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Abstract 

Background: Women without complications have lower obstetric intervention if they 

remain at home whilst in early labour. Many women report dissatisfaction in doing this, 

describing a disparity between their expectations and the reality of this phase. A 

dichotomy exists between what is clinically of benefit to women (remaining at home) 

and what women require emotionally, which is support and reassurance. Previous 

research has been driven by the needs of the maternity service, focusing on the 

transition between early and active labour, commonly testing interventions that aim to 

improve clinical outcomes and the timing of admission. To date, no studies have 

evaluated interventions specifically developed to improve women’s early labour 

experiences. 

 

Intervention: Using self-efficacy theory as an underpinning framework, a web-based 

intervention was co-created with women who had previously used maternity services. It 

provides early labour advice, alongside videoed, real experiences of women who have 

previously had babies.  

 

Methodology: The primary aim of this study was to evaluate the impact of this 

intervention on women’s self-reported experiences of early labour. The intervention was 

trialled in a pragmatic, randomised control study at an NHS Trust in England between 

October 2018 and June 2020. A total of 140 low-risk, nulliparous, pregnant women 

were randomised to the intervention group (n=69) or the control group (n=71). The 

intervention group received the web-based intervention antenatally to use at their own 

convenience and the control group received usual care. Data was collected at 7-28 

days postnatally using an online version of the pre-validated, self-report Early Labour 

Experience Questionnaire (ELEQ). Secondary, clinical outcomes were collected from 

the existing hospital system, as well as information about the acceptability and usability 

of the intervention. 

 

Findings: There were no statistically significant differences in the ELEQ scores 

between trial arms. The intervention group scored more positively in two of the three 

ELEQ subscale domains (emotional wellbeing and emotional distress) and less 
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positively in the perceptions of midwifery subscale domain. Participants in the 

intervention group were less likely to require augmentation during labour. 

 

Discussion: The L-TEL Trial demonstrates that women evaluate different aspects of 

their early labour experience continuum independently where an improved emotional 

experience does not necessarily equate to an overall improved experience of this 

phase. Equipping women to have better emotional experiences at home may negatively 

impact on their perceptions of midwifery care when it is sought. It is recommended that 

a larger trial evaluating the intervention is undertaken, which will collect more qualitative 

data to provide a richer understanding of the relationship between the L-TEL 

intervention, emotional early labour experiences and the perceptions of midwifery care.  

A larger trial, with the power to detect differences in augmentation rates is also 

recommended. 

 

Impact: The L-TEL Trial is the first study to develop an intervention specifically to 

improve women’s experiences of early labour. The co-creation process provided a 

woman-centred approach, when preceding early labour research has been 

predominantly service-centred. The trial was well timed, responding to a number of 

research recommendations about online, digital information, early labour expectation 

management and support interventions for this specific phase. In this, the L-TEL Trial 

has made a unique and valuable contribution to this research field.   
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“Whenever and however you give birth,  

your experience will impact your emotions, your mind, 

your body, and your spirit for the rest of your life.” 

 

-Ina May Gaskin 
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1.0 Introduction 

At the beginning of the last century, almost all women in the UK gave birth at home, 

commonly with the support of family, friends and the local community (Nove et al. 

2008). Few pregnant women at this time had contact with medical practitioners with 

formal training or qualification, and childbirth was not considered to be something that 

required hospitalisation (Al-Gailani and Davis 2014). In the aftermath of the Second 

World War, many no longer had suitable homes in which to birth and so hospital birth 

became a pragmatic choice for some women (McIntosh 2017). Furthermore the 

introduction of the National Health Service (NHS) in 1948, alongside substantial 

developments in antibiotics and sanitation, started the shift towards the medicalisation 

of childbirth (McIntosh 2013). The movement was further fuelled by public health 

messages, such as was seen in The Cranbrook Report (Russell 1959), which aimed for 

70% of all births to take place in hospital. Continued debate in the medical and obstetric 

community presented birth as a pathology requiring treatment and there was an ever 

growing reliance on medical technologies (Oakley 1980). By 1970, The Peel Report 

made the following national recommendation: 

 “We consider that the resources of modern medicine should be available to all 

mothers and babies, and we think that sufficient facilities should be provided to allow 

for 100% hospital delivery. The greater safety of hospital confinement for mother and 

child justifies this objective.” 

 

By 1977, homebirth rates were less than 2% (Office for National Statistics (ONS) 2008). 

There was an initial temporal correlation between the significant shift towards hospital 

birth (and subsequent medical intervention) and a decline in perinatal and maternal 

mortality (Reitsma et al. 2020) yet the ability to draw a causal correlation remains 

contested. Conversely, Tew’s statistical analyses of births throughout the decades of 

the 1970 and 1980s, found perinatal mortality to be higher when there was increased 

rates of obstetric intervention, implied by increased hospitalisation, when compared to 

midwifery care, GP maternity units and homebirth (Tew 1981, 1986). Instead improved 

maternal health, spanning several generations, is suggested, albeit not proven, to be 

the catalyst for the mortality reduction (Tew 1986). In spite of this, hospital birth has 

continued to be the dominant model of care in the UK, and homebirth rates have 

remained steadily around 2% throughout the last four decades (ONS 2020). 

 

Furthermore, rising trends in obstetric intervention have since continued, without a 

matched improvement in maternal, fetal or public health outcome (World Health 

Organization (WHO) 2015). As an example, there has been an exponential increase in 
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caesarean section rates globally (Visser et al. 2018). When indicated, the procedure 

can be a lifesaving intervention but the operative birth mode is also associated with 

both short and long term risks including uterine rupture, abnormal placenta implantation 

and risk of stillbirth in subsequent pregnancies (Sandall et al. 2018). Whilst the WHO 

(2015) maintain that caesarean sections should be performed when there is an 

individual need, rather than to purposefully strive for a specific rate, a caesarean 

section rate higher than 10-15% has been demonstrated to be of no benefit in reducing 

mortality rates and may instead present high iatrogenic risk to the population (WHO 

2015). Others have found that lowest rates of mortality are achieved with a caesarean 

rate of around 19% (Molina et al. 2015). However, between 2000 and 2015, global 

caesarean section rates rose from 12.1% to 21.1% and in some countries it is 

alarmingly higher still; rates in the Dominican Republic are as high as 58.1% of all 

recorded births (Boerma et al. 2018). The caesarean section rate in England was 

19.7% in 2009-10, but has risen to more than 30% of all births in the last decade (NHS 

Digital 2020). Consequently, caesarean section rates in England are currently double 

the optimal rate presented globally for achieving maximum health benefit with minimum 

iatrogenic risk (WHO 2015). 

 

Furthermore, from the perspective of other obstetric intervention rates, only 57% of 

babies born in 2019-2020 in England were spontaneous, vaginal births; in addition, in 

the same period, less than half of all labours started spontaneously, without induction 

or planned caesarean (NHS Digital 2020). These figures provide more evidence for the 

ever-growing rates of medical and obstetric intervention in childbirth. 

 

From the perspective of having the potential to reduce unnecessary obstetric 

intervention, early labour care has received an increasing amount of research attention, 

particularly in the last decade. Commonly an area of complaint, this early part of the 

childbirth continuum has been demonstrated to have an impact on rates of 

unnecessary intervention; more specifically, there is a correlation between women who 

remain at home in this phase and a reduced rate of intervention (Hemminki and 

Simukka 1986, Holmes et al. 2001, Bailit et al. 2005, Rahnama et al. 2006, Tilden et al. 

2015, Mikolajczyk et al. 2016).   

 

The number of women admitted whilst in early labour is not well recorded, and rates 

vary widely in the existing literature.  Rota et al. (2018) predicted that almost half of 

women admitted to hospital are in the early phase of labour but this rate has been 

presented to be higher still at 80% (Bohra et al. 2003). With an urgent global need to 
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reduce unnecessary intervention in childbirth, so to minimise the maternal-fetal 

iatrogenic risks, improving early labour management and care to maximise the number 

of women who can remain at home in this phase, could be of notable benefit to both 

service users and service providers. Furthermore, women report varying levels of 

dissatisfaction with this phase of their labour (Eri et al. 2015), which has seen 

substantially less attention from care providers. There is a continued need for early 

labour innovation and research, so all efforts can be made to ensure this phase does 

not contribute any further to the growing concern over rising rates of obstetric 

intervention, specifically in the UK seen in escalating caesarean section trends and 

falling numbers of spontaneous vaginal births.  

 

As an integrated thesis, this document will present the work undertaken to make an 

original contribution to the early labour research field, with support from a peer-

reviewed, journal publication (Edwards et al. 2019). Whilst previous efforts in this area 

have focused on service-provider responses to early labour improvements, the work 

presented in this thesis has instead adopted a woman-centred approach, focused on 

developing and evaluating change driven by the needs of the women who use the 

service. 

 

1.1 Presentation of thesis 

Chapter 2.0 presents more detail to the background of this research study. In its 

entirety, it looks to illustrate the challenges that exist in the early labour phase of the 

childbirth continuum. The underpinning categorisation of labour is presented and 

critically appraised, and the subsequent risks for women when admitted in this phase 

are put forward. It seeks to use the existing literature to provide explanation of these 

risks and puts them in the realistic context of the labour journey that women must travel 

to arrive at the birth of their baby. This includes the decisions and options of care 

pathways that are commonly available within high income maternity care settings. 

Crucially, it also presents and considers the supporting literature available from the 

women and their birth partners’ perspectives, with an exploration to the challenges that 

these perspectives bring.  

 

From here, Chapter 3.0 looks to systematically evaluate the existing research evidence 

base of early labour care provisions and interventions. This detailed scope and critical 

appraisal looks to gauge what may already be available to women and service 
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providers in relation to this phase and what, if any, methodological evaluation has been 

undertaken. In this, a gap in the literature is identified which opens the need for this 

trial. This ensures original work and a valuable contribution to the wider field.  

 

Following the identified gap, Chapter 4.0 explores the contributing factors that make a 

positive labour experience leading to childbirth satisfaction. From this, it identified self-

efficacy as an important and modifiable aspect to what can make a woman’s 

experience of labour positive. This chapter examines existing self-efficacy theory within 

the context of maternity and experience, as an adept underpinning framework for the 

development of a new intervention which aims to improve women’s experiences of 

early labour. 

 

Chapter 5.0 presents the co-creation methods of a novel, web intervention, 

underpinned by the self-efficacy theory discussed in Chapter 4.0. The merits of co-

creating the intervention with women who have previously used maternity services are 

presented, which justifies why the intervention is uniquely woman focused, rather than 

driven by the needs of the service. 

 

Following its development, the novel web intervention is evaluated in a randomised 

control trial (RCT) to establish its impact on early labour experience. Chapter 6.0 

provides the trial’s study protocol in an integrated, peer-reviewed journal publication 

(Edwards et al. 2019) and then provides justification of the pragmatic, randomised 

approach. It also delivers details of the recruitment strategy, data collection and 

analyses methods and illustrates the ethical and safety considerations that have been 

paramount throughout this trial’s progress.  

 

The findings of the Let’s Talk Early Labour (L-TEL) Trial’s primary outcome are 

presented in Chapter 7.0, in both written and visual form, through a comparison 

between the trial arm and the control arm. This is followed by presentation of the 

secondary outcomes and the data that were collected regarding the intervention’s 

usability and acceptability.  

 

Chapter 8.0 examines the trial’s findings in the broader context of the wider literature 

and discusses whether the hypothesis can be accepted or rejected. The impacts of the 

outcomes are considered against the existing knowledge base. The trial’s strengths 

and limitations are discussed and the impact of these on the findings are made 
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transparent. Lastly, the wider impact of the trial and the implications for future research 

are examined.  

 

Finally, Chapter 9.0 provides a conclusion to the findings and demonstrates the new 

knowledge that has been generated by the L-TEL Trial. It illustrates the original 

contribution that the trial has made to the existing research field and why it differs to the 

research that has preceded it. 
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2.0 Background 

This chapter sets out the evidence around the phases of labour and childbirth. It looks 

at the way in which labour is categorised into distinct phases and the impact this has on 

care providers and the women and families within the service. Importantly it presents 

the challenges of making distinct definitions between the phases of labour, and why this 

distinction remains important for women and their care. Finally it offers detail of the 

metaphorical and physical journey that women must make in early labour, first as they 

experience this unknown and worrying aspect of their childbirth continuum, and 

secondly as they decide to seek physical care and support at their chosen place of 

birth. 

 

2.1 What is labour? 

Labour is the transitional process at the end of a pregnancy leading up to, and 

including, childbirth. Labour describes the process that women undergo to birth a baby. 

For most, this is characterised by strong and often painful uterine contractions that 

dilate the cervix and cause the baby to descend through the birth canal to be born 

(Marshall and Raynor 2020). Cervical dilatation is commonly measured in centimetres 

determined by health practitioners’ digital examinations. During labour, the cervix 

dilates to 10 centimetres (often referred to as full dilatation) before the baby is born 

(Downe et al. 2013). Whilst the mechanisms of labour and childbirth are well 

evidenced, the physiological factors, and external influences, that initiate labour onset 

are complex, multi-system processes (Hundley et al. 2020). Labour onset is regulated 

by a complex relationship of biological cues between the mother and fetus, combined 

with changes in the balance of maternal hormones (Uvnäs-Moberg 2019 et al.). These 

changes occur over the course of the last few months, weeks and days of a pregnancy 

and can differ between individual women (Uvnäs-Moberg et al. 2019). In view of this, 

the biological onset of labour, and subsequent labour progression, is a complex 

process rather than a specific event that can be determined by an exact timing 

(McCormick 2003).  

 

In spite of this, labour is routinely categorised into three distinct stages: first (the 

progression to complete cervical dilatation), second (the period between complete 

cervical dilatation and full expulsion of the baby) and third (the phase between the 

baby’s birth and the expulsion of the placenta) (Friedman 1954, Zhang et al. 2002, 

Hutchison et al. 2020). The establishment of labour and birth as three stages was likely 

a response to an increasing understanding of anatomy and childbirth physiology (Dixon 
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2011). Additionally, the sub categorisation of the first stage of labour into two further 

phases, early and active, has been commonplace since the middle of the 20th century, 

to aid with recognising parameters for normal, expected progression in labour 

(Friedman 1954, O’Driscoll et al. 1969).  

 

“Early labour” (used interchangeably in the literature with the phrase the “latent phase”) 

is the term used by health care practitioners to refer to the beginning, less progressive 

part of labour. The term “active labour” (used interchangeably in the literature with the 

phrase “established labour”) is used to describe the more progressive part of labour 

that follows on from the early phase. This thesis will refer to the term “early labour”, as 

opposed to the “latent phase”. This is because the word “latent” is defined as “existing, 

but not very noticeable” (Oxford Dictionary 2010). Using a definition of this phase which 

could imply it to be “not very noticeable”, when there is a plethora of research indicating 

it to be a challenging and painful time for those experiencing it (Beake et al. 2018, Eri et 

al. 2015), was inappropriate for this research study. The L-TEL Trial has aimed to 

provide a woman-centred solution to this part of labour by acknowledging the needs 

and experiences of the women. 

 

2.2 Labour categorisation  

2.2.1 Cervical dilatation 

Albeit a professionally constructed concept (Carlsson 2016), the discourse of labour 

stages, including the early and active phases, has been described in the literature to be 

something of “common knowledge”, guiding and influencing research, clinical practice 

and consequently women’s own understanding of childbirth (Dixon 2011).  In spite of an 

overwhelming acceptance of this discourse, differentiating between early labour and 

active labour, remains an area of wide spread debate and specifically, establishing a 

distinct definition of early labour that academics and practitioners can unanimously 

agree upon has been challenging (Hanley et al. 2016). Nonetheless, health 

professionals continue to report a need to define the onset of labour and the early 

labour phase because current practice and subsequent care plans are commonly 

dictated by this definition (Hundley et al. 2017). Uterine contractions and cervical 

dilatation are the most dominant physical markers in the existing literature for 

differentiating between labour phases (Hanley et al. 2016). However there remains 

discrepancy about the point, frequently defined by cervical dilatation, in which the early 

phase progresses to active labour.  
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Friedman (1954) originally attempted to distinguish between early and active labour as 

the point in which the rate of cervical dilatation increases. Friedman’s early research 

dominated the way labour was categorised through the latter half of the 20th century; 

studies plotting women’s labour progression determined early labour as the time before 

the cervix was between 2 and 3 centimetres dilated (Friedman 1954, 1978). There are 

numerous limitations to the methodology Friedman’s studies employed, including the 

use of rectal examinations to measure cervical dilatation, a practice no longer used. 

The study populations in this research included breech presentation and multiple 

pregnancies which are factors that increase pregnancy associated risk and moreover 

affect labour progression. Furthermore, population characteristics over the last 70 years 

have changed, particularly in relation to increasing maternal weight (Centre for 

Maternal and Child Enquiries (CMACE) 2010), maternal age and fetal weight. In 

addition, analgesia use, as well as induction and augmentation of labour, are more 

prevalent today than in the population that informed Friedman’s findings (NHS Digital 

2020). Maternal age, weight, analgesia use and induction are all noted as variables 

shown to increase the length of a labour (Albers et al. 1996) therefore cervical dilatation 

of 2-3 centimetres as the standardised juncture between early and active labour, is not 

generalisable to today’s population.  

 

Friedman (1954) also presented the “labour progression curve” a visual representation 

of a standardised expected rate of progression during labour. In spite of its noted 

limitations, the “Friedman curve”, as it became known, made using a labour partogram 

(a standardised chart to recognise slow labour progression and identify the need for 

subsequent accelerative intervention) commonplace in UK clinical practice, despite a 

lack of formal evaluation prior to its introduction (Bedwell et al. 2017).  Evidence has 

since indicated that their use may contribute to shorter labours (Javad et al. 2007), 

although this may translate to increased rates of intervention. Partograms have also 

been documented as a useful tool for clinical documentation (Bedwell et al. 2017). 

However, a Cochrane review did not recommend their application routinely as there 

had not been substantial differences in birth outcomes demonstrated and existing 

evidence into their impact remains limited (Lavender et al. 2013). The WHO concluded 

that the use of a partogram alone cannot reliably predict women at risk of adverse birth 

outcomes and therefore progression outside of these stipulations should not be 

indication alone for obstetric intervention (WHO 2018). 
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Commonly, partograms are only commenced at the point in which early labour 

transitions into active labour, and in support of this practice, Lavender et al. (2013) 

found increased caesarean section rates when they were utilised in early labour. To 

concur, Oladapo et al. (2018) dismissed the use of a routine partogram for women in 

early labour which, as per the more contemporary analysis, was defined to be dilatation 

prior to 5 centimetres of cervical dilatation. In 2018, the WHO updated their guidance to 

reflect this more contemporary evidence recommending 5 centimetres of cervical 

dilatation as the start of active labour.  

 

Similarly, other contemporary research has re-evaluated the “Friedman curve”, and the 

point in which early labour finishes and active labour commences. A retrospective 

analysis of 1329 nulliparous women labour progression found that labour accelerated 

more rapidly after 4 centimetres of cervical dilatation (Zhang et al. 2002), concluding 

that this was the early-active labour juncture. In 2010, Zhang et al. evaluated a larger 

cohort of 62,415 cephalic, spontaneous labours and found the rate of accelerative 

labour progression to be later still, at 6 centimetres of cervical dilatation (Zhang et al. 

2010). Whilst there remains some variation in the literature, 4-6 centimetres is accepted 

by most modern health providers as the end of the early labour phase. 

 

In the UK, the National Institute for Health and Care Excellence (NICE) offer national 

guidelines for clinical decision making to ensure care is standardised. NICE (2017 p,18) 

define early labour as:  

“A period of time, not necessarily continuous, when there are painful 

contractions and there is some cervical change, including cervical effacement and 

dilatation up to 4 centimetres.”  

 

Active labour is defined when there are painful contractions and there is 

progressive dilatation from 4 centimetres (NICE 2017). As the L-TEL Trial was 

undertaken in a UK, NHS setting, this definition will be adopted for the purpose of this 

study as the point of cervical dilatation in which early labour transitions to active labour, 

so that the findings of this trial remain generalisable to the wider, intended population 

outside of this research.  
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2.2.2 Women’s perceptions of labour onset  

Research has indicated that using average parameters, from population-level data, 

does not accurately represent individual women’s labour progression, transition from 

early to active labour, or the variance in individuals’ labour durations (Oladapo et al. 

2018). Furthermore, standardising the expected cervical dilatation rate using population 

averages fails to take into account those women’s labours that progress at a “slowest-

yet-normal” tempo. A more individualised approach, using women’s self-report as an 

indicator for labour onset is becoming more common in early labour research (Hanley 

et al. 2016, Gross et al. 2004).  

 

Whilst women do not experience the beginning of labour in a standardised way, most 

women can be reasonably precise about when they believe their labour commenced 

(Gross et al. 2006), and many can give an exact time and date (Dixon et al. 2013). This 

distinction however is predominantly made retrospectively, once their baby is born. 

(Gross et al. 2004). Commonly, the self-reported experiences do not match the clinical 

measures and signs used to identify labour onset and phases by care providers 

(Greulich and Tarrant 2010). This provides an additional complexity to the challenge of 

labour onset recognition and labour phase distinction. Women describe their 

experiences of labour as a continuous process, rather than one of succinct stages 

measured by cervical dilatation, and in reality, because they cannot measure their own 

cervical dilatation, some report stages in relation to this marker to be unhelpful (Dixon 

et al. 2013). Instead, recurrent contraction pain is most frequently identified by women 

as the mark of labour onset (Gross et al. 2009), but other signals such as vaginal loss 

and non-regular pain are also perceived to coincide with the start of labour for some 

women (Greulich and Tarrant 2010, Hanley et al. 2016). Furthermore, when asked, 

women are unlikely to spontaneously refer to the titled labour stages and phases in the 

same way as health practitioners, and are likely to understand them only because they 

have been provided with their titles during formal antenatal education and preparation 

(Dixon et al. 2013).  

 

There is evidence that women’s perceptions of their own labour onset is predicative of 

their birth outcomes and that this alone could be useful for practitioners to use so to 

recognise those in greater need of intervention. Women who indicated that they had 

been in labour for more than 24 hours prior to admission to their birth place had an 

increased risk of caesarean (Janssen and Weissinger 2014). Nonetheless, women’s 

perceptions of their own onset are often undervalued, over shadowed by the need to 
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differentiate the boundaries between each stage and phase of labour, commonly driven 

by organisational requirement (Gross et al. 2004, Dixon et al. 2013). 

 

2.2.3 Labour categorisation: Why does it matter?  

Despite a lack of an internationally evidenced nor practiced definition of early and 

active labour, low-risk women, without pre-existing medical or pregnancy conditions, 

who are admitted to their place of birth whilst in early labour are at an increased risk of 

obstetric intervention (Hemminki and Simukka 1986, Holmes et al. 2001, Bailit et al. 

2005, Rahnama et al. 2006, Tilden et al. 2015, Mikolajczyk et al. 2016).  When it is 

required, intervention in childbirth can reduce maternal and fetal morbidity and mortality 

(Gülmezoglu et al. 2016) but unnecessary intervention increases the risk of 

complication during childbirth (do Carmo Leal et al. 2014). In the literature, 

unnecessary intervention is referred to as “too much too soon”; this is when an obstetric 

intervention is overused without benefit to the mother or baby (Miller et al. 2016). 

Additionally, a theory known as “the cascade of intervention” refers to the unintended 

side effect of intervention that triggers further intervention, further unintended side 

effect and known iatrogenic risk (Tracy and Tracy 2003).  

 

As an example of this, the use of intravenous oxytocin (a synthetic hormone given to 

induce or accelerate labour) is associated with an increased risk of postpartum 

haemorrhage (Belghiti 2011), which may require treatment with a blood transfusion. A 

blood transfusion carries its own risks of infection or reaction which would require 

further treatment of which carry their own iatrogenic risk. Minimising unnecessary 

childbirth intervention will reduce unnecessary risks to mothers and babies. Thus a 

continuing rise in obstetric intervention rates remains of national and global concern 

(Dahlen et al. 2014).  

 

Admission in early labour has been associated with an increased risk of caesarean 

section (Holmes et al. 2001, Jackson et al. 2003, Rahmana et al. 2006, Main et al. 

2006, Davey et al. 2013, Neal 2014). Women admitted in early labour have increased 

oxytocin use (Holmes et al. 2001, Davey et al. 2013), increased use of epidural 

analgesia (Holmes et al. 2001) and higher rates of labour dystocia (Bailit et al. 2005). 
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2.2.4 Explanations for the increased risk associated with early admission 

Women admitted in early labour may be intrinsically predisposed to requiring additional 

obstetric intervention, experiencing a more challenging early labour phase, thus being 

driven to seek admission at an earlier time. Rosenbloom et al. (2019) reported a 

correlation between slower dilatation rates (i.e. longer labours) and risk of caesarean 

and postpartum complication. Similarly, women who had self-reported to have been in 

labour for more than 24 hours prior to admission have been shown to be at an 

increased risk of caesarean (Janssen and Weissinger 2014). It is plausible to suggest 

that women who experience a lengthier early labour phase will seek admission earlier 

in their labour (at least defined by their cervical dilatation) because they will have 

already spent more, or an equal, time at home in labour (Ängeby et al. 2019).  

 

As an example, between 10-34% of babies at labour onset are in the occipito-posterior 

position (Guittier et al. 2014). This fetal position is associated with longer, more painful 

labours (Hunter et al. 2007; Simkin 2010), and specifically a longer early labour phase 

(Tilden et al. 2019) meaning women with babies in this position may be more likely to 

seek admission at a lower cervical dilatation. This fetal position is also associated with 

an increased risk of obstetric intervention and instrumental birth (Guittier et al. 2014). In 

this example, it is perhaps not the earlier exposure to hospital but the fetal position itself 

which has predisposed the labour to earlier admission and an increased risk of 

intervention.    

 

Another explanation for the associated risks with early labour admission is that care 

providers are keen to intervene, provide pain relief or accelerate the labour process 

following admission. Whilst midwives should look to shield and support those who are 

admitted in early labour from unnecessary obstetric intervention, instead, there is a 

professional acceptance that mere presence at hospital yields the requirement for 

intervention (Eri et al. 2011). In keeping with the previous example, a woman with a 

baby in an occipito-posterior position may seek admission at a lower cervical dilatation 

value, because labour thus far at home has been challenging and long (Hunter et al. 

2007, Tilden et al. 2019). From this perspective, it is her mere exposure to the hospital 

environment that provides the increased risk of intervention, rather than the baby’s 

position. In support, it is documented that:  

“Hospital staff manage bodies in time… regulating them in ways that contribute 

to conducting the business of the institution efficiently, as determined by the “experts” 

who run it” (Simonds 2002, p64).  
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Hospitals are “managing” women and their labours in a linear fashion, in spite of a lack 

of evidence detailing normal time parameters of labour, these professional perceptions 

of time are central to the organisation of maternity care (McCourt 2009). The notion of 

“a ticking clock” (Simonds 2002) and labour progression corresponding to prescribed 

time parameters, has led to a medicalised, unrealistic expectation of labour duration 

which increases the risk of accelerative interventions (Downe and Dykes 2009, p. 64) 

(such as amniotomy and artificial oxytocic use). Chadwick (2018) describes a 

clockwork script to which labour is managed.  

 

Throughout the entirety of pregnancy, care is scheduled and structured around a linear 

time frame and a final, expected due date which may give rise to an “embodied sense 

of time in the waiting pregnant woman” (Downe and Dykes 2009, p65). It is plausible 

that health practitioners feel pressured to “help” (i.e. intervene) when women seek early 

admission, even if clinically it is not indicated. In this theory, it is the so-called “help” 

and unnecessary intervention that causes the documented risks. 

 

2.3 The early labour journey 

Although the safety of homebirth for low risk women is well evidenced (Hollowell et al. 

2015, Reitsma et al. 2020), homebirth rates in the UK remain low at 2% (ONS 2020). 

Consequently, most women must make the journey from home to hospital, often whilst 

in labour, in order to have their babies. Historically, midwives visited women at home to 

help decide when they should attend hospital; however this is no longer common 

practice and so the decision about when to journey from home to hospital is left to the 

women and their birth partners (Carlsson 2016), often this decision will also involve the 

midwives or the hospital via telephone conversation (Cheyne et al. 2007).  

 

Once the decision has been made to come to the place of birth, it is recommended 

nationally, and is common practice, for women to receive a labour assessment 

(routinely this will consist of a clinical wellbeing assessment of mother and baby, an 

assessment of contractions and a digital examination to measure cervical dilatation) 

(NICE 2017). This assessment is to identify the stage of labour and to plan ongoing 

care based on the findings (NICE 2017). Women and their birth partners then face a 

number of different consequences:  
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1. They are assessed, active labour is diagnosed and thus they are admitted. 

2. They are assessed, early labour is diagnosed and they are advised to return 

home to await labour progression. 

3. They are assessed, early labour is diagnosed and they are admitted to their 

place of birth anyway. 

 

The first consequence is the most desirable: care can now be provided by a 

professional, the request for admission has been met, and the birth is most imminent. 

The second consequence whilst avoiding early admission does not reliably meet the 

needs of the woman; this is discussed in further detail in the following Section 2.3.1. 

The third consequence exposes women to the risks of obstetric intervention associated 

with early admission as previously discussed. The challenges associated with all 

consequences and, in particular, the second consequence will now be explored in more 

detail.  

 

2.3.1 Early labour experiences 

Whilst care providers encourage women to remain at home during early labour (Eri et 

al. 2011, Cheyne et al. 2007), to minimise the risks associated with early admission, 

there is a plethora of research exploring the negativities that women report whilst at 

home in this phase (Beake et al. 2018, Allen et al. 2020). Frequently, the expectations 

of this phase at home do not meet the reality of their experiences (Myhre et al. 2021, 

Eri et al. 2015, Nolan et al. 2011, Beebe and Humpreys 2006).  

 

Understanding how to prepare effectively for childbirth, and in particular the early labour 

phase, is challenging for women, especially for those having their first baby (Myhre et 

al. 2021, Cheyne et al. 2007). As labour onset presents in a variety of ways (Gross et 

al. 2004), feelings of uncertainty (Eri et al. 2015), and the inability to successfully and 

adequately prepare for the phase (Cheyne et al. 2007), pervades women’s experiences 

of early labour. Furthermore, many women do not know what to expect during this 

phase, despite preparation, and even those who do prepare still remain unready for the 

experience (Beake et al. 2018).  Even though preparing for the phase is not without 

challenge, those without early labour education antenatally are less prepared still; there 

is a strong association between those who report feeling “very worried” about early 

labour and those who do not partake in antenatal education (Henderson and Redshaw 

2017). Whilst women require realistic information as to what to expect in early labour 

(Borrelli et al. 2018), this is often not widely available (Beake et al. 2018). 
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Coping with early labour pain, or the anxiety of impending pain, is often cited as the 

main reason women seek admission (Low and Moffat 2006, Cheyne et al. 2007). Fear 

of an inability to cope with labour pain was identified as a key construct in what made 

women fearful of childbirth (Slade et al. 2019). Furthermore there is a common 

uncertainty about the level of pain that is to be experienced in labour (Lally et al. 2014), 

which is likely to further exacerbate the doubts that women associate with early labour, 

specifically with remaining at home in pain (Lang et al. 2006). Floris and Irion (2015) 

saw a correlation between women’s perceptions of pain and their anxiety in early 

labour. Whilst women can cope well with labour pain at home (Cheyne et al. 2007), 

progress in early labour is usually slow and women lose confidence in their abilities to 

cope (Hanada et al. 2015).  Furthermore, many lack confidence to cope and remain at 

home without assistance from a professional (Carlton et al. 2005).  

 

Women and their birth partners are responsible for identifying the point in which active 

labour commences, so that they can seek care by journeying to the hospital (Beake et 

al. 2018). The responsibility of recognising the “right time” to seek admission is 

documented to be very difficult for women, particularly for first time mothers without 

previous experiences of being in labour (Beebe and Humphries 2006, Low and Moffat 

2006, Carlsson et al. 2009, Nolan and Smith 2010). These women find it particularly 

difficult causing heightened anxiety (Beake et al. 2018). 

 

Once the decision has been made by the labouring woman that admission may be 

required, common practice is for contact to be made with the midwives via telephone 

and this is supported in national guidance (Spiby et al. 2006, NICE 2017). The outcome 

of this call is to gauge whether it is the appropriate time for the labouring woman to 

come to her chosen place of birth (Green et al. 2012). It is reported that these 

telephone interactions can be challenging for women and health practitioners (Cheyne 

et al. 2007). Midwives are reported to prioritise clinical assessment above the lived 

experiences of the women to whom they speak (Beake et al. 2018) and that midwives 

needed to quickly confirm if women are in early or active labour so they can plan and 

consider ongoing work load from a service management perspective (Eri et al. 2011). 

Primarily midwives are reported to see the early labour telephone calls as a means of 

filtering out the women that do not require admission (Spiby et al. 2014).  In this, 

midwives are seen negatively as “gatekeepers” of the labour ward (Vik et al. 2016, 

Spiby et al. 2014). In this role, midwives can regulate and manage work load and their 

care focus is entirely on those in women in active labour. However, in this, those 

requiring support in the early labour phase are not provided with the care they need (Eri 
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et al. 2015) and these operational issues can impact on midwives’ decision making 

(Allen et al. 2020). There is an apparent lack of team-work and tension between the 

women at home making decisions about when to seek admission, and the health 

professionals who “allow” women into the service for care (Henderson and Redshaw 

2017). Marowitz (2014 p. 645) cites this tension to be: 

“between the goal of delaying admission until active labour in order to decrease 

the incidence of unnecessary interventions and women’s difficulty with managing this 

part of labour at home”. 

 

Whilst women appreciate good telephone advice, many report that they do not feel 

listened to adequately and that their concerns are not taken seriously by the midwife on 

the phone (Beake et al. 2018). This may be in part due to the apparent lack of an 

individualised approach to early labour care and management (Cappelletti et al. 2016).  

 

Some women feel making the decision to call the telephone triage, and then being 

given permission to journey to hospital, is a “test” they must pass (Nolan and Smith 

2010, Nolan et al 2009, Nyman et al. 2011); this is then followed by a “labour 

assessment” at the hospital. The word “assessment” can commonly be associated with 

negative connotations of testing and judging (Oxford Dictionary 2010). If women “fail” to 

identify the correct time to present to hospital, and “fail” the labour assessment, they 

fear being sent home to await the active phase of labour, which is often described as 

embarrassing and dissatisfying (Barnett et al. 2008, Eri et al. 2010, Nyman et al. 2011). 

Current labour definitions common in clinical practice rely on cervical dilatation, and 

thus a need for a physical examination from a health professional; in this women’s 

intuition and experience are undervalued because they are not able to know what 

phase of labour they are in without confirmation and input from health professionals 

(Janssen et al. 2009). 

 

Birth partners’ anxiety, and their own need for reassurance, impacts on women’s 

experience of early labour, and birth partners can commonly drive women to seek care 

earlier (Cheyne et al. 2007, Beebe and Humphreys 2006, Barnett et al. 2008, Nolan 

and Smith 2010, Nolan et al. 2011, Carlsson et al. 2012). It is well documented that 

birth partners are keen to play an active and supportive role in the childbirth process 

(Roberts and Spiby 2020, Premberg et al. 2011) and being engaged, involved and 

providing support to women is essential to their own satisfaction (Johansson et al. 

2015). Whilst at home, birth partners must provide care and support, even if they have 

had no previous experience of doing this. Many birth partners report they adopt a 
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passive role (Roberts and Spiby 2020), watching the pain intensify as contractions 

become stronger and this can create feelings of despair, frustration, helplessness and 

powerlessness and drive them to want admission for support (Johnson 2002,  

Premberg et al. 2011, Kululanga et al. 2012). Care providers have the power to confirm 

experiences as “normal” and without the reassurance, women and their birth partners 

report to feel uncertain, anxious and powerless at home (Carlsson et al. 2012). 

Furthermore some mothers describe negotiating “on two fronts” during early labour, 

firstly with their birth partners about the timing of contact with the hospital, and then 

again on the phone with the midwife (Eri et al. 2010). 

 

Carlsson (2016) concludes that women need to be “in a safe and thus secure place” 

during early labour and assuming that for all women this is at home, is, at present, 

incorrect. In the same paper, a theory is presented which documents the interplay 

between how women view the discourse of childbirth, and where they would be best 

placed in early labour. In this, women either see childbirth as a natural event, or a 

medical one. Those who adopt the former approach may be able to confidently cope 

well with early labour at home, and those that take the latter view are likely to see 

hospital as the safest place for early labour (Carlsson 2016). The overwhelming 

medicalisation of childbirth through the latter part of the 20th century has been 

described in Chapter 1.0, the low numbers of women choosing to birth at home, and 

the high rates of hospital birth in the UK infers that the majority of women birthing in the 

UK adopt a medicalised view of labour and childbirth. For these women, current early 

labour care provisions, which will routinely send women in early labour home from 

hospital without support, are not meeting their needs during this phase.  

 

In summary, whilst evidence indicates that women should be at home during early 

labour to minimise obstetric intervention, many women do not want to follow this 

pathway of care because of the fear, anxiety, unpreparedness and worry that this 

phase eludes (Myhre et al. 2021, Eri et al. 2015, Beake et al. 2018). Hormones such as 

adrenaline, released during periods of anxiety, can cause labour to slow (Buckley 2011, 

Hundley et al. 2020), which is a reason women are encouraged to remain at home 

where anxiety levels are anticipated to be low. However, in reality, remaining at home, 

or being sent home, when women and birth partners require care, reassurance and 

confirmation of normalcy, worsens anxiety in this phase which has the potential to 

cyclically delay labour progression.  
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2.4 Chapter summary 

To conclude, finding a unanimous early labour definition remains a challenge when 

women experience the labour onset process in a variety of ways (Hanley et al. 2016). 

In spite of this, there is good evidence to suggest that women have less obstetric 

intervention if they remain at home in early labour. Although true, this leaves women at 

home, without care and support, at the beginning of an unknown, often painful time 

where they report feeling underprepared and where their expectations do not meet 

reality. Women commonly report having to stay at home when actually they desire care 

and support (Henderson and Redshaw 2017).  

 

To understand what can be done to make improvements to this phase of labour, an 

evaluation of existing early labour interventions will be undertaken, to establish what 

research is available. Understanding what is available, and what has already been 

considered, will enable the identification of service and research gaps, and importantly 

indicate how this study can rise to meet these gaps.  
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3.0 Literature review 

A literature review is the comprehensive searching, study and interpretation of available 

evidence; undertaking a literature review is a method to expose and discover what is 

already known about a topic or issue before further research within the field is designed 

and implemented (Aveyard 2014). 

 

This chapter details the systematic literature search and subsequent review that was 

undertaken in 2016, prior to the development of the research trial. This review was then 

used to inform the succeeding research, to ensure that any new findings contributed to 

the existing body of knowledge, without duplicating existing research efforts. During the 

write up period of the research study in 2020, the literature search was repeated, to 

provide a completeness of knowledge presentation within the subject area.  

 

This chapter will first map out the aim and objectives of the literature review and then 

look to develop a search question that, when answered, meets said aims and 

objectives. The search question informed the search strategy, which is also detailed in 

this chapter. The inclusion and exclusion criteria for the search strategy and the 

rationale for why these specific criteria were adopted are also illustrated. The search 

process is presented in an adapted Preferred Reporting Items for Systematic Reviews 

and Meta-Analyses (PRISMA) flow chart (Moher et al. 2009). Eligible research studies 

identified in the literature search are then presented in tabular form. These studies are 

then included in the literature review and are summarised, critiqued and synthesised to 

determine what is already known about the topic of interest, and where the gaps in the 

literature exist. The chapter will conclude by detailing the addition of any further 

research studies that were published between the first and second literature search. 

 

3.1 Literature review aim and search question 

Chapter 2.0 identified the multitude of challenges facing women and service providers 

when managing, caring, coping and journeying through the early phase of labour. The 

aim of this literature review was: “To establish, understand and evaluate what has 

already been studied and presented as a potential solution for these early labour 

challenges.”  

 

To achieve this aim, a search question was formed. The search question was: “How 

effective are interventions specifically developed for the early phase of labour?”. 
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The search question was then more clearly defined using the “Population, Intervention, 

Comparison, Outcome (PICO) model, as recommended in a comparison study of 

search tools for systematic reviews (Methley et al. 2014). 

 

 Population: Service users (i.e. women) in early labour or service providers 

providing early labour care 

 Intervention: Any interventions specifically developed for early labour 

 Comparison: Not specified 

 Outcome: Not specified, but a measureable outcome is required to gauge 

effectiveness of intervention; for example, decreasing unnecessary intervention 

or improving women’s experiences of care. 

 

3.2 Literature search strategy 

To ensure the search question was answered, and to systematically identify all 

literature of relevance, a comprehensive search strategy was developed.  

 

3.3 Search terms 

First search terms were identified and defined. Table 1 outlines the search terms used, 

rationale for their use and synonyms of each. Synonyms were identified using a 

thesaurus, the researcher’s own professional knowledge and cross referencing against 

other key studies. This ensured the search strategy had high sensitivity.  
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Table 1: Search terms, rationale for term use and synonyms used to conduct literature search 

 

 

 

 

 

 

                                                
1 The challenge of unanimously defining “early labour” has been previously discussed in the 

background chapter and there remains a wide variance in practical definitions across clinical 

practice and in research (Hanley et al. 2016). Therefore, for this search strategy, the term “early 

labour” was purposefully not defined with any specific markers (i.e. a numerical cervical 

dilatation value). That was so the search had the potential to identify all research with 

intervention efforts focused on the “phase of labour prior to the active phase”, regardless of the 

trial’s specific definition or chosen markers of early labour.   

  

Search Term Rationale for Search Term Synonyms  

P 
“early 

labour”1 

The literature search aimed to identify relevant 

studies detailing the impact of early labour 

interventions on both the women and the service 

providers and for this reason the population was 

defined only to be “early labour”.  

early labour, latent 

labour, latent phase, 

prodromal labour,  

labour onset, start of 

labour, labour start,  

labour beginning 

I “intervention” 

The literature search aimed to identify available 

literature about all interventions developed for use 

with the aim to improve the early labour phase. 

There was therefore no further specificity required 

in this search term. 

Intervention, 

treatment, therapy, 

programme, strategy, 

training, management, 

service, education 

C not defined 

As this was not defined, there was no need to 

provide a search term for the “Comparison” 

because literature with varying comparisons was 

eligible for inclusion.  

Not required 

O not defined 

As this was not defined, there was no need to 

provide a search term for the “Outcome” because 

literature with varying outcomes was eligible for 

inclusion. 

Not required 
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To identify literature which encompassed both search terms, the Boolean operator 

“AND” was employed; this ensured a high specificity in the search strategy. The 

synonyms were searched using the Boolean operator “OR” and an asterix ensured 

different spellings of the same term were included. This ensured a high sensitivity in the 

search. Table 2 below outlines the search performed. 

 

Table 2: Search terms with Boolean operator used to conduct literature search 

 

Bournemouth University’s search platform “MySearch” was used to complete an initial 

search because it encompasses the results and research papers from over 93 existing 

databases including CINAHL, MEDLINE (EBSCO), the Cochrane Library, PsycINFO, 

AMED, Scopus, Web of Science and EMBASE which are all known for their robust 

search abilities in relation to medical, social and psychological research (full details of 

the search platforms can be found in Appendix 1). 

 

3.4 Inclusion criteria  

Study inclusion criteria were specified prior to the search to set predetermined 

boundaries for the literature identified for review (Tawfik et al. 2019). These are detailed 

in Table 3, alongside a justification as to why they were applied. 

 

 

 

 

 

 

 

Search Term 1 Boolean Operator Search Term 2 

“early lab*r” OR “latent lab*r” 

OR “latent phase” “prodromal 

lab*r” OR “lab*r onset” OR 

“start of lab*r” OR “lab*r start” 

OR “lab*r beginning” 

AND 

intervention OR treatment OR 

therapy OR program* OR 

strategy OR training OR 

management OR service OR 

education 
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Table 3: Inclusion criteria for literature review and justification for criteria choice 

 

 

 

 

Inclusion criterion Justification 

Date parameter:  

1950-present day (2016 at time 

of literature review) 

This date was chosen as was the decade that saw the 

beginning of labour categorisation into distinct phases 

and therefore literature from before this decade was not 

likely to be specific in answering the search question 

(Friedman 1954). 

Language:  

English 

Papers not published or translated to English were 

excluded due to the limitations of the researcher’s 

language and comprehension. Papers that were initially 

written in another language, but translated to English 

are included. Papers with only English abstracts will not 

be included due to the limitations this presents in being 

able to judge the quality of the research.  

Setting:  

High income countries (HIC) 

around the world (as defined by 

the World Bank). 

This inclusion criterion was to only include studies with a 

research setting similar to that of the UK. This is 

because the literature review will form a basis for a 

further piece of research to be undertaken in the UK. 

