in the UK such as healthtalk.org, which includes
pregnancy and birth stories from women (www.healthtalk.org), health organisations such as
NHS Choices (www.nhs.uk) and UK parenting organisations such as the NCT
(www.nct.org.uk) could help midwives and other health professionals to sign-post women to
other reliable sources of information on signs and symptoms of early labour.

Individual approaches to pain management

Another approach may be to present scenarios of how labour progress varies among
individuals and how individuals may react differently to contraction pain. Rather than
offering ‘one stop shop’ information for all women, better insight into how a woman’s early
labour could be managed to suit her individual need could be of value. Alternative
approaches to antenatal preparation such as active birth workshops should also be
considered to assess the extent to which they could reduce anxiety around labour onset. A
Cochrane review of mind-body interventions during pregnancy to prevent or treat women’s
anxiety and influence perinatal outcomes (Marc et al 2011) included one study of 133
women which used imagery (an individual is encouraged to imagine a pleasant experience or
object) with results suggesting that compared with usual care, imagery may have a positive
effect on reducing maternal anxiety in the early and middle stages of labour (lpp et al 2009).
The small sample size limits the extent to which individual study findings can be generalised,
but mind-body interventions could benefit some women with further rigorous research
needed.

Evidence of the potential benefit of self-hypnosis on women’s anxiety and fear of labour and
birth is also increasing although studies to date have not focused on early labour. An RCT by
Werner et al (2013) reported that a brief antenatal intervention in self-hypnosis improved
nulliparous women’s experiences of childbirth compared with outcomes of women
randomised to a relaxation and mindfulness group or usual care. Downe et al (2015) in their
RCT of self-hypnosis training in pregnancy to better manage labour pain in nulliparous
women showed as a secondary outcome that women in the intervention group had lower
actual than anticipated levels of anxiety and fear between baseline (around 27 weeks
gestation) and two weeks postnatally. Although a response rate of 67% limits the
generalisability of this finding, it is nevertheless important to consider approaches to
prevent and/or minimise maternal anxiety and fear at the onset of labour.

Advice to remain at home

Current advice for women to remain at home, from guideline recommendations and policy
reports used to inform practice in different country settings (NICE 2014, 2017, Eri 2011,
Carlsson 2009, Low & Moffat 2006), was reflected in several of our findings. Nevertheless,
three synthesised findings relating to staying at home or seeking admission to planned place
of birth highlighted a disparity between perceived benefits for women and maternal
‘choice’. Perspectives differed, as some women felt able to cope at home as it was a more
comfortable environment, while others requested hospital admission even if not an ideal
environment for early labour. How women perceived this phase of labour was managed
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clearly impacted on their overall birth experiences. An earlier study of normal labour care in
one English birth centre found that women admitted and discharged home on several
occasions in early labour felt exhausted and unable to labour effectively when it did finally
start (Bick et al 2009). The protocol for normal birth that the birth centre had implemented
did not support admission of women in whom labour was not established, but the protocol
was not discussed with the women as part of labour and birth preparation (Bick et al 2009).

Although current UK guidance recommends that it is not always necessary to include vaginal
examination to confirm labour onset (NICE 2017) some women and midwives explained why
this examination was important, albeit from different perspectives, which also supported
findings of Bick et al (2009). Of concern is that our review found some women felt ‘deflated’
if their labour had not progressed as anticipated, while others who were admitted to their
planned place of birth to await active labour onset felt unwelcome.

Role of labour companions

Women'’s views of the optimal place for early labour were underpinned by our synthesised
findings on the role of labour companions. For some women, companions were supportive
and helped them relax and remain at home, while others encouraged women to seek early
admission, possibly to allay their own anxieties. Further attention should be given to
exploring how labour companions can feel more confident, less anxious and more able to
support women. If the planned place of birth is some distance from the woman’s home or
there are other potential logistical issues with respect to travel, these should also be
discussed well in advance of labour onset given the likely anxiety and influence on decision
making they are likely to generate. The role of doula support for women in early labour was
not a focus in any of the included papers.

Women'’s use of technology

A recent study by Cappelletti et al (2016) reported on the increasing role of technology on
early labour management and experiences of women giving birth for the first time, with a
range of apps now available to enable women to count the frequency and duration of their
contractions. Other devices, including wearable abdominal monitors are also now being
advertised which purport to enable women to distinguish between a contraction and
abdominal cramps. There has also been a huge growth in websites women can access for
information on pregnancy and birth, which often include women’s stories about labour and
birth and personal ‘blogs’, although as described earlier information accessed can
sometimes be misleading or present a negative picture of events. Further research is needed
to investigate the potential benefits and harms of technology-based approaches on
women’s self-management of early labour and influence on women’s decision making.

Strengths and Limitations

The review was conducted using a robust search strategy to identify all relevant evidence to
address our primary and secondary questions. Included studies were subject to critical
review and appraisal to meet planned aims and objectives. Although findings are relevant
for high income countries, information about women’s, labour companions and health
professional’s experiences of early labour onset and its management are likely to be
applicable to other settings. The decision to exclude non English language studies and our
search dates could have introduced selection bias, and it may have been more appropriate
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to have focussed on one broad question rather than seven different questions, as there was
some repetition in the synthesised findings.

Conclusion

It is unclear as to why women are effectively left to manage early labour with minimal
guidance and support from midwives and other health professionals. Tailoring early labour
management to meet individual women’s needs, underpinned with high quality
communication could reassure women and potentially prevent early admission to planned
place of birth. Protocols and pathways to support labour management should be shared and
discussed with women and their companions during pregnancy. The influences of labour
companions on women’s decision making requires further investigation, as do use of
interventions which could reduce anxiety on labour onset. Further research is needed of the
impact of different models of care and increasing use of web-based information on women’s
approaches to self-management.
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Figure 2. The Joanna Briggs Institute levels of evidence
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Figure 3: Flow chart of stages of searching
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Table 1 Papers included in the review

Paper

Methodology

Study
population

Aim of study

Key results

CASP score &
level of
evidence

Angeby et
al. 2015
(Sweden)

Focus groups and
individual
interviews.
Interviews 2
months PN.

16 women;
primips
(with a
history of
prolonged
latent
phase of
labour).
Low risk on
admission
to hospital.

To investigate
primiparous
woman’s
preferences for
care during a
prolonged
latent phase of
labour.

Main category:
‘Beyond
normality —a
need of
individual
adapted
guidance in
order to
understand and
manage an
extended latent
phase of
labour’ which
covers the
women’s
preferences
during the
prolonged
latent phase.
Five categories:
‘A welcoming
manner and
not being
rejected’,
‘Individually
adapted care’,
‘Important
information
which prepares
for reality and
coping’,
‘Participation
and need for
feedback’ and
‘Staying nearby
the labour
ward or being
admitted for
midwifery
support’.

CASP:
Yes 9/10
No 1/10

Level of
evidence
meaningfulness:
3

Barnett et
al. 2008
(UK)

Self-completed,
semi-structured
diaries and
follow up
interviews.
Interviews 1-4
months PN.

6 women
diaries / 5
women
interviews
(aimed to
recruit 40
women, 21
consented)

To explore the
factors that
influence a
woman’s
decision to go
to a maternity
unit in latent
labour and the
impact that
being sent
home ‘not in

5 themes:
‘influence of
others’,
‘reassurance’,
‘coping/pain’,
‘sleep
deprivation’
and
‘undervaluing
of the latent
phase’. Women

CASP:

Yes 9/10

Can’t tell 1/10
(although small
sample)

Level of
evidence
meaningfulness:
3
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labour’ has on
her and her
family using a
self-completed
labour diary.

were strongly
influenced
regarding when
togointo
hospital by the
anxiety of
family and
partners. Most
women sought
reassurance
but being sent
home made
them feel
unsupported
and this may
have increased
their anxiety.