Methods:  

Qualitative and quantitative, peer 

reviewed original research 

papers.  

 

 

This inclusion criterion was to promote robustness of the 

research identified. Furthermore, this review will exclude 

systematic reviews, meta-analyses and secondary or 

reflective papers in relation to primary research 

Focus:  

Studies looking at the impact or 

effectiveness of a specific early 

labour intervention. 

This inclusion criterion was to exclude papers that do 

not measure effectiveness of an intervention (i.e. to 

exclude papers reporting generically about early labour 

experience without specific reference to interventions, 

service evaluations without primary research, service 

mapping papers, secondary analyses, guidelines). 

Population:  

All service users (women and 

their families), and service 

providers (health practitioners 

including but not limited to 

hospitals, midwives, 

obstetricians, other care givers) 

This criterion aimed to identify all research of 

interventions specifically developed for early labour, 

without a specific outcome measure defined. Eligible 

research papers can measure outcomes that impact on 

the services users and the service providers.  
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The primary literature search was undertaken on 6th May 2016, this was the literature 

search that identified the relevant literature which subsequently guided the 

development of the L-TEL Trial. At this time, the Cochrane review by Kobayashi et al. 

(2017) which investigated the effect of assessment and support interventions during 

early labour on birth outcomes had not been published. The literature search was 

undertaken again in October 2020, during this thesis’ write-up. A decision was taken to 

continue with only primary research studies in the review, as all the studies cited within 

the Kobayashi et al. (2017) review had been included in the first search.  

 

Methodological quality of included studies was assessed using Critical Appraisal Skills 

Programme (CASP) tool (2013). This was to assess the internal and external validity of 

the existing research (Zeng et al. 2015).  

 

Given the heterogeneity of the interventions and the study outcomes, a decision was 

made not to undertake a meta-analysis of the data. This decision will be discussed later 

and the discussion will draw on the work of Kobayashi et al. (2017). Instead data 

synthesis involved the production of a descriptive summary of the state of knowledge 

regarding the effectiveness of interventions for use in early labour.  

 

3.5 Results 

The literature search identified 8 studies for inclusion in this review as illustrated in the 

adapted PRISMA diagram below (Moher et al. 2009) (Figure 1). Using this diagram 

allows researchers to transparently present their search strategy for identifying 

evidence and research for inclusion in a literature review; a systematic approach to 

literature searching minimises the risk of missing existing research which could 

compromise the quality of the literature review (Liberati et al. 2009). The literature 

search identified 8 studies for inclusion in this review, details of which can be found in 

Table 4 below. The 8 studies fall broadly into two distinct themes: antenatal education 

interventions (i.e. interventions intended for use in the antenatal period) and 

intrapartum interventions (i.e. interventions intended for use once labour has 

commenced) and so are presented in this format. 
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Records identified through 
database searching  

(n = 1331) 

Additional records identified  
(n = 5) 

Records after duplicates removed  

(n = 847) 

Records screened  

(n = 847) 

Records excluded 
Pre-1950 (n=3) 

Not subject specific (n=411) 

Records assessed for 
eligibility  
(n = 433) 

Records excluded 
Not intervention focused (n=237) 
Not early labour specific (n= 181) 

Systematic reviews (n=2) 
Secondary paper (n=2) 

Abstract only in English language (n=1) 
Service mapping paper (n=1) 

Service improvement project (n=1) 
 

Records for inclusion in literature 
review  
(n = 8) 

 

Duplicates records removed 
(n =489) 

Figure 1: Adapted PRISMA diagram detailing literature search process (Moher et al. 2009) 
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3.5.1 Studies identified 

The details of the included studies can be found in Table 4. Seven of the eight studies 

were RCTs (one was a cluster RCT) and one was a non-randomised experimental 

study. The majority of studies were North American, with only three studies considering 

a UK based population. The studies were considerably varying in sample size and the 

characteristics of participants were diverse, ranging in ages, ethnicity, education level 

and country of origin. This variation in eligible participants between studies meant 

synthesising the data to generalise findings to a UK relevant population was not 

justifiable. Furthermore the type and timing of the interventions evaluated were on the 

whole not comparable between trials; two studies trialled interventions that had been 

developed for use antenatally and six studies’ interventions were for use in the 

intrapartum period. Furthermore two of the eight studies were an intervention 

developed for the service provider as opposed to the service user. There was further 

heterogeneity in the outcome measures that the trials evaluated, and in the standard 

care control to which the intervention was compared. For all of these reasons, the 

available evidence was judged to be too heterogeneous to undertake a meaningful 

meta-analysis that would produce findings that could directly and specifically inform 

future research. Instead the data produced a descriptive summary of the state of 

knowledge regarding the effectiveness of interventions for use in early labour.
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Table 4: Details of studies included in literature review 

 

Source Type of Study Location  Participants Intervention Comparison Key findings 

Antenatal interventions 

Scrimshaw 
and Souza 

1982 

Non-randomised 
experimental study 

US 162 

A booklet called 
“Understanding Labour” 
given to women in the 
last month of pregnancy 

No booklet 
provided 

- No significant differences in the number of trips to hospital 
between intervention and control groups 
- Improved women’s understanding of labour and improved 
communication between women and staff for intervention group 

Bonovich 
1990 

RCT US 208 
An educational technique 
to prepare patients to 
recognise labour 

Routine group 
education 

- Reduced number of visits to hospital in intervention group 

Intrapartum interventions 

McNiven et al. 
1998 

RCT Canada 209 
An early labour 
assessment 

Direct admission 
to hospital 

- Reduced duration of labour, decreased epidural use and 
decreased oxytocin use for augmentation in the intervention group 
- More positive evaluation of labour and birth experience in 
intervention group 
- No significant differences in birth mode rates between intervention 
and control. 

Janssen et al. 
2003 

RCT Canada 137 
Early labour assessment 
at home 

Telephone 
triage 

- Reduced arrival to hospital in early labour, decreased narcotic 
analgesia and decreased neonatal admission in intervention group 
- More women would recommend the care to a friend in the 
intervention group 

Janssen et al. 
2006 

RCT Canada 1459 
Early labour assessment 
at home 

Telephone 
triage 

- Reduced arrival to hospital in early labour, reduced preadmission 
visits to hospital in intervention group 
- Less likely to be evaluated as not coping with labour on arrival in 
intervention group 
- No statistical significant differences in analgesia use, neonatal 
admission or caesarean section rates between intervention and 
control groups 

Cheyne et al. 
2008 

Cluster RCT UK 4503 
An algorithm for 
diagnosis of active labour 

Usual care 
(clinical 
judgement 
alone) 

- No significant differences in oxytocin for augmentation, or other 
intrapartum interventions between the intervention and control group 
- Higher number of women discharged from hospital after 
assessment in the intervention group 

Hodnett et al. 
2008 

RCT US / UK 5002 
An hour of a new 
structured care approach 

Usual care 
(varying 
between sites) 

- No significant differences in maternal or neonatal clinical outcomes 
between intervention and control group 
- Improved maternal views of their care in the intervention group 

Spiby et al. 
2008 

RCT UK 3474 
Early labour home 
visiting 

Usual care 
(varying 
between sites) 

- No significant differences in birth mode, methods of care, timing of 
admission or in any maternal and neonatal clinical outcomes 
- Decreased number of women with preadmission visit to hospital in 
intervention group 
- More positive evaluation of experience  
- Improved maternal evaluation of experience in the intervention 
group 
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3.5.1.1 Antenatal interventions 

Scrimshaw and Souza (1982) developed an illustrated booklet to teach women to 

recognise the signs of active labour so to aid their decision about when to come to 

hospital. The aim of the resource was to reduce early labour admission and multiple 

visits to hospital. The booklet was tested in a non-randomised, experimental trial in the 

US which recruited a total of 162 participants. A total of 64 women received the booklet 

in their antenatal period (intervention group) compared to the control group of 98 

women who did not receive the booklet. Following their birth, 50 women from the 

intervention group, and 69 participants from the control group were interviewed about 

their knowledge and decision making processes during early labour using a 

predetermined set of 36 questions. There was no statistically significant difference 

between the number of trips to hospital between the intervention and the control group. 

However those who had received the booklet reported a better understanding of why 

they were being sent home in early labour and reported to have felt calmer as the book 

told them “to expect that possibility” (Scrimshaw and Souza 1982, p. 1476). The 

pictorial booklet was found to aid communication between English-speaking care 

providers and the participants, who were predominantly Spanish-speaking.  

 

There were a number of methodological limitations with Scrimshaw and Souza’s (1982) 

study. Firstly, the non-randomised recruitment method inhibits knowing if any noted 

differences can be directly attributed to the intervention. Furthermore, the published 

paper lacks detail about the participant selection and recruitment process which makes 

it more challenging to gauge the validity of any noted differences between the trial 

arms. Rationale is provided for the decision to use two recruitment time periods (one 

period for the control group and one period for the intervention group); it was 

hypothesised that there would be a higher chance of contamination between groups if 

recruited simultaneously, the two distinct time periods employed are however of 

differing lengths. Additionally, the intervention and control groups sample sizes are not 

comparable and there is no detail as to whether there was a target recruitment sample 

size, and if so, whether these targets were met. Both groups saw a comparable, albeit 

sizeable “drop out” rate between recruitment and data collection. The paper does not 

detail what obstetric or medical risk factors are present in both groups and there are no 

detailed eligibility criteria for study inclusion. This makes it problematic to generalise 

findings to a UK maternity population, where risk assessment to either a midwifery-led 

model or obstetric-led model of care remains fundamental to the way care is scheduled 

and provided. Based on these assessments, whilst the importance of providing 

information in an accessible way is likely to be of value to women, drawing conclusions 
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from Scrimshaw and Souza’s (1982) paper about the effectiveness of the pictorial 

booklet is very limited.  

 

Bonovich (1990), similarly to Scrimshaw and Souza (1982), developed an educational 

intervention with the aim of teaching women how to self-recognise early and active 

labour. The educational intervention was conducted at 37 weeks gestation and was an 

interactive session, consisting of routine instructions, between the nurse and the 

participant using positive reinforcement techniques. The intervention taught individuals 

how to assess and time their contractions and recognise amniotic fluid. The 

intervention’s effectiveness in helping subjects’ recognition of early and active labour 

was evaluated by recording the number of visits made to hospital. Bonovich (1990) 

trialled the intervention in a randomised control study in the US on a total of 245 

participants; 37 participants were lost to follow up, leaving a total of 208 participants to 

contribute to analysis (intervention=104, control=104). Those in the intervention group 

had statistically fewer visits to the labour ward that resulted in discharge, compared to 

the control arm.  

 

The randomisation methods are not detailed in this paper and so it is difficult to assess 

the robustness of the recruitment process. Furthermore, whilst participant 

demographics are detailed and comparable between trial arms, they are less 

comparable to a UK population and thus generalisability of any findings to a UK 

healthcare setting is limited. Participants in Bonovich’s (1990) trial were notably 

younger (intervention=21.42 years of age vs. control=21.03 years of age) than women 

having babies in the UK today who are on average 30.7 years of age (ONS 2020). 

Furthermore study participants were predominantly of Black ethnic origin and 

unmarried, although there are no further details as to whether “unmarried” equates to 

supported or unsupported through pregnancy and birth. The homogeneity of this 

sample group is a notable limitation. Bonovich’s (1990) small trial does indicate that an 

interactive educational intervention could have the potential to reduce the number of 

trips to hospital that result in discharge, however further, more contemporary research, 

in a larger, heterogeneous sample, in a more comparable health care setting to the UK, 

is needed before any robust conclusions can be drawn.  
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3.5.1.2 Intrapartum interventions  

Between 1994 and 1995, McNiven et al. (1998) conducted a RCT in Canada, 

comparing varying outcomes between women who were directly admitted to hospital 

(control=104) against women who were assessed at hospital prior to admission 

(intervention=105). Women in the assessment group, who were found to be in early 

labour, were encouraged to return home or mobilise. The trial used cervical dilatation of 

<3 centimetres to define early labour. The percentage of participants who required 

oxytocin for labour augmentation was significantly reduced in the intervention group 

(intervention=22.9% vs. control=40.4%). Likewise, the intervention group saw 

significantly reduced rates of analgesia use and anaesthesia for pain relief 

(intervention=7.6% vs. control=20%). Whilst the sample size was not large enough to 

demonstrate any statistically significant difference in birth mode, a slight reduction in 

caesarean section rate was noted in the intervention group (intervention=7.6% vs. 

control=10.6%). Furthermore participants in the intervention group evaluated their 

childbirth experience more positively than those who were directly admitted to hospital. 

The inability to conceal allocation of trial arm to practitioners may have impacted on the 

measured outcomes, particularly as the intrapartum interventions that saw a reduction 

(i.e. anaesthesia analgesia and artificial oxytocin) rely on practitioners to deliver them.   

 

There was a substantial amount of contamination between trial arms, where 16% of 

participants in the direct admission (control) group, were actually assessed, found to be 

in early labour and encouraged home (the intervention). Although the paper is 

transparent about this contamination, it does not detail how many participants from the 

control group received an assessment and were then admitted. This pathway of care 

would also be considered part of the intervention and therefore it is conceivable that a 

higher percentage of participants in the control group may have actually received the 

intervention than reported. High levels of contamination in this way can invalidate 

findings attributed to an intervention. No further large scale studies were undertaken in 

a similarly robust randomised method, to assess if the differences in caesarean section 

rates seen in McNiven’s (1998) trial were significant.  

 

In a Canadian RCT, Janssen et al. (2003) recruited a total of 237 women in early labour 

to receive either an early labour home assessment (n=117) or to receive telephone 

advice (n=120). The primary outcome of the trial was differences in epidural analgesia 

rates between trial arms. Other clinical outcomes, including timing of admission in 

relation to cervical dilatation, were also collected. There was no difference noted in 

epidural analgesia rates between the two trial arms, however participants in the 
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intervention group were significantly less likely to arrive or be admitted to hospital in 

early labour, require narcotic analgesia and require neonatal admission. Furthermore, 

more women in the home assessment group recommended this type of care to a friend. 

Whilst this trial is limited by its small size and single site recruitment methods, home 

assessment does present a care pathway which is of likely benefit. Within the 

intervention group, 22% of participants did not receive the allocated home assessment 

intervention: being able to staff the labour ward, whilst also providing home visiting in 

early labour, was cited to be the reason for this. Janssen et al. (2003) did analyse data 

on an intention to treat (ITT) basis, so to preserve the randomised approach, in spite of 

the relatively large deviation from protocol. 

 

Following the 2003 trial, Janssen et al. (2006) conducted a larger, multi-site RCT with a 

sample size large enough to detect differences in caesarean section rates. Participants, 

like the preceding trial, were randomised to receive either early labour assessment at 

home (n=728) or telephone triage (n=731).  The trial recruited low risk, nulliparous 

women. The two cohorts were comparable in all demographic characteristics, 

demonstrating a successful randomisation process. In an effort to address the staffing 

limitation identified in Janssen et al. (2003) and to promote a higher compliance to 

allocation, a dedicated cohort of staff were employed to support with recruitment and to 

run the trial. This was successful where 89.8% of the intervention group received a 

home assessment and all participants in the control group received a telephone triage 

phone call as allocated. In order to demonstrate a 20% reduction in caesarean section 

rates, a total sample size of 1634 participants was calculated to be required (817 in 

each trial arm).  

 

An interim analysis was undertaken when 50% of the planned recruitment was reached 

and this analysis did not provide evidence of any difference between trial arms. A futility 

analysis at the enrolment of 1400 participants recommended that further enrolment 

should be discontinued because there was no chance that trial would show benefit to 

either arm of the trial, even if target recruitment was met. Whilst no differences in 

caesarean rates were noted, like seen in Janssen et al. (2003), significantly fewer 

women were admitted to hospital in early labour (defined to be 3 centimetres of cervical 

dilatation) in the home visit group. Furthermore, participants in this trial arm were also 

significantly less likely to require a preadmission to hospital and significantly less likely 

to be assessed as “not coping” with their labour on arrival to hospital. Those in the 

home assessment group also spent on average 50 minutes less time in hospital than 
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the telephone triage group. There were no differences in analgesia use, augmentation 

of labour or neonatal outcomes.  

 

This trial was of a high quality, with successful randomisation techniques and an 

improved adherence to protocol when compared to Janssen et al. (2003). Like the 

earlier trial, Janssen et al.’s (2006) trial indicates home assessment may present a 

solution to reduce the number of women who present to hospital in early labour but this 

was not supported by improvements in the measured clinical outcomes.  

 

A UK based, multi-site, RCT also investigated the impact of early labour home visiting 

(Spiby et al. 2008). Low risk, nulliparous women, from 11 hospital sites, were 

randomised to receive an early labour home visit by midwives (n=1759) or standard 

care in hospital (n=1755). A range of outcomes were measured, including birth mode, 

labour duration, labour interventions, breastfeeding rates, postpartum health and 

reported pain 6 weeks post birth, as well as participants’ and care providers’ 

experiences.  

 

No statistical differences were noted in birth mode, labour interventions, maternal or 

neonatal clinical outcomes between trial arms in either the ITT or per protocol analysis. 

Women in the home assessment arm were less likely to report more than one visit to 

the hospital in early labour, and were thus less likely to report being sent home. 

Furthermore, women in the home assessment arm were less likely to report feeling 

they went to hospital too early. Women in the home assessment arm reported a more 

positive experience, and more satisfaction with the time at home in early labour. There 

were no reported differences between groups following admission to hospital in labour. 

The data collected from service providers showed a positive attitude towards the trial 

but in spite of this, midwives struggled to accommodate the extra work that home 

assessment required.  

 

Like seen in Janssen et al. (2003), the compliance to intervention in the home 

assessment group was lower than had been expected in Spiby’s (2008) trial. Of the 

1759 participants allocated to the home assessment trial arm, 447 received a home 

assessment (25.4%); in comparison, 97.9% of those allocated to the telephone triage 

group received their allocated treatment. The low compliance rates seen in the 

intervention arm is acknowledged in the paper. Following consultation with service 

users, women and partners expressed a preference to know their group allocation prior 
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to going into labour. This meant that a large number of women who were eligible at the 

point of recruitment (commonly between 34-36 weeks), were no longer clinically eligible 

when in early labour (n=686, 39%). Furthermore, following consultation with recruitment 

sites, home assessment could only be provided between the hours of 0800 and 2100 

and so participants who made contact with the unit outside of these hours, in spite of 

their trial allocation, could not receive a home assessment (n=559, 31.8%). The impact 

that this had on Spiby et al.’s (2008) trial is of note. An additional month’s recruitment 

and a further 1000 participants were required to meet the minimum requirements for 

analysis. Furthermore, although intention-to-treat analyses were undertaken, per 

protocol analyses were also required to acknowledge the large deviation from protocol 

allocation. Whilst an ITT analysis is preferable, to preserve the benefits of the original 

randomisation, in depth consideration was given to any confounding factors that may 

have had an impact during a per protocol analysis in this study. 

 

Spiby et al. (2008) was the first randomised trial based in the UK to evaluate the impact 

of home visiting and is of high quality. Whilst it should be commended for its 

involvement of service providers and users in the development of the trial’s 

methodology, it was also this that challenged the trial’s integrity with high levels of non-

compliance in the intervention group. A further limitation is in relation to the 

homogeneity of the sample population, where although demographic characteristics 

were well matched between trial arms, 91% of participants in both arms reported their 

ethnic origin as White British. This limits generalisability to the broader UK population, 

which is increasingly mixed in ethnicity (ONS 2018). Additionally, more than a third of 

participants reported to have an educational degree. This demonstrates the participant 

group in Spiby et al.’s (2008) study were predominately well educated.  

 

In a UK based, cluster-randomised trial across 14 maternity sites, Cheyne et al. (2008) 

assessed the impact of a decision support tool to assist with the diagnosis of active 

labour on oxytocin for augmentation of labour, other medical interventions, admission 

management and other birth outcomes. The algorithm was based on key informational 

cues, for midwives to use in a stepwise fashion to diagnose labour. Participants were 

nulliparous, low risk women with a term pregnancy. Baseline data was collected from 

the 7 intervention clusters (n=1029) and the 7 control clusters (n=1291), and again from 

both trial arms following the implementation of the algorithm in the intervention clusters 

(intervention n=896, control n=1287).  
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No significant difference was found between groups in percentage use of oxytocin for 

augmentation of labour or in the use of other medical interventions in labour. 

Participants in the algorithm group were significantly more likely to be discharged home 

after their first labour assessment and thus the algorithm group had significantly more 

preadmission visits to the hospital prior to admission in labour. This did not result in 

less time overall spent on the labour ward. The trial was robust, and the use of a cluster 

design ensured there was no contamination between the intervention and control arms.  

 

Hodnett et al. (2008) conducted a multisite, RCT evaluating the impact of a structured 

care package (n=2501) against usual care (n=2501) on birth mode. Other outcome 

measures included labour interventions, women’s views of their care and other 

maternal and fetal wellbeing markers. Eight hospital sites participated in Canada, 10 in 

the US and 2 in the UK; a total of 505 health practitioners received training to 

implement the structured care intervention. The content of the training included 

normalising the birth environment, palpating fetal position, encouraging optimal 

maternal positioning, assessing the physical, physiological and behavioural markers for 

labour, pain management, assessment of maternal emotional status, distraction 

techniques and emotional supportive techniques.   

 

All participants received a labour assessment as per the hospital’s usual labour 

assessment process; those in early labour who consented to participate were 

randomised to one of the two trial arms. Recruitment only occurred when both 

intervention and control care was available and so compliance to allocation was high 

(96.6% in the structured care group and 99.8% in the usual care group). A recruitment 

strategy that relies on availability is however at more risk of bias where confounding 

factors (such as staffing or the time of the day) may impact on availability and thus the 

wider generalisability of results. There were no statistical differences noted in birth 

mode, or any other maternal or neonatal clinical outcome between trial arms. Women in 

the structured care group were less likely to report disappointment with the amount of 

attention received and from the helpfulness of the care providers.  

 

There are some methodological limitations with Hodnett et al.’s (2008) trial; firstly that 

the risk of contamination between trial arms is high. This is because the practitioners, 

who were provided with the training to undertake the structured care package, worked 

alongside practitioners providing the usual care. Furthermore, trained practitioners 

could also provide care to women not in the trial. Whilst evidence was provided of 

adherence in the intervention group, there was no measure of what care was provided 
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in the usual care (control) group. There is a risk that of the 505 practitioners who 

received the structure care training, some may have imparted knowledge, either 

consciously or unconsciously, to their colleagues, who were providing the control group 

with care. A cluster trial study design, as undertaken by Cheyne et al. (2008), would 

have been a different methodological approach which would have removed this risk. 

 

Secondly, the reporting of the women’s experience data is incomplete in the 

publication, making it problematic to evaluate the robustness of these findings. In 

relation to “helpfulness of the nurse or midwife”, the paper only reports the percentage 

of responses that were “(something) other than “very helpful””. Reporting in this way 

infers that different responses were grouped together. More women in the usual care 

group responded with “(something) other than “very helpful””, which may imply that 

more women in the structured care group responded with “very helpful” but in reality the 

truth in this inference is not known due to lack of transparent reporting. The other metric 

reporting on women’s experiences does not group responses together in this way and 

instead chooses to only report the number of responses that were “unhappy with (the) 

amount” of attention from staff. More women in the usual care (control) group provided 

this negative response but it is unclear as to whether this finding equates to more “very 

happy with (the) amount” of time” responses in the structured care (intervention) group 

because this response rate is not reported. It would be more transparent to report all 

responses. Additionally, a negative response in relation to one of the trial arms, does 

not necessarily equate to a positive response in the other trial arm. Knowing which 

intervention women evaluate positively may be more useful for drawing conclusions. 

This lack of reporting transparency could indicate a bias in favour of Hodnett et al.’s 

(2008) research hypothesis (i.e. the structured care (intervention) group) but it is not 

possible to know this with the data provided.  

 

3.6 Discussion 

3.6.1 Updated literature search 

The updated literature search found one further study for consideration in this review 

(Williams et al. 2020). An Australian pre and post intervention study of 1274 

participants evaluated the impact of an “early labour lounge” on rates of epidural use 

when compared to rates prior to the lounge’s introduction. There was no significant 

difference in epidural rates but the post intervention group saw an increase in 

amniotomy, meconium stained liquor and neonatal admission. Whilst the two trial arms 

were comparable in demographic characteristics, the non-randomised methods 
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employed minimises the ability to gauge the intervention’s overall impact. Women 

admitted to the early labour lounge actually saw less favourable outcomes than those 

who received the standard care pathway previously. The standard care pathway had 

been traditionally assessment and if in early labour encouraged home. This study 

reiterates the notion that women are not best placed in hospital, because of their 

increased risk of intervention (Rota et al. 2018, Hundley et al. 2020). Providing women 

with a designated area did not minimise this risk and it would appear in this study that 

women will continue to have more favourable clinical outcomes if at home in early 

labour.  

 

The updated literature search also acknowledged Kobayashi et al.’s (2017) Cochrane 

review. The 2017 meta-analysis only included studies that had already been identified 

and included in this literature review (Cheyne et al. 2008, Hodnett et al. 2008, Spiby et 

al. 2008, Janssen et al. 2003, Janssen et al. 2006, McNiven et al. 1996). Bonovich 

(1990) was excluded from Kobayashi et al.’s (2017) review because the intervention 

was for antenatal use and was therefore not eligible for inclusion. Scrimshaw and 

Souza (1998) was not included in Kobayashi et al.’s (2017) review as was not a RCT 

so did not meet inclusion eligibility. However Kobayashi et al. (2017) did conclude that 

future reviews could include a broader range of study designs (as well as RCTs) 

because they could provide a better understanding of the effects and behaviour 

outcomes of interventions of this nature. Kobayashi et al. (2017) found that to date, 

assessment and support interventions have not had a clear impact on birth mode, but 

may impact on reducing analgesia use and on maternal satisfaction with care. The 

Cochrane review concluded that further high quality trials investigating support and 

assessment interventions in early labour were required. 

 

Overall, this review found a lack of conclusive evidence to identify what should be done 

to address the number of challenges associated with the early labour phase. 

Predominantly, primary outcome measures have been focused on various clinical 

outcomes (i.e. birth mode, analgesia use and intrapartum intervention rates), and the 

timing of admission (i.e. the phase of labour at admission and the number of 

preadmission visits or discharges). These outcomes are to now be explored in more 

detail.  
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3.6.2 Clinical outcomes 

None of the studies included in this review demonstrated statistically significant 

differences in clinical outcomes, with the exception of McNiven et al.’s (1998) small 

RCT which has never been replicated at a larger scale. In this, the body of evidence in 

which to draw conclusions about how to best improve clinical outcomes via early labour 

interventions remains extremely limited and warrants further research. There is a body 

of evidence suggesting that women have less obstetric intervention if they are not 

admitted during early labour (Hundley et al. 2020, Williams et al. 2020, Rota et al. 

2018), and so remains logical to infer that a labour assessment, prior to admission, to 

exclude admitting anyone in early labour, would be beneficial This is the stance that 

has been adopted as common practice in maternity care (NICE 2017) yet large scale, 

UK based research to back up this standard care pathway is not available. Whilst a 

preadmission assessment seems a logical way to address rates of early admission, the 

provision itself gives rise to further challenge. These challenges include defining the 

phase (Hundley et al. 2017), establishing how to appropriately care and meet the needs 

of those women who return home, how to appropriately care for those women who 

remain in hospital in early labour (Breman and Neerland 2020) and knowing how, when 

and where labour assessments should take place (Beake et al. 2018). Whilst the 

common care pathway of assessment followed with admission, or assessment followed 

by returning home seems logical, it does not solve all the challenges associated with 

early labour, in reality, this care pathway is accentuating some of the other problems. 

 

3.6.3 Timing of admission 

Women admitted in early labour have an increased risk of intervention (Hundley et al. 

2020), and so the timing and number of admissions were a common outcome measure 

in the studies reviewed. Whilst Bonovich (1990) demonstrated a reduced number of 

visits resulting in discharge for women who were taught to self-recognise active labour, 

Scrimshaw and Souza (1982) conversely did not see this difference in a similar, 

antenatal educational intervention. Both studies were of low quality and the 

heterogeneity in their findings means there remains a lack of conclusive evidence as to 

the effectiveness of an intervention specifically developed to teach women to recognise 

labour phases. This too was the conclusion drawn from a Cochrane review 

investigating interventions for self-diagnosis of labour (Lauzon and Hodnett 2001). This 

is not a surprising finding when the continued inconclusiveness of the impact of 

antenatal education on measurable birth outcomes is considered (Gagnon and Sandall 

2007). However the sustained, widespread adoption of antenatal education in high 
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income countries leads to the impression that women and families desire it, even if its 

impact on clinical outcomes is inconclusive.  

 

Unpreparedness, uncertainty or possessing unrealistic expectations of early labour, is 

commonly cited as a reason for dissatisfaction in this phase (Beebe and Humphreys 

2006, Cheyne et al. 2007, Carlsson et al. 2009) and therefore looking for ways to 

prepare and manage expectations seems justified. To concur, those who received the 

antenatal booklet reported a better understanding of why they were being sent home in 

early labour and reported to have felt calmer as the book told them “to expect that 

possibility” (Scrimshaw and Souza 1982, page 1476). Based on this, providing 

information about early labour, as Scrimshaw and Souza (1982) and Bonovich (1990) 

evaluated, is unlikely to be detrimental and and may instead provide women with a way 

to be more prepared for the phase, particularly in relation to the timing of their 

admissions.  

 

All 3 studies evaluating home assessment (Janssen et al. 2003, Janssen et al. 2006, 

Spiby et al. 2008) found that a labour assessment at home reduced the number of 

women who required a preadmission visit to hospital. Assessing women at home, 

rather than in hospital, reduced the number of times women needed to be seen at 

hospital; further implications of this means that less women were sent home following 

hospital assessment which is a pathway of care described to be particularly 

dissatisfactory (Eri et al. 2010). This is unsurprising because home assessment 

removes the possibility of being sent home and hence the negativities associated with 

this. Instead, it keeps women at all times, in the environment best evidenced as 

beneficial during this phase and so whilst clinical outcomes were not shown to have 

been impacted, home assessment could have a positive effect on how admission to 

hospital is managed.   

 

Home assessment may however offer a less pragmatic solution for high income health 

care settings because of the additional staffing resource required to safely operate such 

a service (Spiby et al. 2008). A lack of appropriate midwife was a common reason that 

participants from the intervention group did not receive a home assessment (Spiby et 

al. 2008). The Royal College of Midwives (RCM) estimates that the UK is short of 2500 

qualified, working midwives (RCM 2019) and so widely implementing a service that is 

likely to require more qualified staff may be a challenging solution from a resource 

perspective. Spiby et al. (2008) undertook a cost effectiveness analysis and was not 

able to conclude that home assessment was more cost effective overall (hospital care 
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is often accepted to be a more costly solution with regard to resource, capacity and risk 

of intervention).  

 

Conversely, an algorithm designed to triage labour in hospital saw an increased 

number of women sent home following assessment (Cheyne et al. 2007). Whilst it 

would appear that the algorithm did have the ability to improve midwives’ diagnosis 

skills of early labour (inferred from the higher number of women discharged), 

surprisingly this did not equate to a reduced length of time spent on the labour ward. 

This indicates that improving labour triage techniques at hospital does not keep women 

at home for more time, instead it creates a “revolving door” effect (Cheyne et al. 2007). 

Furthermore, being sent home when women feel they need to be admitted, regardless 

of their phase of labour, results in women reporting less satisfaction with their care 

(Beake et al. 2018, Hosek et al. 2014).  

 

To conclude, home environments may offer a good location for labour assessment, but 

are likely to be too resource intensive to adopt at a wide scale. On the other hand, 

teaching women to self-recognise labour may be good for preparing women for this 

phase but further research is required to gauge the true impact on admission timing.  

 

3.6.4 Experiences and satisfaction 

Although primary outcome measures focused on clinical outcomes and admission 

timing, maternal experience and satisfaction were measured in a number of the trials as 

a secondary outcome (Scrimshaw and Souza 1982, McNiven et al. 1998, Janssen et al. 

2003, Hodnett et al. 2008, Spiby et al. 2008). All the research that evaluated women’s 

experiences saw a more positive experience from participants in the intervention group. 

There are a number of possible reasons for this. Firstly, that there was a bias during 

reporting from those women allocated the “intervention”. In this, they were allocated to 

the group with their preferred treatment option and thus evaluated their experiences 

higher because of this. This is plausible because concealment of allocation was not 

possible in the studies that evaluated experience, due to the nature of the complex and 

overt interventions on trial. Similarly, participants may have reported a more positive 

experience because they believed this to be the “right” thing to say because they knew 

they had received something other than the standard care pathway and so evaluated 

this well. 
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Secondly, participants may have actually provided an accurate evaluation of their care 

(i.e. their reported experiences were not impacted by their preconceived knowledge of 

trial arm allocation). This theory would instead demonstrate that women prefer anything 

other than what is “standard care”, this suggests that current care provisions are not 

meeting women’s needs. Women may have been pleased to have had some care (i.e. 

an intervention) during this phase, whether that be education (Scrimshaw and Souza 

1982), home assessment (Janssen et al. 2003, Spiby et al. 2008) or structured care 

(Hodnett et al. 2008). It may be that an intervention of any type is better than no care 

during this phase. To concur, McNiven et al. (1998)’s intervention (an early labour 

assessment and discharge) was evaluated more positively than direct admission 

without labour assessment, and yet labour assessment, as well as being sent home, is 

consistently evaluated poorly in other literature (Beake et al. 2018, Myhre et al. 2021). 

In this, perhaps neither intervention nor control is satisfactory and so the need for 

continued research in this area remains paramount.  

 

Early labour interventions are commonly complex with numerous elements to their 

makeup and so gauging what specifically improves satisfaction is challenging. For 

example, women in the home assessment arm of Spiby et al.’s (2008) RCT reported a 

more positive experience overall. This included more satisfaction with the time at home 

in early labour, greater feelings of being relaxed, safe, having privacy, being treated as 

an individual and with respect, a greater feeling of being in control and felt more able to 

adopt comfortable positions. These reports of satisfaction are not specifically in relation 

to the home assessment (i.e. the clinical assessment of labour), and instead appear to 

be evaluating the support, personal interaction and emerging positive feelings that exist 

distinct from the clinical labour assessment. This notion is supported by the wider 

literature. Women commonly report uncertainty, doubt and fear leading up to childbirth 

and so being provided with support and effective communication to help guide their 

experience is likely to have been what was evaluated as more satisfactory to women in 

this phase (Borrelli et al. 2018, Beake et al. 2018). 

 

The existing evidence base suggests that women will commonly evaluate any 

intervention in early labour highly. This indicates that some care is likely to be better 

than no care or standard care. Furthermore what women do value in early labour, such 

as information, support, coping technique and reassurance is documented to be 

important (Christiaens and Bracke 2007, Borrelli et al. 2018, Beake et al. 2018). 

However the specific methods for improving women’s experiences, by addressing their 
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reported negativities, remains under researched because primary outcomes in existing 

studies have instead focused on clinical outcomes and admission timing.  

 

3.7 Literature review conclusion  

Considering early labour is a significant, often lengthy and painful, phase of the 

childbirth continuum (Ängeby et al. 2019), it has received notably less research 

attention than the active phase. This literature review confirmed this in the narrow 

number of relevant studies identified for inclusion. The literature review set out to be 

purposefully broad, to seek the available research of any interventions which had been 

evaluated to improve the early labour phase, yet only eight relevant studies were 

identified. On the contrary, there is an extensive breadth and depth of existing and 

continued research focused on improving safety, experience and outcomes in active 

labour. Whilst it remains unclear as to why the management of this phase remains 

under researched, it is suggested that early labour is but a prelude to the “real thing” 

and that it should be something that women can deal with without input from care 

providers (Janssen et al. 2009). Yet an increasing amount of recent, qualitative 

literature detailing the dissatisfaction with this phase (Allen et al. 2020) indicates that 

this is not true and that further research is needed to address this.  

 

The research that is available is inconclusive, without impact on clinical outcomes. 

Commonly solving one problem in early labour, gives rise to another. Whilst home 

assessment may offer a way to reduce the number of women being assessed and sent 

home from hospital, it is likely to be an unrealistic care provision in an already 

understaffed maternity service. Instead, research efforts should be directed at 

evaluating pragmatic solutions to the early labour challenges so that improvements to 

care can be wide spread, effective and equitable.  

 

3.8 Implications of literature review: an identified gap 

The existing literature has focused predominantly on attempting to improve clinical 

outcomes by evaluating interventions that promote the “right” timing of admission. In 

this, efforts have concentrated on the point in which early labour becomes active labour 

and have tried to improve the diagnosis of this specific point. Interventions to date have 

had little success in making these improvements. In reality, existing interventions have 
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not looked to improve the early phase of labour at all and have instead concentrated on 

the transition out of the phase.  

 

Existing research efforts have been driven by what is important to the service, 

commonly evaluating the appropriation and allocation of labour assessment and triage 

options. This service-centred approach has prioritised clinical outcomes as the most 

important measure, and yet by keeping women out of hospital, so to improve these 

outcomes, women are reporting a huge amount of dissatisfaction and negativity 

(Cappelletti et al. 2016). A dichotomy exists between what women, and what the 

service, deems to be of priority. Research to date has been driven by the service’s 

priorities, not by the priorities of those using the service. A recent systematic review 

found “a positive experience that fulfilled or exceeded… prior personal and socio-

cultural beliefs and expectations” (Downe et al. 2018, p1) was actually what mattered 

most to women during childbirth. In addition, Tunçalp et al. (2015) concluded that 

women’s experiences of maternity care should be considered to be as important as 

clinical care in terms of achieving desired, individualised outcomes. At present, 

research efforts have not looked to make positive their experiences of early labour, and 

may have actually indirectly worsened them by only allowing admission at the “right 

time”. The “right time” for the service, and the “right time” for women, does not appear 

to correlate. In support, Beake et al. (2018) recommended further research into 

interventions which could reduce anxiety at the onset of labour. 

 

No research to date has developed an intervention specifically to improve the 

experiences of women in early labour and if this is not addressed, continuing to keep 

women out of hospital is unlikely to result in the desired improvement in clinical 

outcomes. Research is needed to look at a service provision which can better meet 

women’s needs so that they are satisfied with care, rather than the needs of the 

service.  For these reasons, the primary outcome for this research will be women’s 

experiences of early labour.  
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4.0 Self-efficacy: An underpinning framework 

This next chapter will present self-efficacy theory and the rationale for its use as the 

underpinning framework in which a novel intervention will be developed.  

 

The literature review identified a need to develop and evaluate an intervention 

specifically aiming to address the dissatisfaction women report with their experiences in 

early labour. Experience is defined to be the process of doing, seeing and of having 

things happen to an individual, as well as the impression that the process leaves 

(Oxford English Dictionary 2010). Thereby improving an experience requires both the 

actual reality of living through that process to be improved, and also a positive, 

retrospective evaluation of said process (Hodnett 2002). 

 

4.1 What is a positive birth experience? 

A positive birth experience can mean childbirth is remembered as an empowering life 

event (Nilvér et al. 2017, Lundgren 2005); it can also support the transition to 

parenthood (Nelson 2003). In this, evaluating the experiences of women should be 

central to any service improvements in healthcare (Nilvér et al. 2017, Fowler and 

Patterson 2013, Goodman et al. 2004). A positive experience can broadly be translated 

to being satisfied (Larkin et al. 2009), but defining and understanding what constitutes 

measureable satisfaction has been cited to be complex (Perriman and Davis 2016, 

Bramadat and Driedger 1993). Wiegers (2009) is critical of the term satisfaction 

because it presents only two options for women to choose between: satisfied or 

dissatisfied. Predominantly women will choose the former and tend to evaluate their 

childbirth satisfaction highly using formalised tools (van Teijlingen et al. 2003, Porter 

and MacIntyre 1984), particularly when asked to complete satisfaction surveys by 

practitioners directly involved in their care (Sawyer et al. 2013).  

 

To make the valuable assessment of satisfaction even more challenging to extract, 

many of the tools available in the literature to measure distinct metrics of the childbirth 

experience paradigm lack complete and vigorous testing (Perriman and Davis 2016, 

Nilvér et al. 2017). Others argue that there is not such a distinct dichotomy between 

being “satisfied” or “dissatisfied” and instead it is more common for women to evaluate 

some aspects of their childbirth experiences satisfactory, and others less so (Hodnett 

2002). This is because maternal satisfaction will always be a complex psychological, 

emotional and social response to not only the maternity care that is received, but also 
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to the occurrence of  a very significant life event and so it remains difficult to define and 

commonly challenging to interpret (Perriman and Davis 2016). 

 

As per satisfaction theory, Day (1977) defines satisfaction to be a feeling that results 

after positive evaluation of an experience. More specifically to healthcare, Pascoe 

(1983, p189) defines it to be: 

“The health care recipient’s reaction to salient aspects of the context, process 

and result of their service experiences… (consisting of a) cognitively based evaluation 

of grading of directly received services including structure, process, and outcome of 

services… and an affectively based response”  

 

Pascoe (1983) compared patient satisfaction to job satisfaction theories such as 

Fulfilment Theory. In this theoretical stance, satisfaction is solely impacted through 

achieving a desired outcome. Fulfilment Theory assumes that the destination is all that 

is significant to achieving satisfaction. If this theory were true for childbirth, the only 

influencing factor on pregnancy and childbirth satisfaction would be a healthy baby. 

There is some literature to suggest that clinical outcomes do impact on women’s 

evaluation of their experiences; caesarean birth has been associated with a more 

negative birth experience (Smarandache et al. 2016, Waldenstrom et al. 2004).  

 

Caesarean sections are often as a result of unanticipated complications in labour and 

experiencing complications may lessen the control that women feel over their birth 

experience (Smarandache et al. 2016). Interestingly however, many women who have 

a caesarean birth express a preference for another caesarean in a subsequent 

pregnancy (Attanasio et al. 2019, Munro et al. 2017); data suggests that 50% of all 

caesareans performed globally are elective, with many of these being a repeat 

procedure (Denham et al. 2019). This strengthens the notion that it is not the clinical 

outcome that impacts on birth experience but the lived experiences that commonly exist 

alongside certain outcomes (i.e. a loss of control or distrusting relationship between 

woman and professional) (Karlström et al. 2015). A repeat, elective caesarean may 

provide the woman with more control and therefore a preferable experience. This is 

because women evaluate their pregnancy and childbirth experiences not wholly by 

outcome, having a baby in the UK is likely to be a safe event resulting in a well-baby, 

but by their psychological, social and emotional lived experiences that occur during the 

event (Christiaens and Bracke 2007, Wiegers 2009, Berentson-Shaw et al. 2009, 

Beake et al. 2018).  
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In support, whilst neonatal admission has shown to negatively impact women’s birth 

experience (Waldenstrom et al. 2004), Bryanton et al. (2008, p29) found that “being 

together” with the baby following birth was one of the strongest predictors for childbirth 

experience. Admission of the baby to the neonatal unit removes this important 

“together” experience which is the aspect of the event that negatively impacts on 

experience, not the admission itself. To concur, Lisy et al. (2016) found that parental 

experiences of baby loss could be improved through health professionals support, 

communication and shared decision making; demonstrating that even in this tragic life 

event, where the outcome is undoubtedly negative, experience can be adapted for the 

better.  

 

Discrepancy Theory attributes satisfaction to deviations between expectation and 

reality; if expectations of an experience are prospectively low but the reality of the lived 

experience is positive (or at least more positive than had been expected) then 

retrospective experience is rated satisfactorily (Linder-Pelz 1982). In support of 

Discrepancy Theory, a meta-analysis of women’s experiences of early labour found the 

disparity between expectation and reality one of the most frequently cited reasons for 

dissatisfaction (Eri et al. 2010) and this “expectation versus reality” notion is supported 

in the wider literature about general childbirth satisfaction (Goodman et al. 2004)   

Similarly, Expectancy-value Theory postulates that prospective expectations affect 

satisfaction because they have the power to influence subsequent behaviours which, in 

turn, impact on outcomes and experience (Eccles et al. 1983).  

 

There is a fairly wide literature base identifying the possible main determinants of 

childbirth satisfaction. Like described in Discrepancy and Expectant-value Theories, the 

fulfilment of expectations for labour and birth is highly correlated with satisfaction 

(Green 1993, Slade et al. 1993, Christiaens and Bracke 2007, Hildingsson et al. 2015, 

Mei et al. 2016, Preis et al. 2019). Control (of self, the environment, birth atmosphere 

etc.) is cited commonly as a key determinant of childbirth satisfaction (Lavender et al. 

1999, Goodman et al. 2004, Tinti et al. 2011, Jafari et al. 2017) and also control during 

childbirth provides long term benefit for feeling confident in subsequent pregnancy and 

birth (Humenick 1981). There is some evidence that others prefer to hand over control 

to health professionals (Snowden et al. 2011) but in doing so this provides a greater 

level of control to their personal birthing process.  This is closely related to the evidence 

suggesting that women’s perceptions of care, such as being treated respectfully, feeling 

listened to, informed and empathetically cared for, is pivotal to a satisfactory birth 

experience (Waldenstrom et al. 2011, Hodnett 2002). The relationship between 
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satisfaction and labour pain is also discussed in the literature. Some studies suggest 

that experiencing lower levels of pain is associated with higher levels of satisfaction 

(Kannan et al. 2001, Lowe 2002). Interestingly however, high levels of labour pain do 

not necessarily preclude an overall positive childbirth experience (Goodman et al. 2004, 

Hart and Foster 1997). Hodnett (2002) found that pain itself is not a determinant of 

childbirth satisfaction unless, like Discrepancy theory suggests, the experience of pain 

is incongruent to the expectations that preceded the birth.  Antenatal anxiety is however 

a factor negatively correlated with satisfaction (Münstedt et al. 2000, Lemmens et al. 

2020).   

 

Broadly, the negative experiences reported to be associated with early labour include 

feeling under prepared for the reality of the experience, uncertainty surrounding the 

signs of labour, feeling under confidence and under skilled in coping with pain at home, 

feeling doubtful of the physiological process, seeking approval, advice and validation 

from professionals but being denied care and the distress of being sent home (Myhre et 

al. 2021, Borrelli et al. 2018, Beake et al. 2018, Cappelletti et al. 2016, Eri et al. 2010, 

Barnett et al. 2008, Beebe and Humphreys 2006, Carlsson et al. 2009, Carlsson et al. 

2012, Eri et al. 2011). To continue, Carlsson (2016) found that early labour experiences 

were commonly associated with a wider feeling of disempowerment, where women did 

not feel in control or knowledgeable about trusting in their bodies, health professionals 

or in the physiological childbirth process. These feelings of powerlessness during early 

labour have been shown to be intrinsically linked to levels of self-efficacy and childbirth 

satisfaction (Carlsson et al. 2009, Carlsson 2016, Fenwick et al. 2003).  

 

Self-efficacy, as well as being another frequently cited determinant of childbirth 

satisfaction (Christiaens and Bracke 2007, Berentson-Shaw et al. 2009, Sánchez-

Cunqueiro et al. 2018), is documented to be “an important psychosocial variable for 

understanding how to improve a woman’s experience of labour” (Tilden et al. 2016, p7). 

In addition, Schwartz et al. (2015, p8) states,  

“Increasing levels of childbirth self-efficacy may assist women to approach 

motherhood more positively, improve their general well-being, impact on reducing 

unnecessary birth interventions, and improve postnatal mental health”. 
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4.2 Self-efficacy theory 

Self-efficacy, rooted in broader social cognitive theory, is defined as one’s belief that 

one will achieve a desired goal or outcome. Self-efficacy theory proposes that a 

person’s belief in their ability to succeed at a specific task will affect their behaviour 

(Bandura 1977). Self-efficacy is often used colloquially within the same context as self-

confidence; however Bandura (1997, p382) identifies the following difference:  

“Confidence is a nonspecific term that refers to strength of belief but does not 

necessarily specify what the certainty is about... perceived self-efficacy refers to belief 

in one's agentive capabilities that one can produce given levels of attainment”. 

 

Self-efficacy influences the way one will approach goals, tasks and challenges 

(Luszczynska et al. 2005). With high levels of self-efficacy, people will put increased, 

persistent effort into mastery of a specific task and these behaviours are more likely to 

enable their success. A strong sense of self-efficacy promotes accomplishment and 

personal wellbeing (Bandura 2010), furthermore higher self-efficacy provides the power 

to face challenge competently, seeing it as a task to accomplish and master, rather 

than as a threat to avoid. In this, individuals with high self-efficacy approach challenging 

situations with the conviction that they can control what will happen and this has been 

linked to success alongside more positive emotions and lower levels of stress (Ebstrup 

et al. 2011).  

 

A related construct is Rotter’s (1966) “locus of control”, which is the degree to which 

individuals believe that they have control over their lives, as opposed to external forces 

controlling their lives. Self-efficacy is the related construct used to describe one’s 

personal beliefs that outcome and performance can be controlled by task and action 

and moreover that those tasks and actions are achievable (Schunk 1991). As an 

example, an individual with a strong locus of control will believe that studying hard for 

an exam will result in high grades (Rotter 1966), an individual with high self-efficacy will 

also believe in their own capability to study and achieve said high grade (Schunk 1991, 

Bandura 1977) and so perceived control and self-efficacy are closely related. 

 

Since Bandura proposed his original self-efficacy theory (1977), it has been widely 

accepted that self-efficacy has the potential to affect human function (Porter et al. 2003) 

and thus choices affecting health. Physical exercise, smoking cessation, contraceptive 

use and good dental hygiene are related positively to high self-efficacy (Conner and 

Norman 2015). Furthermore, a systematic review found that high levels of self-efficacy 
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following self-management programmes were linked to a higher quality of life for 

patients following a stroke (Fryer et al. 2016). Furthermore, multi-morbidity primary care 

patients with low self-efficacy had a lower quality of life compared to those with higher 

self-efficacy (Peters et al. 2019). In this, self-efficacy can change outcome and 

emotional experiences. 

 

These positive changes in health are because self-efficacy impacts on behaviour 

choices; generally individuals choose to undertake tasks where self-efficacy is high and 

tend to avoid tasks when self-efficacy is low (Bandura 1977). Self-efficacy impacts on 

motivation (Schunk 1991). Broadly speaking, high self-efficacy will mean individuals 

make more effort to complete a task and will therefore persist for longer. Shin et al. 

(2011) saw that improving self-efficacy in weight loss patients equated to a greater 

weight loss. In this, because they believed they would achieve, participants with higher 

self-efficacy did achieve. This same impact was also observed in a meta-analysis 

comparing self-efficacy and smoking cessation (Gwaltney et al. 2009). Self-efficacy 

levels were modest prior to a quit attempt, and stronger post-cessation. This 

demonstrates that success and completion of a task is intrinsically linked to self-

efficacy; self-efficacy can improve the chance of success and success can heighten 

reported self-efficacy levels. Conversely however, Poggiolini (2019) did not find such a 

strong correlation between self-efficacy and smoking cessation, whilst they saw higher 

self-efficacy linked to a strong intention to quit, this was also related to a negative risk 

perception (i.e. high self-efficacy in this instance, equated to a lower perception of the 

risks associated with smoking). This resulted in a weakened intention to quit. Finding 

the optimum balance of self-efficacy will have the most positive impact on behaviour 

choices; too much self-efficacy can lead to an overestimation in one’s ability to 

complete tasks, conversely low self-efficacy discourages attempts at tasks at all 

(Bandura 1977).  

 

4.3 Self-efficacy in pregnancy and childbirth 

Importantly, self-efficacy as a contributor to a positive and healthy pregnancy and 

childbirth is receiving increasing attention. Women with high self-efficacy are able to 

adapt better during pregnancy (Hui Choi et al. 2012). There is also a strong correlation 

between fear in childbirth and self-efficacy (Beebe et al. 2007, Lowe 2000, Schwartz et 

al. 2015). Striebich et al.’s (2018) systematic review of approaches to support pregnant 

women with childbirth fear concluded that strengthening self-efficacy could relieve fear.  

Sun et al. (2010) documented that higher self-efficacy during pregnancy reduced 
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discomfort in the final trimester. Women with higher self-efficacy are more likely to 

attempt a vaginal birth after caesarean in a subsequent pregnancy (Dilks and Beal 

1997, Zhang et al. 2018), whereas a previous negative experience can predict the 

decision for an elective caesarean (Tschudin et al. 2009, Rostampy et al. 2010).  

Furthermore, self-efficacy has been shown to be a powerful predictor as to how well 

women cope with labour: high levels of self-efficacy have been demonstrated to reduce 

perceived levels of pain in labour (Larsen et al. 2001, Stockman and Altmaier 2001, 

Sánchez-Cunqueiro 2018), increase the time spent coping without pharmaceutical 

analgesia (Manning and Wright 1983, Slade et al. 2000) and reduce epidural rates 

(Carlsson et al. 2015). Larsen and Plog (2012) found women with higher self-efficacy 

were more confident to ask for analgesia in labour when they needed it. In addition, as 

already discussed, self-efficacy is an important psychological factor in achieving 

positive birth experience (Beebe et al. 2007, Tilden et al. 2016), particularly for first-time 

mothers (Berentson-Shaw et al. 2009).  

 

Self-efficacy is a psychosocial variable which can be strengthened during pregnancy 

and this may have the power to lead to improved outcomes and experiences (Tilden et 

al. 2016). In support, a number of existing studies have demonstrated a positive 

modification in self-efficacy levels. Educational interventions, including digital 

interventions, during pregnancy have shown to be of benefit to self-efficacy levels (Ip et 

al. 2009, Rahimparvar et al. 2012, Munkhondya et al. 2020). A recent systematic 

review concluded that antenatal education interventions can make a significant 

difference to self-efficacy, in both nulliparous and multiparous women (Timmermans  et 

al. 2019). Gau et al. (2011) found that using a birth ball in labour increased self-efficacy 

and reduced perceived levels of pain. This demonstrates that self-efficacy is not only 

strongly correlated to a better childbirth experience, but is also a modifiable factor 

during pregnancy.  

 

4.4 Modifying self-efficacy 

Self-efficacy is the personal perception of external social factors (Bandura 1977, 

Bandura 1988, Mischel and Shoda 1995) and consequently it is theorised that various 

sources play in to perceived levels of self-efficacy. Bandura (1977) states that it is 

possible to increase an individual’s level of self-efficacy by influencing these external 

sources and social factors through personal mastery, vicarious experience, verbal 

persuasion and emotional arousal. Table 5 provides definitions of these, alongside an 

example. 
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Table 5: Definitions and examples of how self-efficacy can be modified (theory from Bandura 1977) 

 Definition Example 

Personal 

mastery 

This is the notion that previous success at a 

specific task will improve self-efficacy in 

regard to this task in the future. This is a 

particularly influential source of self-efficacy 

where repeated success and personal 

mastery will cyclically increase self-efficacy 

levels. 

Multiparous women, who have had given 

birth previously, have higher levels of self-

efficacy when compared to nulliparous 

women (Schwartz et al. 2015). 

Vicarious 

experience 

This is a method of increasing self-efficacy 

via the observation or social interaction with 

others who have successfully completed a 

task. This can be achieved via live 

modelling (observation of another’s actual 

completion of a task) or via symbolic 

modelling (symbolic representation of 

another’s actual completion of a task). 

Many breast-feeding peer support groups 

rely on other people demonstrating 

success and motivating others to believe 

they can succeed in their breast feeding 

journeys (Dennis et al. 2002). 

Verbal 

Persuasion 

This means of increasing self-efficacy 

includes suggestion, encouragement, 

exhortation and instruction from others or 

from oneself. This is most successful from 

influential people held in esteem by the 

individual; this can be friends, family, 

teachers, coaches, managers or health 

professionals. 

Positive affirming and supportive 

language from a midwife whilst in labour 

has been shown to help women cope with 

pain and overcome feelings of self-doubt 

(Leap et al. 2010a). Perceived pain is 

closely linked with self-efficacy (Larsen et 

al. 2001, Stockman and Altmaier 2001, 

Sánchez-Cunqueiro et al. 2018). 

Emotional 

Arousal 

The state of an individual’s emotional 

arousal can affect perceived self-efficacy 

when coping in specific situations. Negative 

emotions such as anxiety and stress may 

have a negative effect on an individual’s 

self-efficacy. Learning how to control 

emotions, as well as using relaxation 

techniques to cope with these negative 

emotions, is another way of improving self-

efficacy towards a specific task. 

As an example, hypnobirthing as a 

technique for coping with labour has 

become increasingly popular, and 

although there is only a small number of 

studies investigating its effect, women 

evaluate the ability to remain calm and 

relaxed positively and there is some 

suggestion that those who use 

hypnobirthing techniques will require less 

analgesia overall during labour (Madden 

et al. 2016). 
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4.5 Conclusion 

Following the gaps identified in the previous chapter by the literature review, this 

chapter has drawn together the relevant theories in relation to experience and 

satisfaction and presented self-efficacy as a key component for improving experiences 

in early labour. It has detailed the impact that self-efficacy is already known to have in 

the wider health care context, and has also laid out the relevant literature around the 

significance of self-efficacy within the maternity setting. It has offered relevant, existing 

research which has positively modified levels of self-efficacy within maternity, and then 

drawn upon the relevant theory as to how self-efficacy can be best increased. The next 

chapter will provide details of how the intervention was developed in line with the self-

efficacy theory discussed.  
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5.0 The intervention 

The preceding chapters have demonstrated a gap in current literature and existing 

early labour services where there has been little focus on women’s experiences as the 

primary driver behind existing interventions. Experience and care satisfaction has been 

explored and self-efficacy and the theory around its positive modification has been 

identified as a likely key component for the development of a novel intervention aiming 

to improve women’s experiences of early labour. 

 

The first external and modifiable source of self-efficacy was “personal mastery”, the 

concept that previous success at a given task will result in high levels of self-efficacy. 

This is supported in the wider literature where multiparous women who have previously 

had babies report higher self-efficacy (Schwartz et al. 2015) and nulliparous women 

report more worry (Henderson and Redshaw 2017). Furthermore, nulliparous women 

are more likely to have a longer early labour phase (Ängeby et al. 2019) and so the 

concerns with nulliparous women’s expectations and subsequent experiences of early 

labour are not only greater, but by definition cannot be addressed using this internal 

source of self-efficacy. It is for these reasons that this intervention will be developed for 

use and evaluation by nulliparous women. 

 

The second modifiable source of self-efficacy is “vicarious experience”, the notion that 

other’s experiences and successes can impact on how others feel approaching a 

specific task so to achieve a specific outcome. Peer support, as a more colloquial term 

for the sharing of vicarious experiences, is the notion that people can provide emotional 

support, practical guidance, knowledge, education, social interaction, empathetic 

assistance to others, sometimes for mutual benefit or sometimes for the benefit of one 

of the parties (Dennis et al. 2002).  

 

Peer support differs to other types of encouragement as it comes from a comparable or 

similar person with relevant experience, or a person that has been or remains in the 

same position as the party receiving the support (Solomon 2004). Peer support is used 

in health promotion and in the management of health conditions with predominantly 

positive outcomes and there is evidence that peer support can help people feel more 

knowledge and less anxious (Dennis et al. 2002). In maternity care, peer support is 

commonplace in the postnatal period, particularly for breastfeeding women (Kaunonen 

et al. 2012) and has been shown to positively impact on breastfeeding outcomes 

(Chepkirui et al. 2020, Oakley et al. 2014, Kaunonen et al. 2012). There is also 

evidence that peer support can help with the transition to parenthood (Bunting and 
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McAuley 2004, McLeish and Redshaw 2017) and with perinatal mental health (McLeish 

and Redshaw 2017, Raymond 2009). Research about peer support techniques or the 

sharing of vicarious experiences to aid with labour preparation, foster self-efficacy and 

improve experiences is lacking. 

 

It was decided that the intervention should employ the sharing of vicarious experience 

from other mothers who have been through early labour already. In support, Beake et 

al.’s (2018, p82) review states:  

“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… women valued support from other women” 

 

The aim of this would be for nulliparous women to receive encouragement, support and 

advice from multiparous women. In this, they would be receiving support from women 

that were, from a social perspective, their “equal”, as advocated in the literature 

(Solomon 2004, Dennis et al. 2002). It was also anticipated that the sharing of 

experiences in this way would provide a realistic account of early labour, so that 

expectations of this phase could be better managed, which is widely documented in the 

literature as one of the reasons women report dissatisfaction (Beake et al. 2018, Eri et 

al. 2010).  

 

5.1 Intervention timing  

The literature review identified both antenatal and intrapartum interventions that had 

been trialled to make improvements to service provisions in early labour. Employing the 

vicarious experiences of multiparous women to foster self-efficacy, manage 

expectations and prepare women for early labour has been documented to be 

important in the development of this intervention and based on this it was decided that 

this intervention would be best placed for use in the antenatal period.  

 

This decision for an antenatal intervention was supported by Spiby et al.’s (2008) call 

for the development and assessment of interventions that “address women’s needs for 

information and their uncertainties in early labour and potentially modify their 

expectations” and went on to recommend that the intervention should comprise of 

“education about signs and events in early labour and psychosocial support” (Spiby et 
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al. 2008, p199). Education and modification of expectation is best placed prior to labour 

commencing. To continue, Cappelletti (2016, p198) states:  

“Midwives should provide clear information and advice about early labour in 

order to increase women’s confidence and self-efficacy, and decrease their anxiety and 

fear”. 

 

Beake et al. (2018) also found that lack of appropriate antenatal preparation meant that 

nulliparous women did not know what to expect and therefore their experiences did not 

match with their expectations, which had been formed in the antenatal period.  

 

5.2 Intervention delivery 

Formalised antenatal education classes have existed since the 1960s in the UK 

commonly focused on preparation for labour, birth and the transition to parenthood 

(Koehn 2002). In recent years, birth partners have also been encouraged to access 

antenatal education alongside the pregnant mother (Ahlden et al. 2012). Antenatal 

education aims to increase knowledge around the birth process, promote 

breastfeeding, raise awareness of public health agenda and foster confidence in 

pregnant women to successfully give birth and become mothers (Brixval et al. 2015). 

Over time, the models and delivery of antenatal care have varied but most often 

classes are provided in groups, which can be beneficial for women looking to meet 

others expecting babies, so to develop social networks (Fabian et al. 2005).  

 

However, there has been a downward trend in the number of women accessing formal 

NHS education classes (Henderson and Redshaw 2017). In 2006, 37% of women 

attended NHS provided antenatal education classes but by 2014, this had dropped to 

31% with an increasing number of women seeking private antenatal education instead 

(Henderson and Redshaw 2017). By 2019, a national maternity survey found less than 

30% of women had been offered NHS antenatal education classes and 41% of women 

offered had chosen not to attend (Care Quality Commission (CQC) 2020). There a lack 

of research investigating why women are choosing not to access antenatal education 

classes. This further supports the need to develop antenatal education services that are 

more acceptable and accessible during pregnancy, to ensure women and birth partners 

receive evidence based preparation for childbirth and parenthood. 
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A fall in physical attendance of antenatal education may be because women are 

increasingly accessing and valuing online and digital information during pregnancy 

(Lupton 2016). The internet has transformed the way information is gathered (Harpel 

2018) and it has become the easiest source to access health related information and 

education (Daniels and Wedler 2015). According to the ONS (2019), more than 99% of 

all adults less than 44 years of age are now accessing the internet every day and 91% 

of this population is accessing the internet on-the-go, via smart phones or other 

portable devices. Based on these data, pregnant women are within the age 

demographic most likely to be using the internet every day to access information.  

 

In line with this, studies have shown that almost all women are accessing health 

information during their pregnancy, with the main reason cited to be the need for more 

knowledge (Bert et al. 2013, Bernhardt and Felter 2004). Pregnant women gather 

online information to gain reassurance about the normalcy of their pregnancy (Song et 

al. 2012) as well as information about birth (Weston and Anderson 2014). Women who 

were pregnant for the first time were also more likely to look for this information 

(Sayakhot and Carolan-Olah 2016). In a recent review, “delivery stages” (i.e. the 

phases of labour and birth) were identified as one of the most common topics of 

interest (Javanmardi et al. 2018). Using the internet allows pregnant women to find 

answers to their queries quickly and anonymously which is seen to be advantageous 

(Bert et al. 2013). Seeking online education has also been reported to be virtuous for 

personal and peer support; it can reduce personal anxiety, promote personal 

relationships and foster positive energy between new mothers, particularly if they 

receive knowledge from each other and shared forums online (Javanmardi et al. 2018).  

 

In spite of it being a popular means for women to seek pregnancy related education, 

health information accessed online is not reliably accurate (Eysenbach et al. 2002, 

Kunst et al. 2002) yet many studies indicate that women are trusting of it (Gao et al. 

2013, Sayakhot and Carolan-Olah 2016) and predominantly they do not choose to 

speak to their health care providers about the information they acquire (Sayakhot and 

Carolan-Olah 2016). In light of this, there is a great need to provide accurate and 

reliable online information, to ensure women and birth partners are accessing true, 

realistic and valid resources (Sayakhot and Carolan-Olah 2016, Javanmardi et al. 

2018). 

 

Beake et al. (2018) reports a growth in websites that report women’s pregnancy and 

birth stories and personal “mum blogs” yet this information can be misleading and can 
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also paint a negative picture of childbirth which would be detrimental to nulliparous 

women, their self-efficacy and subsequent experiences. The same review concludes a 

need for further research on the impact of web-based information on women’s 

approaches when early labour commences (Beake et al. 2018) 

 

For all of these reasons, the intervention was developed to be an educational, antenatal 

resource for use on an online platform.  

 

5.3 Co-creation of the web intervention 

5.3.1 Background to co-creation 

The literature review identified that existing early labour research has traditionally 

focused on the priorities of service providers and not on the priorities of the women 

using the service. Furthermore, as detailed in Chapter 4.0, self-efficacy can contribute 

to a positive childbirth experience and is modifiable using others’ vicarious experiences. 

For these reasons, the intervention was co-created by women who had previously used 

the maternity service so that the intervention had the strongest potential to positively 

impact other women’s experiences of early labour.  

 

Co-creation is defined as the collaboration between researchers and stakeholders 

(Greenhalgh et al. 2016). They work alongside one another to ensure research aims 

and service developments are well aligned to provide significant and valuable societal 

impact (van Dijk-de Vries et al. 2020). A key stakeholder is the service user (i.e. the 

woman and her family), who has traditionally been a passive receiver of health care but 

is now receiving increasingly more traction to be “co-creators” of the health services 

they use (Zhang et al. 2015). In this pragmatic approach, health care services are 

designed according to the need of the public, and therefore perform more efficiently 

and serve more effectively (Spanò et al. 2018).  The co-creation methodology has been 

widely implemented by businesses during product development (Ind and Coates 2013), 

to ensure private sector output meets the needs and preferences of their consumers, 

so to generate maximum revenue (Voorberg et al. 2015). Whilst a newer concept in 

healthcare research, it is becoming an increasingly popular, collaborative approach 

(Greenhalgh et al. 2016, Bucknall and Hutchinson 2021). 

 

Patient, public and participant involvement (PPI) has commonly held a fundamental role 

in health research in ensuring research is conducted “with” the public rather than “for” 
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or “about” them (Bagley et al. 2016, Renedo and Marston 2011).  It seeks consultation 

with public members to make pragmatic decisions about discreet aspects of research 

methodology ensuring it is conducted in an ethical way producing relevant knowledge 

(Bagley et al. 2016). However the notion of co-creation goes further than traditional 

PPI, instead demanding a shared power between the researcher and the public; here 

the public can influence the direction that is taken, rather than commenting on the 

direction after it has been taken (Kaisler and Missbach 2020). Involving the public in the 

development of research has been shown to result in higher quality studies (Staley 

2009). However it is not without challenge; it is acknowledged that clear outcomes and 

objectives are required throughout the co-creation process to ensure that stakeholders 

and researchers can address gaps in knowledge and the service successfully, whilst 

still being led by the priorities of the public (Bagley et al. 2016, Leask et al. 2019).  

 

5.3.2 The co-creation process 

Women who had previously experienced being at home in early labour were asked to 

participate in the co-creation process. They took part in videoed, semi-structured 

interviews, where they were offered the opportunity to speak about their experiences of 

early labour and offer support, advice and realistic coping techniques for first time 

mothers facing this aspect of childbirth in the future. The interviews identified key 

concepts and education topics to directly shape the content and layout of the web 

intervention. The videoed responses were embedded in the web intervention as 

vicarious experiences, to foster self-efficacy, as previously discussed in Chapter 4.0. 

 

This co-creation process meant the content, focus and information of the online, 

antenatal intervention was shaped by the mothers who had previously experienced the 

maternity service. This ensured the content of the intervention was grounded in real-

life, vicarious experience therefore having the strongest potential to benefit the study 

population and public thereafter (Staley 2009).  

 

5.3.3 Seeking volunteers for the co-creation process 

To actively engage relevant women (women who had previously used the maternity 

services) in the intervention’s co-creation process, a decision was taken to seek 

volunteers rather than use lay members known to the university; the latter might be 

considered more knowledgeable in research having participated in a number of studies 

but would be less representative of the intended target group of the intervention.  
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Following ethical approval from the researcher’s University (see Appendix 2), a 

breastfeeding peer support page on the social media platform, Facebook, was used 

with the administrator’s permission, for women to self-identify as being interested to 

receive further information about contributing to the creation of this intervention. 

Facebook is a platform commonly used by women to share pregnancy experience and 

advice (Harpel 2018). On this page, an open link to an online, secure survey took those 

interested to some eligibility screening questions (a. Have you had a baby in the last 10 

years? b. When in labour, did you spend any time at home?) (see Appendix 3).  Those 

who screened positively to both questions were given further information and then the 

choice as to whether they wanted to supply their contact information (an email address 

and telephone number).  

 

Self-identification was deemed the most ethical method, allowing women to voluntarily 

seek involvement in the co-creation process. The response rate was high, with 116 

individuals taking the survey within a 48 hour period. This not only demonstrated the 

acceptability of the volunteer recruitment process, but also likely indicated the 

importance of the research topic to previous service users. The response rate also 

implies a readiness for women to share their birth experiences with other women, a 

notion which has been echoed in the literature (MacLellan 2020, Munro et al. 2009). Of 

the 116 who took the survey, 106 answered “yes” to both the eligibility screening 

questions. Of this sample, 86 women chose to supply their contact details. Only one 

woman who chose not to share her contact details provided a reason for this decision, 

which she listed as “2 babies (and) too busy”.  

 

All 86 potential participants were emailed a Participant Information Sheet (PIS) (see 

Appendix 4) detailing what was required from them in the web intervention’s creation. 

Anyone who did not wish to receive any further correspondence was given the option to 

opt-out at this point. The researcher made telephone contact, at a convenient time 

specified by the potential volunteer, as an opportunity for them to ask questions about 

their involvement. Of the 86 women contacted, 18 women consented via the telephone 

to participate (68 women either declined to consent or were not contactable). Those 

who had verbally consented were given an interview time of their convenience. 

Interviews were carried out in a private, confidential room in a local community hall. Of 

the 18 women who were verbally consented, 10 confirmed that they would be attending 

their interview. On arrival to interview, participants were given further opportunities to 

ask questions and were encouraged to re-read the PIS. All volunteers were asked to 
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sign a consent form (see Appendix 5) and as the interviews were to be video recorded 

and published online, a media release form (See Appendix 6), which had been 

developed in partnership with the Media Department at the University, was provided 

and signed.  

 

5.3.4 Recording vicarious experiences of early labour 

Participants knew they were able to suspend or stop the interview at any point, without 

giving reason, but no one felt the need to do this. Those that brought babies and 

children with them were able to attend their needs throughout the interview. Interviews 

were semi-structured, using open ended questions (see Appendix 7). Interviews lasted 

approximately half an hour with each volunteer. 

 

To facilitate the recording of the interviews, a second midwife was present with the 

interviewees’ permission. A midwife was deemed the most appropriate person to 

support in these recordings as had a good understanding of the potential emotional and 

sensitive subject areas that were in discussion. Additionally, as per the Nursing and 

Midwifery Code (NMC) (2018), this midwife had an appropriate knowledge of the 

importance of confidentiality. Video recordings were kept on a password protected 

university computer. 

 

Some women declined to take part in these interviews because they did not feel 

comfortable being video recorded. It was recognised that using only women who felt 

confident to appear on camera was likely to hinder the authenticity of the co-creation 

process and resulting intervention. The co-creation process had aimed to realistically 

represent the priorities of all service users. To counteract this recognised limitation, an 

online, written questionnaire was distributed to those who wished to contribute but did 

not wish to be videoed. This broadened the sample group as a further 15 participants 

shared their early labour experiences in writing (alongside the 10 who were video 

recorded). Consent was granted for the use of these experiences as anonymised, 

written quotes on the website.  

 

The interviews and written responses gave rise to 15 themes (see Figure 2). The 

videos were edited together by these identified themes. 
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For ease of navigation around the website, the 15 themed videos were placed on the 

related five subpages: 

1) Home page: Let’s Talk Early Labour 

2) How can I prepare for early labour? 

3) What shall I do in early labour? 

4) How can my birth partner support me in early labour? 

5) A final word… 

 

5.3.5 Validating the web intervention 

5.3.5.1 Validation with co-creation contributors 

To ensure the edited videos represented the original contributors’ messages, and to 

validate the subheadings identified by the researcher, those women who had been 

videoed were provided the opportunity to view the edited videos. This also gave the 

opportunity for the content to be viewed prior to being published online in the public 

domain. Prior to their interviews, participants were informed that once the videos had 

been previewed, validated and published online that withdrawing their participation and 

videos could only be reviewed on a case by case basis. Furthermore even this could 

not guarantee the removal of the material from the public domain, which would be 

outside of the researcher’s control. This information was provided on the PIS (see 

Appendix 4). 

 

Two preview dates were set up at the local maternity hospital, one in the day and one 

in the evening, to maximise the number of women who could attend at their 

convenience. All women were satisfied that the videos were representative of their 

experiences and agreed the subheadings were a good depiction of their early labour 

Figure 2: Themes identified from co-creation interviews and written responses 

 TENS 
 Distraction  
 Hypnobirthing 
 Massage 
 Reminders from birth partners  
 The presence of birth partners 
 Positive thinking  
 Positive words 

 

Subheadings identified 
 
 What it feels like to be in early labour  
 Being at home in early labour  
 Preparing for early labour  
 Eating and drinking 
 Positioning 
 Breathing techniques 
 Using water  
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experiences. All women consented to the publication of these videos onto the web 

intervention. 

 

5.3.5.2 Validation with public involvement review panel 

Following the creation and validation of the subheadings and related videos, written 

content was developed in line with the subheadings to add depth, context and 

explanation to the video content. This was in line with the existing early labour evidence 

base, and fell in line with national guidelines (NICE 2017).  

 

To validate and ensure the web intervention’s written content was received as intended, 

and to ensure the safety of future participants in the trial of the intervention, a public 

involvement review panel meeting was set up at the hospital. Service users (from the 

Trust’s Maternity Voices’ Partnership (MVP)) who had had no involvement in the 

website’s development attended, alongside local obstetricians, midwives and an 

academic researcher from a separate University to that of the researcher. The public 

involvement review panel deemed the content to be evidence-based and in line with 

local and national guidelines. Furthermore the panel concluded that the advice was 

clear, accessible and concise and that the subheadings gave rise to ease of navigation 

around the intervention. Feedback on the written content was also sought 

independently from the local Consultant Midwife who specialises in intrapartum care. 

The public involvement review panel requested one amendment to the intervention 

where the term “early labour” was deemed to be misleading when viewed without a 

clear definition. Some of the panel felt “early labour” could be confused with “premature 

labour” where advice would be different to that published on the website. Therefore a 

clear definition, on the first landing page of the intervention, distinguishing between the 

two terms, was added in response to this feedback to promote safety to research 

participants and the public thereafter. 

 

5.3.5.3 Validation with experts in the research field 

Once the web intervention had been developed, it was reviewed in its completeness by 

a review panel of two experts in this research field (see Acknowledgements); both 

experts are members of the International Early Labour Research Group. This was to 

ensure that the web intervention was safe, fit for purpose, in line with existing evidence 

and peer-reviewed prior to publication. The feedback was positive in relation to the 

intervention as a whole with specific positive mention to the vicarious experience 

videos, the subheadings and the content. There was feedback about specifying when 
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women should be concerned about their baby’s movement and so this information was 

updated. It was advised that the font headings should be “bigger and more interesting” 

and so this too was adapted prior to its publication. 

 

5.4 Building the website 

Graphics for the website were drawn and computerised by a midwife from the local 

NHS Trust (see Acknowledgements) to ensure original images without copyright issue. 

Effort was made to ensure these images were diverse and representative of a large 

demographic of women so the intervention was inclusive. Furthermore it is well 

evidenced that black and minority ethnic groups are underrepresented in research 

(Smart and Harrison 2017). See Figure 3 below, which is the graphic used in the logo 

for the trial and intervention. 

 

 

 

 

 

 

 

 

The web intervention was then put together by a professional website developer, who 

had previous experience in developing NHS webpages and supported with the 

technical side of hosting the web intervention (www.letstalkeearlylabour.org). 

 

5.5 Chapter conclusion 

This chapter has presented the development of the novel, web intervention. It has 

demonstrated why the intervention was developed as an antenatal, education tool so to 

better prepare women to cope in early labour. It has detailed the co-creation process, 

and documented why it was developed using existing self-efficacy theory. It has 

illustrated why an online tool, was the most appropriate for the service users of today. 

Lastly, it has provided details of the safety and ethical considerations that were made 

during the development of the intervention, and the validation process that was 

undertaken prior to publication. 

Figure 3: Example of an original image (used as the trial’s logo) developed for 

the intervention 

http://www.letstalkeearlylabour.org/
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The web-based intervention now requires evaluation, to understand its impact on 

women’s early labour experiences. In doing this, it will be possible to understand how 

the intervention may contribute to the wider research field, and look to address the 

gaps identified in the literature review.  

 

The next chapter details the methodology of The L-TEL Trial which aims to evaluate the 

novel web-based intervention described.  
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6.0 The L-TEL Trial: research methodology 

6.1 Introduction 

The literature review outlined in Chapter 3.0 identified a gap in existing early labour 

research: existing studies have focused to improve outcomes by developing and testing 

interventions that promote the “right” time for admission. These efforts have 

concentrated on the point in which early labour transitions into active labour. This 

service centred approach has not recognised women’s experience as a key outcome 

measure in early labour interventions. Chapter 4.0 examined self-efficacy as a 

modifiable factor that can positively impact on birth experience and, in line with this 

framework; Chapter 5.0 detailed the development of a novel, co-created web 

intervention. To establish if the web intervention has addressed the identified gaps, it 

requires appropriate testing. This chapter looks to present the methodology of the L-

TEL Trial, the trial which aims to test the novel web intervention so to establish if it can 

improve women’s experiences of early labour. 

 

This chapter starts by presenting the theoretical framework in which the L-TEL Trial 

was developed. A peer-reviewed publication of the L-TEL Trial’s study protocol 

(Edwards et al. 2019) is then presented. The chapter then goes on to discuss the 

rationale and theory behind the pragmatic, experimental design and randomised 

approach that was adopted. The research setting and population is introduced and 

discussed, as well as the recruitment strategy and methods of data collection.  

 

6.2 Research philosophy 

The trial and research methodology sits within the positivism paradigm. Positivism is 

the theory that: 

“knowledge is statistically generalised to a population by statistical analysis of 

observations about an easily accessible reality” (Sobh and Perry 2006, p1195).  

 

The L-TEL Trial aimed to generate new knowledge about how the web 

intervention impacts on nulliparous women’s experiences by taking a representative 

sample, observing the outcome of the intervention on this sample, in order to 

statistically analyse and generalise findings to the wider population. The paradigm is 

useful in the investigation of cause and effect. Specifically for this trial: does the web 

intervention (the cause) lead to improved early labour experiences (the effect).  
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6.2.1 A pragmatic approach  

The web intervention was evaluated using a pragmatic RCT.  The important distinction 

in adopting a pragmatic approach is to value the difference in trials which measure 

efficacy of an intervention under laboratory conditions, against those that evaluate 

effectiveness in the real world (Weinfurt et al. 2017). Both approaches offer new 

knowledge against accepting or rejecting hypotheses, but a pragmatic approach 

provides this knowledge already in the context of the real world and existing clinical 

practice (Patsopoulos 2011). A pragmatic approach constructs the research 

methodology in the existing reality, as opposed to constructing a new reality for the 

conduct of the research (James 2017). With consideration of this, it was prudent to 

adopt a pragmatic approach to evaluate efficacy of the intervention in existing clinical 

practice as, if effective, it could be widely adopted at the end of the trial period. The L-

TEL Trial applied pragmatism in the research setting and the protocol’s non-prescriptive 

use of the intervention, both of which are discussed in more detail later in this chapter.  

 

6.2.2 A randomised design 

RCTs are considered the gold standard of experimental research and the most rigorous 

design in determining effectiveness of a new intervention (Hariton and Locascio 2018). 

By definition, the design relies on randomly allocating participants to a new intervention 

(the intervention group) or another form of care (often the existing model) (the control 

group). The groups are followed to gauge the effectiveness of the new intervention and 

outcome data are collected to statistically assess any difference in response between 

the groups. Randomisation is used to reduce the risk of bias and spurious causality as 

the random allocation minimises confounding factors (both observed and unobserved), 

meaning the likelihood of the intervention being responsible for any statistical difference 

in outcome is high (Levin 2007). It is for these strengths that the RCT methodology was 

best suited for evaluating the web intervention. In addition, non-random methods of 

allocation cannot offer the attribution of any difference between study groups to the 

intervention being trialled. Ideally participants, care givers and researchers should not 

be aware of participants’ allocation, as this information could create conscious or 

unconscious biases (i.e. biases with trial group selection and outcome performance or 

detection) (Mansournia et al. 2017). In spite of this, it is not always possible to conceal 

allocation in trials particularly in those that look to assess an intervention with an 

obvious allocation (i.e. one group receives something and one group does not); this 

was the case for the L-TEL Trial.  A peer-reviewed publication of the L-TEL Trial’s study 

protocol is now presented.  
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Abstract 
 

Background. ‘Early labour’ refers to the beginning phase of a woman’s labour. It is the period of time where there are 

painful contractions and the cervix changes in preparation for active labour and subsequent childbirth. In UK clinical 

practice, cervical dilatation of four centimetres is commonly accepted as when active labour begins. Low-risk women, with 

uncomplicated pregnancies, have less unnecessary medical intervention if they remain at home in early labour. Despite 

recent efforts to improve labour triage, assessment and diagnosis in an attempt to reduce early-labour admission rates, 

women remain fearful and under-confident to remain at home during this time and continue to seek admission to their 

birth place. Thus, further research is required to evaluate new interventions aimed at improving women’s experiences of 

remaining at home in early labour. 

Methods. This trial is a pragmatic, randomised control trial with mixed-method data collection. The trial will evaluate the 

effect of a co-created, educational web intervention on women’s early labour experiences. The trial aims to recruit 140 low-

risk, pregnant nulliparous women from a single National Health Service (NHS) Hospital Trust in England. Participants 

randomised to the intervention group will receive a link to the web intervention, alongside routine maternity care provisions. 

The control group will receive only routine maternity care provisions. Ethical approval was granted on 15 October 2018  by 

the local research ethics committee and study approval by the Health Research Authority. 

Discussion. It is hypothesised that the group that receive the intervention will score higher in the Early Labour Experience 

Questionnaire (ELEQ, Janssen and Desmarais, 2013), indicating an improved early labour experience when compared with 

those in the control group. It is anticipated that findings from this trial will contribute to the knowledge base around how to 

improve first time mothers’ experiences of early labour, particularly the time spent at home prior to admission. 

 
Keywords. Pregnancy, childbirth, early labour, latent, self-efficacy, experience, education, website, online, protocol, 

randomised control trial, evidence-based midwifery 

 

Background  

‘Early labour’ (used interchangeably in the literature with the 

‘latent phase’) is the term used by health care practitioners 

to refer to the beginning of labour. Generally, the end of the 

early labour phase is marked by an increased rate of cervical 

dilatation; this is also the beginning of the more progressive 

stage of labour referred to as ‘active labour’. However, 

establishing a specific definition of early labour, in particular 

the point at which early labour transitions to active labour, 

that academics and practitioners can unanimously agree on 

has been challenging (Hanley et al., 2016; Hundley et al., 

2017). Much of the existing literature agrees that early 

labour is the time when a woman has contractions, while her 

cervix effaces and prepares for childbirth; however the 

numerical dilatation in centimetres that represents the end 

of early labour varies between two to five (Friedman, 1954; 

Albers et al., 1996; Zhang et al., 2002; Zhang et al., 2010; 

Oladapo et al., 2018). The National Institution for Health 

and Care Excellence (NICE) defined early labour as “a period 

of time, not necessarily continuous, when there are painful 

contractions and there is some cervical change, including 

cervical effacement and dilatation up to four centimetres,” 

(NICE 2014: p18-19). In spite of recent international guidance 

that recommends five centimetres of cervical dilatation as a 

better indication to mark the transition between early and 

active labour (World Health Organization, 2018), the NICE 

definition remains the most commonly accepted and practised 

by midwives currently working within the UK. 

Women with low-risk pregnancies are less likely to have 

unnecessary intervention if they remain at home in early labour, 

coming to their chosen birth place for admission after this 

phase has finished (Rota et al., 2018). Admission to hospital 

in early labour increases the risk of obstetric intervention such 

as oxytocin augmentation of labour, fetal blood sampling, 

continuous electronic fetal monitoring, epidural analgesia, 

infection and caesarean section (Hemminki and Simukka, 

mailto:edwardsr@bournemouth.ac.uk
mailto:SueWay@bournemouth.ac.uk
mailto:SueWay@bournemouth.ac.uk
mailto:vhundley@bournemouth.ac.uk
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1986; Holmes et al., 2001; Bailit et al., 2005; Rahnama et 

al., 2006 Tilden et al., 2015: Mikolajczyk et al., 2016). 

There are a number of  theories  that  seek  to  provide an 

explanation for these increased risks of intervention: 

inherent problems with labour that drive women to seek 

earlier admission; the impact of the hospital environment 

on women and their subsequent labour progression; care 

practitioners’ impatience and the notion of predetermined 

labour timeframes resulting in artificially expedited labour; 

women’s unrealistic expectations once admitted to their birth 

place; and the challenge of effectively diagnosing the early and 

active phases of labour (Marowitz, 2014; Hanley et al., 2016). 

The complex relationship between the biological, 

physiological, social, psychological and environmental factors 

that affect labour progression makes reducing unnecessary 

interventions after admission challenging. Yet it is widely 

accepted that avoidable obstetric intervention can have an 

impact on optimum maternity care and subsequent birth 

outcomes. This notion is supported by national policy where 

normalising childbirth, improving outcomes and safety while 

reducing unnecessary obstetric intervention remains at the 

forefront of UK maternity care targets (NHS England, 2016). 

Finding ways to minimise the rates of early labour admission 

will reduce the number of women at risk of unnecessary 

obstetric intervention. This is likely to have a positive impact 

on the provision of optimum maternity care. 

A recent evidence review (Kobayashi et al., 2017) concluded 

that existing assessment and support interventions during 

early labour have yet to have an impact on mode of birth, a 

key bench marker for optimum maternity outcomes and care. 

So far, research has focused on attempting to improve early 

labour triage, assessment and diagnosis (McNiven et al., 1998, 

Janssen et al., 2003; Janssen et al., 2006; Cheyne et al., 

2008; Hodnett et al., 2008; Spiby et al., 2008). 

McNiven et al. (1998) demonstrated that women who were 

assessed in a separate early labour area (away from the 

central delivery suite) had less intervention rates and 

improved satisfaction, confirming that a hospital’s delivery 

suite is not the best place for women in early labour. An 

algorithm designed to assist midwives’ labour assessments 

did not significantly reduce augmentation or intervention 

rates but did increase the number of women discharged after 

assessment (Cheyne et al., 2008). 

Spiby et al.’s (2008) large, multi-centre trial found 

assessment at home improved maternal satisfaction when 

compared with telephone triage, but did not reduce obstetric 

intervention rates. These studies indicate that although early 

labour assessment should be carried out away from hospital, 

improving triage methods and midwives’ diagnosis of labour 

has yet to reduce the high rates of intervention associated with 

early labour admission. 

Contrary to improving care, women report that midwives are 

acting as ‘gatekeepers’ to their chosen place of birth (Eri et 

al., 2011) and previous research efforts appear to fall in line 

with this notion. Many existing studies have primarily 

focused on developing early labour management pathways 

that are service-focused, attempting to keep women out   of 

hospital in early labour to improve clinical outcomes. 

However, qualitative literature in this field indicates that 

research efforts also need to proactively find woman- 

centred interventions that aim to meet women’s needs in 

early labour. 

Not coping with pain and having low levels of confidence 

during early labour is cited in the literature as reasons why 

women seek admission despite professional advice to remain 

at home (Low and Moffat, 2006; Cheyne et al., 2007). Eri et 

al.’s (2015) metasynthesis of women’s experiences identified 

early labour as ‘an unknown territory’ and concluded women 

are not having their needs met during this time. 

Research efforts may be better focused on improving 

women’s experiences of being at home in early labour as this 

may aid women to feel more confident to cope and remain out 

of hospital. Currently, no research has focused on specifically 

developing and trialing interventions designed to improve 

women’s experiences of this phase. The L-TEL Trial aims to 

focus on this gap in the literature and offer a woman-focused 

solution to address the negative experiences associated with 

being at home in early labour. 