Beebe & Ethnographic 23 women; | Toexplorethe | Centraltheme: | CASP:
Humphrey | study. Semi- primips phenomenon ‘confronting Yes 9/10
s 2006 structured of labour prior | the relative Can’t tell 1/10
(USA) interviews. to hospital incongruence
admission from | between Level of
the perspective | expectations evidence
of primiparous | and actual meaningfulness
women. experiences’. 13
Supporting
categories:
‘expectations’,
‘identifying
labour onset’,
‘managing the
experience’,
‘supportive
resources’, and
‘decision
making about
going to the
hospital’.
Cappelletti | Phenomenologic | 15 women; | To explore 4 themes: CASP:
et al. 2016 | al study. Face-to- | primips first-time ‘recognising Yes 9/10
(Italy) face semi- mothers’ signs of early Can’ttell 1/10
structured experiences of | labour’, ‘coping
interviews. early labour in | with pain at Level of
Interviews 48- Italian home’, ‘seeking | evidence
72hrs PN maternity care | reassurance meaningfulness
services when from 3
admitted to healthcare
hospital or professionals’,
advised to and ‘being
return home admitted to
after maternity | hospital versus
triage returning
assessment in home’.
an Italian
maternity
hospital.
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Carlsson
et al .2009
(Sweden)

Grounded
theory.
Interviews.
Interviews 2-6
weeks PN.

18 women:
11 primips,
7 multips

Togaina
deeper
understanding
of how women
who seek care
at an early
stage
experience the
latent phase of
labour.

Core category;
‘handing over
responsibility’
to professional
caregivers.
Categories,
related to the
core category:
‘longing to
complete the
pregnancy’,
‘having
difficulty
managing the
uncertainty’,
‘having
difficulty
enduring the
slow progress’,
‘suffering from
pain to no avail’
and ‘oscillating
between
powerfulness
and
powerlessness’.

CASP:
Yes 10/10

Level of
evidence
meaningfulness
:3

Carlsson
etal. 2012
(Sweden)

Constructivist

grounded theory.

Interviews.

Interviews 2 days

to 2 weeks PN.

19 women;
primips

To examine
midwives’
perceptions of
the way in
which they
diagnose
labour.

Core category:
‘maintaining
power’ was
identified as
explaining the
women’s
experience of
having enough
power when
the labour
started.
Related
categories: ‘to
share the
experience
with another’,
‘to listen to the
rhythm of the
body’, ‘to
distract
oneself’ and ‘to
be encased in a
glass vessel’,
explained how
the women
coped and
there by
maintained
power.

CASP:
Yes 9/10
Can’t tell 1/10

Level of
evidence
meaningfulness
:3

Cheyne et
al. 2006

Focus groups

13
midwives

To examine
midwives’

2 categories:
those arising

CASP:
Yes 9/10
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perceptions of
the way in
which they
diagnose
labour.

from the
woman
‘physical signs’,
‘distress and
coping’,
‘woman's
expectations’,
‘social factors’
and those from
the institution
‘midwifery
care’,
‘organizational
factors’,
‘justifying
actions’.
Midwives'
decision-
making process
could be
divided into
two stages. The
diagnostic
judgement was
based on the
physical signs
of labour. The
management
decision would
then be made
by considering
the diagnostic
judgement as
well as cues
such as how
the woman was
coping, her
expectations
and those of
her family and
the
requirements
of the
institution.

Can’t tell 1/10

Level of
evidence
meaningfulness
:3

Cheyne et
al. 2007
(UK)

Semi-structured
interviews

21 women:
16 primips,
5 multips

To determine
the main
themes and
issues
surrounding
women’s early
labour
experiences
and factors
which
influence their
decision
making

2 main themes:
‘preparation
for labour’ and
‘being in
labour’. A
combination of
uncertainty,
pain and
anxiety
influenced
women’s early
labour
decisions.

CASP:
Yes 9/10
Can’t tell 1/10

Level of
evidence
meaningfulness
:3
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processes
regarding
when to go to
hospital.

While many felt
they were
coping well
with their
labour on
admission,
women often
wanted to be in
hospital ‘just in
case’ and
lacked the
confidence to
cope with
labour at
home.

Dixon et
al. 2013
(New

Zealand)

In depth
interviews.
Interviews within
6 months PN

18 women:
6 primips,
12 multips.
7 hospital
birth, 7
stand-alone
midwife led
unit, 7
home births

To determine
whether the
discourse of
labour as
stages and
phases
resonated with
women who
had
experienced
spontaneous
labour and
birth.

Key findings:
the stages and
phases were
known by the
participants but
were
considered to
be obscure and
intangible. The
onset of labour
was clearly and
easily identified
by the
participants
who asked the
midwife when
they needed
more
information
and support.
Multiparous
women often
relied on their
own previous
experiential
knowledge to
locate
themselves in
their labour.
There was still
a reliance on
the vaginal
examination to
determine
cervical
dilatation as a
means of
gauging the
labour process.

CASP:
Yes 9/10
Can’t tell 1/10

Level of
evidence
meaningfulness
:3

Erietal.
2010
(Norway)

Qualitative. In
depth interviews.
Interviews 1-6

17 women;
primips

To explore
primiparous
women's

4 themes that
were central to
how labouring

CASP:
Yes 9/10
Can’t tell 1/10
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weeks PN

experiences of
communication
and contact
with midwives
at the labour
ward in the
early phase of
labour.

women
decided to
make contact
with the labour
ward and how
they
experienced
this contact
with the staff:
‘negotiating on
two fronts’,
‘avoiding being
sent home’,
‘searching for
regularity’,
‘experiencing
vulnerability’.

Level of
evidence
meaningfulness
:3

Eri et al. Qualitative. 18 To explore the | 5 themes CASP:
2011 Focus groups midwives priorities and constituted the | Yes9/10
(Norway) strategies key elementsin | No 1/10
midwives in a the
labour ward communication | Level of
use in their were identified: | evidence
communication | 'getting the meaningfulness
with picture', 13
primiparous 'normalising
women who the situation’,
seek contactin | 'giving concrete
the early phase | advice', 'letting
of labour. the woman
make the
decision', and
'staying at
home for as
long as
possible'.
Green et Mixed methods 46 women; | To report Women were CASP:
al. 2012 study using primips women’s not well Yes 9/10
(UK) structured experiences of | prepared for Can’t tell 1/10
telephone and the Pathway
interviews to satisfaction (staying at Level of
collect with, home); evidence
qualitative and telephone however, meaningfulness
quantitative communication | satisfactionwas | : 3
data. Interviews s within the All | more strongly
6-10 weeks PN. Wales Clinical related to
Pathway for interpersonal
Normal Labour | interactions
(“the with midwives.
Pathway’). Dissatisfied
women
reported

unclear advice,
unmet needs,
unaddressed
anxieties and
negative
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midwife
manner. 'Very
satisfied'
women were
distinguished
by feeling
welcome to
attend the
maternity unit
and by the
perceived
adequacy of
the advice
given.

Larkin et
al 2012
(Republic
of Ireland)

Focus groups
held 10-18 weeks
PN

25 women:
9 primips,
16 multips

Explore
women's
experience of
childbirth in
Ireland

3 main themes;
‘getting
started’,
‘getting there’
and
‘consequences’
. Midwives
played a pivotal
role in enabling
or
disempowering
positive
experiences.
Control was an
important
element of
childbirth
experiences.
Women often
felt alone and
unsupported.
The busyness
of the hospital
units precluded
women centred
care both in
early labour.

CASP:

Yes 8/10
Can’t tell 1/10
No 1/10

Level of
evidence
meaningfulness
:3

Low &
Moffat
2006
(USA)

Semi-structured
interviews.
Interviews 1
week to 3
months PN.