Methods  

The intervention 

The intervention in this trial has been co-created with women 

who have previously had babies and been cared for within 

the maternity service. It is a web-based, educational tool 

developed for use during pregnancy, to provide information 

about early labour and support for women expecting their 

first baby. 

Antenatal education continues to play a role in how parents 

prepare for the birth of their baby; participation with 

antenatal preparation is associated with higher satisfaction 

and a more positive birth experience (Schrader McMillan et 

al., 2009). Traditionally, antenatal education is provided by 

health professionals to groups of pregnant women. 

However more recently, women are increasingly accessing 

and valuing online and digital information during pregnancy 

(Lupton, 2016). In a recent review, ‘delivery stages’ was 

identified as one of the most common topics of interest 

(Javanmardi et al., 2018). Furthermore, the information 

women are accessing online can be inaccurate and not 

discussed with their health professionals; consequently there is 

a great need to provide more accurate and reliable online 

education (Sayakhot and Carolan-Olah, 2016; Javanmardi et 

al., 2018). 

The web intervention’s development was in line with existing 

self-efficacy theory (Bandura, 1977). Self-efficacy is defined 

as one’s belief that one will achieve a desired goal or 

outcome. The existing qualitative literature suggests that in 

relation to coping at home during labour, women have low 

levels of self-efficacy. Self-efficacy has been previously shown 

to be a powerful predictor of how well women cope with 

labour (Larsen et al., 2001). 

In addition, self-efficacy is an important psychological factor 

in achieving a positive birth experience (Beebe et al., 2007), 

particularly for first-time mothers (Berentson-Shaw et al., 

2009). According to the theory, self-efficacy can be 

increased though personal mastery, vicarious experience, 
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emotional arousal and verbal persuasion (Bandura, 1977). 

In line with this theory, to channel other women’s vicarious 

experiences, the web intervention’s content was shaped by 

previous users of the maternity service. Involving women in 

this way has been shown to ensure health and social research 

remains focused on relevant, key priorities identified directly 

by the public (Staley, 2009). 

Women who had previously had babies were identified via 

an independent, infant-feeding support group on social 

media and volunteered to speak about their time at home in 

early labour. Following the provision of an information 

sheet and a written consent form, the researcher conducted 

semi-structured interviews with 10 women who had spent 

time at home while in early labour with their first baby. 

These interviews were conducted in a private room in a 

community centre. The interviews focused on drawing out 

women’s coping mechanisms while remaining at home in 

early labour. 

Interviewees were keen to offer emotional arousal and 

verbal persuasion to other first-time mothers and this fell in 

line with existing self-efficacy theory (Bandura, 1977). Some 

women who volunteered to offer their experiences of being 

at home in early labour did not wish to be interviewed in 

person and therefore a further 15 women offered their 

experiences by written response via an online questionnaire 

using the same questions as were asked at the interviews. 

This was to ensure a wide variety of women contributed to 

the web intervention’s development. The researcher used the 

interviews and questionnaire responses to identify topics that 

women had deemed to be important and these formed the 

development of the web pages (See box 1). 

 
Box 1 Topics identified by previous service users 
 

• What does early labour feel like? 

• Being at home 

• Preparing 

• Eating and drinking 

• Positioning 

• Breathing techniques 

• Using water 

• TENS 

• Distraction 

• Hypnobirthing 

• Massage 

• Reminders from your birth partners 

• Being present 

• Positive thinking 

With permission and consent, the face-to-face interviews 

were video recorded and edited together using the same 

topics of interest that had emerged naturally. These videos 

were embedded within the website and the topics guided 

the web intervention’s written content, which offers coping 

mechanisms and motivational techniques. Those women 

who had been video recorded were invited to view the 

edited footage to consent to the publication of the videos 

online and to confirm that the final, edited footage was 

representative of their original views and experiences. 

The existing evidence base, as well as  national  and  local 

clinical guidelines, supported the written content of the web 

intervention. This was reviewed by the Trust’s consultant 

midwife to ensure safe advice was being provided. 

Furthermore, an independent panel of academics, known for 

their work in the field of early labour research, peer-

reviewed the web intervention and provided feedback to 

ensure the provision of safe, credible and evidence- based 

information. 

The web intervention was then reviewed by an independent 

group of previous maternity service users to ensure it 

provided clear information accessible to a wide variety of 

women. From this review, some adjustments were made to 

the use of specific words, and definitions of certain terms 

were added to ensure clarity for the user group. 

 
Research design 

This web intervention will be trialled in a pragmatic 

randomised control trial (RCT) in a single  NHS  Trust.  The 

intervention group will receive the link to the web- 

intervention alongside routine maternity care and the control 

group will receive only the routine maternity care. 

 
Outcomes and hypothesis 

This trial’s primary outcome is women’s affective experience 

determined by the total score of the pre-existing, validated, 

self-report ELEQ (Janssen and Desmarais, 2013). It is 

hypothesised that on average those in the intervention group 

will score higher than the control group. If shown to be true, 

this will illustrate the intervention’s likely positive impact on 

improving women’s experiences of remaining at home in early 

labour. A number of secondary, maternal and neonatal clinical 

outcomes will also be collected from the hospital’s centralised 

computer system (See box 2). 

This trial is not aiming to demonstrate statistical differences in 

clinical outcomes between the intervention and control 

group. Instead, it is anticipated that collecting these secondary 

outcomes may offer context and depth to any findings from 

this trial. Furthermore, these data may offer insight as to 

whether a future, larger trial, with higher target recruitment, 

would be feasible and valuable for measuring clinical 

outcomes between the trial groups. 

 
Sample Size 

The primary outcome for this trial is the total, ELEQ average 

score. In relation to improving women’s experiences, a 10% 

difference in scores is documented to be clinically important 

for a similar scale, the Labour and Delivery Satisfaction Index 
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Box 2 – Secondary outcomes 
 

• Labour phase (as defined by NICE 2014 guidelines) on admission 

• Place of birth 

• Birth mode (i.e. spontaneous vaginal birth, instrumental assisted birth or operative caesarean section birth) 

• Analgesia use 

• Spontaneous or induction of labour 

• If spontaneous: any augmentation of labour (artificial rupture of membranes, intrapartum oxytocin infusion use) 

• Neonatal Apgar scores as assessed at one minute and five minutes of age 

• Neonatal resuscitation required 

• Feeding at discharge from place of birth 

 
Box 3 – Eligibility criteria 
 

• Pregnant with a live, healthy, single foetus without known complications 

• Nulliparous (no previous pregnancy >24 weeks gestation) 

• At least 16 years of age at the point of consent 

• Planning and professionally assessed as suitable for a spontaneous, vaginal birth at a midwifery-led unit at the specified site 

• Able to speak and read English for the purpose of informed consent and access to the intervention 

• Not requiring antenatal care from a specialist, case-loading midwifery team (a team specifically available for women with 
complex social needs) 

• Able to access the internet without any inappropriate costs for the research participant 

 

(Lomas et al., 1987). Treating the data as normally distributed 

(as done so by Janssen and Desmarais, 2013), an independent 

samples t-test will be used to investigate the difference in score 

by the two groups. Assuming a two-sided significance level of 

0.05 and 90% power, a sample size of 70 (35 in each group) is 

required. An increasing number of women are having their 

labours started artificially; this is referred to as an induction of 

labour (IOL). It is reported that 33% of labours in England 

between April 2018 and March 2019 were induced (NHS 

Digital 2019). The majority of participants who will undergo 

an IOL will not be able to provide an evaluation of their early 

labour experiences at home, nor an ELEQ response. 

Furthermore, it is acknowledged that a number of participants 

will be lost to follow-up and therefore the L-TEL Trial aims to 

recruit 140 women (70 per group) to ensure there are adequate 

ELEQ responses to contribute to the primary analysis. 

Participants will need to meet the eligibility criteria (See box 3) 

and recruitment will take place over a 12-month period. 

Recruitment Process 

Eligible women will be identified by their community 

midwives and will be provided with a Participant Information 

Sheet (PIS). If the potential participant agrees, the midwives 

will pass their contact details to the researcher via an online, 

secure form. Midwives reported that an online platform for 

providing these details would have the least impact on their 

regular work duties. Those midwives involved will receive a 

short, online training package about this trial and their 

involvement in the recruitment process. 

Eligible participants will also be able to self-identify, via 

email, to the researcher as trial posters will be visible at the 

NHS trust and at their antenatal clinics. The researcher will 

not contact potential participants for at least 24 hours after 

they have received the PIS to ensure participants can make 

an informed, voluntary decision about their involvement. A 

secure, uniquely password-protected, online consent form 

will be emailed to participants. 
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On completion of consent, participants will be provided with 

an electronic copy of their consent form and asked to fill out 

the Childbirth Self-Efficacy Inventory (CBSEI, Lowe, 1993). 

This will give an average, self-efficacy score for both the 

intervention and control group to determine how group 

characteristics differ prior to the intervention. Participants 

will then be randomised via an online randomisation service 

using randomisation in permuted blocks of four, six and eight 

to ensure groups are balanced periodically in the relatively 

small sample group required for this trial. The computerised, 

randomisation service does not let the researcher know of the 

details of these blocks. Participants will be notified of their 

allocation via email. 

The intervention group will receive a link to the web- 

intervention and will be able to use this freely throughout 

the remainder of their pregnancies. Although forming part 

of the referral process, individual midwives will not be made 

aware of a specific participant’s involvement or allocation. 

For safety, midwives providing acute clinical care in the 

hospital can access information about women’s involvement 

in research without specific detail. 

Due to the nature of this intervention, neither women nor 

health care providers will be blinded and some participants 

may choose to speak to their midwives about their participation 

in this trial. This is anticipated in both the intervention and 

control group. As both groups will have continued access to 

routine maternity care, this is not anticipated to have an 

impact on the research findings. 

 
Data collection 

Between seven and 28 days postnatally, participants will 

receive a modified, online version of the ELEQ to complete 

and data analysis will be by intention to treat (ITT) to 

maintain the balance and advantages generated from the 

original random allocation (Gupta, 2011). An online version 

of this questionnaire was deemed by a public involvement 

group to be the best method for promoting follow-up and 

minimising the impact on the study population who will be 

mothers caring for their new-born baby. Additional qualitative 

questions around both groups’ early labour experiences will 

be collected and descriptively analysed to add context and 

depth to the quantitative data. 

Secondary, clinical outcomes will be collected by the 

researcher from the existing, centralised hospital system, 

coded and descriptively analysed. All raw data collected will 

be anonymised by the researcher before analysis to 

maintain participant confidentiality. Data sets will be made 

public after the final data have been collected. Details of 

where this will be accessible will be available from the 

corresponding author after data collection has finished. 

Participants will be made aware of any findings from this 

trial and where they can access the data. 

Adherence to protocol / Contamination bias 

Password protecting the web intervention was considered to 

minimise contamination bias but after feedback from a 

public involvement group, it was felt this was more likely to 

prevent the intervention group successfully accessing the 

intervention (due to loss of password etc.). Instead, the 

participants are asked to agree to the trial’s terms by not 

sharing the web intervention link. Adherence to protocol 

will be measured as those in the intervention group will  be 

asked how often they accessed the web intervention. 

Additionally, contamination bias will be measured as the 

control group will be asked if they accessed the intervention, 

despite not being given the link. 

 
Safety 

The web intervention promotes safety and encourages women 

to call the midwives if they have any concerns. This phone 

number is clearly displayed on all of the web pages. The web- 

intervention is a low-risk, educational intervention. However, if 

during data collection, severe adverse outcomes are noted, a 

committee made up of risk specialists on the maternity site, 

will review the case to make a decision about suspension or 

termination of the trial. Any of these adverse events will be 

recorded in a confidential incident form and kept in the site 

file, which is in a locked office on site. 

Discussion  

More than 600,000 women give birth each year in the UK, 

of which about 40% are first time mothers (NHS Digital, 

2019). The advice offered to many of these mothers when 

they first commence labour will be to remain at home to 

minimise the unnecessary intervention associated with early 

labour admission. 

Previous research efforts have focused on improving the 

diagnostic methods associated with early labour service 

provision. Currently, there is a lack of research trialling 

interventions that have been developed specifically to improve 

women’s experiences of the early labour phase at home. This 

gap in the literature is evident from the dissatisfaction women 

report with this phase of their labour. 

To conclude, it is anticipated that the new educational web- 

intervention, which has been developed by previous maternity 

service users in line with self-efficacy theory, may offer a way 

to improve women’s experiences of this phase of labour. Any 

results from the L-TEL Trial will be published in peer-review 

journals as well as specifically disseminated to the research 

participants involved. 
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and data collection forms can be sought on request from the 

corresponding author. 

Research participants will be able to withdraw their consent, 



Edwards R, Way S, Hundley V. (2019) Can an educational web intervention, co-created by service users alongside self-efficacy theory, affect 

nulliparous women’s experiences of early labour? A study protocol for a randomised control trial (the L-TEL Trial). 

Evidence-based midwifery 17(4): 121-127 

 

86 

 

until the point at which data is anonymised, without reason, 

and this will not affect any aspect of the usual care they 

receive. While collecting the primary outcome, participants 

will be supplied with the details for an existing, post-birth 

aftercare service offered at the site in case participants require 

any post-trial care. 

Data will be kept securely and confidentially on a University 

approved, password-protected device for five years following 

the end of the trial, as per University guidelines. Participants 

are made aware of how the data they provided will be used 

and stored, in line with General Data Protection Regulations 

(European Union, 2018), during the consent process. 
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6.4 Trial arms 

Participants were randomised to either the intervention group or the control group. 

Flaws in a study’s methods, particularly in the randomisation, can invalidate the results 

of a RCT. Effective randomisation is one of the defining features of a quality RCT 

requiring transparency and adequate reporting surrounding the study’s recruitment 

process (Schulz et al. 2010). Randomisation for the L-TEL Trial was undertaken via an 

independent, online randomisation service (www.sealedenvelope.com). An advantage 

of online randomisation is the assurance that the randomisation process is transparent 

and has not been amended by the research team. A fully automated randomisation 

system, based on concealed computer generated random numbers offers a true, 

unbiased randomisation technique. Random, permuted block randomisation (of 4, 6 

and 8) was used to ensure groups were balanced periodically in the small sample 

group required for the trial. The computerised, randomisation service did not reveal 

details of these blocks. 

 

The intervention group received a link to the web intervention (details of this 

intervention are discussed in detail in Chapter 5.0) and also continued to receive the 

standard care available. The control group did not receive the intervention and 

continued to receive the standard care available. Standard care included routine 

midwifery care and advice, and any formal or informal antenatal education that may 

have been sought by participants.  Data were collected in relation to any additional 

sources of early labour advice that were used. 

 

6.5 Data collection 

6.5.1 Primary outcome and outcome measure 

The need to evaluate interventions in the context of women’s experiences has already 

been documented and justified in Chapter 3.0. A self-report questionnaire for an 

experience based evaluation was deemed to be the most accurate way of measuring 

the primary outcome. Based on this, the primary outcome for this trial was chosen 

specifically to be women’s affective experiences as determined by the scores of the 

pre-validated, self-reported ELEQ (Janssen and Desmarais 2013a) measured at 7-28 

days following birth (see Appendix 8). 
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The questionnaire was identified as the most suitable tool for the evaluation of this 

intervention as was the only tool identified to have been specifically developed for self-

evaluation of the early labour phase. Furthermore the tool had been developed and 

piloted on nulliparous women, as was the sample population of the L-TEL Trial. Other 

tools, prior to the selection of the ELEQ were reviewed (Labour and Delivery 

Satisfaction Index: Lomas et al. 1987, Intrapartal care in relation to WHO 

recommendations: Sandin-Bojo et al. 2008, Patient Perception Score: Siassakos et al. 

2009) but all were asking for an evaluation of the entire labour and birth, where the L-

TEL Trial was looking to focus uniquely on the experiences of the early phase.  

 

Items for the ELEQ were developed in a pilot survey (which included a number of open 

ended questions prompting qualitative responses) and the existing early labour 

literature. Clinical experts and an interdisciplinary team examined the initial list of items 

for face and content validity. The qualitative responses were used to adjust the items to 

further improve construct and content validity. The questionnaire was then trialled 

within a population of nulliparous, low risk women (Janssen et al 2003) and was found 

to have good internal consistency (Cronbach’s =0.80-0.87) in regard to both the total 

score and the individual subscale scores (Janssen and Desmarais 2013a). There was 

good item homogeneity with subscale scores and with the overall score, and scores 

were interrelated in the expected direction. Furthermore, participants made use of the 

full range of scores, suggesting good variability and distribution at item level. 

Comparison between trial groups within the pilot study offered support for criterion and 

construct validity. Test-retest reliability was not evaluated. It is theorised that this is 

because test-retest reliability measures the stability of a score within the same person 

on separate occasions and a retrospective evaluation of an experience may not remain 

constant or stable within an individual over time. 

 

The ELEQ contains 26 self-report items, rated on a 5-point Likert scale and has been 

developed to measure women’s affective experiences of early labour. During the 

questionnaire’s development, 3 subscales were also defined from these measures: 

emotional wellbeing (8 items), emotional distress (6 items) and perceptions of nursing 

care (8 items). There are a further 4 items within the ELEQ to be used for the total 

score but not within the subscales. A higher ELEQ score is representative of a more 

positive early labour experience so scores for the emotional distress subscale, and any 

other items reporting on negative experiences, were reversed, as seen and 

recommended in Janssen and Desmarais (2013b).  
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Permission to use this tool was granted by the authors (see Appendix 9), as was some 

minor modification to the wording of some of the questions. The word “nurse” was 

changed to “midwife” to better suit the UK model of maternity care. Furthermore, one of 

the questions specifically looked at whether the nurse spent enough time at home with 

the woman. Permission was granted to modify this question to be in relation to the time 

spent on the phone, as home visits did not form a part of this trial. Additionally, a 

question about the doctor’s care and team work was adapted with permission because 

the women eligible for inclusion were low-risk and may not have had any contact with 

obstetric doctors whilst in labour. Further author permission was also granted to covert 

the questionnaire into an online format so participants could complete this at their own 

convenience without the need for physical postage, thus minimising the impact on 

participants who were caring for newborn babies at the time of this data collection. 

 

6.5.1.1 Hypothesis 

It was hypothesised that the intervention group would report a more positive early 

labour experience, with a statistically significant higher mean overall ELEQ score when 

compared to the control group.  

 

6.5.2 Secondary outcome measures 

Since admission to hospital in early labour is associated with labour and birth with a 

greater risk of obstetric and medical intervention, secondary outcomes were also 

collected from both trial arms (birth mode, birth place, onset of labour, augmentation of 

labour, analgesia use in labour, neonatal resuscitation at birth, feeding method at 

discharge and phase of labour at admission.). The L-TEL Trial was not powered to note 

statistical differences with these outcomes.  

 

To reach a consensus as to what constitutes “normal birth”, the Maternity Care 

Working Party (MCWP) defined it to be: 

“women whose labour start spontaneously, progress spontaneously without 

drugs, and who give birth spontaneously” (MCWP 2007, p. 3).  

This definition should exclude women who have received regional anaesthesia (i.e. 

epidural or spinals). The WHO adds that the mother and baby should also be well in 

the postpartum period (WHO 1997). 
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Based on the MCWP (2007) and WHO (1997) definitions of normal labour, some key 

variables from the collected secondary outcomes were tested in line with these 

definitions as presented in Table 6. 

 

Table 6: Secondary, key variables for testing alongside a definition 

Definition 
Secondary outcome 

variable tested 

“Women whose labours start spontaneously…” (MCWP 2007) Onset of labour 

“…progresses spontaneously…” (MCWP 2007) Augmentation of labour 

“and who give birth spontaneously”  (MCWP 2007) Birth mode 

Exclude women who received regional anaesthesia  

(MCWP 2007) 

Regional anaesthesia 

analgesia 

Mother and baby should be well in the postpartum period 

(WHO 1997) 
Neonatal resuscitation 

 

As the L-TEL Trial was aiming to improve women’s experiences of being at home in 

early labour, collecting and testing about the timing of admission was deemed to be 

important for this field of research. For this data, active labour was defined on the 

hospitalised system as cervical dilation of 4 centimetres or more. This was in line with 

the local guideline and national guideline (NICE 2017).  

 

6.5.3 Some qualitative context  

In order to determine usability and acceptability of the intervention, as well as how 

women had sought their information about early labour, some questions were added to 

the postnatal experience questionnaire to add context and depth to the L-TEL Trial’s 

findings. It was proposed that this would add value to the contributions to the existing 

evidence base.  

 

6.6 Trial setting and participants 

The trial was undertaken at a single NHS Trust site in the south of England. The host 

Trust offers comprehensive maternity care and tertiary level neonatal care. Depending 

on risk, mothers can choose to have their babies on the labour ward, in an alongside 

birth centre or in a co-located birth centre. As standard, all women have the opportunity 
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to attend face to face, group antenatal education classes. There is a designated, 

telephone triage service for taking labour calls.  

 

The generalisability between the trial population and the wider intended population 

must always be considered during the development of RCTs. Participants that consent 

to taking part in research may not accurately represent the population that would 

eventually use the intervention in the real world (Erves et al. 2017). This is a common 

limitation across clinical research. In response to this limitation, for complete 

transparency, this trial reported the participants’ demographics for comparison. 

 

The full eligibility criteria for participant inclusion are detailed in the integrated paper, 

Edwards et al. (2019). Pregnancy and the subsequent birth are commonly divided into 

two succinct obstetric risk categories: “low-risk” or “high-risk”. As pregnancy or labour 

progresses, this categorisation may change as new risks emerge or decrease. Women 

that are assessed as low-risk are safe to receive care solely from a midwife, without 

input or care-planning from the medical or obstetric team. The L-TEL Trial aimed to 

investigate the impact of the web intervention on low-risk women, defined as per local 

guidelines. This is because the evidence for women remaining at home during early 

labour has commonly focused on those with low obstetric risk, furthermore, high-risk 

women are more likely to require closer monitoring and in light of this it may not be 

appropriate for them to remain at home in this phase. Therefore providing them with 

this intervention was deemed as inappropriate and potentially unsafe.  

 

The hospital offers “needing extra support teams” (NEST) for geographically identified 

women who require the benefits of midwifery continuity of carer. These women are 

often from socially vulnerable backgrounds and receive a slightly more individualised 

pathway of care from a specific team of midwives. Women who receive their antenatal 

care from the NEST do not call the usual telephone triage service for telephone 

assessment; instead this is done by the midwives caring for them. Additionally, if 

appropriate, the midwives may visit the women during early labour in their own homes. 

In light of this, much of the advice and information on the web intervention was deemed 

as not suitable for women being cared for by NEST. For this reason, these women 

were not eligible for participation in the trial.  
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6.7 Power calculation and sample size 

A power calculation was undertaken with support from a University statistician to 

establish a recruitment target figure suitable to measure the desired primary outcome, 

the total ELEQ score. In relation to women’s experiences, a 10% difference is 

documented to be clinically meaningful for a similar scale, the Labour and Delivery 

Satisfaction Index (Lomas et al. 1987), for which the ELEQ was compared for construct 

validity (Janssen et al. 2003).  

 

A sample size of 70 (35 in each group) was calculated to be required to detect a 10% 

difference in scores (111.80 vs. 101.64, as found by Janssen and Desmarais 2013a) 

based on a standard deviation of 12.84 (Janssen and Desmarais 2013a), a two-sided 

significance level of 0.05 and 90% power.  To allow for 20% to not contribute to the 

primary analysis (Sackett et al. 2000) via attrition during follow-up, an additional 14 

participants were required for recruitment.  

 

Induction of labour (IOL) is the process of artificially starting labour before it naturally 

occurs. Participants who undergo an IOL will not have spent time at home in early 

labour so are unable to contribute to the primary analysis with an ELEQ response. At 

the time of undertaking the power calculation in 2016, national data estimated that 

approximately 27.9% of all births were induced (NHS Digital 2016) and data from the 

research site found 24% of women underwent an IOL.  Taking consideration for the 

obstetrically low-risk sample group (assumed to have lower rates of IOL) a sample size 

of 100 participants was calculated to be required (50 in each trial arm).  

 

This figure was deemed achievable as there was estimated to be approximately 80 

eligible women per month at the research site. The recruitment period was anticipated 

to be 10 months. 

 

6.8 Ethics approval 

“Research ethics govern the standards of conduct for scientific researchers. It is 

important to adhere to ethical principles to protect the dignity, rights and welfare of 

research participants,” (WHO, ca 2021). 
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Ethical considerations were made throughout the planning and implementation of this 

research trial. Verbal and written informed consent were sought, where participants 

were fully aware of the risks and benefits of taking part, this information was also 

provided in writing as a PIS. It was made clear on the PIS and by the researcher when 

taking consent that the hypothesised positive outcomes were yet to be proven. No care 

was removed from any participant. Women involved in the trial were encouraged to 

pragmatically use the intervention so to minimise any burden of being involved in the 

trial. Additionally, all correspondence, except the first phone call, was carried out 

electronically at the convenience of the participant, again to minimise the burden on the 

research participants.  

 

Ethical approval was sought and granted on 15th October 2018 by the local research 

ethics committee and study approval by the NHS Health Research Authority (HRA) 

(see Appendix 10).  

 

6.9 Amendments 

During preliminary data collection, it was noted that IOL rates in participants was 

substantially higher than anticipated. Although rates vary across the UK, it is accepted 

that the number of women undergoing IOL has increased quite substantially in recent 

years. By 2019, at the time of data collection, 33% of all labours are reported to have 

been induced (NHS Digital 2020). However it is likely that, this figure has risen higher 

still; a report into women’s experiences of maternity care found 44% of respondents to 

have had an IOL in 2019 - 2020 (CQC 2020).  

 

Based on this, a substantial amendment was approved (see Appendix 11) during the 

trial to increase the recruitment target to 140 (70 in each trial arm) to ensure that there 

was enough participants to contribute to the primary analysis. A further non-substantial 

amendment was required to extend the trial period by 2 months in order to reach this 

recruitment target (see Appendix 12). 

 

6.10 Recruitment processes 

6.10.1 Identification of eligible participants 

Local data predicted approximately 80 women would be eligible for participation in the 

LTEL Trial per month (booking obstetrically low-risk and nulliparous). Two methods of 
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recruitment were employed: identification of participants via their community midwives 

and self-identification to the researcher. A successful recruitment process, which 

provides strong external validity, looks to enlist a varied research sample who ideally 

will represent the wider population of individuals who may be impacted by any research 

findings (Lavrakas 2008).  It was anticipated that employing two distinct methods of 

recruitment to the L-TEL Trial would maximise the number of women who were given 

the opportunity to participate; thus providing a higher probability of enlisting a wider 

variety of participants. Two methods of recruitment aimed to reduce any recruitment 

biases that may have been seen with practitioner recruitment alone. These biases may 

have provided individuals who were believed to have been more likely to participate, 

more opportunity for recruitment.  To counteract this, the trial was publicised for 

individuals to self-identify to the researcher for participation via posters in the antenatal 

clinics (see Appendix 13), scanning department and on the maternity service birth 

centres’ social media pages (Facebook). It was also acknowledged that self-

identification for participation in research may present its own biases where women 

with a better understanding of research, or higher confidence in undertaking something 

new, may be more likely to self-identify. This remains a challenge across clinical 

research trials.  

 

6.10.2 Community midwife training  

Engaging clinical practitioners in research can be challenging when there is a need to 

address immediate clinical priorities in a busy NHS service; furthermore clinical 

practitioners often feel ambiguity about their role in research (Higgins et al. 2010). To 

address these challenges, an education package was developed to inform midwives of 

their role in identifying potential participants to the researcher (see Appendix 14) and to 

engage them in the aims and anticipated outcomes of the research trial. The online 

training package was developed by the researcher and then piloted on 5 community 

midwives who provided feedback about its relevance, ease of use and their 

subsequent understanding of the trial. All midwives fed-back positively about the online 

package and felt it explained the trial and their expected involvement well. In line with 

the midwives’ feedback, the training was provided in an online format for ease of 

access in the community, for midwives to undertake at their own convenience, so to 

minimally impact on their workload. The feedback group also suggested that the 25 

week antenatal appointment would be the most appropriate appointment for the 

identification of eligible participants to take place based on the other clinical tasks at 

this appointment. Based on this, it was suggested that this appointment be used but it 

did not stipulate that the identification could not happen at other appointments as well. 
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Midwives gave potential eligible participants a brief outline of the research trial; 

provided a PIS and with permission, submitted their contact details to the researcher. 

  

6.10.3 Consent processes 

Gupta (2013) presents consent in research to be, at its most basic level, made of three 

elements: adequate and comprehensive information disclosure, decision-making 

capacity, and voluntariness. There is a vast literature base discussing the advantages 

of written consent, particularly when compared to verbal consent alone (Lawton et al. 

2017).  

 

Written consent is often the ethically least complex method of taking consent. Written 

consent has traditionally been preferable, commonly taken on paper, alongside a 

signature, which provides consent traceability (General Medical Council 2010). More 

recently, ever-evolving and newly developing technology has superseded most of the 

traditional paper communication across the world; emails, e-books, SMS texts, digital 

messaging, social media and more broadly, the internet, has transformed the way in 

which acceptable communication takes place. In spite of this, digital consent in 

research (except in the form of surveys) has not been as widely utilised. 

 

Ethical considerations regarding digital and online consent must be considered; it is 

important that the researcher can be sure that the participant providing consent has 

received adequate information, is voluntarily involved and has the capacity to 

understand their involvement. Nonetheless if the basic consent principles can be met, 

as described by Gupta (2013), digital and online consent could be a dynamic, cost-

efficient, effective method (Brandon et al. 2016). Furthermore, completing consent at a 

time convenient to the participant prioritises them in the process, which should be at 

the forefront of good, ethical research conduct. It minimises the time, travel and 

organisational barriers associated with traditional, written consent taken on paper 

(Schenker and Meisel 2011). It was considered that online consent could be 

detrimental to excluding potential participants without online access. However, due to 

the age and demographic of the participants of this trial, it was unlikely that an online 

platform for consent would impact adversely. Furthermore, the intervention on trial was 

an online, digital tool and so individuals without online access would not have been 

able to participate. In line with this, access to the internet, without unacceptable cost, 

was specifically made an inclusion criterion for this study.  
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For the reasons discussed, consent for the L-TEL Trial was taken verbally and then 

documented online (see Appendix 15). To consent, following receipt of the PIS (see 

Appendix 16), the researcher made contact with potential participants to confirm 

eligibility and explain in further detail their proposed involvement in the trial. 

Participants were given the opportunity to ask questions in order to make an informed 

decision about providing their voluntary consent to participate. In a systematic review of 

how to reliably take informed consent, having a one to one conversation between 

researcher and potential participant was found to be the most effective method of 

improving the research participants’ understanding of a trial (Flory and Emmanuel 

2004) and so this method was employed.  Following verbal consent, an online consent 

form was sent securely to the participant’s email address. Each participant was also 

provided with a unique, “once-only access” username and password to complete their 

individual consent form; this was to ensure that the correct person completed the 

consent form. This identification verification process is suggested as a solution to 

eliminate the risk of participants taking part in the same online trial more than once 

(Murray et al. 2009). 

 

A copy of this documented consent was provided to the individual for their own record, 

and uploaded to their hospital record. Following consent, participants were then sent 

an online questionnaire to collect baseline demographic information. Further 

information about this can be found in Section 6.11. 

 

Participant details were recorded on EDGE (Clinical Informatics Research Unit, 

University of Southampton 2018) and recruitment data uploaded to the NIHR Central 

Portfolio Management System, an “infrastructure support for the initiation and delivery 

of high quality research which benefits patients and the NHS… to answer… relevant 

questions with scientifically sound methods” (Department of Health (DOH) 2019). 

 

6.10.4 Successes and barriers to recruitment 

The success and ease of using social media, mostly in relation to academic research 

output, has been documented, although its role in recruitment has been less widely 

discussed. Klar et al. (2020) describes social media content as being “pushed” out, 

where usual promotion relies on individuals “pulling” in information. The recruitment 

population were easily, and cost effectively reached using the maternity service’s birth 

centre social media page (Facebook) (see Appendix 13), furthermore utilising the 
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maternity affiliated pages meant the poster could be virtually displayed a number of 

times throughout the trial period, in order to identify newly eligible women.  

 

Of the 193 women who were identified to the researcher as eligible and were 

contactable, only 6 women declined to consent (3.4%) (see Figure 4 in Section 7.2). 

During the consent discussions with the researcher, individuals frequently reported that 

they were keen to participate, and pleased to be given the chance to be involved. This 

was because they wanted every opportunity to receive as much information about 

labour and birth as possible; additionally they felt involvement in the trial was “easy”. 

Some participants also expressed an altruistic sentiment about being involved in a trial 

of an intervention which could benefit other women in the future.  

 

The main barrier to recruitment was receiving enough referrals from the midwives; in 

spite of the high number of eligible women that were being booked into the service, 

many midwives reported that they would regularly forget to speak to these women 

about the research trial. The term “gate keeper” is used to refer to the person or people 

who exist between the researcher and participant, when the researcher does not 

directly approach the participant for research involvement (Clark 2011). This has been 

documented to weaken the research process in other trials, because there is a reliance 

on an intermediary to undertake an important aspect of the research, such as in the 

identification of participants (van Teijlingen et al. 2001). This barrier to the L-TEL Trial’s 

recruitment was unsurprising, where clinical priorities in often busy midwifery 

appointments take precedence. The researcher found that speaking to individual 

midwives helped mitigate this barrier because it engaged practitioners to become 

invested in the research outcomes. Larkin (2013 p. 99) describes this process for a 

midwife researcher as “negotiating with gatekeepers… to gain acceptance of a new 

role, that of researcher”, this was certainly a relatable concept where the researcher for 

the L-TEL Trial had previously been a clinical midwife at the research site. For the L-

TEL Trial at least, the researcher felt that these existing, professional relationships 

aided the mitigation of the recruitment barriers described above because the rapport 

documented to be important by Larkin (2013) already existed between the researcher 

and midwifery team. It is recognised that “exaggerated intimacy” between researcher 

and “gate-keeper” could place participants in a vulnerable position (Larkin 2013) but 

this was not the case in the L-TEL Trial, where a balanced approach was adopted. This 

was maintained because the midwives only identified eligible participants and did not 

consent them to the trial. Therefore these professional relationships had a positive 

impact by reminding the midwives to provide the information about the trial to potential 
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participants, but did not change how likely participants were to consent, which would 

have been unethical.  

 

6.11 Participant demographic data 

6.11.1 Baseline demographics 

When conducting a RCT it is recommended that demographic and prognosis variables 

be described and reported for both the control and the intervention group (Roberts and 

Torgerson 1999). This is so the generalisability of the study’s findings can be 

interpreted and so any significant, chance differences between the trial’s groups are 

acknowledged and the impact on findings can be considered. For this reason, baseline 

characteristics are usually collected as variables that are likely to have a high impact 

on any trial findings. An association, or potential impact, between the baseline, 

demographic variables and the outcomes of interest could be detrimental to being able 

to contribute any impact to the studied intervention. For this reason the baseline 

questionnaire for this trial focused on variables that may impact on women’s 

experiences of labour. Demographic data were collected prior to randomisation so that 

group allocation did not impact on women’s self-reported characteristics (i.e. self-

efficacy). The researcher did not see these data prior to randomisation, and the 

computer randomisation tool was independent to the system in which the demographic 

data were collected. Therefore there was no risk of selection bias during recruitment. 

 

6.11.2 Baseline demographics: Childbirth Self-efficacy Inventory  

As discussed in Chapter 4.0, the impact of self-efficacy on labour and childbirth is well 

documented. As the intervention had been developed to improve experiences of early 

labour utilising self-efficacy theory, collecting baseline data regarding this prior to 

randomisation was important.  

 

The Childbirth Self-Efficacy Inventory (CBSEI) (Lowe 1993) was chosen as a tool 

developed to prospectively measure childbirth self-efficacy and permission was granted 

for its use by the author (see Appendix 17 and 18). The inventory is categorised into 4 

subscales (self‐efficacy expectancy for labour, outcome expectancy for labour, self‐

efficacy expectancy for the second stage of labour, and outcome expectancy for the 

second stage of labour) with 15 to 16 questions in each of these subscales. The 

subscales measure the behaviours that women believe may be useful to them in labour 

as well as their belief that they will implement these behaviours once in labour. The 
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subscales can be viewed individually or as a total. The questionnaire uses a 10-point 

Likert scale; higher scores indicate higher levels of self-efficacy. The CBSEI was 

validated for in English speaking countries (Lowe 1993, Drummond and Rickwood 

1997, Sinclair and O’Boyle 1999), but has also been translated and validated in 

Spanish, Chinese Swedish, Thai and Persian with high tool reliability and validity 

(Cunquiero et al. 2009, Ip et al. 2005, Carlsson et al. 2014, Tanglakmankhong et al. 

2011, Khorsandi et al. 2008). Its high internal consistency reliability (Cronbach’s 

=0.86-0.96) also contributed to why this tool was selected for use.  

 

The Labor and Birth Self-Efficacy Questionnaire (LBSEQ) (Bocchese 1992) was also 

evaluated but the questionnaire had a lower reliability coefficient than the CBSEI (Lowe 

1993) and further factor analysis and validation had not been conducted. Furthermore 

the tool had not been used or translated by any other studies and so was a less robust 

choice.  

 

Additionally, the Confidence and Trust in Delivery Questionnaire (CTDQ) (Jeschke et 

al. 2012) was evaluated for use. Although the authors of the tool noted that the scale 

may be limiting due to its short length, it was found to have good internal consistency 

(=0.79). Nonetheless, the CBSEI had been more widely used, across varying 

language and cultures and was therefore deemed the most reliable and valid tool to 

assess inherent childbirth self-efficacy in the antenatal period.  

 

6.11.3 Other baseline demographics 

Alongside the baseline CBSEI data, other social demographics were collected in order 

to compare the intervention and control groups characteristics. This demographic data 

included marital status, age, ethnic origin and highest level of education achieved. 

Henderson and Redshaw (2017) found that there is considerable variation in women’s 

experience of early labour by sociodemographic characteristics and in particular, 

women aged 20-24 years and women from ethnic minority groups reported greater 

worry about early labour. With the focus of the L-TEL Trial on early labour experiences 

it was important to report on these variables which have the potential of impacting on 

reported outcomes.  

 

There is a well reported correlation between women who live in social deprivation and 

poorer birth outcomes (Weightman et al. 2012, Lelong et al. 2015, Draper et al. 2020). 

This considered, participant postcodes were translated into a measure of deprivation 
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for comparison between groups. The English Indices of Deprivation 2019 is a set of 

relative measures used to measure deprivation for specific, small areas within England. 

The measures are based on seven domains of deprivation and combined with varying 

weights to construct an overall Index of Multiple Deprivation (IMD) (Ministry of Housing. 

Communities & Local Government 2019). See Table 7 for further details.  

 

The IMD (2019) also presents its data in deciles. Those areas in Decile 1 are the 10% 

most deprived areas nationally, and those areas in Decile 10 are the 10% least 

deprived areas nationally.  

Table 7: The seven domains of deprivation, which combine to create the Index of Multiple 
Deprivation (IMD 2019) (Ministry of Housing, Communities and Local Government 2019) 

 

6.12 Data management 

Full details of data collection and management can be found in the Data Management 

Plan (see Appendix 19). All participants were allocated an anonymous participant 

Domain Explanation 

Weighting of total of 

Index of Multiple 

Deprivation (%) 

Income Deprivation relating to low income 22.5% Domain 

Employment Measures the proportion of the working 

age population excluded from the labour 

market 

22.5% 

Education Measures the lack of attainment and 

skills 

13.5% 

Health Measures the risk of premature death 

and the impairment of quality of life 

through poor physical or mental health 

13.5% 

Crime Measures the risk of personal and 

material victimisation 

9.3% 

Barriers to 

housing and 

services 

Measures the physical and financial 

accessibility of housing and local services 

9.3% 

Living 

environment 

Measures the quality of both the indoor 

and the outdoor local environment 

9.3% 
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identification number so that all analyses were undertaken anonymously. All data were 

collected in electronic format in the first instance. This was to avoid duplication and 

error. All data were exported from the electronic forms into the required format for 

analysis. From here all data were exported to SPSS for statistical analyses.  

 

Once in SPSS the data were coded, cleaned and checked against the original 

electronic questionnaires for accuracy. Frequency analysis was also run on SPSS to 

identify anomalies and missing entries. Approximately 15% of all data were directly 

cross checked against the original forms (20 out of total of 140). Starting at the second 

entry (LT002), every 7 entries were cross checked for accuracy (LT009, LT016 etc.). 

There were 2 errors found, 1 participant had provided her estimated due date rather 

than her date of birth in the demographic data and so this entry was removed, and 1 

participant had not provided a valid postcode and so this entry was removed and this 

participant was included in the “Prefer not to say” category for the postcode variable. 

All entries in regard to the secondary outcomes were second checked by an 

administration assistant from the NHS research team at the host Trust. One error was 

identified (wrong place of birth had been listed) and so this was rectified prior to 

analysis. It was acknowledged that there has been a remarkably low error rate and 

thus there had been a notable benefit to collecting data online and in an electronic 

format from the outset. It removed the potential for input and human error (such as 

typographical errors or misplaced paper forms). It also meant participants were 

prompted to complete their questionnaires in full (i.e. the online forms were designed 

so that participants could not move on without completing each question). The forms 

were also developed with some questions requiring specific input format (i.e. dates) 

which further minimised error. If digital forms are well designed, participants can be 

prompted to answer only the questions relevant to them and prevent them from 

changing previous answers, providing more accuracy than traditional paper models of 

data collection (Granello and Wheaton 2004). Using filter questions, such as “Did you 

spend any time at home when you were in early labour?” meant that questions which 

required a specific response to be relevant, could be filtered out so that participants 

were not asked to answer irrelevant questions. In this example, any participant who 

answered “No” was not asked to undertake the ELEQ, which required a participant to 

have spent some time at home whilst in early labour.  

 

In line with university policy and good, ethical research conduct, the anonymised data 

set will be uploaded to the University’s electronic repository following publication of 
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results. All data relating to the trial was always kept password protected on a University 

secure lap top.  

 

6.13 Data analyses 

6.13.1 Intention to treat and other analysis 

RCTs commonly rely on following participants through a journey (i.e. consent, 

randomisation, intervention and follow-up) and so the risk of losing participants (known 

as “lost to follow-up”) during this process can weaken study findings (Sanson-Fisher et 

al. 2007). Furthermore the validity of RCT findings can be impacted if trial groups do 

not adhere to the protocol (i.e. those in the control group actually receive the 

intervention). To minimise the impact of this participants were analysed on an ITT 

basis. This means that all available data was assessed based on the original, random 

allocation to a trial arm, regardless of noncompliance and protocol deviation (Gupta 

2011). This is to maintain the prognostic balance generated from the original 

randomisation and to provide the best estimate of an intervention’s impact and effect 

(Polit and Gillespie 2010, Tripepi et al. 2020). 

 

Whilst analysing the “Phase of labour at admission” secondary outcome on an ITT 

basis, it was evident that there were a large number of data entries which were missing 

(approximately 31% of these data in both the intervention and control group had not 

been collected). This was because these data had not been accurately inputted by the 

midwives, even though this collection should have been a routine data entry for every 

birth undertaken at the hospital site. Instead of a date and time of admission being 

collected as expected, only a date had been collected which meant establishing the 

phase of labour on admission was not possible. This relied on the date and time of 

established labour being readily available, and the date and time of admission being 

reliably collected so that these time points could be compared. Further considerations 

to this noted limitation are discussed in Chapter 8.0. The researcher knew which 

participants had been admitted prior to labour (those admitted for induction and those 

admitted for a caesarean not in labour). The availability of this outcome (prior to any 

labour) compared to the other variables (early labour and active labour) meant results 

and therefore analysis on an ITT basis was misleading and inaccurate. Based on this, 

analysis for this secondary outcome was undertaken including only data available 

(participants who were induced or admitted for a caesarean not in labour, and missing 

entries were excluded). In support of this decision, Gupta (2011) suggests that an 

accurate ITT analysis should be employed when outcome data are complete, and for 
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this specific outcome, this was not true. The possible biases to this data analyses are 

considered, particularly in relation to the impact an analysis of this type could have on 

the preservation of balancing confounding factors and participant demographic that the 

original randomisation provided (Tripepi et al. 2020). Both analyses are presented in 

Chapter 7.0 for transparency of findings, and then discussed further with reference to 

the limitations of this secondary analysis is discussed in Chapter 8.0.  

 

6.13.2 Primary and secondary outcome analyses 

The primary outcome was analysed using an independent t-test, so to compare the 

means of the total scores of the ELEQ between trial arms. Secondary outcomes were 

compared using odds ratio, to indicate the likelihood of outcomes occurring in the 

intervention group when compared to the control group.  

 

Data collected from the usability and acceptability of the intervention, as well as the 

qualitative responses from the questions around early labour education access, were 

broadly thematically analysed.  

 

Statistical support for data analyses was provided by a statistician and senior lecturer 

at the researcher’s university (see Appendix 20). 

 

6.14 Safety and adverse events 

Safety of trial participants is the single most important aspect of conducting ethical 

research. During the intervention’s development, it was reviewed and validated by a 

group of service users, senior midwives and academics to ensure that the advice being 

given was promoting safety (see Chapter 5.0 for details of this review process). 

Adverse events were monitored by the Chief Investigator and the site’s midwifery 

research team, and a group of senior midwives at the Trust. During the trial, a woman 

from the control group sadly had a pre-term stillbirth. This was reviewed in context of 

the trial by the Chief Investigator and a group of senior midwives at the research site; it 

was deemed that the loss was unrelated to the involvement in the trial and so the trial 

continued. The participant was removed from the primary and secondary outcome 

analyses as it would not have been ethically appropriate to approach this individual for 

these data. Otherwise there were no other adverse events reported for participants 

during the trial. 
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The intervention was a low risk, educational tool which reiterated existing advice; 

additionally the web intervention promoted safety by instructing women when to seek 

support and what would be normal and abnormal during this phase. In this, the 

intervention posed minimal risk to research participants. This too was the opinion of the 

Research Ethics Committee (REC). The only identified theoretical risk was that 

participants in the intervention group would remain at home for too long; on 

assessment the likelihood of this happening was deemed to be highly unlikely and in 

reality this did not happen during the trial to any participant.  

 

6.15 Conclusion 

This chapter has presented a peer reviewed journal article (Edwards et al. 2019) 

detailing the study protocol of the L-TEL Trial. The chapter has then provided additional 

justification to the methodological decisions that were made during the development of 

this protocol. The following chapter offers the findings of the L-TEL Trial. 
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7.0 Findings 

7.1 Introduction  

This chapter reports the findings from the L-TEL Trial. The data are presented in 

narrative and visual (tabular and graphical) form. The participant recruitment and 

follow-up process are detailed first, followed by the trial group’s demographics and 

CBSEI scores for comparison. The trial’s primary outcome findings (ELEQ) are detailed 

followed by the clinical, secondary outcomes. Five key secondary outcomes are 

presented in more detail (onset of labour, augmentation of labour, birth mode, regional 

anaesthesia use, neonatal resuscitation and admission rates in active labour) as 

planned (see Section 6.5.2 for further details). 

 

7.2 Participant recruitment and follow-up 

In total, 193 women were identified to the researcher as eligible with an interest to 

participate in the L-TEL Trial. Of these, 126 had been identified by the midwives, and 

67 had self-identified themselves to the researcher. All women who were contactable 

were confirmed to be eligible. Of these, 29 women were consented verbally on the 

phone but did not return their online consent forms, 18 were not contactable and 6 

declined to consent. A total of 140 eligible women (75 of these had been identified by 

the midwife and 65 had self-identified) consented and completed the initial screening 

questionnaire, and were randomised to either the control group (n=71) or the 

intervention group (n=69). In regard to the primary outcome, data were not available for 

49% of both the control and intervention group (control n=35; intervention n=34). Of 

these, a number of participants did not return their questionnaire for analysis (control 

n=12; intervention n=15), and a number of participants did not spend any time at home 

in early labour and so were not able to complete the required primary outcome 

questionnaire (ELEQ) (control n=22; intervention n=19). There was one participant in 

each trial group who did not contribute to the secondary analysis: one participant in the 

control group sadly had a pre-term stillbirth (see Section 6.13 for details) and one 

participant in the intervention group gave birth at a different hospital. A visual 

representation of this participant recruitment and follow-up and can be found in Figure 

4, along with details of adherence to protocol (adapted CONSORT 2010) (Moher et al. 

2001).  
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Secondary 

Outcome  

Lost to follow up 

<2% (n=1) 

 Data unavailable 

(birthed out of 

area) (n=1) 

 

Assessed for eligibility (n=193) 

Excluded (n=53) 

 Consented verbally but did not 

return online consent form 

(n=29) 

 Not contactable (n=18) 

 Declined to consent (n=6) 

 

Primary Outcome 

Lost to follow up (n=35) (49%) 

 Did not return primary outcome 

questionnaire (n=12) 

 Did not spend time at home in 

early labour (n=22) 

 Pre-term stillbirth (n=1) 

 

Allocated to intervention group (n=69) 

 Used allocated intervention (n=52) 

 Did not use allocated intervention (n=2) 

 Not known (n=15) 

 

Primary Outcome 

Lost to follow up (n=34) (49%) 

 Did not return primary 

outcome questionnaire 

(n=15) 

  Did not spend time at home in 

early labour (n=19) 

 

Allocated to control group (n=71) 

 Incidentally used intervention (n=2) 

Allocation 

Randomised (n=140) 

Enrolment 

Contributed to primary 

analysis (n=36) (51%) 

 

Follow up 

Secondary 

Outcome  

Lost to follow up 

<2% (n=1) 

 Pre-term 

stillbirth (n=1) 

 

 

Contributed to secondary 

analysis (n=70) (>98%) 

 

Contributed to primary 

analysis (n=35) (51%) 

 

Analysis 

Contributed to secondary 

analysis (n=68) (>98%) 

 

Figure 4: The L-TEL Trial recruitment, allocation and follow-up diagram (adapted CONSORT 2010 Flow Diagram) (Moher et al. 2001) 
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7.3 Participant demographics 

The two trial arms’ characteristics and demographics are detailed in Table 8. A visual 

comparison of the two trial arms’ demographics suggests that for all but one variable 

the randomisation resulted in groups of similar demographics. There is a noted 

difference in the number of women who were married in the two groups; 76.1% (n=54) 

of participants were married in the control group compared to 58% (n=40) of 

participants in the intervention group. In the control group 19.7% (n=14) of participants 

reported to have a partner, compared to 37.7% (n=26) in the intervention group. These 

differences, and the potential impact on the trial’s findings, will be discussed in further 

detail in the Chapter 8.0. 

 

7.3.1 Participant childbirth self-efficacy measure 

Alongside participant demographics, childbirth self-efficacy was measured in both the 

control and intervention groups using the CBSEI (Lowe 1993) to compare the labour 

and birth confidence between the trial groups prior to randomisation. These scores are 

illustrated in Table 8. The mean scores for both the outcome total score (control=15.49, 

intervention=15.44) and the efficacy total score are comparable between groups 

(control=12.01, intervention=11.94) illustrating similar reported levels of self-efficacy in 

both the trial arms and suggesting a successful randomisation process. 
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Table 8: Participant demographics and baseline CBSEI scores (Lowe 1993) by trial arm  

 Control (max=71) Intervention (max=69) 

Childbirth Self-Efficacy Inventory:   

Mean (SD) outcome total score 

(C=71, I=69) 

15.49 (2.518) 

 

15.44 (2.74) 

 

Mean (SD) efficacy total score  

(C=71, I=69) 

12.01 (3.916) 

 

11.94 (3.048) 

 

Age (C=71, I=69)   

Mean (SD) in years (C=66, I=67)  30.27  (4.108) 29.93 (4.698) 

 n % n % 

Prefer not to say 4  5.6 2 2.9 

Provided estimated due date in error 1  1.4 0 0 

Ethnicity (C=71, I=69):  n % n % 

White British 58    81.7 62 89.9 

Other White Background  7    9.9 4 5.8 

Black or Black British - African 2     2.8 0 0 

Chinese  2    2.8 1 1.4 

Mixed - White and Black  African 1    1.4 0 0 

Mixed White and Black Caribbean 1 1.4 0 0 

Asian or Asian British - Indian  0   0 1 1.4 

Other Mixed  0  0 1 1.4 

Marital Status (C=71, I=69): n % n % 

Married 54 76.1  40 58.0 

Partner  14 19.7  26 37.7 

Single  3 4.2  1 1.4 

Civil partnership 0 0 1 1.4 

Prefer not to say 0 0 1 1.4 

Education (C=71, I=69): n      % n % 

Graduate degree 22 31.0 29 42.0 

Post-graduate education  20 28.2 16 23.2 

Post 16 years education  14 19.7 14 20.3 

GCSE / O Level or equivalent 10 14.1 5 7.2 

Foundation degree  3 4.2 1 1.4 

Other 0 0 3 4.3 

Prefer not to say 2 2.8 1 1.4 

Index of Multiple Deprivation Decile (C=71,I=69) n % n % 

1 1 1.4 2 2.9 

2 7 9.9 6 8.8 

3 6 8.5 8 11.8 

4 12 16.9 7 10.3 

5 5 7.0 7 10.3 

6 9 12.7 7 10.3 

7 5 7.0 7 10.3 

8 8 11.3 9 13.2 

9 4 5.6 6 8.8 

10 11 15.5 9 13.2 

Prefer not to say 3 4.2 1 1.4 
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7.4 Trial findings 

7.4.1 Primary outcome  

The next section presents the findings of the primary outcome of the L-TEL Trial: the 

ELEQ self-reported score, provided by individuals in both trial arms at 7-28 days 

following birth. A higher ELEQ score is representative of a more positive early labour 

experience. Scores were reversed where required to maintain this (as done by the 

original authors of the questionnaire) (Janssen and Desmarais 2013b). The ELEQ is 

made up of 26 items, split into three separate subscale scores: emotional wellbeing (8 

items), emotional distress (6 items) and perceptions of midwifery care (8 items). These 

subscale scores can be compared independently, or added to the four other items to 

provide an overall total ELEQ score.  

 

Details of the primary outcome data are visually depicted in Table 9, followed by a 

narrative detailing the ELEQ score as a whole, and as the three separate subscale 

scores.   
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Table 9: ELEQ total scores and subscale scores by trial arm 

 

Control (C)  

(n=36) 

Intervention (I)  

(n=35) 

Difference in mean 

score  

between I and C (%) 

Mean (SD) Mean (SD)  

Emotional wellbeing items:    

While you were in labour at home did you feel safe? 4.67 (0.68) 4.71 (0.60)  

While you were in labour at home did you feel confident? 3.94 (0.86) 4.14 (0.94)  

While you were in labour at home did you feel happy? 3.56 (1.05) 4.03 (0.92)  

While you were in labour at home did you feel excited? 3.89 (0.95) 4.34 (0.68)  

While you were in labour at home did you feel relaxed? 3.50 (1.21) 3.63 (1.17)  

While you were in labour at home did you feel comfortable? 3.50 (1.46) 3.63 (1.17)  

While you were in labour at home did you feel in control? 3.36 (1.27) 3.71 (1.15)  

While you were in labour at home did you feel supported? 4.42 (1.03) 3.63 (0.61)  

Total: Emotional wellbeing 23.06 (4.71) 24.48 (4.25) 1.42 (+6.16) 

Emotional distress items:      

While you were in labour at home did you feel distressed? 4.03 (1.11) 4.29 (1.15)  

While you were in labour at home did you feel insecure? 4.08 (1.11) 4.23 (1.11)  

While you were in labour at home did you feel confused? 3.94 (1.07) 4.14 (1.06)  

While you were in labour at home did you feel tense? 2.67 (1.20) 3.00 (1.33)  

While you were in labour at home did you feel in scared? 3.06 (1.40) 3.54 (1.27)  

While you were in labour at home did you feel anxious? 2.19 (1.14) 2.60 (1.40)  

Total: Emotional distress 19.97 (5.51) 21.80 (5.91) 1.83 (+9.16) 
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Perceptions of midwifery care items:      

When you were in labour at home, did the midwife on the phone give you the information you wanted? 4.47 (0.85) 4.20 (1.08)  

When you were in labour at home, did the midwife on the phone give reassure you when you needed 

it? 4.28 (0.88) 3.86 (1.62)  

When you were in labour at home, did the midwife on spend enough time with you on the phone? 4.31 (1.04) 4.17 (1.12)  

When you were in labour at home, did the midwife on the phone listen carefully to what you had to 

say? 4.58 (0.65) 4.17 (1.22)  

When you were in labour at home, did the midwife on the phone treat you family and/or friends with 

respect? 4.50 (0.81) 4.37 (1.06)  

When you were in labour at home, did the midwife on the phone respect your wishes about going to 

your chosen place of birth? 4.50 (0.74) 4.26 (1.15)  

Did you feel that you had confidence in the midwife on the phone? 4.42 (0.84) 4.17 (1.12)  

Did you feel that the midwife was at ease and calm with you? 4.72 (0.62) 4.54 (0.85)  

Total: Perceptions of midwifery care 35.78 (4.85) 33.74 (7.71) -2.04 (-5.7) 

Other items:      

Did you feel there was teamwork in the provision of your care? 4.50 (0.70) 4.09 (1.22)  

Did you feel the midwife treated you in a rude way? 4.86 (0.59) 4.66 (0.77)  

Would you recommend this type of early labour care and advice to a friend? 4.31 (0.95) 4.23 (1.17)  

Did you feel you went to hospital at the right time? 4.11 (1.09) 3.77 (1.52)  

Total score of all items 96.58 (12.57) 96.77 (16.74) 0.19 (+0.20) 
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7.4.1.1 ELEQ total score 

Visualisation of Q-Q plots and histograms suggested the ELEQ total item scores to be 

normally distributed (See Appendix 21) and that there was homogeneity of variance, as 

assessed by Levene’s Test for Equality of Variances. Therefore an independent, 2-

sided t-test was used to compare the ELEQ mean scores of the control and the 

intervention group.   

 

Figure 5 illustrates the ELEQ mean total scores (three subscale scores and four 

separate items combined) in both the control and intervention group. 

 

 

The difference in the mean ELEQ total scores was 0.19 higher in the intervention group 

(96.77, SD=16.74) when compared to the control group (96.58, SD=12.57) but this was 

not statistically significant; (SE 3.51, CI 90%, -6.04 – 5.66), t(69)= -0.05, p=0.96.  

 

 

 

 

 

 

 

 

 

Figure 5: ELEQ mean total scores by trial group 

 



 

114 

7.4.1.2 ELEQ separate subscale scores 

 

Visualisation of Q-Q plots and histograms suggested the ELEQ emotional wellbeing 

subscale and emotional distress subscale scores to be normally distributed (See 

Appendix 21) and that there was homogeneity of variance, as assessed by Levene’s 

Test for Equality of Variances. Normal distribution was less evident by visualising Q-Q 

plots and histograms from the perceptions of midwifery care subscale scores (See 

Appendix 21). However skewness was noted as <1 and the median scores in both 

groups were comparable to the means (control=38, intervention=35). Therefore an 

independent, 2-sided t-test was used to compare the ELEQ mean subscale scores of 

the control and the intervention group.   

 

Figure 6 illustrates the three ELEQ mean subscale scores in both the control and the 

intervention group. 

 

 

 

The difference in the mean ELEQ emotional wellbeing subscale scores was 1.42 

higher in the intervention group (24.48, SD=4.25) when compared to the control group 

(23.06, SD=4.71) but this was not statistically significant; (SE 1.07, CI 90%, -3.21 – 

0.35), t(69)= 1.34, p=0.18. 

 

The difference in the mean ELEQ distress subscale scores was 1.83 higher in the 

intervention group (21.80, SD=5.91) when compared to the control group (19.97, 

Figure 6: ELEQ mean subscale scores by trial group 
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SD=5.51) but this was not statistically significant; (SE 1.06, CI 90%, -4.09 – 0.43), 

t(69)= 1.35, p=0.18.  

 

The difference in the mean ELEQ perceptions of midwifery care subscale scores was 

2.04 lower in the intervention group (33.74, SD=7.71) when compared to the control 

group (35.78, SD=4.85) but this was not statistically significant; (SE 1.52, CI 90%, -

0.51 – 4.58), t(69)= -1.34, p=0.19. 

 

7.4.1.3 Primary outcome: conclusion 

The intervention group did not score statistically significantly higher in the total mean 

ELEQ scores, or in any of the subscale scores when compared to the control group. 

Based on this the hypothesis can be rejected. There were however noted differences in 

the subscale scores, which will be discussed in more detail in Chapter 8.0.  

 

7.4.2 Secondary outcomes  

As presented in Table 10, a number of clinical outcomes for both the control and 

intervention groups were collected from the hospitalised central system. This is 

presented alongside the hospital’s data, where available, for nulliparous women from 

April 2019 – March 2020 as a comparator. The hospital data presents data from all 

nulliparous women, not exclusively low risk women, as this was the only data available 

to the researcher. Where annual data from the hospital was not available, the table has 

been shaded in grey. 

 

Whilst there are some differences between the hospital data and the trial data, likely 

due to the difference in risk factors noted above, the data looks reasonably comparable 

suggesting that the trial succeeded in identifying a representative sample.  
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Table 10: Secondary outcomes by trial arm alongside local hospital data for comparison 

 Control (n=71) Intervention (n=69) Hospital 

n % n % % 

Birth mode   

Unassisted vaginal birth 33 46.5 31 44.9 45.7 

Forceps 12 16.9 8 11.6 15.7 

Ventouse 5 7.0 5 7.2 6.4 

Caesarean section in labour 13 18.3 18 26.1 25.5 

Caesarean section not in labour 7 9.9 6 8.7 6.8 

Missing 1 1.4 1 1.4  

Birth place   

Labour ward 55 77.5 53 76.8 84.9 

Birth centre 7 9.9 7 10.1 10.5 

Co-located birth centre 7 9.9 8 11.6 4.1 

Other inpatient, hospital ward 1 1.4 0 0 0.0 

Missing 1 1.4 1 1.4  

Onset of labour   

Spontaneous onset 42 59.2 47 68.1 55.6 

Induction of labour 22 31.0 17 24.6 33.5 

No labour 6 8.5 4 5.8 10.9 

Missing 1 1.4 1 1.4  

Augmentation   

No augmentation 15 21.1 27 39.1 25.6 

Artificial rupture of membranes (ARM) 
only 

11 15.5 9 13.0 43.3 

Oxytocin infusion only 4 5.6 5 7.2 17.8 

ARM and oxytocin 8 11.3 5 7.2 13.3 

Not recorded in hospital notes 31 45.1 22 31.9  

Missing 1 1.4 1 1.4  

Analgesia   

N/A (no labour) 7 9.9 6 8.7  

None 0 0 3 4.3  

Non-pharmacological analgesia only 2 2.8 2 2.8  

Inhalation analgesia only 29 40.8 33 47.8  

Regional anaesthesia (i.e. epidural) 30 42.3 23 33.3 51.7 

Not recorded in hospital notes 2 2.8 1 1.4  

Missing 1 1.4 1 1.4  

Neonatal resuscitation at birth   

None 48 67.6 36 52.2  

Stimulation alone 17 23.9 21 30.4  

Stimulation and facial oxygen 2 2.8 2 2.9  

Positive pressure without drugs 1 1.4 5 7.2  

Not recorded in hospital notes 2 2.8 4 5.8  

Missing 1 1.4 1 1.4  

Feeding at discharge   

Breastfeeding 51 71.8 43 62.3 55.6 

Combination feeding 9 12.7 11 15.9 19.7 

Artificially feeding 7 9.9 9 13.0 24.6 

Not recorded in hospital notes 3 4.2 5 7.2  

Missing 1 1.4 1 1.4  

Phase of labour at admission   

Prior to any labour 29 40.8 23 33.3  

Early labour 6 8.5 8 11.6  

Active labour 13 18.3 15 21.7  

Not recorded in hospital record 22 31.0 22 31.9  

Missing 1 1.4 1 1.4  

Apgar score (C=70, I=68)    
Median score at 1 minute 9 9  

Median score at 5minute 9 9  
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As detailed in Chapter 6.0 based on the MCWP (2007) and WHO (1997) definitions of 

normal labour, five key secondary outcomes were tested. The timing of admission was 

also tested as was identified as key outcome for the focus of this research. 

 

7.4.2.1 Onset of labour 

Women in the intervention group were more likely to have a spontaneous onset of 

labour (68.1%) compared to the control group (59.2%) (Odds ratio (OR) 1 OR 1.49, CI 

90%; 0.828-2.690, p=0.13). This finding was not statistically significant. Both trial 

groups had a higher rate of spontaneous onset of labour and a lower rate of IOL when 

compared to the hospital’s annual data. This finding was not unexpected as the 

hospital data included obstetrically high risk nulliparous women who would present with 

more clinical need for IOL.  

 

7.4.2.2 Augmentation of labour 

Women in the intervention group were more likely to progress spontaneously in labour 

without the need for labour augmentation (39.1%) compared to the control group 

(21.1%) (OR 2.17, CI 90%; 1.05-4.55, p=0.04). This finding was statistically significant. 

Furthermore, women in the intervention group were less likely to require augmentation 

of labour (no augmentation=39.1%) when compared to the annual data from the 

hospital (no augmentation=25.6%).  

 

7.4.2.3 Birth mode 

Women in the intervention group were less likely to have a spontaneous vaginal birth 

(44.9%) when compared to the control group (46.5%) (OR 0.94; CI 90%; 0.536-1.647, 

p=0.43). This finding was not statistically significant. Both trial arms had comparable 

rates of spontaneous vaginal births to the annual hospital data (45.7%). 

 

7.4.2.4 Regional anaesthesia analgesia 

Women in the intervention group were less likely to require regional anaesthesia for 

analgesia (33.3%) compared to the control group (42.3%) (OR 0.66, CI 90%; 0.372-

1.188, p=0.12). This finding was not statistically significant. Both trial arms were less 

likely to require regional anaesthesia than the annual hospital data (51.7%). 

 

 



 

118 

7.4.2.5 Neonatal resuscitation  

Babies born to women in the intervention group were more likely to require some level 

of resuscitation (40.5%) compared to the control group (28.1%) (OR 1.75, CI 90% 0.96-

3.172, p=0.06). This finding was not statistically significant. This hospital data were not 

available. 

 

7.4.2.6 Admission in active labour 

7.4.2.6.1 Intention to treat analysis 

Women in the intervention group were more likely to be admitted in active labour 

(21.7%) when compared to the control group (18.3%) (OR 1.24, CI 90% 0.618-2.494, 

p=0.31). This finding was not statistically significant. As presented and discussed in 

Chapter 6.0, the high rate of missing data in both trial arms was acknowledged and 

therefore an analysis on only those participants with this data available was undertaken 

for this outcome. 

 

7.4.2.6.2 Secondary analysis for onset of labour outcome 

Of the participants from each trial arm who had this data available (see Table 10) 

(control=19, intervention=23), those in the intervention group were less likely to be 

admitted in active labour (65.2%) when compared to the control group (68.4%) (OR 

0.87, CI 0.292-2.562, p=0.41). This finding was not statistically significant. Implications 

in relation to this outcome are discussed in more detail in Chapter 8.0. 

 

7.5 The intervention 

Data were collected about the intervention use in both the intervention and control 

groups to monitor adherence to protocol. These findings are presented in Table 11. A 

total of 112 women (control=58; intervention=54) returned their questionnaires. 
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Table 11: Details of intervention use in intervention group, their birth partners, the control group 
and results of “Would you recommend the intervention to a friend?” 

Intervention use in intervention group (n=54) n % 

Used once 5 9.3 

Used 2-3 times 34 63.0 

Used 4-10 times 13 24.1 

Did not use 2 3.7 

Intervention use in birth partners (n=54)   

Birth partner used 16 29.6 

Birth partner did not use 35 64.8 

Unsure if birth partner used 3 5.6 

Would you recommend the intervention to a friend? (n=54)   

Yes, would recommend 50 92.6 

No, would not recommend 2 3.7 

Did not use intervention to answer this question 2 3.7 

Intervention use in control group (n=58)   

Did not use intervention (adhered to protocol) 56 96.6 

Incidentally used intervention 2 3.4 

 

In the intervention group 96.3% (n=52) of participants accessed the intervention and 

3.7% (n=2) of participants did not. Both participants stated the reason for not accessing 

the intervention was because they did not remember to use it. Of those women that did 

access the intervention, 90.4% (n=47) accessed the intervention more than once. A 

total of 29.6% (n=16) of participant’s birth partners accessed the intervention, 64.8% 

(n=35) did not and 5.6% (n=3) of respondents were unsure if their birth partners had 

accessed the intervention. Of the 52 women who responded to the questionnaire, 

92.6% (n=50) stated that they would recommend the intervention to a friend and 3.7% 

(n=2) stated they would not, 2 participants were unable to answer this question as had 

not accessed the intervention themselves to comment. Of the respondents in the 

control group, 3.4% (n=2) used the intervention in spite of not being allocated to the 

intervention group, 96.6% of respondents in the control group did not incidentally use 

the intervention.  
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Those in the intervention group were asked what they liked most and least about the 

intervention. The responses are detailed in Table 12, grouped by themes which were 

identified methodically by tallying key words and phrases.  

 

Table 12: Frequency of responses in the intervention group to what was liked most and least about 
the web intervention 

What did you like most about the web intervention? Frequency in responses 

Informative 19 

User-friendly 14 

The use of real women’s experiences 9 

Clear 7 

Positive message 6 

What did you like least?  

Nothing to dislike 14 

Too basic 4 

Clearer navigation required 3 

Lack of interactivity 2 

No subtitles on the videos 2 

Easy to forget to use it 1 

 

Respondents most frequently described the web intervention as “informative” and 

commonly cited it to be “user-friendly”. Furthermore some women reported that the use 

of real women’s experiences was their most favourable aspect of the web intervention. 

The most frequent response about what was liked least was that there was “nothing to 

dislike”, followed by the response that it was “too basic”. 
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7.6 Other sources of early labour information 

As part of their postnatal questionnaire, all participants were asked about where they 

had sought their information about early labour. The responses were tallied for 

frequency and are illustrated in Table 13. 

 

Table 13: Other sources used to access early labour information by trial arm  

What sources (other than the intervention) did you use to 

find early labour information 

Frequency in responses 

Control Intervention 

Internet 18 16 

Private antenatal classes 11 7 

NHS antenatal classes 6 9 

Apps on smart device 5 6 

Books 5 4 

Midwife 1 4 

Social media 2 2 

Talking to other mums 1 1 

Hospital leaflets 2 0 

 

There did not appear to be any notable differences between trial arms in the sources 

that were accessed for early labour information. The most commonly cited source of 

information was the internet (n=34), followed by antenatal classes (private=18, 

NHS=15). Five respondents documented their midwife as a source of early labour 

information during pregnancy.  

 

7.7 Chapter conclusion 

This chapter has presented the findings of the L-TEL Trial. It has presented the trial 

arm characteristics and demographics, the primary outcome (ELEQ) and the 

secondary outcomes for both trial groups. It has also presented the data collected 

about the intervention’s use and early labour information sources that were used more 

generally. The following chapter will discuss these findings in the context of the wider 

literature and consider the L-TEL Trial’s impact and relevance, alongside the trial’s 

strengths and limitations. 
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8.0 Discussion 

This chapter will examine the L-TEL Trial’s findings and present them within the context 

of the wider literature. The trial’s primary outcome will be discussed to establish if the 

hypothesis can be accepted or rejected, furthermore the secondary outcomes will also 

be reviewed. The methodology and trial’s implementation will be explored, to identify 

critical strengths and weaknesses of this study and the impact these have had on the 

overall trial and its findings. The chapter will conclude with a discussion around the 

impact and implications of this research trial with regard to its contribution to knowledge 

in the field of early labour research and for future research opportunities. 

 

8.1 The L-TEL Trial’s position within the wider literature 

The L-TEL Trial is the first study to focus on educating women about how to cope in 

early labour, with the primary aim of improving their experiences. It uniquely positions 

the woman and her experiences of this phase at the centre of the intervention; in doing 

this it adopts a different approach to addressing the challenges and issues that are well 

documented in early labour  (Hemminki and Simukka 1986, Holmes et al. 2001, Bailit 

et al. 2005, Rahnama et al. 2006, Tilden et al. 2015, Mikolajczyk et al. 2016, Hanley et 

al. 2016, Beake et al. 2018, Eri et al. 2015, Miller et al. 2020). Previous research has 

aimed to delay admission through improved clinical service provisions such as triage, 

labour assessment (Janssen et al. 2003, Janssen et al. 2006, Spiby et al. 2008) and 

diagnosis (Cheyne et al. 2008, Bonovich 1990, Scrimshaw and Souza 1982). Instead, 

the L-TEL Trial was designed to address the negativities that women report with having 

their admission delayed, by looking to improve the experiences of early labour whilst at 

home. The L-TEL Trial sought to provide women with the authority to empower 

themselves during this phase which had been identified as a research priority in a 

recent study (Allen et al. 2020). Cappelletti et al. (2016 p.198) recommended that there 

should be “clear information and advice about early labour in order to increase 

women’s confidence and self-efficacy, and decrease their anxiety and fear” and this is 

the foundation on which the L-TEL Trial was developed. Eri et al.’s (2015) 

metasynthesis of women’s experiences of this phase identified early labour to be “an 

unknown territory” and the L-TEL Trial has looked to focus on educating and preparing 

women so the reported “unknown” could be a “known”, even when this was a woman’s 

first experience of labour.  

 

The intervention examined in the L-TEL Trial was novel. Co-created with previous 

service users, the intervention was shaped “by women for women” so that the 
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information was genuine, credible and aligned to the priorities of those receiving 

maternity care. Early labour research was identified by women as a key research 

priority nearly a decade ago (McCourt et al. 2012), and it remains highly topical since it 

is commonly a cause of complaint. This trial fills a gap in our current knowledge and 

understanding of how best to support women during this phase.  

 

As a web-based intervention, the L-TEL Trial has been well timed, responding to the 

current national, maternity agenda which is looking to improve and digitalise maternity 

services to ensure better access for all women (NHS Long Term Plan 2019, NHS 

Digital ca. 2021). Furthermore, it delivers on the recommendation of a systematic 

review into internet usage by pregnant women (Sayakhot and Carolan-Olah 2016), 

providing a reliable information source online. Online sources of information have 

continued to grow in the last two decades. The website, www.healthtalk.org offers a 

wide collection of people sharing their stories about health conditions and is 

comparable to the intervention evaluated in the L-TEL Trial for its “peer support” 

concept. Ryan et al. (2017) videoed women speaking about their breast feeding 

experiences and these were used on the healthtalk.org platform. The Healthtalk 

website focuses predominantly on the concerns and problems in pregnancy such as 

miscarriage and fetal abnormalities. Distinctively, the L-TEL intervention focuses on a 

“normal”, physiological aspect of the pregnancy and childbirth journey, rather than a 

pathophysiology. This is the first online intervention developed specifically for 

improving the early labour phase and thus makes an important contribution to an area 

of research which is likely to dominate in the coming years.  

 

The L-TEL intervention has contributed to meeting the recommendation put forward in 

Spiby et al.’s (2008) evaluation of home assessment, which called for the development 

and evaluation of interventions addressing women’s need for information to modify 

uncertainty regarding early labour and their expectations of this phase. Additionally, 

although developed in 2017, the intervention explored in the L-TEL Trial has aptly 

started to address a number of the recommendations highlighted in Beake et al.’s 

(2018) systematic review about providing women with realistic information about what 

to expect from early labour. Furthermore, Beake et al.’s (2018) review called for 

research into interventions to reduce women’s anxieties and it importantly indicates the 

need for web-based education to ensure women receive reliable information. The L-

TEL Trial is in line with these recommendations. Furthermore the findings from the L-

TEL Trial provide a timely response to the call for further evidence about early labour 

interventions in a recent Cochrane review (Kobayashi et al. 2017) 
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8.2 Primary outcome: ELEQ  

The L-TEL Trial looked to measure the impact of the intervention on women’s 

experiences of early labour and so the primary outcome was selected to be the ELEQ 

(Janssen and Desmarais 2013a), a 26 item, self-reported evaluation of early labour 

experiences which was undertaken online at 7-28 days postnatally. This primary 

outcome was chosen because it had been specifically developed and validated for 

evaluation of this phase, rather than as an evaluation of childbirth in its entirety. The L-

TEL Trial did not demonstrate a statistically significant difference in total ELEQ scores 

between the control group (96.58) and intervention group (96.77). The 0.19 positive 

difference seen between the intervention group total score compared to the control 

group total score was not clinically or statistically significant. The hypothesis is 

therefore rejected in this case but not without the need for further exploration.  

 

8.2.1 ELEQ: Emotional wellbeing and emotional distress subscale scores 

Eri et al.’s (2015) metasynthesis of first time mother’s experiences describes early 

labour to be an unknown territory in two ways: firstly in the personal experience of 

going into labour for the first time, and secondly in encountering the maternity care 

system. This distinction is replicated in the ELEQ and its 3 subscale scores (emotional 

wellbeing, emotional distress and perceptions of midwifery care). The emotional 

wellbeing and emotional distress scores are a measure of the personal experience of 

going into labour for the first time, while the perceptions of midwifery care score gauges 

the experiences of encountering the maternity care system.  

 

Those in the intervention group scored higher in both the emotional wellbeing subscale 

(24.48) than the control group (23.06), and in the emotional distress subscale (21.80) 

than the control group (19.97). Although not statistically significant, the intervention 

group did score consistently higher than the control group in 13 out of the 14 emotional 

items. As the subscale scores have been independently validated (Janssen and 

Desmarais 2013a), it is credible to propose that those in the intervention group had a 

more positive emotional experience whilst at home in early labour than those in the 

control group. 

 

Personal control, to help women cope in labour, was identified in Chapter 4.0 as a 

significant determinant of labour and childbirth satisfaction (Christiaens and Bracke 

2007). Coping is defined as having the capacity to deal with something difficult 

successfully (Oxford English Dictionary 2010). Coping strategies during labour have 
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been broadly separated into two themes: thoughts and behaviours (Escott et al. 2004); 

it is perhaps that the L-TEL’s intervention looked to address both of these themes that 

resulted in the small positive differences in the emotional subscale scores. Escott et al. 

(2004) noted that distraction, as well as positioning, were two mechanisms to strongly 

aid coping and both of these techniques formed a large aspect of the educational 

content within the intervention. Distraction not only contributes to how women can cope 

in labour, but also how they maintain power (Carlsson et al. 2012); power and control is 

known to be strongly correlated with higher satisfaction (Christiaens and Bracke 2007). 

Whilst it might be that the intervention did improve women’s ability to cope, the extent 

in which formal antenatal education is transferred into practice is not reliable and 

should not be assumed (Spiby et al. 1999). It is perhaps that the L-TEL Trial’s 

intervention offered the chance for women and birth partners to practice coping 

techniques at home, something that if lacking, causes women dissatisfaction (Spiby et 

al. 1999). Furthermore, the L-TEL’s intervention looked to provide education which was 

“real”, guided by women who had previously been through labour. These experiences 

commonly discussed the normality of pain being an aspect of childbirth that needs 

acceptance. Van der Gucht and Lewis (2015) suggested that future research should 

look at the role of antenatal education in fostering such a viewpoint in preparation for 

birth, to better manage expectations about the role of pain in childbirth so women can 

cope and have a subsequently positive birth experience. The L-TEL Trial may have 

gone some way to beginning to address this recommendation.  

 

8.2.2 Perceptions of midwifery care subscale score 

It is important to acknowledge that whilst making some small difference to the 

emotional experiences of early labour, the intervention appears to have negatively 

impacted on self-reported perceptions of midwifery care (the third and final subscale 

score). Those in the intervention group scored lower in relation to the perceptions of 

midwifery subscale score (33.74) when compared to the control group (35.78). The 

intervention group scored lower in all 8 of the individual item scores within the subscale 

when compared to the control group. Whilst not statistically significant, there is a need 

to explore this further.  

 

Whilst the intervention group’s ELEQ scores were more positive in the emotional 

domains, they were more negative in the perceptions of midwifery care. It is proposed 

that in preparing those in the intervention group for early labour (resulting in a more 

positive, emotional experience) their expectations for this phase were greater. This 

meant that although their emotional experiences of being at home were better, when 
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care from the health professional was sought, expectations were, at this point, met to a 

lesser extent than those reported by the control group. Spiby et al. (1999) found 

women who received antenatal education, reported a discrepancy between their 

antenatal expectations and the reality of the midwives’ involvement in the use of coping 

strategies; this was speculated to be because the midwives working clinically had not 

been involved in the facilitation of the education. Receiving conflicting advice (or advice 

that does not reflect what has been received previously) is a common source of 

complaint within maternity, and minimising this is reflected in the national Better Births 

agenda (NHS England 2016). This may explain the discrepancy between the emotional 

subscale scores and the midwifery perception subscale scores because the midwives 

working clinically had not given the same information that the L-TEL Trial’s intervention 

had provided. 

 

An alternative theory to this discrepancy is that women commonly seek care for 

confirmation of normalcy (Carlsson et al. 2012) because of uncertainty in recognising 

when labour has started and because they require professional reassurance 

(Cappelletti et al. 2016). Many look for professional input on a “just in case” principle, 

even if they are coping well, because they lack confidence in this phase (Cheyne et al. 

2007). If women in the intervention group had already prepared for what to expect, and 

already understood that what they were experiencing was normal, they may not have 

required the same care, advice and reassurance as those in the control group. 

Therefore, those in the intervention group may have rated their experiences of this 

support as less positive, because it was required to a lesser extent, or because they 

required different support to what was being provided. From the control group’s 

perspective, when seeking midwifery care and on receiving reassurance, it is 

conceivable they reported this experience to be more positive because their desire for 

this advice was greater, having received less information antenatally. 

 

This proposal is supported by previous research; Carlsson (2016) presents an 

important interconnection between how women view the construct of childbirth, about 

where they wish to be during early labour and how they experience this phase. There 

are women who view childbirth as a natural occurrence and in this see the home or 

“human nest” as the safest, most secure place during this phase (Carlsson 2016); their 

position in the home enables autonomy, empowerment and control. Carlsson (2016) 

continues to report that women who view childbirth as a natural process have 

commonly heard positive stories about childbirth, and refer to others who have given 

birth successfully; in this they inherit positivity from these stories. This is comparable to 

the vicarious experiences recordings that shaped the intervention of the L-TEL Trial. 
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Conversely, there are those women who view childbirth as a medicalised occurrence, 

with risk, and the need for risk elimination through intervention and for these, the 

hospital is considered the safest place in early labour (Carlsson 2016). These women 

rely on expert opinion and professional knowledge and so are likely to seek validation 

at the first sign of labour (Miller and Shriver 2012). In concurrence, Rämgård (2006) 

found that women seek the place, or thing, that represents safety and security to them 

during childbirth, such as contact with the midwife in early labour (Green et al. 2012).  

 

These two groups have opposing feelings about control. There are internal and 

external control processes and both impact on the birth experience (Cook and Loomis 

2012). Internal control refers to an individual’s ability to control pain, control their 

emotions and control their own bodies such as with the positions they choose to adopt 

in labour (Hardin and Buckner 2004, Lally et al. 2014). External control refers to a 

women’s participation in decision making (Cook and Loomis 2012). Possessing control 

in these domains is associated with a more positive childbirth experience (Hardin and 

Buckner 2004, Tinti et al. 2011, DeLuca and Lobel 2014, Jafari et al. 2017).  Those 

women who are inclined to see childbirth as a medicalised event wish to hand over 

control to health professionals (Snowden et al. 2011, Carlsson et al. 2009) likely 

because they do not feel they possess internal control during this time. Whereas 

women who view childbirth as a natural process, remain in control (Carlsson 2016). 

 

It is proposed that the intervention group were guided by the web intervention to adopt 

the view that childbirth is a natural event; having received stories of others successes 

and having had information, expectation management and time to prepare for this 

phase, similar to the notion proposed in Carlsson (2016). In this, they felt in control 

whilst in early labour and therefore did not value the care from the midwifery team as 

much as those women in the control group. Although not significant, in support of the 

proposed theory, the intervention group did score higher to the ELEQ question in 

relation to control (3.71) compared to the control group (3.36). On the other hand, in 

this proposal, the control group were more likely to view childbirth in the medicalised 

paradigm, and were therefore keen to hand control to the health professional because 

remaining at home in early labour did not provide them with a safe and secure 

environment. It is therefore highlighted that this is a possible explanation as to why the 

control group evaluated their experiences of the midwifery care higher. 

 

The only emotional item in which the intervention group scored lower than the control 

group (i.e. less positively) was “…did you feel supported?” (3.63 vs. 4.42).  This was 
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the greatest difference noted in an individual item score between trial arms. This finding 

could support the suggestion that the midwifery care support was meeting the needs of 

the women in the control group more than those in the intervention group and also 

leads to the notion that those in the intervention group did not require external support, 

because they felt more in control and empowered without it. The intervention group 

may have required a different type of support to what was provided to them. It should 

also be considered as to whether the intervention group reported to have felt less 

supported because the intervention negatively impacted them emotionally. However 

other ELEQ findings suggest that those in the intervention group were less confused, 

less anxious, less scared, safer, happier and more comfortable and so it is unlikely that 

this was the case.  

 

A more plausible theory instead suggests that the intervention modified expectations of 

what support should look like in this phase, and that expectations were met to a lesser 

extent than those in the control group. Porter and Macintyre’s (1984) seminal work 

would support this, where it is reported that women will evaluate existing arrangements 

well, until they know what else is available; this is commonly referred to as “what is, 

must be best” (Porter and Macintyre 1984). For those in the control group, who did not 

receive any alternative care or education, it is possible that they rated their care more 

positively because they did not know anything different. It is suggested that when 

women’s expectation of care are low, that they will not mind what care they receive 

(Porter and Macintyre 1984). Conversely those in the intervention group may have had 

greater or different expectations of support, and therefore were more judgemental of 

their care experiences when they arrived.  

 

8.2.3 An overall positive evaluation 

Overall it was noted that women rated their experiences highly. This reflects the 

literature that suggests that satisfaction surveys (like the ELEQ), tend to have 

overwhelmingly positive results (van Teijlingen et al. 2003, Carr-Hill 1992) where, from 

a quantitative perspective at least, women report good experiences in relation to 

pregnancy and childbirth. In the L-TEL Trial, The ELEQ maximum total score was 130. 

Those in the intervention scored a mean total of 96.77 and those in the control scored 

a mean total of 96.58; both scores equate approximately to 74% of the maximum 

score.  This demonstrates that overall, women in both the control and the intervention 

group rated their experiences of being in early labour positively. However this 

contradicts the body of qualitative research, where women report a largely negative 

experience of this phase (Allen et al. 2020, Beake et al. 2018, Eri et al. 2015).  
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It could be argued that women who do not have a comparator to their experiences of 

childbirth, may be more inclined to rate them highly, i.e. how can an individual express 

preference for something else if they do not know what else is, or could be, available 

(van Teijlingen et al. 2003). This would be true for the L-TEL Trial’s study population as 

first time mothers. Conversely however, so too could the opposite be true, where 

individuals do not have a comparator and so their experiences fall short of their 

expectations. In support, much of the qualitative literature reports a disparity between 

expectations and reality, alongside a negative experience of this phase (Myhre et al. 

2021, Eri et al. 2015, Nolan et al. 2011, Beebe and Humpreys 2006).  

 

A retrospective evaluation of an experience could be tainted for the better by a positive 

outcome; this is referred to as recall bias (Sedgwick 2012). The ELEQ was completed 

following the birth, so may not be an accurate evaluation of contemporary experience 

as the events occurred, and instead has evaluated how the individual remembers their 

experience to have been. A literature review into memory of labour pain concluded that 

women do not always recall their labour experiences accurately and furthermore 

retrospectively, their memories are more likely to evoke positive feelings related to 

coping, self-efficacy and self-esteem (Niven and Murphy-Black 2000). Instead 

however, Takehara et al. (2014) found that women do accurately remember their 

childbirth experience for at least 5 years postpartum, and their recollection was 

comparable to the results of the same survey undertaken a few days following 

childbirth. Furthermore, the literature suggests that a negative evaluation of childbirth 

has the most significant impact in the long term for women (Shorey et al. 2018, 

Goodman et al. 2004), and so a positive evaluation of childbirth, even if overestimated, 

should not be of concern. A positive childbirth evaluation has been seen to contribute 

to self-esteem, accomplishment and good expectations for a future positive childbirth 

experience (Goodman et al. 2004, Slade et al. 1993). If recollections (and their 

subsequent positive evaluation) are to some degree an inaccurate representation of 

the contemporaneous lived experiences, this does not need to be of concern if the 

positive outcomes of these recollections prevail irrespectively.   

 

8.2.4 ELEQ: The right tool? 

With the above discussions in mind, one might ask if the ELEQ was the most suitable 

tool, in its entirety, to evaluate the L-TEL Trial’s intervention. Although the limitations of 

a quantitative satisfaction score (van Teijlingen et al. 2003) have been acknowledged, 
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these limitations can be minimised when evaluation of satisfaction is focused on explicit 

areas of maternity care provision, as seen in the evaluations of specific midwifery care 

models in Perdok et al. (2018). As the L-TEL Trial was specifically focused on the early 

labour phase of the childbirth continuum, it is anticipated that those completing the 

ELEQ were able to recall on this specific aspect of their care more accurately than if 

they were required to evaluate their pregnancy, labour and childbirth experiences as a 

whole.  