24 women

To explore
women’s
perceptions of
transitioning to
the birth
facility when in
labour.

3 themes:
‘don’t trust
your body,
trust us’, ‘this is
not right’ ‘this
is too labor!’.
Pain was
identified as
the primary
reason for
transitioning to
the hospital.
Once arriving at
the hospital,
women often
felt pressure to

CASP:
Yes 9/10
Can’t tell 1/10

Level of
evidence: 3
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“get it right”
and not make
multiple trips.

Nolan &
Smith
2010
(UK)

Semi-structured
PN interviews

8 women:
7 primips, 1
multip.

To explore
women’s
experiences of
staying at
home following
advice from an
obstetric triage
unit.

4 themes:
‘reassurance’
(the need to
have labour
validated by
health
professionals),
‘uncertainty
about early
labour’,
‘pressure from
women’s
families to go
to hospital’,
and ‘seeking
permission to
come in’. The
overall theme
reflected
women’s sense
that advice to
stay at home
was a
professional
rather than a
woman-
centred
response to
early labour.

CASP:
Yes 10/10

Level of
evidence
meaningfulness
:3

Nolan et
al. 2012
(UK)

Web-based
survey. Reported
results of final
open ended
question.

263 men.
babies were
born;
hospital
85%

birth centre
5%

home 10%

Experience of
being at home
with their
partners in
early labour.

Themes:
‘relaxed and
positive versus
fearful and
anxious’,
‘feeling
included’,
‘feeling
excluded’,
‘good
communication
', ‘poor
communication
', ‘a difficult
time for
fathers'.

CASP:
Yes 5/10
Can’t tell 5/10

Level of
evidence
meaningfulness
:3

Nyman et
al. 2011
(Sweden)

A hermeneutic,
reflective life
world research
approach.
Interviews and
focus groups.
Interviews within
72hrs PN, focus

37 women:
individual
interviews.
28 women;
focus
groups

To explore the
meaning of
first time
mothers' and
their partners'
first encounter
with midwives
and other

4 themes:
“timing it right’,
‘waiting to be
informed’,
‘being in an
inferior
position’,
‘facing reality

CASP:
Yes 9/10
Can’t tell 1/10

Level of
evidence
meaningfulness
:3
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groups 2 months
PN

maternity care
staff when they
arriveon a
hospital labour
ward.

with a mosaic
of emotions’.
The final
interpretation
of the
phenomenon is
captured as

'waiting for
permission to
enter the
labour ward
world'.
Spiby et A suite of mixed | Interviews; | To explorethe | Midwives were | No critical
al. 2007 methods studies | 17 Heads of | perceptions of | generally appraisal as N/A
(UK) which included midwifery. service users positive about
guestionnaires, Focus and providers the telephone Level of
interviews and groups; 21 of one component of evidence for
focus groups midwives. component of | the Pathway. meaningfulness
Telephone the pathway; Reasons given 13
interviews the telephone included that it:
46 women assessment of | was evidence-

women in early
labour. To
obtain health
care providers’
views about
using NHS
Direct to give
advice to
women in early
labour.

based; aided
communication
and led to
women
receiving more
consistent
advice; and
‘gave
permission’ for
women to
remain at
home.
Women's
experiences of
the Pathway
were varied.
Satisfaction
was related to:
being treated
as an individual
and with
respect; longer
and fewer calls;
and antenatal
preparation,
particularly the
expectation of
staying at
home in early
labour.

Nearly half the
sample of
women in
Wales were
sent home
after attending
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hospital and
this was
associated with
dissatisfaction.
Women were
also dissatisfied
when they did
not feel
welcome to
attend the
maternity unit.

Spiby et One component | Semi- To map early 83 of 170 units | CASP:
al.2013 of multi-centred | structured labour services | (49%) had Yes 8/10
(UK) RCT. telephone in England and | made changes Can’t tell 2/10
Questionnaires interviews: | explore to early labour
and interviews 17 senior innovations. service Level of
midwives Interviews with | provision evidence for
senior during the past | meaningfulness
midwives 5 years, 13
explored some | including home
aspects of assessment;
service change | the
in greater introduction of
depth. triage units and
telephone
assessment
tools.
interviews
highlighted
increased
pressure on
labour wards.
Spiby et Qualitative Focus To explore 9 themes: CASP:
al. 2014 design based on | groups 22 midwives' ‘organisational | Yes 8/10
(UK) interpretive midwives. concerns, model’, ‘the Can’t tell 2/10
phenomenology. | 9 in-depth experiences telephone call’,
interviews and ‘clinical Level of
with perceptions of | parameters of evidence
midwives, the purpose of | assessment’, meaningfulness
obstetrician | telephone ‘labour ward 13
s & ward contacts with busyness’,
receptionist | women in early | ‘education for
labour. women’,
‘training for
midwives on
telephone

triage’, ‘advice
for staying at
home’,
‘successful
calls’,
‘unsuccessful
calls’. The
principal
finding was
that midwives
are trying to
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reconcile
gatekeeping of
labour wards
with individual
support for

women and
these two
aspects are
oftenin
conflict.
Weavers Audit / Service 88 women The survey 5 categories; Observational
& Nash evaluation; aimed to ‘feeling checklist (seven
2012 including survey measure the reassured’, questions,
(UK) of women with standards ‘having Barley et al 2011))
open-ended contained confidence to Yes 3/7
comments. within the remain at Can’t tell 3/7
Completed on proforma and home’, N/A 1/7
discharge from elicit women’s | ‘continuity of
hospital views on the midwife’,’ the Level of

telephone
triage.

quality of
advice given’,
‘the positive
attitude of the
midwife”. The
survey found
that the
provision of
calm, friendly
advice over the
telephone was
reassuring,
with more than
half of the
women
surveyed
stating that
their
experience of
early labour
could be
improved
through good
telephone
advice from a
midwife.

evidence for
effectiveness:
4b.
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Table 2: Categories and Synthesised findings (primary questions)

Category
(*Number of unequivocal /equivocal
findings)

Synthesised finding

What are women'’s, labour companions’ and health professionals’ perceptions and experiences of early
labour management, including advice and support offered, prior to confirmation of onset of active labour?

Encouraging women to stay at home (11)

Happy to stay at home (9)

Seeking permission to come in (7)

Why do we have to stay at home? (5)

The advice from midwives, particularly when busy, was to stay at
home as long as possible. Some women were happy to remain at
home however many wanted more information as to why and
would persevere in negotiating being able to attend hospital. If
they did come into hospital they were made to feel unwelcome.

Avoid being sent home (10)

Inappropriate hospital environment (4)

Reasons for staying in hospital (5)

Once having come to hospital women wanted to stay, some felt
safer there although it was not an ideal environment and midwives
felt they had to be able to justify allowing them to stay.

Reassured by midwife (6)

Reassured by seeing midwife (7)

Women and their partners wanted to be reassured all was normal
by a midwife who was interested and understanding.

Support from husbands / partners / family
important (8)

Support from husbands / partners not helpful (4)

Involvement provided important support for many women
however this could depend on the partner / labour companion and
for some their support was not helpful.

Signs and symptoms to diagnose labour (16)

Uncertainty about the start of labour (5)

Different the first time (2)

For first time mothers not knowing what true labour felt like made
it difficult to know when it had started and to confirm the start of
labour midwives and women wanted a vaginal examination.

Re-evaluating the plan (2)

Expectations of labour process & management
(10)

Preparation for contractions inadequate (5)

Many women did not know what to expect despite preparing for it
and once labour started there was often a change of plan. Some
lacked knowledge and preparation of the latent phase of labour,

which some midwives felt made women frightened.

Good telephone advice (24)

Being taken seriously (3)

Inadequate telephone advice / manner (6)

Women appreciated good, clear telephone advice, which helped
to make them feel safe and more confident. However, there were
reports of women given no advice as to what to do and who felt
they were not listened to or given clear instructions when
phoning. Some midwives advocated consistency either of advice or
speaking to the same person.