 

As a measure of the intended outcome, the ELEQ’s two emotional subscale scores 

(emotional wellbeing and emotional distress) were more suited to evaluate the web 

intervention when compared to the ELEQ’s perception of midwifery care subscale 

score. This is because the intervention did not specifically seek to affect how women 

evaluated their experiences of the physical care provided by health professionals. 

Conversely, the intervention was designed to improve experiences prior to seeking 

care from the service; this was the important distinction between this trial and the 

research that has preceded it. Based on this, it has been considered that the ELEQ’s 

two emotional subscale scores could have been used to evaluate this intervention in 

isolation. However, this view should be adopted with caution for the following reasons.  

 

As documented in Chapter 6.0, the ELEQ is a pre-validated tool for measuring early 

labour experience, and is the only tool which specifically looks at this phase. 

Furthermore it has been successfully translated and validated into a number of different 

languages (Cunquiero et al. 2009, Ip et al. 2005, Carlsson et al. 2014, 

Tanglakmankhong et al. 2011, Khorsandi et al. 2008) and it was for these reasons that 

it was selected during the methodological development of this trial. The complex 

journey of the early labour phase will always, at some point, involve the midwife and 

the relationships between the woman and midwife continue to be documented as 

fundamental in the overall experience of early labour (Allen et al. 2020, Beake et al. 

2018, Capelletti et al. 2016, Borrelli et al. 2016). Therefore to dismiss the perceptions 

of midwifery care subscale score of the ELEQ would not fairly represent a valid 

measure of a woman’s complete experience of early labour. Even if the intervention 

can make some positive differences to women’s emotional experiences, the suggestion 

that it could negatively impact the experiences associated with the care provided by the 

midwife, needs further consideration, as opposed to rejection. Instead, it should be 

concluded that the ELEQ remains the correct measure but recognise that the L-TEL 

Trial leaves a gap for further research into how maternal emotional experience can be 

improved, likely through enhanced self-efficacy, empowerment, autonomy, knowledge 

and control, without negatively impacting on the perceptions of the physical care that is 
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provided. This may require more investigation into how to better prepare midwives to 

supplement the antenatal advice and information provided in the L-TEL Trial’s 

intervention so their support can remain of high value to women.  

 

8.2.5 Another finding from the primary outcome 

Women in the control group scored more positively to the question “Do you feel you 

went to hospital at the right time?” indicating more women in the control group felt their 

timing to hospital was right and although not statistically significant, the difference in 

these responses is worth consideration for further research. It is possible that in 

providing women with more advice about remaining at home, their expectations for 

when the right time to go to hospital were altered. Beake et al. (2018) suggests that 

providing women with more information antenatally about what to expect in early labour 

would better prepare them to attend hospital at the right time but the L-TEL Trial did not 

concur with this notion.  

 

Conceivably, women in the intervention group had a better understanding of the 

negative implications of being admitted in early labour and therefore felt additional 

pressure to avoid this. If, on admission, participants from the intervention group were 

found to be in early labour, they may have had more disappointment or more 

understanding that this was not the “optimal” admission time and thus their scores have 

reflected this. Cook and Loomis (2012) found that changes to a woman’s birth plan that 

allowed little or no control were the most disappointing. The amount of control that the 

woman has over changes in the birth plan (i.e. admission in early labour) will impact on 

how positively the birth experience is evaluated (Hauck et al. 2007).  

 

Alternatively, those in the control group may have sought admission whilst in early 

labour without knowing the implications of early admission. Instead, perhaps the control 

group requested admission when it was personally needed, rather than at a specific, 

pre-determined point in their labour. If this theory were true, there may be a need to 

supplement the advice on the web intervention, to ensure that individuals who view the 

intervention but go on to require admission in early labour anyway, do not feel any 

sense of disappointment.  

 

On the other hand, women in the intervention group may have reported a less positive 

response to this question because they remained at home, believing this was the right 

thing to do based on the education they had received from the intervention, when in 
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reality, admission was required. However this theory opposes the other ELEQ findings 

which found the intervention group to have a more emotionally positive experience at 

home. Remaining at home when admission is emotionally required has been 

documented in the literature to be very detrimental to experiences (Nolan and Smith 

2010) and so this proposal, when viewed in conjunction with the other ELEQ findings, 

would appear flawed. 

 

8.3 Secondary outcomes 

Although the L-TEL Trial was not statistically powered to demonstrate significant 

differences in clinical outcomes, there were some findings for discussion.  

 

8.3.1 Augmentation of Labour 

Those in the intervention group were more likely to progress in labour without the need 

for artificial augmentation and this finding was statistically significant. Augmentation of 

labour is the process of artificially accelerating a labour that has spontaneously 

commenced by the means of rupturing the amniotic membranes or by commencing an 

artificial form of the hormone oxytocin. The practice of augmentation is common but the 

evidence around its use is deficient, although not discouraging of it either (Son 2020). 

Whilst artificial oxytocin can reduce the length of labour, a Cochrane review found that 

its use did only this, and did not reduce the number of women undergoing caesarean 

section (Bugg et al. 2013). In other words, reducing the length of labour may be 

desirable to some mothers and care providers, but it may be of no clinical benefit 

overall to birth outcomes and may in reality commence the cascade of intervention 

previously discussed in Chapter 2.0. 

 

The hormone oxytocin, in its natural form, plays a significant part in labour progression 

as the responsible agent for generating uterine contractions (Uvnäs-Moberg et al. 

2019). There is some correlation between positive emotion in the labouring individual 

and her subsequent labour progression (Leap et al. 2010b, McNelis 2013), which may 

go some way to explain why those in the intervention group, who reported a more 

positive emotional experience, required less augmentation. Rates of augmentation in 

the intervention group were also lower than the Trust’s annual data. The Trust data 

however includes nulliparous women of all risk factors, where the L-TEL Trial recruited 

only low-risk women. Thus this finding is not unexpected because women with higher 
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risk factors are likely pre-disposed to require a greater level of medical and obstetric 

intervention.  

 

Reducing the use of artificial oxytocin could be beneficial for a number of reasons. 

Firstly, women receiving artificial oxytocin require intravenous cannulation, a routine, 

albeit invasive, procedure with some discomfort involved and a small risk of infection 

(Campbell 1997). Secondly, artificial oxytocin use denies women the opportunity to 

birth on a midwifery led unit, where additional fetal monitoring is required due to 

changes in the baby’s heartbeat that can be of concern (Boie et al. 2021). Women who 

birth at a midwifery led unit receive fewer medical interventions (National Perinatal 

Epidemiology Unit (NPEU) 2011). Furthermore, without the restrictions of an 

intravenous drip, women may be more inclined to move around and adopt more 

upright, mobile positions, which have been demonstrated to reduce rates of 

instrumental birth, reduce rates of episiotomy, shorter second stage of labour and 

improve maternal satisfaction (Gupta et al. 2017, Thies-Lagergren et al. 2013). The 

findings from the L-TEL Trial indicating lower rates of augmentation in the intervention 

group, for the reasons detailed, is of clinical significance. There were a large number of 

participants for whom these data were missing, reducing the validity of the conclusions 

noted and therefore a larger scale study, powered to demonstrate differences in clinical 

outcomes such as augmentation, is recommended.  

 

8.3.2 Phase of labour on admission  

The data collected with regard to phase of labour on admission did not demonstrate a 

significant difference between the intervention and control group with ITT analysis or 

with the secondary analysis (which was undertaken with only those participants with 

data available). Rationale for this secondary analysis is presented in Chapter 6.0. The 

limitations of the data collected are recognised and the impact of this on this finding are 

considered further. The limitations of the secondary analysis are also presented in this 

section. 

 

As previously documented, a large proportion of participants did not have information 

about their phase of labour at admission documented on the hospitalised computer 

system. In total, 31.0% of those in the control group, and 31.9% of those in the 

intervention group, had this information missing. Whilst the two figures are similar, 

indicating a successful randomisation strategy, the high proportion of missing data 

limits any conclusions in relation to this outcome where it is not possible to determine if 

more data would have altered any differences between the trial arms.  
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Furthermore, as per the ITT analysis, the intervention group were more likely to be 

admitted in active labour (21.7%) when compared to the control group (18.3%), based 

on this finding it would appear the intervention group have the favourable outcome. 

However, due to the limitations of the data collected, the intervention group also had 

more recorded cases of women who had been admitted in early labour (11.6%) when 

compared to the control group (8.5%). This is important because it demonstrates the 

importance of reporting all results transparently. Viewed in isolation, the intervention 

group have a higher proportion of women admitted in active labour, which in the 

context of the labour continuum, is of clinical benefit and is considered the favourable 

outcome (Miller et al. 2020). However, when viewed alongside the rest of the data, in 

reality, the intervention group were more likely to be admitted in any kind of labour 

(early and active), because the control group had a higher incidence of being admitted 

prior to any labour. The data in regard to the participants who had been admitted prior 

to any labour was consistently available to collect. This was because any participants 

undergoing an IOL or a caesarean section prior to labour would have been admitted 

before any labour. Being able to establish this outcome more reliably and therefore 

more frequently than the other outcomes skews the findings with a bias towards 

“admission prior to labour”. Therefore drawing clinically meaningful conclusions from 

this outcome is entirely limited.   

 

These limitations with the data collection had not been anticipated by the researcher 

because there is a specific space in the hospital records for this information to be 

documented and so it was expected that this data would have been straightforward to 

collect. During the data collection period it became clear that midwives were regularly 

documenting only the date of admission, rather than a date and a time, and thus 

establishing the stage of labour in which participants were admitted was not possible. 

For those entries with a time recorded, it was possible to collect the time of established 

labour and compare that against the time of admission to gauge the phase of labour on 

admission.  

 

It was possible to establish reliably which participants had been admitted prior to any 

labour, because any participants undergoing an IOL or caesarean section not in labour 

would have been admitted prior to labour. However being able to establish this 

outcome over and above the other outcomes, skews the findings with a bias towards 

“admission prior to labour”. It is for this reason that the secondary analysis, on only 

participants with data available was undertaken. It was acknowledged that this analysis 

would not reliably maintain the balance that was created by the randomisation process 
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(Tripepi et al. 2020), however the number of participants who were eligible for this 

analysis were comparable between trial groups (control=19, intervention=23) and so it 

can be assumed that this considered impact was minimal. Another limitation for this 

secondary analysis is that it reduces the sample size and also the study power to 

provide statistically significant findings (Gupta 2011), however because this trial was 

not powered to show statistically significant differences in these secondary clinical 

outcomes, this was not deemed to be problematic in this instance. 

 

The secondary analysis on only spontaneous labourers did not support the ITT findings 

demonstrating that it was the right decision to undertake this secondary analysis. The 

secondary analysis found that those in the intervention group were slightly less likely to 

be admitted in active labour (65.2%) when compared to the control group (68.4%). 

These findings were not statistically significant. The sample size for this secondary 

analysis was very limited in size and rates of active labour admission were very similar 

between the trial arms. Based on only this, it should be assumed that the intervention 

did not have any meaningful impact on the timing of admission but the generalisability 

of these findings and subsequent conclusion is wholly limited (McCoy 2017).  

 

Future studies aiming to collect this outcome should consider the limitations of using 

hospital records to harvest data and the implications that missing inputs can have on 

study findings. It had been anticipated that using existing data would improve the rate 

of data collection, where the “gate keeper” notion within research can limit data 

collection for studies (Lee 2005) and whilst this may have been true for the majority of 

the data collected, this was not the case for this specific outcome. On reflection, it 

would have been valuable to audit a sample of hospital notes prior to the start of the L-

TEL Trial, or better still, run a small study pilot. A pilot study is known to improve the 

quality and efficiency of the main study trial (van Teijlingen et al. 2001). This would 

have provided the researcher with the confirmation that the expected data were being 

collected reliably and accurately by the clinical midwives and if it was not, then would 

have provided the researcher with insight to put a more reliable method of data 

collection in place. 

 

8.3.3 Other secondary outcomes 

For the majority of clinical outcomes, there were no statistically significant differences 

between the intervention and the control groups. This was likely due to the small 

sample size, which was not powered to note differences of this nature. Furthermore, 

the intervention was not developed to directly impact on clinical outcomes, and instead 
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focused on women’s experiences of being in early labour at home. It would be of 

benefit, to undertake future, larger research studies that can measure women’s 

experiences and any subsequent clinical outcomes, as well as any relationship 

between the two. 

 

When compared to the annual hospital data, both the intervention and control groups 

had more favourable outcomes (higher number of births in a midwifery led 

environment, higher rates of spontaneous labour, lower rates of amniotomy, lower 

rates of artificial oxytocin use, lower rates of regional anaesthesia). This was not 

unexpected where the L-TEL Trial specifically recruited low-risk women, conversely the 

hospital data presents women with a range of risk factors, and those women at high-

risk (who would not have been eligible for this trial), would be predisposed to require a 

greater level of intervention. Spontaneous birth rates between both trial groups and the 

annual hospital data were comparable, suggesting the trial had recruited a 

representative sample successfully.  

 

8.4 The intervention 

The intervention in this study was co-designed for women by women, it is therefore 

very positive to see such a high uptake. Of the 54 women who returned their postnatal 

responses, over 96% indicated that they had used the online web intervention during 

their pregnancy. Furthermore, 87% of respondents indicated that they used the 

intervention more than once and almost 25% of respondents used the intervention 4-10 

times. Almost 30% of respondents’ birth partners also used the intervention. This 

suggests the intervention developed was highly acceptable to its users and also 

demonstrates a good level of engagement from participants with the L-TEL Trial. It is 

worth considering that the participants who used the intervention may have been more 

inclined to respond to the questionnaire and thus a bias may exist here in favour of the 

intervention’s acceptability. In spite of this, it is undeniable that the intervention offers a 

flexible, web based educational tool which can be accessed at the users’ convenience, 

at home, for as long or as little as is acceptable to that individual.  

 

Unlike face to face education, the online format provides information without 

commitment, i.e. a series of educational face to face sessions offering the same advice 

would require a high level of commitment which might involve travelling to a new 

destination. In line with this, the L-TEL Trial saw a much greater compliance than other 

face to face educational interventions such as documented in Ip et al.’s (2009) RCT. In 
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Ip et al. (2009), 27% of participants did not attend all of the face to face sessions that 

made up the intervention. The reasons for this were detailed to be that participants 

were tired or sick, the weather was bad, there was no one to accompany them to 

sessions, they were busy at work or that work was too far from the intervention’s 

location. Online educational tools provide immediate access to information, which is 

important to women (Lupton 2016, Lagan et al. 2010). The L-TEL Trial provides an 

intervention that removes most accessibility barriers and the high number of women 

accessing the intervention repeatedly corroborates this notion.  

 

There is however an increasing amount of attention to the concept of digital exclusion, 

which has become more evident in the midst of the Covid-19 pandemic (Watts 2020). 

Any healthcare, digital intervention that may not be accessed by everyone has the risk 

of causing widening health disparity (Helsper 2017). Alongside the elderly population, 

disabled and socially deprived individuals are most at risk of digital exclusion (Gann 

2019) and this should be a consideration for maternity services, particularly as digital 

interventions become more prevalent. Women living in deprived areas are at much 

higher risk of maternal and fetal morbidity and mortality (Draper et al. 2020). Whilst 

digital exclusion needs consideration, 99% of adults less than 44 years of age and 

therefore of childbearing age do access information online (ONS 2020) and so the 

intervention remains relevant to the population it aims to serve. 

 

There were two respondents of the L-TEL Trial who did not use the intervention and 

they detailed that this was because they did not remember to. It is recognised that it 

may have been beneficial to provide a reminder to participants in the intervention 

group, so to maximise adherence to protocol. Schwebel and Larimer (2018) found that 

text message reminders in health care delivery increased appointment attendance and 

medication adherence and was helpful in promoting and shaping healthy behaviours. 

As a low cost, rapid form of communication (Rohman et al. 2015, Chung et al. 2015) a 

text reminder may have been a useful tool for improving participants’ engagement with 

the intervention (Schwebel and Larimer 2018). As a pragmatic trial, a text reminder 

would have been acceptable because it is fair to assume that if adopted in a real 

clinical setting, reminders to use the web intervention could be provided through 

pregnancy via promotion on social media and during face to face midwifery 

appointments.  

 

Of the respondents who used the intervention, more than 96% reported that they would 

recommend the intervention to a friend demonstrating that regardless of any measured 
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outcomes, the L-TEL Trial has offered a tool that women feel is useful enough to 

recommend to others. There are limitations to a single item measure, such as “Would 

you recommend this to a friend?” (Johanson and Doston 1994). It is recognised that 

questions that require only a “yes” or “no” response, may lead to a tendency for 

acquiescence response bias. In this, respondents may be inclined to provide the 

answer they believe is desired, and in being agreeable, they avoid disappointing the 

researcher (Knowles and Nathan 1997); in part, this may provide explanation for the 

very high positive response to this question.  

 

Conversely, more contemporary research would instead indicate that pregnant women 

appreciate accessing information from a wide range of sources, in particular sources 

which can offer instant access to material (Lupton 2016), such as that offered by the 

intervention in the L-TEL Trial. Conceivably it is this that compelled respondents to 

positively indicate that they would recommend the intervention to friends, so that they 

too can access information, quickly, on-demand and from as many sources as 

possible.  

 

When asked to describe what they liked most and least about the web intervention, 

alongside “informative” and “user-friendly”, many respondents commented on the use 

of “real women’s experiences”, which was largely the most novel aspect of this 

intervention (Table 13). This was not an unexpected finding, where other research has 

confirmed the importance of digital information for establishing connections with other 

mothers (Lupton 2016). Although the L-TEL Trial did not provide an intervention for 

making intimate relationships, it did provide information in a realistic and practical way 

to which pregnant mothers could relate. This intervention provides a type of digital peer 

support, where the mothers on the website could offer advice, in a non-professional 

capacity, to those with whom they have some common experience (McLeish and 

Redshaw 2015).  

 

Respondents also commented on liking the “positive message” of the web intervention, 

an ode to the self-efficacy theory that had been the basis of its development. 

Furthermore, there is an increasing need to focus on providing women with a positive 

(albeit realistic) message about childbirth. Pregnancy, and the subsequent dominant 

medical model of childbirth, is commonly portrayed by the media as risky, dramatic, 

painful and dangerous (Luce et al. 2016, Bick 2010) which is likely to be having a 

negative impact on the way women feel about these life events. It is a useful finding 
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from the L-TEL Trial to know that the women viewing the intervention felt the 

informative messages were positive.  

 

Two respondents reported that they “would have liked subtitles” on the videos, which is 

a point worth consideration and will be discussed in more detail in Section 8.7 of this 

chapter. 

 

8.5 Safety 

The intervention’s safety, and any potential risks it posed to research participants was 

considered at every stage of the intervention and trial’s methodological development. A 

theoretical risk considered was the chance of a “born before arrival” (BBA). This is the 

term used to describe a birth that occurs at home, or on route to a place of birth without 

professional attendance. Whilst a rare occurrence, it was considered than an 

intervention that may encourage women to remain at home confidently, may pose an 

increased risk of BBA. The vast majority of BBAs occur within multiparous women 

(McLelland et al. 2018, Thornton and Dahlen 2018) and this trial only included women 

who were nulliparous. Furthermore, the aim of the intervention was not to keep women 

at home for longer necessarily, instead it looked to keep women at home in a more 

positive emotional state. The advice about when to call the hospital, or the advice that 

was provided from the hospital about when to come to the chosen place of birth was 

not different for the trial group. The website actually provided a great deal of 

information about when to call the hospital and which number to call. Based on these 

considerations, the intervention did not look to pose an increased BBA risk to the trial 

population. None of the trial’s participants experienced a BBA.  

 

The intervention was subject to a robust review from service users, clinicians and 

academics in the field prior to its trial to promote safety. Details of this can be found in 

Chapter 5.0. It was considered to be a low-risk, educational intervention, that was 

unlikely to pose any risk to participants. The success of this review process is 

demonstrated by the low number of adverse events that occurred during the trial period 

(n=1). Sadly one participant in the control group had a preterm stillbirth, which was 

reviewed by the Chief Investigator and a group of senior midwives at the research site 

and was deemed to have been unrelated to the L-TEL Trial or the intervention.  
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8.6 Strengths of the L-TEL Trial 

The L-TEL Trial was the first trial to evaluate an educational web intervention 

specifically developed to improve women’s experiences of early labour. Furthermore, 

the trial harnessed women’s real experiences in a co-creation process which 

successfully put forward an intervention focused on what service users identified to be 

meaningful. Instead, previous research efforts have focused on the aspects of care that 

are most meaningful to service providers, leaving a dichotomy between the services 

that are available and the needs of those who access these services.  

 

A RCT research design was adopted to most successfully investigate a causal link 

between the web intervention under investigation and women’s experiences (Hariton 

and Locascio 2018). A pragmatic approach to the L-TEL Trial successfully investigated 

if the web intervention could affect women’s experiences in the real world, generating 

new knowledge in reality, rather than a newly constructed research reality (James 

2017). This has provided the L-TEL Trial with increased external validity, the measure 

of how applicable findings are to other contexts (Andrade 2018). This approach not 

only has provided insight into the intervention’s impact, but also has offered an 

understanding of how the intervention could be adopted in wider clinical practice. For 

example, two participants reported that they forgot to use the web intervention and 

would have appreciated reminders, as documented to be valuable by Schweber and 

Larimer (2018). This supplementary information offers additional insight for service 

providers about how to improve accessibility of this intervention and for future 

interventions thereafter.  

 

There was a largely positive response to the research, and this was evident in both the 

co-creation process of the intervention and in the recruitment for the trial itself. Within 

48 hours, 116 women had responded to the invite to share their experiences of early 

labour for the co-creation of the web intervention, furthermore 86 of these women 

supplied their contact details. For these women, there was no intrinsic, direct benefit to 

them for their involvement and instead there appeared to be a largely extrinsic, 

altruistic motivation in wanting to help and support other women. This notion has been 

documented in Carrera et al. (2018) who found these sentiments are established in a 

desire for connection to common humanity, science and the community. Furthermore, 

specifically the “telling of birth stories” has been suggested to be an intuitive urge, to 

share the momentous occasion, and importantly, a method of coming to terms with 

their own experiences (Savage 2001, Kay et al. 2017, MacLellan 2020). In this, the L-

TEL Trial’s co-creation process was of great success.   
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The L-TEL Trial successfully recruited its target of 140 participants, demonstrating the 

high engagement from participants and midwifery staff involved with the recruitment 

process. The researcher had the opportunity to speak to potential participants during 

the recruitment and consent process and many women expressed that they saw their 

participation in the trial as “easy”, without the need to commit to any travel, face to face 

appointment, and many women were also pleased that all correspondence was online, 

which could be completed at their own convenience. Additionally, the L-TEL Trial was 

of low cost to run where online correspondence (including consent and collection of the 

primary outcome data) was free and easy to manage. In line with this, the electronic 

data collection (both in relation to participant demographics and in relation to the 

primary outcome) reduced human error, where the need for manual data input was 

removed. This was evident in the very low error rate that was identified during the data 

cleaning process.  

 

The L-TEL Trial’s cohorts demonstrated a high adherence to protocol, only 2 

participants in the control group incidentally used the intervention and only 2 

participants in the intervention group did not use the intervention, strengthening the 

trial’s internal validity. This was a success of the L-TEL Trial where there had been 

consideration during methodological development as to whether a large proportion of 

participants in the control group would actively seek the intervention for themselves; in 

this password protection was considered but rejected (Edwards et al. 2019). In 

addition, there were a comparable number of participants from each trial that 

contributed to the final primary analysis. 

 

The trial was well supported by the midwives and by the research team at the host 

Trust who could understand the importance of studying a midwifery-led, woman 

focused intervention. A midwife who identified potential participants expressed her 

gratitude to the researcher as she communicated that much of the research she was 

asked to support was entirely obstetric or medically focused and so she saw the L-TEL 

Trial as a refreshing addition to research in this field.  

 

The L-TEL Trial was adopted on to the National Institute for Health Research (NIHR) 

Clinical Research Network (CRN) Portfolio, an “infrastructure support for the initiation 

and delivery of high quality research which benefits patients and the NHS… to 

answer… relevant questions with scientifically sound methods” (DOH 2019).  
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8.7 Limitations of the L-TEL Trial 

In spite of sound randomisation techniques, of which neither the researcher or 

participant had influence, there is a difference between the control and intervention 

group with regard to their marital status; 76.1% of the control group were married 

compared to 58.0% of the intervention group. The impact on the trial in light of these 

differing demographics has been considered.  

 

It is widely documented that women who are married have better pregnancy outcomes: 

reduced pre term birth, increased vaginal birth rates and higher breastfeeding rates 

(Kane 2016, Barr and Marugg 2019). There is continued debate as to whether married 

individuals adopt healthier behaviours as per an intrinsically different personality than 

their single counterparts (named marriage-selection) or whether marriage itself causes 

healthier behaviours (named marriage-protection) (Kane 2016).  

 

Bird et al. (2000) found that there were other factors, often associated with lower levels 

of marriage union, which made a larger difference in clinical outcomes, such as 

smoking, strengthening the marriage-selection theory. Furthermore, many research 

studies fail to distinguish between married individuals and cohabiting individuals, 

instead grouping those cohabiting with single parents i.e. either married, or non-

married. Many babies born into cohabitation relationships are born with two present 

parents. There has been a dramatic increase in cohabitation child-bearing in recent 

years, with an increase of 25.8% over the last decade (ONS 2019), thus much of the 

available evidence in relation to marriage is now dated and does not represent the 

current population (Waite 1995, Repetti et al. 2002).  

 

In support of this, the intervention’s cohort had a higher number of women who 

reported to have a partner (37.7%) when compared to the control’s cohort (19.7%). If 

combined, 95.8% of women in the control group were either married or with a partner, 

compared to a similar figure of 95.7% of women in the intervention group who were 

either married or with a partner. In a recent Cochrane review, continuous support from 

a partner of the woman’s choosing during labour has shown to be of both clinical and 

emotional benefit, as well as improve the birth experience (Bohren et al. 2017). 

Considering the L-TEL Trial focused on the emotional and experience based aspects of 

early labour, the difference in the cohorts of marital status is unlikely to have had an 

impact on trial findings where married women and women with partners are both likely 

to receive the emotional and continuous support documented to be important (Bohren 

et al. 2017).   
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The L-TEL Trial does however under represent women who are single (i.e. not 

supported by a partner), and this is certainly a limitation of this study which looks at 

experience at home in early labour, a concept that is likely to be impacted when 

support is lacking. Consequently, conclusions drawn from this trial are not 

generalisable to single women (i.e. unsupported by a partner) and this needs 

consideration for future research efforts which would be well placed to look at 

interventions that might support women to have positive birth experiences that are 

otherwise unsupported by a “traditional” birth partner or spouse.  

 

It is also acknowledged that the L-TEL Trial’s study population under represented 

women from diverse ethnic groups and instead the majority of participants in both the 

control and the intervention group identified as “White British” or “Other White 

background” (control=91.6%, intervention=95.7%). Of the women who booked for 

maternity care in April 2020 at the Trust, 84% were of White ethnicity. This too was the 

case during the co-creation process, which saw a homogeneous volunteer group. The 

under representation of Black, Asian and Minority Ethnic groups in clinical research is 

not a new concept (Smart and Harrison 2017, Redwood and Gill 2013) and targeted 

approaches to recruitment is often required to counteract this disparity (Redwood and 

Gill 2013). For UK research agenda, this needs to remain a priority where women from 

Black, Asian and Minority Ethnic groups are at significantly increased risk during their 

pregnancy, birth and postnatal period (Draper et al. 2020, Knight et al. 2019). Whilst 

the web intervention attempted to promote diversity in the specifically developed 

graphics, the lack of ethnic diversity on the videos is acknowledged as a limitation. If 

the intervention was to be widely accessed, this would need addressing to ensure that 

there is better representation so that all women feel they can relate to the vicarious 

experiences that shaped the intervention. Furthermore, in relation to improved 

accessibility, two of the participants responded that the videos would be improved with 

subtitles. The videos on the intervention can be viewed with English subtitles, which 

can be generated automatically by the video platform, but this was not made clear to 

users on the site and therefore this feedback is justified.  

 

It is also acknowledged that seeking the volunteers to partake in the co-creation 

process via a breast feeding support page was likely to have limited the demographics 

of those who volunteered. Higher maternal age, Black and Mixed ethnicity are 

associated with higher breastfeeding rates, whereas geographical deprivation is 

associated with lower breastfeeding rates (Oakley et al. 2014). Furthermore, 

breastfeeding rates have been shown to be higher amongst extraverted, emotional 
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stable, conscientious mothers (Brown 2014) and lower in mother experiencing anxiety 

(English et al. 2020). However, on speaking to the volunteers, some individuals had 

actually been passed the details for the co-creation opportunity by a friend, 

demonstrating that there was a positive, altruistic element which brought women 

together, where they shared the opportunity to be involved amongst one and other; this 

was a serendipitous finding from this co-creation process. Future research may look to 

seek participants for a co-creation process of this nature from a wider pool of 

individuals, to minimise specific characteristics associated with the recruitment 

methods having impact on the intervention.  

 

Another limitation is the high number of participants who were not able to contribute to 

the primary analysis, mostly due to having not spent time at home in early labour, a 

requirement in order to complete the ELEQ. The recruitment time frame and the 

sample size were successfully extended to increase the chances of meeting the 

minimum number of participants required to demonstrate a statistical difference in the 

primary outcome. Although this sample size was achieved, 49% of women randomised 

did not contribute to the primary analysis, due to high rates of induction, planned 

caesarean and early admission antenatally. Although this is clearly a limitation of this 

trial, this finding fairly represents the situation in maternity care. It also further confirms 

the suitability of the pragmatic approach in which the L-TEL Trial adopted where, 

outside of a research context, there would be a large number of women who would use 

the web intervention and then go on to not use the information and advice it provides. 

Furthermore, the percentage of participants who contributed to the primary analysis 

was equivalent between the two trial arms thus not lessening the impact of the 

randomised trial design.  

 

The limits of the qualitative data that were collected are also acknowledged. The 

qualitative questions did not harness a rich data set, which had aimed to supplement 

the quantitative findings. Although the responses provided good insight into the 

intervention’s acceptability and usability, the data collection did not specifically enquire 

about what may have impacted on women’s emotional experiences of early labour and 

thus there is a limitation here. In response, it may be of benefit for future research 

efforts to focus on both a quantitative measure of early labour experience, alongside a 

richer data of qualitative responses so that context and meaning can be provided to the 

numerical, Likert answers. 
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8.8 Implications for future research 

8.8.1 Future research considerations 

To learn from the challenges that faced the L-TEL Trial, future prospective research, 

recruiting women in the antenatal period, with interest in evaluating the early labour 

phase, will need to consider the high rates of IOL that women are now experiencing. 

The L-TEL Trial required a recruitment extension, both with regard to participants and 

timescale, and this needs future consideration. Due to these increasing rates of IOL, 

fewer women are likely to be categorised as “low-risk” by the time they go into labour, 

and so larger recruitment figures may be required to contend with this.  

 

Additionally, the limits that were discussed with data collection, particularly in relation to 

the timing of admission need further consideration in future efforts, and the 

consideration of a pilot study, to better predict the quality of data collection would be 

well placed to avoid replication of the challenges the L-TEL Trial saw. 

 

Ensuring that research populations fairly represent a wide heterogenetic group 

including those from Black, Asian and Mixed ethnicity backgrounds and those without 

support partners will help future research’s generalisability to the wider population. 

 

The L-TEL Trial has demonstrated the success of using digital platforms to publicise 

research, consent participants and collect data. Online data collection and consent has 

not been widely explored but the L-TEL Trial has suggested that it could be an 

accurate means of research, with lessened commitment from participants (when 

compared to completing physical, postal responses), but where research output 

remains valuable. Furthermore, during the Covid-19 pandemic, whilst this study was in 

its write-up period, the need for digital resource and care provision has become 

increasingly vital for health literacy and accessibility (Gunasekeran et al. 2021). This 

digital response to Covid-19 has started to extend to the way in which research is 

conducted (Mitchell et al. 2020) where researchers may need to adopt online, digital 

recruitment and data collection methods out of necessity. This should all be considered 

in the methodological development of future research.  

 

8.8.2 Research recommendations 

Harnessing other women’s experiences and using these experiences to shape the 

intervention was novel and was evaluated positively, both by those who took part in the 

co-creation process and by those who used the intervention. This approach provides 
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service users with an altruistic motivation to share their stories in order to help others 

(Savage 2001, Kay et al. 2017, MacLellan 2020), and this should be merited. Future 

studies should adopt this co-creation approach so that women and families have a 

meaningful voice in directing future research, and so that interventions are focused on 

what women believe to be important. Future research employing co-creation processes 

in maternity research should aim to involve a wide, heterogeneous sample of 

individuals that best represents the receivers of the intervention. 

 

The L-TEL Trial has demonstrated that an educational intervention focused on 

empowering women during early labour is likely to be of emotional benefit to those that 

use it and there may be further educational, coping strategies for use in the antenatal 

period that merit investigation. The L-TEL Trial has illustrated that women’s emotional 

experiences of early labour and their experiences of encountering health professionals 

in this phase are two distinct concepts, which can be evaluated independently. It would 

be prudent for research to now focus on how the two concepts can be harmonised so 

that the entire labour experience continuum is positively addressed.  

 

A large, multi-centre RCT with an increased participant size, with greater heterogeneity 

is recommended to investigate the novel intervention from the L-TEL Trial. This would 

improve the generalisability of the findings to the underrepresented demographic 

groups in the L-TEL Trial’s study population as well as assess the acceptability of the 

intervention on a wider, more diverse group. A larger sample size would provide 

enough power to statistically evaluate clinical outcomes. It would be particularly 

beneficial to investigate the impact of the intervention on rates of labour augmentation, 

because the findings from the L-TEL Trial suggest a reduced rate of this outcome in the 

intervention group. Nonetheless, it is highly recommended that any future research 

evaluating the impact of this intervention also continues to evaluate and centralise 

women’s experiences, so that primary focus remains with the service user, not the 

service provider. A larger scale trial would be well placed to better explore the 

qualitative experiences of research participants, to provide a deeper and richer context 

to any of the quantitative findings from the ELEQ.  This would aid with understanding 

what aspects of the intervention are of most impact to women’s early labour 

experiences and why. 
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9.0 Conclusion and contribution to knowledge 

The web-based intervention, co-created specifically for the L-TEL Trial, did not 

demonstrate an objective, overall difference in women’s early labour experiences 

based on their self-reported, total ELEQ scores. However, those in the intervention 

group consistently reported a better emotional experience whilst at home in early 

labour, with higher ELEQ scores in the emotional wellbeing and the emotional distress 

subscale scores. In contrast, those in the intervention group reported a less positive 

experience in the perceptions of midwifery care subscale score, which was evaluating 

their experience during early labour when accessing health professionals.  

 

These findings have shown that women evaluate aspects of their early labour 

experience continuum independently, and improved experiences in one domain does 

not equate to overall improved experience. It has also suggested that by equipping 

women better to cope at home, there may be a negative impact on their experiences of 

the maternity services. An explanation as to the reasons for this are at present 

unknown and warrant further research efforts to understand.  

 

Although the trial was not powered to demonstrate statistical differences in clinical 

outcomes, those in the intervention group had a lower rate of labour augmentation. To 

objectively prove or disprove this, a larger scale RCT, with the power to determine 

these differences is required. 

 

The specifically developed web intervention captured others’ experiences in a novel, 

co-creation process which centralised women, their experiences, their emotions and 

what they prioritised as a means of coping at home in early labour. Existing research to 

date had not done this. Those women that received the intervention positively 

evaluated it and this is further demonstrated in the high number of women who 

accessed it during their pregnancy. Web-based resources prove to be cost effective, 

user-friendly, accessible ways to provide women education and this intervention has 

successfully addressed the call for online advice that is evidenced-based, reliable and 

accurate.  

 

Furthermore, the trial has moved away from the ongoing trend of evaluating service 

allocation and appropriation from the perspective of what is desirable to the maternity 

service, primarily keeping women out of hospital, often to the service users’ emotional 

detriment. Instead this study has contributed to the early labour knowledge pool of what 

women find to be emotionally progressive during this phase and has looked to equip 
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women with the skills and coping strategies they need to remain at home readily. 

Distinctively, the knowledge underpinning these skills and coping strategies has come 

directly from other women for increased authenticity.  

 

To conclude, the L-TEL Trial was a well-timed research study, contributing to the gaps 

in knowledge highlighted in several recent research papers (Spiby et al. 2008, Beak et 

al. 2018, Kobayashi et al. 2017, Allen et al. 2020, Cappelletti et al. 2016, Sayakhot and 

Carolan-Olah 2016). The L-TEL Trial adopted a robust, pragmatic, randomised 

approach ensuring applicability to the current NHS maternity setting whilst providing 

valid research findings to the field. The intervention is novel, in line with contemporary 

national agenda and most importantly was uniquely developed by the very people it 

aimed to benefit: the women. Those who have trialled it have reported an improved 

emotional experience whilst at home in early labour and high levels of satisfaction in its 

usability, as well as an eagerness to recommend its use to a friend. It has made a 

unique contribution to this field of early labour research and it is recommended that the 

intervention warrants further research, on a more heterogeneous population, with the 

power to measure clinical outcomes whilst preserving the primary measure of women’s 

experiences. 

 

 

 

 

 

 

 

  



 

149 

References 

 

Ahlden, I., Ahlehagen, S., Dahlgren, L. O. and Josefsson, A., 2012. Parents' 

Expectations About Participating in Antenatal Parenthood Education Classes, The 

Journal of Perinatal Education. 21(1), 11-17. 

 

Akobeng, A. K., 2005. Understanding randomised controlled trials. Archives Of Disease 

In Childhood, 90 (8), 840-844. 

 

Albers, L. L., Schiff, M. and Gorwoda, J. G., 1996. The length of active labor in normal 

pregnancies. Obstetrics And Gynecology, 87 (3), 355-359. 

 

Al-Gailani, S. and Davis, A., 2014. Introduction to “Transforming pregnancy since 

1900”. Studies in History and Philosophy of Biological and Biomedical Sciences, 47, 

229-232. 

 

Allen, J., Jenkinson, B., Tracy, S. K., Hartz, D. L., Tracy, M. and Kildea, S., 2020. 

Women's unmet needs in early labour: Qualitative analysis of free-text survey 

responses in the M@NGO trial of caseload midwifery. Midwifery [online], 88. Available 

from: https://www.sciencedirect.com/science/article/pii/S0266613820301236 [Accessed 

21st July 2021]. 

 

Andrade, C., 2018. Internal, External, and Ecological Validity in Research Design, 

Conduct, and Evaluation. Indian journal of psychological medicine, 40 (5), 498-499. 

 

Ängeby, k., A., S.-B., Persenius, M. and Wilde-Larsson, B., 2019. Women's labour 

experiences and quality of care in relation to a prolonged latent phase of labour. 

Midwifery, 77, 155-164. 

 

Attanasio, L. B., Kozhimannil, K. B. and Kjerulff, K. H., 2019. Women's preference for 

vaginal birth after a first delivery by cesarean. Birth: Issues in Perinatal Care, 46 (1), 

51-60. 

 

Aveyard, H., 2014. Doing a Literature Review in Health and Social Care : A Practical 

Guide.  3rd. Maidenhead: McGraw-Hill Education. 

 

 

 

https://www.sciencedirect.com/science/article/pii/S0266613820301236


 

150 

Bagley, H. J., Short, H., Harman, N. L., Hickey, H. R., Gamble, C. L., Woolfall, K., 

Young, B. and Williamson, P. R., 2016. A patient and public involvement (PPI) toolkit 

for meaningful and flexible involvement in clinical trials - a work in progress. BMC: 

Research Involvement and Engagement [online], Available from: 

https://researchinvolvement.biomedcentral.com/articles/10.1186/s40900-016-0029-8 

[Accessed 1st July 2021]. 

 

Bailit, J. L., Dierker, L., Blanchard, M. H. and Mercer, B. M., 2005. Outcomes of women 

presenting in active versus latent phase of spontaneous labor. Obstetrics and 

Gynecology, 105 (1), 77-79. 

 

Bandura, A., 1977. Self-efficacy: Toward a unifying theory of behavioral change. 

Psychological Review, 84 (2), 191-215. 

 

Bandura, A., 1988. Self-efficacy conception of anxiety. Anxiety Research, 1 (2), 77-98. 

 

Bandura, A., 1997. Self-efficacy : the exercise of control. New York: Worth. 

 

Bandura, A., 2010. Self Efficacy. In: Weiner, I. B., Craighead, W. E., Corsini 

Encyclopedia of Psychology.  Hoboken: NJ John Wiley & Sons, Inc. 

 

Barnett, C., Hundley, V., Cheyne, H. and Kane, F., 2008. 'Not in labour': impact of 

sending women home in the latent phase. British Journal of Midwifery, 16 (3), 144-148. 

 

Barr, J. J. and Marugg, L., 2019. Impact of Marriage on Birth Outcomes: Pregnancy 

Risk Assessment Monitoring System, 2012-2014. The Linacre quarterly, 86 (2-3), 225-

230. 

 

Beake, S., Chang, Y.-S., Cheyne, H., Spiby, H., Sandall, J. and Bick, D., 2018. 

Experiences of early labour management from perspectives of women, labour 

companions and health professionals: A systematic review of qualitative evidence. 

Midwifery, 57, 69-84. 

 

Bedwell, C., Levin, K., Pett, C. and Lavender, T., 2017. A realist review of the 

partograph: when and how does it work for labour monitoring. BMC Pregnancy and 

Childbirth, 17 (31). 

 

https://researchinvolvement.biomedcentral.com/articles/10.1186/s40900-016-0029-8


 

151 

Beebe, K. R. and Humphreys, J., 2006. Expectations, perceptions, and management of 

labor in nulliparas prior to hospitalization. Journal of Midwifery & Women's Health, 51 

(5), 347-353. 

 

Beebe, K. R., Lee, K. A., Carrieri-Kohlman, V. and Humphreys, J., 2007. The effects of 

childbirth self-efficacy and anxiety during pregnancy on prehospitalization labor. 

JOGNN: Journal of Obstetric, Gynecologic & Neonatal Nursing, 36 (5), 410-418. 

 

Belghiti, J., Kayem, G., Dupont, C., Rudigoz, R., Bouvier-Colle, M. and Deneux-

Tharaux, C., 2011. Oxytocin during labour and risk of severe postpartum haemorrhage: 

a population-based, cohort-nested case-control study. British Medical Journal, 1 (2). 

 

Berentson-Shaw, J., Scott, K. M. and Jose, P. E., 2009. Do self-efficacy beliefs predict 

the primiparous labour and birth experience? A longitudinal study. Journal of 

Reproductive & Infant Psychology, 27 (4), 357-373. 

 

Bernhardt, J. M. and Felter, E. M., 2004. Online Pediatric Information Seeking Among 

Mothers of Young Children: Results From a Qualitative Study Using Focus Groups. 

Journal of Medical Internet Research, 6 (1). 

 

Bert, F., Gualano, M. R., Brusaferro, S., De Vito, E., de Waure, C., La Torre, G., 

Manzoli, L., Messina, G., Todros, T., Torregrossa, M. V. and Siliquini, R., 2013. 

Pregnancy e-health: a multicenter Italian cross-sectional study on internet use and 

decision-making among pregnant women. Journal of Epidemiology and Community 

Health, 67 (12), 1013-1018. 

 

Bick, D., 2010. Media portrayal of birth and the consequences of misinformation, 

Midwifery, 26 (2), 147-148. 

 

Bird, S. T., Chandra, A., Bennett, T. and Harvey, S. M., 2000. Beyond Marital Status: 

Relationship Type and Duration and the Risk of Low Birth Weight. Family Planning 

Perspectives, 32 (6), 281-287. 

 

Bocchese, J. D., 1992. The relationship between self-efficacy, satisfaction with birth 

experience, postnatal stress response, and childbirth education attendance in an 

obstetrical clinic population. [online]. Thesis (PhD). Widener University. Available from: 

https://www.worldcat.org/title/relationship-between-self-efficacy-satisfaction-with-birth-

experience-postnatal-stress-response-and-childbirth-education-attendance-in-an-

obstetrical-clinic-population/oclc/28160809 [Accessed 21st July 2021] 

https://www.worldcat.org/title/relationship-between-self-efficacy-satisfaction-with-birth-experience-postnatal-stress-response-and-childbirth-education-attendance-in-an-obstetrical-clinic-population/oclc/28160809
https://www.worldcat.org/title/relationship-between-self-efficacy-satisfaction-with-birth-experience-postnatal-stress-response-and-childbirth-education-attendance-in-an-obstetrical-clinic-population/oclc/28160809
https://www.worldcat.org/title/relationship-between-self-efficacy-satisfaction-with-birth-experience-postnatal-stress-response-and-childbirth-education-attendance-in-an-obstetrical-clinic-population/oclc/28160809


 

152 

 

Boerma, T., Ronsmans, C., Melesse, D., Barros, A., Barros, F., Juan, L., Moller, A., 

Say, L., Hosseinpoor, A., Yi, M., de Lyra Rabello Neto, D. and Temmerman, M., 2018. 