What are the physical and psychological care needs of women and their labour companions during early
labour, prior to confirmation of onset of active labour?

Being at home (4)

Coping strategies (7)

Feeling in control (3)

Some women felt more comfortable and in control at home and
used a variety of coping strategies.

Good communication (7)

Wanting information (2)

Women want midwives who are good communicators and who are
encouraging and show an interest.

Reappraising expectations (2)

Reassurance sought (5)

Women needed reassurance from a health professional when in
early labour and to be able to modify their expectations of labour
onset

*Note: the numbers are to present the number of unequivocal/equivocal findings for each category,

not to determine the strength of evidence.
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Table 3: Categories and Synthesised findings (secondary questions)

Category
(*number of unequivocal/equivocal findings)

Synthesised finding

What is the impact on a woman’s physical and psychological health and well-being of how her early
labour was managed at an individual, clinical and organisational level?

Ability to cope (6)

Their ability to cope with their early labour experience was

Deflated (4)

affected by the responses they received when in contact
midwives/hospital. They might feel deflated if their progress was
not what they hoped.

Increased anxiety (9)

There was much anxiety around the possibility of being sent home

Reduced anxiety (2)

and where there was lack of clarity from the midwives. Women’s
anxiety was sometimes reduced when received reassurance from
midwives.

What types of intervention and support could improve women’s and their labour companions’
confidence and reduce their anxiety to remain at home when signs and symptoms of labour start?

Better preparation for labour (8)

Being adequately prepared for the pain involved or the possibility

Distraction techniques (4)

of a long labour and using techniques such as distraction and
hypnobirthing.

Support from labour companions helpful (4)

Feeling supported by labour companions helped however some

Support from labour companions unhelpful

(2)

women’s partners were not helpful and added to their anxiety

Good communication skills (7)

It was reassuring for women to be able to talk to a midwife on the

Helpful advice by phone from a health
professional (4)

phone who was able to give good quality advice in a sympathetic
manner.

Reassurance by phone from a health
professional (5)

What information is needed to support a woman’s and her labour companion’s early labour decision-

making?

Textbook information unhelpful (4)

Antenatal classes can be helpful if information given is realistic

Being prepared for what to really expect in
labour in antenatal education (2)

while textbook information is often unhelpful as not everyone is
the same.

What factors influence women’s decisions around seeking admission to planned place of birth in early

labour, including the input from her labour

companion and health professional?

Parity - prior experience of labour (3)

Women'’s ability to cope with pain is an important influencing

Pain (3)

factor. A fear of attending the hospital too early in labour

The right time - not too early (6)

influenced women'’s decision in seeking admission although those
having given birth before were more confident in their ability at
recognising the start of labour.

Traveling time to maternity unit (2)

Anxious partners and mothers would often actively encourage

Influence of labour companions (8)

woman to contact the maternity unit to seek admission. Longer
travel time to maternity unit is also a factor.

*Note: the numbers are to present the number of unequivocal/equivocal findings for each category,

not to determine the strength of evidence.
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Table 4: Example of Synthesis

Finding

Category

Synthesised finding

What information is needed to sup

port a woman’s and her labour companion’s early labour decision-making?

Learning ‘text book’ information may
have hindered women’s decision
making as they waited for their
labour to become more identifiable
with the information provided:

Labour had been much faster than
expected

Textbook information unhelpful

There is no blueprint for labour, and
especially for early labour

Trusting their bodies and their
instincts was more accurate than
relying on textbooks

Plea for better preparation from one
father

The majority of the women
interviewed found the information
about the early stage of labour
received during antenatal classes to
be helpful and accurate, specially
when compared with the less
reliable information available on the
Internet

Being prepared for what to really
expect in labour in antenatal
education

Antenatal classes can be helpful if
information given is realistic while

textbook information is often unhelpful

as not everyone is the same.
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