Global epidemiology of use of and disparities in caesarean sections. The Lancet, 392 

(10155), 1341-1348. 

 

Bohra, U., Donnelly, J., O'Connell, M. P., Geary, M. P., MacQuillan, K. and Keane, D. 

P., 2003. Active management of labour revisited: the first 1000 primiparous labours in 

2000. Journal Of Obstetrics And Gynaecology: The Journal Of The Institute Of 

Obstetrics And Gynaecology, 23 (2), 118-120. 

 

Bohren, M. A., Hofmeyr, G. J., Sakala, C., Fukuzawa, R. K. and Cuthbert, A., 2017. 

Continuous support for women during childbirth. The Cochrane Database of 

Systematic Reviews [online], 7. Available from: 

https://www.cochrane.org/CD003766/PREG_continuous-support-women-during-

childbirth [Accessed 21st July 2021] 

 

Boie, S., Glavind, J., Uldbjerg, N., Steer, P. J. and Bor, P., 2021. Continued versus 

discontinued oxytocin stimulation in the active phase of labour (CONDISOX): double 

blind randomised controlled trial. BMJ, 373. 

 

Bonovich, L., 1990. Recognizing the Onset of Labor. JOGNN: Journal of Obstetric, 

Gynecologic & Neonatal Nursing, 19 (2), 141-145 

 

Borrelli, S. E., Walsh, D. and Spiby, H., 2018. First-time mothers’ expectations of the 

unknown territory of childbirth: Uncertainties, coping strategies and ‘going with the 

flow’. Midwifery, 63, 39-45. 

 

Bramadat, I. J. and Driedger, M., 1993. Satisfaction with childbirth: theories and 

methods of measurement. Birth, 20 (1), 22-29. 

 

Brandon, M. W., Marshall, M., Qanungo, S., Aziz, A., Laken, M., Lenert, L. and Obeid, 

J., 2016. Teleconsent: A novel approach to obtain informed consent for research. 

Contemporary Clinical Trials Communications, 15 (3), 74-79. 

 

Breman, R. and Neerland, C., 2020. Nursing Support During Latent Phase Labor: A 

Scoping Review. MCN: The American Journal of Maternal Child Nursing, 45 (4), 197-

207. 

 

https://www.cochrane.org/CD003766/PREG_continuous-support-women-during-childbirth
https://www.cochrane.org/CD003766/PREG_continuous-support-women-during-childbirth


 

153 

Brixval, C. S., Axelsen, S. F., Lauemøller, S. G., Andersen, S. K., Due, P. and 

Koushede, V., 2015. The effect of antenatal education in small classes on obstetric and 

psycho-social outcomes - a systematic review. Systematic reviews, 4, 20. 

 

Brown, A., 2014. Maternal trait personality and breastfeeding duration: The importance 

of confidence and social support. Journal of Advanced Nursing, 70 (3), 587-598. 

 

Bryanton, J., Gagnon, A. J., Johnston, C. and Hatem, M., 2008. Predictors of Women’s 

Perceptions of the Childbirth Experience. Journal of Obstetric, Gynecologic & Neonatal 

Nursing, 37 (1), 24-34. 

 

Buckley, S., 2011. Undisturbed Birth. AIMS Journal, 23 (4). 

 

Bucknall, T. K. and Hutchinson, A. M., 2021. Cultivating Value Co-Creation in Health 

System Research Comment on "Experience of Health Leadership in Partnering with 

University-Based Researchers in Canada - A Call to Re-imagine Research". 

International Journal Of Health Policy And Management, 10 (3), 165-167. 

 

Bunting, L. and McAuley, C., 2004. Research Review: Teenage pregnancy and 

motherhood: the contribution of support. Child & Family Social Work, 9 (2), 207-215. 

 

Campbell, J., 1997. Intravenous cannulation: potential complications. Prof Nurse. 12 

(8), 10-13. 

 

Cappelletti, G., Nespoli, A., Fumagalli, S. and Borrelli, S., 2016. First-time mothers’ 

experiences of early labour in Italian maternity care services. Midwifery, 34, 198-204. 

 

Care Quality Commission, 2020. 2019 Survey of women’s experiences of maternity 

care: Statistical release [online]. Available from: 

https://www.cqc.org.uk/sites/default/files/20200128_mat19_statisticalrelease.pdf 

[Accessed 21st July 2021]. 

 

Carlsson, I. M., Ziegert, K. and Nissen, E., 2015. The relationship between childbirth 

self-efficacy and aspects of well-being, birth interventions and birth outcomes. 

Midwifery, 31 (10), 1000-1007. 

 

Carlsson, I.-M. A., Ziegert, K. A., Sahlberg-Blom, E. A. and Nissen, E. A., 2012. 

Maintaining power: womens experiences from labour onset before admittance to 

maternity ward. Midwifery, 28 (1), 86-92. 

https://www.cqc.org.uk/sites/default/files/20200128_mat19_statisticalrelease.pdf


 

154 

Carlsson, I.-M., 2016. Being in a safe and thus secure place, the core of early labour: A 

secondary analysis in a Swedish context. International Journal of Qualitative Studies in 

Health and Well-being [online], 11. Available from: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4864843/ [Accessed 21st July 2021]. 

 

Carlsson, I.-M., Hallberg, L. R. M. and Odberg Pettersson, K., 2009. Swedish women's 

experiences of seeking care and being admitted during the latent phase of labour: A 

grounded theory study. Midwifery, 25, 172-180. 

 

Carlsson, I.-M., Ziegert, K. and Nissen, E., 2014. Psychometric properties of the 

Swedish childbirth self-efficacy inventory (Swe-CBSEI). BMC Pregnancy & Childbirth, 

14 (1), 1-11. 

 

Carlton, T., Callister, L. C. and Stoneman, E., 2005. Decision making in laboring 

women: ethical issues for perinatal nurses. Journal of Perinatal Neonatal Nursing, 19, 

145-154. 

 

Carrera, J. S., Brown, P., Brody, J. G. and Morello-Frosch, R., 2018. Research altruism 

as motivation for participation in community-centered environmental health research. 

Social Science & Medicine, 196, 175-181. 

 

Carr-Hill, R. A., 1992. The measurement of patient satisfaction. Journal of public health 

medicine, 14 (3), 236-249. 

 

CASP Programme, 2013. CASP Control Trial Checklist [online]. Available from: 

https://casp-uk.net/ [Accessed 26th May 2017]. 

 

Centre for Maternal and Child Enquiries, 2010. Maternal obesity in the UK: findings 

from a national project [online]. London: CMACE. Available from: 

https://www.publichealth.hscni.net/sites/default/files/Maternal%20Obesity%20in%20the

%20UK.pdf [Accessed 3rd December 2020]. 

 

Chadwick, R., 2018. Bodies that Birth: Vitalizing Birth Politics. London, UK: Routledge. 

 

Chepkirui, D., Nzinga, J., Jemutai, J., Tsofa, B., Jones, C. and Mwangome, M., 2020. A 

scoping review of breastfeeding peer support models applied in hospital settings. 

International Breastfeeding Journal, 15 (1), 1-11. 

 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4864843/
https://casp-uk.net/
https://www.publichealth.hscni.net/sites/default/files/Maternal%20Obesity%20in%20the%20UK.pdf
https://www.publichealth.hscni.net/sites/default/files/Maternal%20Obesity%20in%20the%20UK.pdf


 

155 

Cheyne, H., Hundley, V., Dowding, D., Bland, J. M., McNamee, P., Greer, I., Styles, M., 

Barnett, C. A., Scotland, G. and Niven, C., 2008. Effects of Algorithm for Diagnosis of 

Active Labour: Cluster Randomised Trial. BMJ [online]. Available from: 

https://www.bmj.com/content/337/bmj.a2396 [Accessed on 21st July 2021]. 

 

Cheyne, H., Terry, R., Niven, C., Dowding, D., Hundley, V. and McNamee, P., 2007. 

'Should I come in now?': a study of women's early labour experiences. British Journal 

of Midwifery, 15 (10), 604-609. 

 

Christiaens, W. and Bracke, P., 2007. Assessment of social psychological 

determinants of satisfaction with childbirth in a cross-national perspective. BMC 

Pregnancy and Childbirth, 7 (1), 26-26. 

 

Chung, I. Y., Kang, E., Yom, C. K., Kim, D., Sun, Y., Hwang, Y., Jang, J. Y. and Kim, 

S.W., 2015. Effect of short message service as a reminder on breast self-examination 

in breast cancer patients: a randomized controlled trial. Journal of Telemedicine and 

Telecare, 21 (3), 144-150. 

 

Clark, T., 2011. Gaining and maintaining access: Exploring the mechanisms that 

support and challenge the relationship between gatekeepers and researchers. 

Qualitative Social Work: Research and Practice, 10 (4), 485-502. 

 

Clinical Informatics Research Unit, UHSFT/University of Southampton, 2018. EDGE 

system. Edge in the UK [online]. Southampton: University of Southampton. Available 

from: https://edgeclinical.com/ [Accessed 21st June 2020].  

 

Conner, M. and Norman, P., 2015. Predicting Health Behaviour: Research and Practice 

With Social Cognition Models. 3rd. Maidenhead: McGraw Hill Eduation. 

 

Cook, K. and Loomis, C., 2012. The Impact of Choice and Control on Women's 

Childbirth Experiences. The Journal of Perinatal Education, 21 (3), 158-168. 

 

Cunqueiro, M. J., Comeche, M. I. and Docampo, D., 2009. Childbirth Self-Efficacy 

Inventory: psychometric testing of the Spanish version, Journal of Advanced Nursing, 

65 (12), 2710-2718. 

 

 

 

https://www.bmj.com/content/337/bmj.a2396
https://edgeclinical.com/


 

156 

Dahlen, H. G., Tracy, S., Tracy, M., Bisits, A., Brown, C. and Thornton, C., 2014. Rates 

of obstetric intervention and associated perinatal mortality and morbidity among low-

risk women giving birth in private and public hospitals in NSW (2000-2008): a linked 

data population-based cohort study. BMJ Open [online], 4 (5). Available from: 

https://bmjopen.bmj.com/content/bmjopen/4/5/e004551.full.pdf [Accessed 21st July 

2021]. 

 

Daniels, M. and Wedler, J. A., 2015. Enhancing Childbirth Education through 

Technology. International Journal of Childbirth Education, 30 (3), 28-32. 

 

Davey, M., McLachlan, H., Forster, D. and Flood, M., 2013. Influence of timing of 

admission in labour and management of labour on method of birth: results from a 

randomised controlled trial of caseload midwifery (COSMOS trial). Midwifery, 29 (12), 

1297-1302. 

 

Day, R. L., 1977. Extending the Concept Of Consumer Satisfaction. Advances in 

Consumer Research, 4 (1), 149-154. 

 

DeLuca, R. S. and Lobel, M., 2014. Diminished Control and Unmet Expectations: 

Testing a Model of Adjustment to Unplanned Cesarean Delivery. Analyses of Social 

Issues and Public Policy, 14 (1), 183-204. 

 

Denham, S. H., Humphrey, T., deLabrusse, C. and Dougall, N., 2019. Mode of birth 

after caesarean section: individual prediction scores using Scottish population data. 

BMC Pregnancy and Childbirth, 19 (1), 1-9. 

 

Dennis, C.-L., Hodnett, E., Gallop, R. and Chalmers, B., 2002. The effect of peer 

support on breast-feeding duration among primiparous women: a randomized 

controlled trial. CMAJ:Canadian Medical Association Journal, 166 (1), 21-28. 

 

Department of Health, 2019. Eligibility Criteria for NIHR Clinical Research Network 

Support [online]. Available from: 

https://www.nihr.ac.uk/documents/researchers/collaborations-services-and-support-for-

your-research/run-your-

study/Eligibility%20Criteria%20for%20NIHR%20Clinical%20Research%20Network%20

Support.pdf [Accessed 18th April 2021]. 

 

Dilks, F. M. and Beal, J. A., 1997. Role of Self-Efficacy in Birth Choice, The Journal of 

Perinatal & Neonatal Nursing, 11 (1), 1-9. 

https://bmjopen.bmj.com/content/bmjopen/4/5/e004551.full.pdf
https://www.nihr.ac.uk/documents/researchers/collaborations-services-and-support-for-your-research/run-your-study/Eligibility%20Criteria%20for%20NIHR%20Clinical%20Research%20Network%20Support.pdf
https://www.nihr.ac.uk/documents/researchers/collaborations-services-and-support-for-your-research/run-your-study/Eligibility%20Criteria%20for%20NIHR%20Clinical%20Research%20Network%20Support.pdf
https://www.nihr.ac.uk/documents/researchers/collaborations-services-and-support-for-your-research/run-your-study/Eligibility%20Criteria%20for%20NIHR%20Clinical%20Research%20Network%20Support.pdf
https://www.nihr.ac.uk/documents/researchers/collaborations-services-and-support-for-your-research/run-your-study/Eligibility%20Criteria%20for%20NIHR%20Clinical%20Research%20Network%20Support.pdf


 

157 

 

Dixon, L., 2011. The integrated neurophysiology of emotions during labour and birth: a 

feminism standpoint exploration of the women's perspectives of labour progress. 

Thesis (PhD). Victoria University of Wellington. Available from: 

http://researcharchive.vuw.ac.nz/bitstream/handle/10063/1927/thesis.pdf?sequence=1 

 

Dixon, L., Skinner, J. and Foureur, M., 2013. Women's perspectives of the stages and 

phases of labour. Midwifery, 29 (1), 10-17. 

 

do Carmo Leal, M., Pereira, A. P. E., Domingues, R. M. S. M., Filha, M. M. T., Dias, M. 

A. B., Nakamura-Pereira, M., Bastos, M. H. and Nogueira da Gama, S. G., 2014. 

Obstetric interventions during labor and childbirth in Brazilian low-risk women. Cad 

Saude Publica, 30, 1-16. 

 

Downe, S. and Dykes, F., 2009. Counting time in pregnancy and labour. In: McCourt, 

C., Childbirth, Midwifery and Concepts of Time. New York: Berghahn Books, 61-83. 

 

Downe, S., 2009. Taking normal birth forward. Practising Midwife, 12 (6), 16-18. 

 

Downe, S., Finlayson, K., Oladapo, O. T., Bonet, M. and Gülmezoglu, A. M., 2018. 

What matters to women during childbirth: A systematic qualitative review. PLOS ONE 

[online], 13 (5), Available from: 

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0194906 [Accessed 

3rd May 2020]. 

 

Downe, S., Gyte, G., Dahlen, H. and Singata, M., 2013. Routine vaginal examinations 

for assessing progress of labour to improve outcomes for women and babies at term: 

Cochrane Database of Systematic Reviews [online], Available from: 

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD010088.pub2/full 

[Accessed 14th January 2019]. 

 

 

 

 

 

 

 

 

http://researcharchive.vuw.ac.nz/bitstream/handle/10063/1927/thesis.pdf?sequence=1
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0194906
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD010088.pub2/full


 

158 

Draper, E. S., Gallimore, I. D., Smith, L. K., Fenton, A. C., Kurinczuk, J. J., Smith, P. 

W., Boby, T. and Manktelow, B. N., 2020. MBRRACE-UK Perinatal Mortality 

Surveillance Report. UK Perinatal Deaths for Births from January to December 2018 

[online]. University of Leicester: The Infant Mortality and Morbidity Studies, Department 

of Health Sciences. Available from: 

https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/perinatal-

surveillance-report-2018/MBRRACE-UK_Perinatal_Surveillance_Report_2018_-

_final_v3.pdf [Accessed 3rd June 2021]. 

 

Drummond, J. and Rickwood, D., 1997. Childbirth confidence: validating the childbirth 

self-efficacy inventory (CBSEI) in an Australian sample. Journal of Advanced Nursing, 

26 (3), 613-622. 

 

Ebstrup, J. F., Eplov, L. F., Pisinger, C. and Jørgensen, T., 2011. Association between 

the Five Factor personality traits and perceived stress: is the effect mediated by 

general self-efficacy?,Anxiety, Stress & Coping. 4, 407-419. 

 

Eccles, J., 1983. Expectancies, values and academic behaviors. In: Spence, J.T. ed. 

Achievement and achievement motives: Psychological and sociological approaches. 

San Francisco, California: Free man, 75-146. 

 

Edwards, R., Way, S. and Hundley, V., 2019. Can an educational web-intervention, co-

created by service users alongside self-efficacy theory, affect nulliparous women’s 

experiences of early labour? A study protocol for a randomised control trial (the L-TEL 

Trial). Evidence Based Midwifery, 17 (4), 121-127. 

 

English, S., Wright, I., Ashburn, V., Ford, G. and Caramaschi, D., 2020. Prenatal 

anxiety, breastfeeding and child growth and puberty: linking evolutionary models with 

human cohort studies. Annals of Human Biology [online], Available from: 

https://www.tandfonline.com/doi/full/10.1080/03014460.2020.1751286  [Accessed by 

3rd February 2021], 106-115. 

 

Eri, T. S., Blystad, A., Gjengedal, E. and Blaaka, G., 2010. Negotiating credibility: first-

time mothers’ experiences of contact with the labour ward before hospitalisation. 

Midwifery, 26 (6), 25-30. 

 

Eri, T. S., Blystad, A., Gjengedal, E. and Blaaka, G., 2011. `Stay home for as long as 

possible': Midwives' priorities and strategies in communicating with first-time mothers in 

early labour. Midwifery, 27 (6), 286-292. 

https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/perinatal-surveillance-report-2018/MBRRACE-UK_Perinatal_Surveillance_Report_2018_-_final_v3.pdf
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/perinatal-surveillance-report-2018/MBRRACE-UK_Perinatal_Surveillance_Report_2018_-_final_v3.pdf
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/perinatal-surveillance-report-2018/MBRRACE-UK_Perinatal_Surveillance_Report_2018_-_final_v3.pdf


 

159 

 

Eri, T. S., Bondas, T., Gross, M. M., Janssen, P. and Green, J. M., 2015. A balancing 

act in an unknown territory: A metasynthesis of first-time mothers׳ experiences in early 

labour. Midwifery, 31 (3), 58-67. 

 

Erves, J. C., Mayo-Gamble, T. L., Malin-Fair, A., Boyer, A., Joosten, Y., Vaughn, Y. C., 

Sherden, L., Luther, P., Miller, S. and Wilkins, C. H., 2017. Needs, Priorities, and 

Recommendations for Engaging Underrepresented Populations in Clinical Research: A 

Community Perspective. Journal of Community Health, 42 (3), 472-480. 

 

Escott, D., Spiby, H., Slade, P. and Fraser, R. B., 2004. The range of coping strategies 

women use to manage pain and anxiety prior to and during first experience of labour. 

Midwifery, 20 (2), 144-156. 

 

Eysenbach, G., Powell, J., Kuss, O. and Sa, E. R., 2002. Empirical Studies Assessing 

the Quality of Health Information for Consumers on the World Wide Web: A Systematic 

Review. JAMA, 287 (20), 2691-2700. 

 

Fabian, M., Rådestad, and Waldenström, U., 2005. Childbirth and parenthood 

education classes in Sweden. Women’s opinion and possible outcomes. Acta 

Obstetricia Gynecologica Scandinavica, 84 (5), 436-443. 

 

Fenwick, J., Gamble, J. and Mawson, J., 2003. Women's experiences of Cacsarean 

section and vaginal birth after Caesarian: A Birthrites initiative. International Journal of 

Nursing Practice, 9 (1), 10-17. 

 

Floris, L. and Irion, O., 2015. Association between anxiety and pain in the latent phase 

of labour upon admission to the maternity hospital: A prospective, descriptive study. 

Journal of Health Psychology, 20 (4), 446-455. 

 

Flory, J. and Emanuel, E., 2004. Interventions to Improve Research Participants' 

Understanding in Informed Consent for Research: A Systematic Review. JAMA, 292 

(13), 1593-1601. 

 

Fowler, G. and Patterson, D., 2013. Use of maternity surveys in improving the care 

experience - a review of the evidence, British Journal of Midwifery, 21 (6), 410-415. 

 

Friedman, E. A., 1978. Labor: clinical evaluation and management. New York: 

Appleton Century Crofts. 



 

160 

 

Friedman, E., 1954. The graphic analysis of labor. American Journal Of Obstetrics And 

Gynecology, 68 (6), 1568-1575. 

 

Fryer, C. E., Luker, J. A., McDonnell, M. N. and Hillier, S. L., 2016. Self management 

programmes for quality of life in people with stroke. The Cochrane Database Of 

Systematic Reviews [online], Available from: 

https://pubmed.ncbi.nlm.nih.gov/27545611/ [Accessed 12th December 2019]. 

 

Gagnon, A. J. and Sandall, J., 2007. Individual or group antenatal education for 

childbirth or parenthood, or both. Cochrane Database of Systematic Reviews [online], 

Available from: https://pubmed.ncbi.nlm.nih.gov/17636711/ [Accessed 12th December 

2019]. 

 

Gann, B., 2019. Digital Inclusion and Health in Wales, Journal of Consumer Health on 

the Internet, 23, 146-160. 

 

Gao, L., Larsson, M. and Luo, S., 2013. Internet use by Chinese women seeking 

pregnancy-related information. Midwifery, 29 (7), 730-735. 

 

Gau, M. L., Chang, C.-Y., Tian, S.-H. and Lin, K.-C., 2011. Effects of birth ball exercise 

on pain and self-efficacy during childbirth: A randomised controlled trial in Taiwan. 

Midwifery, 27 (6), 293-300. 

 

General Medical Council, 2010. Good practice in research and consent in research 

[online]. Available from: https://www.gmc-uk.org/-

/media/documents/Good_practice_in_research_and_consent_to_research.pdf_588348

43.pdf [Accessed 21st July 2021] 

 

Goodman, P., Mackey, M. C. and Tavakoli, A. S., 2004. Factors related to childbirth 

satisfaction. Journal of Advanced Nursing, 46 (2), 212-219. 

 

Granello, D. H. and Wheaton, J. E., 2004. Online Data Collection: Strategies for 

Research. Journal of Counseling & Development, 82 (4), 387-393. 

 

Green, J. M., 1993. Expectations and experiences of pain in labor: findings from a large 

prospective study. Birth: Issues in Perinatal Care, 20 (2), 65-72. 

 

https://pubmed.ncbi.nlm.nih.gov/27545611/
https://pubmed.ncbi.nlm.nih.gov/17636711/
https://www.gmc-uk.org/-/media/documents/Good_practice_in_research_and_consent_to_research.pdf_58834843.pdf
https://www.gmc-uk.org/-/media/documents/Good_practice_in_research_and_consent_to_research.pdf_58834843.pdf
https://www.gmc-uk.org/-/media/documents/Good_practice_in_research_and_consent_to_research.pdf_58834843.pdf


 

161 

Green, J. M., Spiby, H., Hucknall, C. and Richardson Foster, H., 2012. Converting 

policy into care: women's satisfaction with the early labour telephone component of the 

All Wales Clinical Pathway for Normal Labour. Journal of Advanced Nursing, 68 (10), 

2218-2228. 

 

Greenhalgh, T., Jackson, C., Shaw, S. and Janamian, T., 2016. Achieving Research 

Impact Through Co-creation in Community-Based Health Services: Literature Review 

and Case Study. The Milbank Quarterly, 94 (2), 392-429. 

 

Greulich, B. and Tarrant, B., 2010. The Latent Phase of Labor: Diagnosis and 

Management. Journal of Midwifery & Women's Health, 52 (3), 190-198. 

 

Gross, M. M., Hecker, H., Matterne, A., Guenter, H. H. and Keirse, M. J. N. C., 2006. 

Does the way that women experience the onset of labour influence the duration of 

labour? BJOG: An International Journal of Obstetrics & Gynaecology, 113 (3), 289. 

 

Gross, M., Burian, R., Fromke, C., Hecker, H., Schippert, C. and Hillemanns, P., 2009. 

Onset of labour: Women's experiences and midwives' assessments in relation to first 

stage duration. Archives of Gynecology and Obstetrics, 280 (6), 899-905. 

 

Gross, M., Haunschild, T., Stoexen, T., Methner, V. and Guenter, H., 2004. Women’s 

Recognition of the Spontaneous Onset of Labor. Obstetrical and Gynecological Survey, 

59 (7), 500-502. 

 

Guittier, M., Othenin-Girard, V., Irion, O. and Boulvain, M., 2014. Maternal positioning 

to correct occipito-posterior fetal position in labour: a randomised controlled trial. BMC 

Pregnancy Childbirth, 14 (83). 

 

Gülmezoglu, A., Lawrie, T., Hezelgrave, N., Oladapo, O.T., O., Souza, J.P., Gielen, M., 

Lawn, J.E., Bahl, R., Althabe, F., Colaci, D., Hofmeyr, G., 2016. Interventions to 

Reduce Maternal and Newborn Morbidity and Mortality. In: Black, R., Laxminarayan, 

R., Temmerman, M. and Walker, N., eds. Reproductive, Maternal, Newborn, and Child 

Health: Disease Control Priorities. 3rd edition. Washington: The International Bank for 

Reconstruction and Development. 

 

Gunasekeran, D. V., Tseng, R. M. W. W., Tham, Y.-C. and Wong, T. Y., 2021. 

Applications of digital health for public health responses to COVID-19: a systematic 

scoping review of artificial intelligence, telehealth and related technologies. npj Digital 

Medicine, 4 (1), 1-6. 



 

162 

Gupta, J. K., Sood, A., Hofmeyr, G. J., Vogel, J. P. and Gupta, J. K., 2017. Position in 

the second stage of labour for women without epidural anaesthesia. Cochrane 

Database of Systematic Reviews [online], (5). Available from: 

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD002006.pub4/full 

[Accessed on 3rd June 2018] 

 

Gupta, S. K., 2011. Intention-to-treat concept: A review. Perspectives in Clinical 

Research, 2 (3), 109-112. 

 

Gupta, U. C., 2013. Informed consent in clinical research: Revisiting few concepts and 

areas. Perspectives in Clinical Research, 4 (1), 26-32. 

 

Gwaltney, C. J., Metrik, J., Kahler, C. W. and Shiffman, S., 2009. Self-efficacy and 

smoking cessation: a meta-analysis. Psychology Of Addictive Behaviors, 23 (1), 56-66. 

 

Hanada, N., Matsuzaki, M., Ota, E. and Mori, R., 2015. Psychosocial and educational 

interventions in latent phase or early labour for improving birth outcomes. Cochrane 

Database of Systematic Reviews [online]. Available from: 

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD011516/full [Accessed 

on 3rd June 2019] 

 

Hanley, G. E., Munro, S., Greyson, D., Gross, M. M., Hundley, V., Spiby, H. and 

Janssen, P. A., 2016. Diagnosing onset of labor: a systematic review of definitions in 

the research literature. BMC Pregnancy and Childbirth [online], 16 (71). Available from: 

https://bmcpregnancychildbirth.biomedcentral.com/track/pdf/10.1186/s12884-016-

0857-4.pdf [Accessed 14th October 2019]. 

 

Hardin, A. M. and Buckner, E. B., 2004. Characteristics of a Positive Experience for 

Women Who Have Unmedicated Childbirth. The Journal of Perinatal Education. 13 (4), 

10-16. 

 

Hariton, E. and Locascio, J. J., 2018. Randomised controlled trials - the gold standard 

for effectiveness research: Study design: randomised controlled trials. BJOG : an 

international journal of obstetrics and gynaecology, 125 (13). 

 

Harpel, T., 2018. Pregnant Women Sharing Pregnancy-Related Information on 

Facebook: Web-Based Survey Study. Journal of Medical Internet Research [online], 20 

(3). Available from: https://pubmed.ncbi.nlm.nih.gov/29567636/ [Accessed 28th March 

2020]. 

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD002006.pub4/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD011516/full
https://bmcpregnancychildbirth.biomedcentral.com/track/pdf/10.1186/s12884-016-0857-4.pdf
https://bmcpregnancychildbirth.biomedcentral.com/track/pdf/10.1186/s12884-016-0857-4.pdf
https://pubmed.ncbi.nlm.nih.gov/29567636/


 

163 

 

Hart, M. A. and Foster, S. N., 1997. Couples' attitudes toward childbirth participation: 

relationship to evaluation of labor and delivery. Journal of Perinatal & Neonatal 

Nursing, 11 (1), 10-20. 

 

Hauck, Y., Fenwick, J., Downie, J. and Butt, J., 2007. The influence of childbirth 

expectations on Western Australian women's perceptions of their birth experience. 

Midwifery, 23 (3), 235-247. 

 

Helsper, E. J., 2017. The Social Relativity of Digital Exclusion: Applying Relative 

Deprivation Theory to Digital Inequalities. Communication Theory, 27 (3), 223-242. 

 

Hemminki, E. and Simukka, R., 1986. The timing of hospital admission and progress of 

labour. European Journal of Obstetrics and Gynecology and Reproductive Biology, 22 

(1-2), 85-94. 

 

Henderson, J. and Redshaw, M., 2017. Sociodemographic differences in women’s 

experience of early labour care: a mixed methods study. British Medical Journal, 7 (7). 

 

Higgins, I., Parker, V., Keatinge, D., Giles, M., Winskill, R., Guest, E., Kepreotes, E. 

and Phelan, C., 2010. Doing clinical research: The challenges and benefits. 

Contemporary Nurse, 35 (2), 171-181. 

 

Hildingsson, I., 2015. Women's birth expectations, are they fulfilled? Findings from a 

longitudinal Swedish cohort study. Women and Birth, 28 (2), 7-13. 

 

Hodnett, E. D., 2002. Pain and women's satisfaction with the experience of childbirth: a 

systematic review. American Journal of Obstetrics And Gynecology, 186 (5), 160-172. 

 

Hodnett, E. D., Stremler, R., Willan, A. R., Weston, J. A., Lowe, N. K., Simpson, K. R., 

Fraser, W. D., Gafni, A., and SELAN., 2008. Effect on Birth Outcomes of a Formalised 

Approach to Care in Hospital Labour Assessment Units: International, Randomised 

Controlled Trial, BMJ [online]. Available from: 

https://www.bmj.com/content/337/bmj.a1021.long [Accessed 11th September 2018] 

 

 

 

 

https://www.bmj.com/content/337/bmj.a1021.long


 

164 

Hollowell, J., Rowe, R., Townend, J., Knight, M., Li, Y., Linsell, L., Redshaw, M., 

Brocklehurst, P., Macfarlane, A., Marlow, A., McCourt, C., Newburn, M., Sandall, J., 

and Silverton, L. 2015. The Birthplace in England national prospective cohort study: 

further analyses to enhance policy and service delivery decision-making for planned 

place of birth [online]. Southampton: NIHR Journals Library. Available from: 

https://www.ncbi.nlm.nih.gov/books/NBK311289/ [Accessed on 21st July 2021].   

 

Holmes, P., Oppenheimer, L. W. and Wu Wen, S., 2001. The relationship between 

cervical dilatation at initial presentation in labour and subsequent intervention. British 

Journal of Obstetrics and Gynaecology, 108 (11), 1120-1124. 

 

Hosek, C., Faucher, M. A., Lankford, J. and Alexander, J., 2014. Perceptions of care in 

women sent home in latent labor. MCN. The American Journal of Maternal Child 

Nursing, 39 (2), 115-121. 

 

Hui Choi, W. H., Lee, G. L., Chan, C. H. Y., Cheung, R. Y. H., Lee, I. L. Y. and Chan, 

C. L. W., 2012. The relationships of social support, uncertainty, self‐efficacy, and 

commitment to prenatal psychosocial adaptation. Journal of Advanced Nursing, 68 

(12), 2633-2645. 

 

Humenick, S. S., 1981. Mastery: the key to childbirth satisfaction? A review. Birth & the 

Family Journal, 8, 79-83. 

 

Hundley, V., Downe, S. and Buckley, S., 2020. The initiation of labour at term 

gestation: Physiology and practice implications. Best Practice & Research Clinical 

Obstetrics & Gynaecology, 67, 4-18. 

 

Hundley, V., Way, S., Cheyne, H., Janssen, P., Gross, M. and Spiby, H., 2017. 

Defining the 

latent phase of labour: is it important? Evidence Based Midwifery, 15 (3), 89-94. 

 

Hunter, S., Hofmeyr, G. J. and Kulier, R., 2007. Hands and knees posture in late 

pregnancy or labour for fetal malposition (lateral or posterior). Cochrane Database 

Systematic Reviews [online], 17 (4). Available from: 

https://pubmed.ncbi.nlm.nih.gov/17943750/ [Accessed on 3rd April 2019]. 

 

Hutchison, J., Mahdy, H. and Hutchison, M., 2020. Stages of Labour. Florida: 

Statpearls. 

 

https://www.ncbi.nlm.nih.gov/books/NBK311289/
https://pubmed.ncbi.nlm.nih.gov/17943750/


 

165 

Ind, N. and Coates, N., 2013. The meanings of co-creation. European Business 

Review, 25 (1). 

 

Ip, W., Chan, D. and Chien, W. T., 2005. Chinese version of the Childbirth Self-efficacy 

Inventory. Journal of Advanced Nursing, 51 (6), 625-633. 

 

Ip, W., Tang, C. S. K. and Goggins, W. B., 2009. An educational intervention to 

improve women's ability to cope with childbirth. Journal of Clinical Nursing, 18 (15), 

2125-2135. 

 

Jackson, D., Lang, J., Ecker, J., Swartz, W. and Heeren, T., 2003. Impact of 

collaborative management and early admission in labor on method of delivery. Journal 

of Obstetric, Gynecologic and Neonatal Nursing, 32 (2), 147-157. 

 

Jafari, E., Mohebbi, P. and Mazloomzadeh, S., 2017. Factors related to women's 

childbirth satisfaction in physiologic and routine childbirth groups. Iranian Journal of 

Nursing and Midwifery Research, 22 (3), 219-224. 

 

James, J. E., 2017. Reviving Cochrane's contribution to evidence-based medicine: 

bridging the gap between evidence of efficacy and evidence of effectiveness and cost-

effectiveness. European Journal of Clinical Investigation, 47 (9), 617-621. 

 

Janssen, P. A. and Desmarais, S. L., 2013a. Development and psychometric 

properties of the Early Labour Experience Questionnaire (ELEQ). Midwifery, 29 (3), 

181-189. 

 

Janssen, P. A. and Desmarais, S. L., 2013b. Women's experience with early labour 

management at home vs. in hospital: A randomised controlled trial. Midwifery, 29 (3), 

190-194. 

 

Janssen, P. A. and Weissinger, S., 2014. Women's perception of pre-hospital labour 

duration and obstetrical outcomes; a prospective cohort study. BMC pregnancy and 

childbirth  [online], Available from: 

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/1471-2393-14-182 

[Accessed on 7th August 2019]. 

 

Janssen, P. A., Iker, C. E. and Carty, E. A., 2003. Early labour assessment and support 

at home: a randomized controlled trial. Journal of Obstetrics And Gynaecology 

Canada, 25 (9), 734-741. 

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/1471-2393-14-182


 

166 

 

Janssen, P. A., Still, D. K., Klein, M. C., Singer, J., Carty, E. A., Liston, R. M. and 

Zupancic, J. A., 2006. Early labor assessment and support at home versus telephone 

triage: a randomized controlled trial. Obstetrics & Gynecology, 108 (6), 1463-1469. 

 

Janssen, P., Nolan, M. L., Spiby, H., Green, J., Gross, M. M., Cheyne, H., Hundley, V., 

Rijnders, M., de Jonge, A. and Buitendijk, S., 2009. Roundtable Discussion: Early 

Labor: What's the Problem?. Birth, 36 (4), 332-339. 

 

Javad, I., Bhutta, S. and Shoaib, T., 2007. Role of the partogram in preventing 

prolonged labour. Journal of Pakistani Medicine, 57 (8), 408-411. 

 

Javanmardi, M., Noroozi, M., Mostafavi, F. and Ashrafi-rizi, H., 2018. Internet usage 

among pregnant women for seeking health information: A review article. Iranian 

Journal of Nursing and Midwifery Research. 23(2), 79-86. 

 

Jeschke, E., Ostermann, T., Dippong, N., Brauer, D. and Matthes, H., 2012. 

Psychometric properties of the Confidence and Trust in Delivery Questionnaire 

(CTDQ): a pilot study. BMC Women's Health, 12 (1), 26-32. 

 

Johanson, G. A. and Doston, G., 1994. Single-Item Measurement: Would You 

Recommend It to a Friend?. Washington D.C.: ERIC Clearinghouse 

 

Johansson, M., Fenwick, J. and Premberg, Å., 2015. A meta-synthesis of fathers׳ 

experiences of their partner׳s labour and the birth of their baby. Midwifery, 31 (1), 9-18. 

 

Johnson, M. P., 2002. An Exploration of Men’s Experience and Role at Childbirth. The 

Journal of Men’s Studies, 10 (2), 165-182. 

 

Kaisler, R. E. and Missbach, B., 2020. Co-creating a patient and public involvement 

and engagement ‘how to’ guide for researchers. Research Involvement and 

Engagement, 6 (1), 1-10. 

 

Kane, J. B., 2016. Marriage Advantages in Perinatal Health: Evidence of Marriage 

Selection or Marriage Protection?. Journal of Marriage and the Family. 78 (1), 212-229. 

 

Kannan, S., Jamison, R. N. and Datta, S., 2001. Maternal Satisfaction and Pain Control 

in Women Electing Natural Childbirth. Regional Anesthesia and Pain. 26 (5), 468-472. 

 



 

167 

Karlström, A., Nystedt, A. and Hildingsson, I., 2015. The meaning of a very positive 

birth experience: focus groups discussions with women. BMC Pregnancy & Childbirth, 

15 (1), 1-8. 

 

Kaunonen, M., Hannula, L. and Tarkka, M. T., 2012. A systematic review of peer 

support interventions for breastfeeding. Journal of Clinical Nursing, 21 (13-14), 1943-

1945. 

 

Kay, L., Downe, S., Thomson, G. and Finlayson, K., 2017. “Engaging with birth stories 

in pregnancy: a hermeneutic phenomenological study of women’s experiences across 

two generations”. BMC Pregnancy and Childbirth, 17 (1), 1-12. 

 

Khorsandi, M., Ghofranipour, F., Faghihzadeh, S., Hidarnia, A., Akbarzadeh Bagheban, 

A. and Aguilar-Vafaie, M. E., 2008. Iranian version of childbirth self-efficacy inventory. 

Journal of Clinical Nursing. 17 (21), 2846-2855. 

 

Klar, S., Krupnikov, Y., Ryan, J. B., Searles, K. and Shmargad, Y., 2020. Using social 

media to promote academic research: Identifying the benefits of twitter for sharing 

academic work. PLoS ONE [online], 15 (4). Available: 

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0229446 [Accessed 

on 11th January 2021]. 

 

Knight, M., Bunch, K., Tuffnell, D., Shakespeare, J., Kotnis, R., Kenyon, S. and 

Kurinczuk, J. J., 2019. Saving Lives, Improving Mothers’ Care - Lessons learned to 

inform maternity care from the UK and Ireland Confidential Enquiries into Maternal 

Deaths and Morbidity  2015-17 [online]. Available: 

https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/MBRRACE-

UK%20Maternal%20Report%202019%20-%20WEB%20VERSION.pdf [Accessed 6th 

May 2020]. 

 

Knowles, E. S. and Nathan, K. T., 1997. Acquiescent Responding in Self-Reports: 

Cognitive Style or Social Concern?. Journal of Research in Personality, 31 (2), 293-

301. 

 

Kobayashi, S., Hanada, N., Matsuzaki, M., Takehara, K., Ota, E., Saski, H., Nagata, C. 

and Mori, R., 2017. Assessment and support during early labour for improving birth 

outcomes. The Cochrane Database of Systematic Reviews [online]. Available: 

https://www.cochranelibrary.com/doi/10.1002/14651858.CD011516.pub2 [Accessed 

4th July 2021].  

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0229446
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/MBRRACE-UK%20Maternal%20Report%202019%20-%20WEB%20VERSION.pdf
https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/MBRRACE-UK%20Maternal%20Report%202019%20-%20WEB%20VERSION.pdf
https://www.cochranelibrary.com/doi/10.1002/14651858.CD011516.pub2


 

168 

Koehn, M. L., 2002. Childbirth education outcomes: an integrative review of the 

literature. The Journal of Perinatal Education, 11 (3), 10-19. 

 

Kululanga, L. I., Malata, A., Chirwa, E. and Sundby, J., 2012. Malawian fathers’ views 

and experiences of attending the birth of their children: a qualitative study. BMC 

Pregnancy Childbirth [online], 12. Available: 

https://bmcpregnancychildbirth.biomedcentral.com/track/pdf/10.1186/1471-2393-12-

141.pdf [Accessed 1st March 2020]. 

 

Kunst, H., Groot, D., Latthe Pallavi, M., Latthe, M. and Khan Khalid, S., 2002. Accuracy 

Of Information On Apparently Credible Websites: Survey Of Five Common Health 

Topics. BMJ: British Medical Journal, 324 (7337), 581-582. 

 

Lagan, B. M., Sinclair, M. and Kernohan, W. G., 2010. Internet Use in Pregnancy 

Informs Women's Decision Making: A Web-Based Survey. Birth. 37 (2) 106-115. 

 

Lally, J. E., Thomson, R. G., MacPhail, S. and Exley, C., 2014. Pain relief in labour: a 

qualitative study to determine how to support women to make decisions about pain 

relief in labour. BMC Pregnancy & Childbirth, 14 (1), 1-10. 

 

Lang, A. J., Sorrell, J. T., Rodgers, C. S. and Lebeck, M. M., 2006. Anxiety sensitivity 

as a predictor of labor pain. European Journal of Pain, 10 (3), 263-270. 

 

Larkin, V. 2013. Encounters in the field, challenges and negotiations in midwifery 

research, Evidence Based Midwifery, 11 (3), 99-106. 

 

Larkin, P., Begley, C. M. and Devane, D., 2009. Women's experiences of labour and 

birth: an evolutionary concept analysis. Midwifery, 25 (2), 49-59. 

 

Larsen, K., O'Hara, M., Brewer, K. and Wenzel, A., 2001. A prospective study of self-

efficacy expectancies and labour pain. Journal of Reproductive & Infant Psychology, 19 

(3), 203-214 

 

Larsen, R. and Plog, M., 2012. The Effectiveness of Childbirth Classes for Increasing 

Self-Efficacy in Women and Support Persons. International Journal of Childbirth, 2 (2), 

107-114. 

 

https://bmcpregnancychildbirth.biomedcentral.com/track/pdf/10.1186/1471-2393-12-141.pdf
https://bmcpregnancychildbirth.biomedcentral.com/track/pdf/10.1186/1471-2393-12-141.pdf


 

169 

Lauzon, L. and Hodnett, E., 2001. Labour assessment programs to delay admission to 

labour wards. The Cochrane Database of Systematic Reviews [online], (3). Available 

from: https://pubmed.ncbi.nlm.nih.gov/11686969/ [Accessed on 30th September]. 

 

Lavender, T., Hart, A. and Smyth, R., 2013. Effect of partogram use on outcomes for 

women in spontaneous labour at term. The Cochrane Database of Systematic Reviews 

[online], 10 (7). Available from: https://pubmed.ncbi.nlm.nih.gov/23843091/ [Accessed 

1st December 2018]. 

 

Lavender, T., Walkinshaw, S. A. and Walton, I., 1999. A prospective study of women's 

views of factors contributing to a positive birth experience. Midwifery, 15 (1), 40-46. 

 

Lavrakas, P. J., 2008. Encyclopedia of survey research methods. USA: SAGE 

Publications. 

 

Lawton, J., Hallowell, N., Snowdon, C., Norman, J. E., Carruthers, K. and Denison, F. 

C., 2017. Written versus verbal consent: a qualitative study of stakeholder views of 

consent procedures used at the time of recruitment into a peripartum trial conducted in 

an emergency setting. BMC Medical Ethics, 18 (1), 1-13. 

 

Leap, N., Sandall, J., Buckland, S. and Huber, U., 2010a. Journey to Confidence: 

Women's Experiences of Pain in Labour and Relational Continuity of Care. Journal of 

Midwifery and Women's Health, 55 (3), 234-242. 

 

Leap, N., Dodwell, M. and Newburn, M., 2010b. Working with pain in labour. New 

Digest, 49, 22-26. 

 

Leask, C. F., Sandlund, M., Skelton, D. A., Altenburg, T. M., Cardon, G., Chinapaw, M., 

Bourdeaudhuij, I., Verloigne, M. and Sebastien, F. M., 2019. Framework, principles and 

recommendations for utilising participatory methodologies in the co-creation and 

evaluation of public health interventions. Research Involvement and Engagement, 5 

(1), 1-16. 

 

Lee, P., 2005. The process of gatekeeping in health care research. Nursing Times, 101 

(32), 36-38. 

 

 

 

https://pubmed.ncbi.nlm.nih.gov/11686969/
https://pubmed.ncbi.nlm.nih.gov/23843091/


 

170 

Lelong, A., Jiroff, L., Blanquet, M., Mourgues, C., Leymarie, M. C., Gerbaud, L., 

Lémery, D. and Vendittelli, F., 2015. Is individual social deprivation associated with 

adverse perinatal outcomes? Results of a French multicentre cross-sectional survey. 

Journal of preventive medicine and hygiene, 56 (2), 95-101. 

 

Lemmens, S. M. P., van Montfort, P., Meertens, L. J. E., Spaanderman, M. E. A., 

Smits, L. J. M., de Vries, R. G. and Scheepers, H. C. J., 2020. Perinatal factors related 

to pregnancy and childbirth satisfaction: A prospective cohort study. Journal of 

Psychosomatic Obstetrics & Gynecology, 8 (1), 1-9. 

 

Levin, K. A., 2007. Study design VII. Randomised controlled trials. Evidence-Based 

Dentistry, 8 (1), 22-23. 

 

Liberati, A., Altman, D. G., Tetzlaff, J., Mulrow, C., Gøtzsche, P. C., Ioannidis, J. P. A., 

Clarke, M., Devereaux, P. J., Kleijnen, J. and Moher, D., 2009. The PRISMA statement 

for reporting systematic reviews and meta-analyses of studies that evaluate health care 

interventions: explanation and elaboration. Journal of Clinical Epidemiology, 62 (10), 1-

34. 

 

Linder-Pelz, S., 1982. Toward A Theory Of Patient Satisfaction. Social Science & 

Medicine, 16 (5), 577-582. 

 

Lisy, K., Peters, M. D. J., Riitano, D., Jordan, Z. and Aromataris, E., 2016. Provision of 

meaningful care at diagnosis, birth, and after stillbirth: A qualitative synthesis of 

parents' experiences. Birth: Issues in Perinatal Care, 43 (1), 6-19. 

 

Lomas, J., Dore, S., Enkin, M. and Mitchell, A., 1987. The Labor and Delivery 

Satisfaction Index: The Development and Evaluation of a Soft Outcome Measure. Birth: 

Issues in Perinatal Care, 14 (3), 125. 

 

Low, L. K. and Moffat, A., 2006. Every labor is unique: but 'call when your contractions 

are 3 minutes apart'. MCN: The American Journal of Maternal Child Nursing, 31 (5), 

307-312. 

 

Lowe, N. K., 1993. Maternal confidence for labor: development of the Childbirth Self-

Efficacy Inventory. Research in Nursing & Health, 16 (2), 141-149. 

 

Lowe, N. K., 2000. Self-efficacy for labor and childbirth fears in nulliparous pregnant 

women. Journal of Psychosomatic Obstetrics and Gynaecology, 21 (4), 219-224. 



 

171 

Lowe, N. K., 2002. The nature of labor pain. American Journal of Obstetrics and 

Gynecology, 186 (5), 16-24. 

 

Luce, A., Cash, M., Hundley, V., Cheyne, H., Van Teijlingen, E. and Angell, C., 2016. 

'Is it realistic?' the portrayal of pregnancy and childbirth in the media. BMC Pregnancy 

and Childbirth [online]. Available from: https://pubmed.ncbi.nlm.nih.gov/26928660/ 

[Accessed 9th March 2018]. 

 

Lundgren, I., 2005. Swedish women's experience of childbirth 2 years after birth. 

Midwifery, 21 (4), 346-354. 

 

Lupton, D., 2016. The use and value of digital media for information about pregnancy 

and early motherhood: a focus group study. BMC Pregnancy & Childbirth, 16, 1-10. 

 

Luszczynska, A., Gutierrez-Dona, B. and Schwarzer, R., 2005. General self-efficacy in 

various domains of human functioning: Evidence from five countries. International 

Journal of Psychology. 40 (2), 80-89. 

 

MacLellan, J., 2020. The storying of birth. Health: An Interdisciplinary Journal for the 

Social Study of Health, Illness & Medicine [online]. Available from: 

https://journals.sagepub.com/doi/full/10.1177/1363459320925866 [Accessed 4th April 

2021]. 

 

Madden, K., Middleton, P., Cyna, A., Matthewson, M. and Jones, L., 2016. Hypnosis 

for pain management during labour and childbirth. The Cochrane Database of 

Systematic Reviews [online]. Available from: 

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD009356.pub3/full 

[Accessed 21st July 2021]. 

 

Main, E., Moore, D., Farrell, B., Schimmel, L., Altman, R., Abrahams, C., Campbell, B., 

Polivy, L. and Sterling, J., 2006. Is there a useful cesarean birth measure? Assessment 

of the nulliparous term singleton vertex cesarean birth rate as a tool for obstetric quality 

improvement. American Journal of Obstetrics and Gynecology, 194, 1644–1652. 

 

Manning, M. M. and Wright, T. L., 1983. Self-Efficacy Expectancies, Outcome 

Expectancies, and the Persistence of Pain Control in Childbirth. Journal of Personality 

& Social Psychology, 45 (2), 421-431. 

 

https://pubmed.ncbi.nlm.nih.gov/26928660/
https://journals.sagepub.com/doi/full/10.1177/1363459320925866
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD009356.pub3/full


 

172 

Mansournia, M. A., Higgins, J. P. T., Sterne, J. A. C. and Hernán, M. A., 2017. Biases 

in Randomized Trials: A Conversation Between Trialists and Epidemiologists.  

Epidemiology, 28 (1), 54-59. 

 

Marowitz, A., 2014. Caring for women in early labor: can we delay admission and meet 

women's needs? Journal of Midwifery & Women’s Health, 59 (6), 645-650. 

 

Marshall, J. and Raynor, M., 2020. Myles Textbook for Midwives. 17th. Leicester: 

Elsevier. 

 

Maternity Care Working Party, 2007. Making normal birth a reality [online]. Available 

from: 

http://bhpelopartonormal.pbh.gov.br/estudos_cientificos/arquivos/normal_birth_consen

sus.pdf [Accessed 1st May 2020]. 

 

McCormick, C., 2003. The first stage of labour management. In: Fraser, D. and 

Cooper, M., eds. Myles Textbook for Midwives. 14th. Edinburgh: Churchill Livingstone, 

455-469. 

 

McCourt, C., 2009. Childbirth, midwifery and concepts of time. United Kingdom: 

Berghahn. 

 

McCourt, C., Cheyne, H. and Semple, K., 2012. Mothers Involved in Research 

Agenda Setting: Report of the MIRAS project [online]. Sterling, UK: NMAHP Research 

Unit, University of Stirling. Available from: https://openaccess.city.ac.uk/id/eprint/14732/ 

[Accessed on 5th May 2020]. 

 

McCoy, C. E., 2017. Understanding the Intention-to-treat Principle in Randomized 

Controlled Trials. West Journal of Emergency Medicine, 18 (6), 1075-1078. 

 

McIntosh, T., 2013. The concept of early labour in the experience of maternity in 

twentieth century Britain. Midwifery, 29 (1), 3-9. 

 

McIntosh, T., 2017. Changing messages about place of birth in Mother and Baby 

magazine between 1956 and 1992. Midwifery, 54, 1-6. 

 

McLeish, J. and Redshaw, M., 2015. Peer support during pregnancy and early 

parenthood: a qualitative study of models and perceptions. BMC Pregnancy & 

Childbirth, 15 (1), 257-257. 

http://bhpelopartonormal.pbh.gov.br/estudos_cientificos/arquivos/normal_birth_consensus.pdf
http://bhpelopartonormal.pbh.gov.br/estudos_cientificos/arquivos/normal_birth_consensus.pdf
https://openaccess.city.ac.uk/id/eprint/14732/


 

173 

McLeish, J. and Redshaw, M., 2017. Mothers' accounts of the impact on emotional 

wellbeing of organised peer support in pregnancy and early parenthood: a qualitative 

study. BMC Pregnancy & Childbirth, 17, 1-14. 

 

McLelland, G., McKenna, L., Morgans, A. and Smith, K., 2018. Epidemiology of 

unplanned out-of-hospital births attended by paramedics. BMC Pregnancy and 

Childbirth, 18 (1), 1-9. 

 

McNelis, M., 2013. Women's experiences of care during labour in a midwifery-led unit 

in the Republic of Ireland. British Journal of Midiwifery [online], 21 (9). Available from: 

https://www.magonlinelibrary.com/doi/abs/10.12968/bjom.2013.21.9.622 [Accessed on 

8th October 2019]. 

 

McNiven, P. S., Williams, J. I., Hodnett, E., Kaufman, K. and Hannah, M. E., 1998. An 

early labor assessment program: a randomized, controlled trial. Birth, 25 (1), 5-10. 

 

Mei, J. Y., Afshar, Y., Gregory, K. D., Kilpatrick, S. J. and Esakoff, T. F., 2016. Birth 

plans: What matters for birth experience satisfaction. Birth: Issues in Perinatal Care, 43 

(2), 144-150. 

 

Methley, A. M., Campbell, S., Chew-Graham, C., McNally, R. and Cheraghi-Sohi, S., 

2014. PICO, PICOS and SPIDER: a comparison study of specificity and sensitivity in 

three search tools for qualitative systematic reviews. BMC Health Services Research, 

14 (1), 579-596. 

 

Mikolajczyk, R. T., Zhang, J., Grewal, J., Chan, L. C., Petersen, A. and Gross, M. M., 

2016. Early versus Late Admission to Labor Affects Labor Progression and Risk of 

Cesarean Section in Nulliparous Women. Frontiers in Medicine [online], 26 (3). 

Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4921453/pdf/fmed-03-

00026.pdf [Accessed 20th June 2020]. 

 

Miller, A. C. and Shriver, T. E., 2012. Women's childbirth preferences and practices in 

the United States. Social Science & Medicine, 75 (4), 709-716. 

 

Miller, S., Abalos, E., Chamillard, M., Ciapponi, A., Colaci, D., Comandé, D., Diaz, V., 

Geller, S., Hanson, C., Langer, A., Manuelli, V., Millar, K., Morhason-Bello, I., Castro, 

C., Pileggi, V., Robinson, N., Skaer, M., Souza, J., Vogel, J. and Althabe, F., 2016. 

Beyond too little, too late and too much, too soon: a pathway towards evidence-based, 

respectful maternity care worldwide. The Lancet, 388 (10056), 2176-2192. 

https://www.magonlinelibrary.com/doi/abs/10.12968/bjom.2013.21.9.622
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4921453/pdf/fmed-03-00026.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4921453/pdf/fmed-03-00026.pdf


 

174 

Miller, Y. D., Armanasco, A. A., McCosker, L. and Thompson, R., 2020. Variations in 

outcomes for women admitted to hospital in early versus active labour: an 

observational study. BMC Pregnancy and Childbirth, 20 (1), 1-10. 

 

Ministry of Housing, Communties & Local Government, 2019. The English Indices of 

Deprivation 2019 (IoD2019) [online]. London. Available from: 

https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019 

[Accessed 3rd June 2020]. 

 

Mischel, W. and Shoda, Y., 1995. A cognitive-affective system theory of personality: 

Reconceptualizing situations, dispositions, dynamics, and invariance in personality 

structure. Psychological Review, 102 (2), 246-268. 

 

Mitchell, E. J., Ahmed, K., Breeman, S., Cotton, S., Constable, L., Ferry, G., Goodman, 

K., Hickey, H., Meakin, G., Mironov, K., Quann, N., Wakefield, N. and McDonald, A., 

2020. It is unprecedented: trial management during the COVID-19 pandemic and 

beyond. BMC Trials, 21 (1), 1-7. 

 

Moher, D., Liberati, A., Tetzlaff, J. and Altman Douglas, G., 2009. Preferred reporting 

items for systematic reviews and meta-analyses: the PRISMA statement. BMJ: British 

Medical Journal, 339 (7716), 332-336. 

 

Moher, D., Schulz, K. F. and Altman, D., 2001. The CONSORT Statement: Revised 

Recommendations for Improving the Quality of Reports of Parallel-Group Randomized 

Trials. Lancet, 14 (357), 1191-1194. 

 

Molina, G., Weiser, T., Lipsitz, S., Esquivel, M., Uribe-Leitz, T., Azad, T., Shah, N., 

Semrau, K., Berry. William, Atul, G. and Haynes, A., 2015. Relationship Between 

Cesarean Delivery Rate and Maternal and Neonatal Mortality. The Journal of the 

American Medical Association, 314 (21), 2263-2270. 

 

Munkhondya, B. M. J., Munkhondya, T. E., Chirwa, E. and Wang, H., 2020. Efficacy of 

companion-integrated childbirth preparation for childbirth fear, self-efficacy, and 

maternal support in primigravid women in Malawi. BMC Pregnancy and Childbirth, 20 

(1), 1-12. 

 

Munro, S., Janssen, P., Corbett, K., Wilcox, E., Bansback, N. and Kornelsen, J., 2017. 

Seeking control in the midst of uncertainty: Women’s experiences of choosing mode of 

birth after caesarean. Women & Birth, 30 (2), 129-136. 

https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019


 

175 

Munro, S., Kornelsen, J. and Hutton, E., 2009. Decision Making in Patient-Initiated 

Elective Cesarean Delivery: The Influence of Birth Stories. Journal of Midwifery and 

Women's Health, 54 (5), 373-379. 

 

Münstedt, K., Georgi, R. v., Eichel, V., Kullmer, U. and Zygmunt, M., 2000. Wishes and 

expectations of pregnant women and their partners concerning delivery. Journal of 

Perinatal Medicine, 28 (6), 482-490. 

 

Murray, E., Khadjesari, Z., White, I. R., Kalaitzaki, E., Godfrey, C., McCambridge, J., 

Thompson, S. G. and Wallace, P., 2009. Methodological Challenges in Online Trials. 

Journal of Medical Internet Research, 11 (2), 9. 

 

Myhre, E. L., Lukasse, M., Reigstad, M. M., Holmstedt, V. and Dahl, B., 2021. A 

qualitative study of Norwegian first-time mothers’ information needs in pre-admission 

early labour. Midwifery [online], Available from: 

https://reader.elsevier.com/reader/sd/pii/S0266613821000954?token=38D2006C74A0

8103C1FDD099E193F625115713839E5E111AC7905C89433A28F65CDF49B99313B

85CD9874BFD4E78602F&originRegion=eu-west-1&originCreation=20210721140212 

[Accessed 21st July 2021]. 

 

National Institute for Health and Care Excellence (NICE), 2017. Intrapartum care for 

healthy women and babies [online]. Clinical Guideline: CG190. Available from: 

https://www.nice.org.uk/guidance/cg190 [Accessed 1st March 2019]. 

 

National Perinatal Epidemiology Unit: Birthplace in England Collaborative, 2012. 

Perinatal and maternal outcomes by planned place of birth for healthy women with low 

risk pregnancies: the Birthplace in England national prospective cohort study. BMJ: 

British Medical Journal, 344 (7840). 

 

Neal, J. L., 2014. Outcomes of Nulliparous Women with Spontaneous Labor Onset 

Admitted to Hospitals in Pre-active versus Active Labor. Journal of Midwifery & 

Women's Health, 59 (5), 549-550. 

 

Nelson, A., 2003. Transition to Motherhood. Journal of Obstetric, Gynecological and 

Neonatal Nursing, 32 (4), 465-477. 

 

NHS Digital, 2016. Hospital maternity activity 2015-2016 [online], England. Available 

from: https://digital.nhs.uk/data-and-information/publications/statistical/nhs-maternity-

statistics/2015-16 [Accessed 21st July 2021]. 

https://reader.elsevier.com/reader/sd/pii/S0266613821000954?token=38D2006C74A08103C1FDD099E193F625115713839E5E111AC7905C89433A28F65CDF49B99313B85CD9874BFD4E78602F&originRegion=eu-west-1&originCreation=20210721140212
https://reader.elsevier.com/reader/sd/pii/S0266613821000954?token=38D2006C74A08103C1FDD099E193F625115713839E5E111AC7905C89433A28F65CDF49B99313B85CD9874BFD4E78602F&originRegion=eu-west-1&originCreation=20210721140212
https://reader.elsevier.com/reader/sd/pii/S0266613821000954?token=38D2006C74A08103C1FDD099E193F625115713839E5E111AC7905C89433A28F65CDF49B99313B85CD9874BFD4E78602F&originRegion=eu-west-1&originCreation=20210721140212
https://www.nice.org.uk/guidance/cg190
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-maternity-statistics/2015-16
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-maternity-statistics/2015-16


 

176 

 

NHS Digital, 2017. NHS Maternity Statistics, England 2016-17 [online], England. 

Available from: https://digital.nhs.uk/data-and-information/publications/statistical/nhs-

maternity-statistics/2016-17 [Accessed 21st July 2021]. 

 

NHS Digital, 2020. NHS Maternity Statistics, England 2019-20 [online], England. 

Available from: https://digital.nhs.uk/data-and-information/publications/statistical/nhs-

maternity-statistics/2019-20 [Accessed 21st July 2021]. 

 

NHS Digital., ca. 2021. Digital maternity harnessing digital technology in maternity 

services [online]. Available from: https://digital.nhs.uk/services/digital-maternity-

programme#harnessing-digital-technology-workstream [Accessed 5th July 2021]. 

 

NHS England, 2016. National Maternity Review: Better Births – Improving outcomes of 

maternity services in England – A Five Year Forward View for maternity care [online]. 

Available from: https://www.england.nhs.uk/wp-content/uploads/2016/02/national-

maternity-review-report.pdf [Accessed 13th May 2018]. 

 

NHS, 2019. Long Term Plan [online]. Available from: 

https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-

version-1.2.pdf [Accessed 3rd April 2020]. 

 

Nilvér, H., Begley, C. and Berg, M., 2017. Measuring women’s childbirth experiences: a 

systematic review for identification and analysis of validated instruments. BMC 

Pregnancy and Childbirth, 17 (1), 1-19. 

 

Niven, C. A. and Murphy-Black, T., 2000. Memory for Labor Pain: A Review of the 

Literature. Birth, 27 (4) 244-253. 

 

Nolan, M. and Smith, J., 2010. Women's experiences of following advice to stay at 

home in early labour. British Journal of Midwifery, 18 (5), 286-291. 

 

Nolan, M., Catling, J. and Smith, J., 2011. At home in early labour: What fathers do and 

how they feel - part 2. The Practising Midwife 14, 22-24. 

 

Nolan, M., Smith, J. and Catling, J., 2009. Experiences of early labour (1): contact with 

health professionals. The Practising Midwife, 12 (7), 24-25. 

 

https://digital.nhs.uk/data-and-information/publications/statistical/nhs-maternity-statistics/2016-17
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-maternity-statistics/2016-17
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-maternity-statistics/2019-20
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-maternity-statistics/2019-20
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf


 

177 

Nove, A., Berrington, A. and Matthews, Z., 2008. Home births in the UK, 1955 to 2006. 

Population Trends, 133, 20-27. 

 

Nursing and Midwifery Council, 2018. The Code: Professional standards of practice 

and behaviour for nurses, midwives and nursing associates [online]. London. Available 

from: https://www.nmc.org.uk/standards/code/ [Accessed 1st March 2019].  

 

Nyman, V., Downe, S. and Berg, M., 2011. Waiting for permission to enter the labour 

ward world: First time parents’ experiences of the first encounter on a labour ward. 

Sexual & Reproductive Healthcare, 2, 129-134. 

 

Oakley, A., 1980. Women Confined: Towards a Sociology of Childbirth. Oxford: Martin 

Robertson. 

 

Oakley, L. L., Henderson, J., Redshaw, M. and Quigley, M. A., 2014. The role of 

support and other factors in early breastfeeding cessation: an analysis of data from a 

maternity survey in England. BMC Pregnancy & Childbirth, 14 (1), 1-12. 

 

O'Driscoll, K., Jackson, R. and Gallagher, J., 1969. Prevention of prolonged labour. 

British Medical Journal, 24 (2), 477-480. 

 

Office for National Statistics, 2008. Home births in the UK, 1955 to 2006 [online]. 

Available from: https://www.ons.gov.uk/ons/rel/population-trends-rd/population-

trends/no--133--autumn-2008/home-births-in-the-uk--1955-to-2006.pdf [Accessed 11th 

March 2019]. 

 

Office for National Statistics, 2016a. Birth characteristics in England and Wales: 2015 

[online]. Available from: 

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/live

births/bulletins/birthcharacteristicsinenglandandwales/2015 [Accessed 22nd March 

2019]. 

 

Office for National Statistics, 2016b. Internet access - households and individuals: 2016 

[online]. Available: 

https://www.ons.gov.uk/peoplepopulationandcommunity/householdcharacteristics/hom

einternetandsocialmediausage/bulletins/internetaccesshouseholdsandindividuals/2016 

[Accessed 21st March 2019]. 

 

https://www.nmc.org.uk/standards/code/
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/livebirths/bulletins/birthcharacteristicsinenglandandwales/2015
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/livebirths/bulletins/birthcharacteristicsinenglandandwales/2015
https://www.ons.gov.uk/peoplepopulationandcommunity/householdcharacteristics/homeinternetandsocialmediausage/bulletins/internetaccesshouseholdsandindividuals/2016
https://www.ons.gov.uk/peoplepopulationandcommunity/householdcharacteristics/homeinternetandsocialmediausage/bulletins/internetaccesshouseholdsandindividuals/2016


 

178 

Office for National Statistics, 2018. Population of England and Wales [online]. Available 

from: https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-

ethnicity/national-and-regional-populations/population-of-england-and-wales/latest 

[Accessed 21st July 2021]. 

 

Office for National Statistics, 2019. Families and households in the UK: 2018 [online]. 

Available from: 

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/fam

ilies/bulletins/familiesandhouseholds/2018 [Accessed 6th July 2021]. 

 

Office for National Statistics, 2020. Birth characteristics in England and Wales: 2019 

[online]. Available from: 

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/live

births/bulletins/birthcharacteristicsinenglandandwales/2019 [Accessed 3rd June 2021]. 

 

Oladapo, O. T., Diaz, V., Bonet, M., Abalos, E., Thwin, S. S., Souza, H., Perdoná, G., 

Souza, J. P. and Gülmezoglu, A. M., 2018. Cervical dilatation patterns of 'low-risk' 

women with spontaneous labour and normal perinatal outcomes: a systematic review. 

An International Journal of Obstetrics & Gynaecology, 125 (8), 944-954. 

 

Oxford Dictionary of English, 2010. 3rd. Oxford: Oxford University Press. 

 

Pascoe, G. C., 1983. Patient satisfaction in primary health care: A literature review and 

analysis. Evaluation and Program Planning, 6 (3-4), 185-210. 

 

Patsopoulos, N. A., 2011. A pragmatic view on pragmatic trials. Dialogues in Clinical 

Neuroscience, 13 (2), 217-224. 

 

Peel, J., 1970. The Peel Report. London: HMSO. 

 

Perdok, H., Verhoeven, C. J., Dillen, J. v., Schuitmaker, T. J., Hoogendoorn, K., Colli, 

J., Schellevis, F. G. and de Jonge, A., 2018. Continuity of care is an important and 

distinct aspect of childbirth experience: findings of a survey evaluating experienced 

continuity of care, experienced quality of care and women’s perception of labor. BMC 

Pregnancy and Childbirth, 18 (1), 1-9. 

 

 

 

https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/population-of-england-and-wales/latest
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/population-of-england-and-wales/latest


 

179 

Perriman, N. and Davis, D., 2016. Measuring maternal satisfaction with maternity care: 

A systematic integrative review: What is the most appropriate, reliable and valid tool 

that can be used to measure maternal satisfaction with continuity of maternity care? 

Women & Birth, 29 (3), 293-299. 

 

Peters, M., Potter, C. M., Kelly, L. and Fitzpatrick, R., 2019. Self-efficacy and health-

related quality of life: a cross-sectional study of primary care patients with multi-

morbidity. Health and Quality of Life Outcomes, 17 (1), 37. 

 

Poggiolini, C., 2019. High self-efficacy regarding smoking cessation may weaken the 

intention to quit smoking. Cogent Psychology, 6 (1). 

 

Polit, D. F. and Gillespie, B. M., 2010. Intention-to-treat in randomized controlled trials: 

Recommendations for a total trial strategy. Research in Nursing Health, 33 (4), 355-

368. 

 

Porter, C. O. L. H., Hollenbeck, J. R., Ilgen, D. R., Ellis, A. P. J., West, B. J. and Moon, 

H., 2003. Backing Up Behaviors in Teams: The Role of Personality and Legitimacy of 

Need. The Journal of Applied Psychology, 88 (3), 391-403. 

 

Porter, M. and MacIntyre, S., 1984. What Is, Must Be Best: A Research Note On 

Conservative Or Deferential Responses To Antenatal Care Provision. Social Science & 

Medicine, 19 (11), 1197-1200. 

 

Preis, H., Lobel, M. and Benyamini, Y., 2019. Between expectancy and experience: 

Testing a model of childbirth satisfaction. Psychology of Women Quarterly, 43 (1), 105-

117. 

 

Premberg, Å., Carlsson, G., Hellström, A. L. and Berg, M., 2011. First-time fathers' 

experiences of childbirth--a phenomenological study. Midwifery, 27 (6), 848-853. 

 

Rahimparvar, S. F., Hamzehkhani, M., Geranmayeh, M. and Rahimi, R., 2012. Effect of 

educational software on self-efficacy of pregnant women to cope with labor: a 

randomized controlled trial. Archives of Gynecology and Obstetrics, 286 (1), 63-70. 

 

Rahnama, P., Ziaei, S. and Faghihzadeh, S., 2006. Impact of early admission in labor 

on method of delivery. International Journal Of Gynaecology And Obstetrics, 92 (3), 

217-220. 

 



 

180 

Rämgård, M., 2006. The power of place: Existential crises and place security in the 

context of pregnancy. Lund: Lunds Universitet. 

 

Raymond, J. E., 2009. ‘Creating a safety net’: Women's experiences of antenatal 

depression and their identification of helpful community support and services during 

pregnancy. Midwifery, 25 (1), 39-49. 

 

Redwood, S. and Gill, P. S., 2013. Under-representation of minority ethnic groups in 

research--call for action. The British Journal of General Practice: The Journal of the 

Royal College of General Practitioners, 63 (612), 342-343. 

 

Reitsma, A., Simioni, J., Brunton, G., Kaufman, K. and Hutton, E., 2020. Maternal 

outcomes and birth interventions among women who begin labour intending to give 

birth at home compared to women of low obstetrical risk who intend to give birth in 

hospital: A systematic review and meta-analyses. The Lancet [online]. Available from: 

https://www.thelancet.com/journals/eclinm/article/PIIS2589-5370(20)30063-8/fulltext 

[Accessed 1st May 2021]. 

 

Renedo, A. and Marston, C., 2011. Healthcare professionals' representations of 

‘patient and public involvement’ and creation of ‘public participant’ identities: 

Implications for the development of inclusive and bottom-up community participation 

initiatives. Journal of Community & Applied Social Psychology, 21 (3), 268-280. 

 

Repetti, R. L., Taylor, S. E. and Seeman, T. E., 2002. Risky Families: Family Social 

Environments and the Mental and Physical Health of Offspring. Psychological Bulletin, 

28 (2), 330-366. 

 

Roberts, C. and Torgerson David, J., 1999. Understanding Controlled Trials: Baseline 

Imbalance in Randomised Controlled Trials. BMJ: British Medical Journal, 319 (7203), 

185-185. 

 

Roberts, J. and Spiby, H., 2020. ‘The calm before the storm’: A qualitative study of 

fathers’ experiences of early labour. Women and Birth, 33 (5), 490-495. 

 

Rohman, L., Maruswezki, D. and Cam, N. B., 2015. The impact of a text messaging 

service on orthopaedic clinic Did Not Attend rates. Journal of Telemedical Telecare, 21 

(7), 408-413. 

 

https://www.thelancet.com/journals/eclinm/article/PIIS2589-5370(20)30063-8/fulltext


 

181 

Rosenbloom, J. I., Woolfolk, C. L., Wan, L., Stout, M. J., Tuuli, M. G., Macones, G. A. 

and Cahill, A. G., 2019. The transition from latent to active labor and adverse  

obstetrical outcomes. American Journal of Obstetrics and Gynecology, 221 (5), 487-

487. 

 

Rostampy, Z., Khakbazan, Z. and Golestan, B., 2010. Effect of trained female relative 

on active phase length during labor among low risk pregnancies. Journal of Guilan 

University of Medical Sciences, 19 (75), 79-85. 

 

Rota, A., Antolini, L., Colciago, E., Nespoli, A., Borrelli, S. E. and Fumagalli, S., 2018. 

Timing of hospital admission in labour: latent versus active phase, mode of birth and 

intrapartum interventions. A correlational study. Women Birth, 31 (4), 313-318. 

 

Rotter, J. B., 1966. Generalized expectancies for internal versus external control of 

reinforcement. Psychological Monographs: General and Applied, 80 (1), 1-28. 

 

Royal College of Midwives, 2019. England Short of Almost 2,500 Midwives, New Birth 

Figures Confirm [online]. Available from: https://www.rcm.org.uk/news-views/rcm-

opinion/2019/england-short-of-almost-2-500-midwives-new-birth-figures-confirm/ 

[Accessed 1st June 2020]. 

 

Russell, C., 1959. The Cranbrook Report. London: HMSO. 

 

Ryan, K., Team, V. and Alexander, J., 2017. The theory of agency and breastfeeding. 

Psychology & Health, 32 (3), 312-329. 

 

Sackett, D. L., Straus, S. E., Richardson, W. S., Rosenberg, W. and Haynes, R. B., 

2000. Evidence-based medicine: How to practice and teach EBM. 2nd. New York: 

Churchill Livingstone. 

 

Sánchez-Cunqueiro, M., Comeche, M. and Docampo, D., 2018. On the relation of self-

efficacy and coping with the experience of childbirth. Journal of Nursing Education and 

Practice, 8 (6), 48-55. 

 

Sandall, J., Tribe, R., Avery, L. and Mola, G., 2018. Short-term and long-term effects of 

caesarean section on the health of women and children. The Lancet, 392 (10155), 

1349-1357. 

 



 

182 

Sandin-Bojo, A. K., Larsson, B. W. and Hall-Lord, M. L., 2008. Women's perception of 

intrapartal care in relation to WHO recommendations. Journal of Clinical Nursing, 17 

(22), 2993-3003. 

 

Sanson-Fisher, R. W., Bonevski, B., Green, L. W. and D’Este, C., 2007. Limitations of 

the Randomized Controlled Trial in Evaluating Population-Based Health Interventions. 

American Journal of Preventive Medicine, 33 (2), 155-161. 

 

Savage, J. S., 2001. Birth stories: a way of knowing in childbirth education. The Journal 

of Perinatal Education, 10 (2), 3-7. 

 

Sawyer, A., Ayers, S., Abbott, J., Gyte, G., Rabe, H. and Duley, L., 2013. Measures of 

satisfaction with care during labour and birth: a comparative review. BMC Pregnancy & 

Childbirth, 13 (1), 1-10. 

 

Sayakhot, P. and Carolan-Olah, M., 2016. Internet use by pregnant women seeking 

pregnancy-related information: a systematic review. BMC Pregnancy & Childbirth, 16, 

1-10. 

 

Schenker, Y. and Meisel, A., 2011. Informed consent in clinical care: practical 

considerations in the effort to achieve ethical goals. JAMA, 305 (11), 1130-1131. 

 

Schulz, K. F., Altman, D. G. and Moher, D., 2010. CONSORT 2010 Statement: 

updated guidelines for reporting parallel group randomised trials. BMC Medicine 

[online]. Available from: https://bmcmedicine.biomedcentral.com/articles/10.1186/1741-

7015-8-18 [Accessed on 1st May 2019]. 

 

Schunk, D., 1991. Self-efficacy and academic motivation. Educational Psychologist, 26, 

207-231. 

 

Schwartz, L., Toohill, J., Creedy, D. K., Baird, K., Gamble, J. and Fenwick, J., 2015. 

Factors associated with childbirth self-efficacy in Australian childbearing women. BMC 

Pregnancy & Childbirth, 15 (1), 1-9. 

 

Schwebel, F. J. and Larimer, M. E., 2018. Using text message reminders in health care 

services: A narrative literature review. Internet Interventions, 13, 82-104. 

 

Scrimshaw, S. C. and Souza, R., 1982. Recognizing active labor. A test of a decision-

making guide for pregnant women. Social Science & Medicine , 16 (16), 1473-1482. 

https://bmcmedicine.biomedcentral.com/articles/10.1186/1741-7015-8-18
https://bmcmedicine.biomedcentral.com/articles/10.1186/1741-7015-8-18


 

183 

 

Sealed Envelope Ltd., 2019. Simple randomisation service [online]. Available from: 

https://www.sealedenvelope.com/simple-randomiser/v1/ [Accessed 22nd March 2017] 

 

Sedgwick, P., 2012. What is recall bias?. BMJ (British Medical Journal), 344 (5). 

 

Shin, H., Shin, J., Liu, P.-Y., Dutton, G. R., Abood, D. A. and Ilich, J. Z., 2011. Self-

efficacy improves weight loss in overweight/obese postmenopausal women during a 6-

month weight loss intervention. Nutrition Research, 31 (11), 822-828. 

 

Shorey, S., Yang, Y. Y. and Ang, E., 2018. The impact of negative childbirth 

experience on future reproductive decisions: A quantitative systematic review. Journal 

of Advanced Nursing, 74 (6), 1236-1244. 

 

Siassakos, D., Clark, J., Sibanda, T., Attilakos, G., Jefferys, A., Cullen, L., Bisson, D. 

and Draycott, T., 2009. A simple tool to measure patient perceptions of operative birth. 

BJOG, 116 (13), 1755-1761. 

 

Simkin, P., 2010. The fetal occiput posterior position: state of the science and a new 

perspective. Birth, 37, 61-71. 

 

Simonds, W., 2002. Watching the clock: keeping time during pregnancy, birth, and 

postpartum experiences. Social Science & Medicine (1982), 55 (4), 559-570. 

 

Sinclair, M. and O'Boyle, C., 1999. The Childbirth Self-Efficacy Inventory: a replication 

study. Journal of Advanced Nursing, 30 (6). 

 

Slade, P., Balling, K., Sheen, K. and Houghton, G. 2019. Establishing a valid construct 

of fear of childbirth: findings from in-depth interviews with women and midwives. BMC 

Pregnancy Childbirth [online], Available: 

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-019-2241-7 

[Accessed 14th July 2021]. 

 

Slade, P., Escott, D., Spiby, H., Henderson, B. and Fraser, R. B., 2000. Antenatal 

Predictors and Use of Coping Strategies in Labour, Psychology & Health, 15 (4), 555-

569. 

 

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-019-2241-7


 

184 

Slade, P., MacPherson, S. A., Hume, A. and Maresh, M., 1993. Expectations, 

experiences and satisfaction with labour. British Journal of Clinical Psychology, 32 (4), 

469-483. 

 

Smarandache, A., Kim, T. H. M., Bohr, Y. and Tamim, H., 2016. Predictors of a 

negative labour and birth experience based on a national survey of Canadian women. 

BMC Pregnancy & Childbirth, 16, 1-9. 

 

Smart, A. and Harrison, E., 2017. The under-representation of minority ethnic groups in 

UK medical research. Ethnicity and Health, 22 (1), 65-82. 

 

Snowden, A., Martin, C., Jomeen, J. and Martin, C. H., 2011. Concurrent analysis of 

choice and control in childbirth. BMC Pregnancy & Childbirth, 11 (1), 40-50. 

 

Snowdon, C., Elbourne, D., Forsey, M. and Alfirevic, Z., 2012. Information-hungry and 

disempowered: a qualitative study of women and their partners' experiences of severe 

postpartum haemorrhage. Midwifery, 28 (6), 791-799. 

 

Sobh, R. and Perry, C., 2006. Research design and data analysis in realism research. 

European Journal of Marketing, 40 (11-12), 1194-1209. 

 

Solomon, P., 2004. Peer Support/Peer Provided Services Underlying Processes, 

Benefits, and Critical Ingredients. Psychiatric Rehabilitation Journal, 27 (4), 392-401. 

 

Son, M., 2020. Labor augmentation strategies: What's the evidence?. Seminars in 

Perinatology [online], 44 (2). Available from: 

https://pubmed.ncbi.nlm.nih.gov/31839438/ [Accessed 20th March 2021]. 

 

Song, F., West, J., Lundy, L. and Nicole., D., 2012. Women, Pregnancy, and Health 

Information Online: The Making of Informed Patients and Ideal Mothers. Gender and 

Society, 26 (5), 773-798. 

 

Spanò, R., Paola, N., Bova, M. and Barbarino, A., 2018. Value co-creation in 

healthcare: evidence from innovative therapeutic alternatives for hereditary 

angioedema. BMC Health Services Research, 18 (1), 1-13. 

 

 

 

https://pubmed.ncbi.nlm.nih.gov/31839438/


 

185 

Spiby, H., and the ELSA team, 2008. Improving care at the primary/secondary 

interface: a trial of community-based support in early labour. The ELSA trial. Report for 

the National Co-ordinating Centre for NHS Service Delivery and Organisation R&D 

[online]. Available from: https://pure.york.ac.uk/portal/en/publications/improving-care-at-

the-primarysecondary-interface-a-trial-of-communitybased-support-in-early-labour-

elsa(e1ef5152-a41c-4b56-8212-13cbf4a94d4c)/export.html [Accessed 11th May 2018]. 

 

Spiby, H., Green, J., Hucknall, C., Richardson Foster, H., Andrews, A., 2006. 

Labouring to better effect : studies of services for women in early labour : the OPAL 

study (OPtions for Assessment in early Labour) A report for National Co-ordinating 

Centre for NHS Service Delivery and Organisation R & D [online]. Available from: 

https://njl-admin.nihr.ac.uk/document/download/2008483 [Accessed 21st May 2019]. 

 

Spiby, H., Henderson, B., Slade, P., Escott, D. and Fraser, R. B., 1999. Strategies for 

coping with labour: does antenatal education translate into practice?. Journal of 

Advanced Nursing, 29 (2), 388-394. 

 

Spiby, H., Walsh, D., Green, J., Crompton, A. and Bugg, G., 2014. Midwives' beliefs 

and concerns about telephone conversations with women in early labour. Midwifery, 30 

(9), 1036-1042. 

 

Staley, K., 2009. Exploring impact: public involvement in NHS, public health and social 

care research. Research Involvement and Engagement [online]. Available from: 

https://link.springer.com/content/pdf/10.1186/s40900-015-0008-5.pdf [Accessed 2nd 

February 2020]. 

 

Stockman, A. F. and Altmaier, E. M., 2001. Relation of Self-Efficacy to Reported Pain 

and Pain Medication Usage During Labor. Journal of Clinical Psychology in Medical 

Settings, 8 (3), 161-166. 

 

Striebich, S., Mattern, E. and Ayerle, G. M., 2018. Support for pregnant women 

identified with fear of childbirth (FOC)/tokophobia – A systematic review of approaches 

and interventions. Midwifery, 61, 97-115. 

 

Sun, Y.-C., Hung, Y.-C., Chang, Y. and Kuo, S.-C., 2010. Effects of a prenatal yoga 

programme on the discomforts of pregnancy and maternal childbirth self-efficacy in 

Taiwan. Midwifery, 26 (6), 31-36. 

 

https://njl-admin.nihr.ac.uk/document/download/2008483
https://link.springer.com/content/pdf/10.1186/s40900-015-0008-5.pdf


 

186 

Takehara, K., Noguchi, M., Shimane, T. and Misago, C., 2014. A longitudinal study of 

women's memories of their childbirth experiences at five years postpartum. BMC 

Pregnancy & Childbirth, 14 (1), 1-7. 

 

Tanglakmankhong, K., Perrin, N. A. and Lowe, N. K., 2011. Childbirth Self-Efficacy 

Inventory and Childbirth Attitudes Questionnaire: Psychometric properties of Thai 

language versions. Journal of Advanced Nursing, 67 (1), 193-203. 

 

Tawfik, G. M., Dila, K. A. S., Mohamed, M. Y. F., Tam, D. N. H., Kien, N. D., Ahmed, A. 

M. and Huy, N. T., 2019. A step by step guide for conducting a systematic review and 

meta-analysis with simulation data. Tropical Medicine and Health, 47 (1), 1-9. 

 

Tew, M., 1981. Facts not assertions of belief. Health Society Journal, 1194-1197. 

 

Tew, M., 1986. Do obstetric intranatal interventions make birth safer? BJOG, 93 (7), 

659-674. 

 

The European Union, 2018. General Data Protection Regulation [online]. Available 

from: https://gdpr-info.eu/ [Accessed 21st July 2021]. 

 

Thies-Lagergren, L., Kvist, L. J., Sandin-Bojö, A.-K., Christensson, K. and Hildingsson, 

I., 2013. Labour augmentation and fetal outcomes in relation to birth positions: A 

secondary analysis of an RCT evaluating birth seat births. Midwifery, 29 (4), 344-350. 

 

Thornton, C. E. and Dahlen, H. G., 2018. Born before arrival in NSW, Australia (2000-

2011): a linked population data study of incidence, location, associated factors and 

maternal and neonatal outcomes. BMJ open [online], 8 (3). Available from: 

https://bmjopen.bmj.com/content/8/3/e019328 [Accessed 3rd November 2020]. 

 

Tilden, E. L., Caughey, A. B., Lee, C. S. and Emeis, C., 2016. The Effect of Childbirth 

Self-Efficacy on Perinatal Outcomes. Journal of Obstetric, Gynecologic & Neonatal 

Nursing, 45 (4), 465-480. 

 

Tilden, E. L., Lee, V. R., Allen, A. J., Griffin, E. E. and Caughey, A. B., 2015. Cost-

Effectiveness Analysis of Latent versus Active Labor Hospital Admission for Medically 

Low-Risk, Term Women. Birth, 42 (3), 219-226. 

 

 

https://gdpr-info.eu/
https://bmjopen.bmj.com/content/8/3/e019328


 

187 

Tilden, E. L., Phillippi, J. C., Ahlberg, M., King, T. L., Dissanayake, M., Lee, C. S., 

Snowden, J. M. and Caughey, A. B., 2019. Describing latent phase duration and 

associated characteristics among 1281 low‐risk women in spontaneous labor. Birth, 46 

(4), 592-601. 

 

Timmermans, E., Timmermans, O., Mestdagh, E. and Bogaerts, A., 2019. The Effect of 

Prenatal Interventions on Self-Efficacy in Women During Childbirth - A Systematic 

Review. Journal of Gynecology and Women's Health, 16 (4), 465-480. 

 

Tinti, C., Schmidt, S. and Businaro, N., 2011. Pain and emotions reported after 

childbirth and recalled 6 months later: the role of controllability. Journal of 

Psychosomatic Obstetrics and Gynaecology, 32 (2), 98-103. 

 

Tracy, S. K. and Tracy, M. B., 2003. Costing the cascade: estimating the cost of 

increased obstetric intervention in childbirth using population data. BJOG: An 

International Journal Of Obstetrics And Gynaecology, 110 (8), 717-724. 

 

Tripepi, G., Chesnaye, N. C., Dekker, F. W., Zoccali, C. and Jager, K. J., 2020. 

Intention to treat and per protocol analysis in clinical trials. Nephrology, 25 (7), 513-

517. 

 

Tschudin, S., Alder, J., Hendriksen, S., Bitzer, J., Popp, K. A., Zanetti, R., Hosli, I., 

Holzgreve, W. and Geissbuhler, V., 2009. Pregnant women's perception of cesarean 

section on demand. Journal of Perinatal Medicine, 37 (3), 251-256. 

 

Tunçalp, Ӧ., Were, W. M., MacLennan, C., Oladapo, O. T., Gülmezoglu, A. M., Bahl, 

R., Daelmans, B., Mathai, M., Say, L., Kristensen, F., Temmerman, M. and Bustreo, F., 

2015. Quality of care for pregnant women and newborns-the WHO vision. BJOG: An 

International Journal of Obstetrics & Gynaecology, 122 (8), 1045-1049. 

 

Uvnäs-Moberg, K., Ekström-Bergström, A., Berg, M., Buckley, S., Pajalic, Z., 

Hadjigeorgiou, E., Kotłowska, A., Lengler, L., Kielbratowska, B., Leon-Larios, F., 

Magistretti, C. M., Downe, S., Lindström, B. and Dencker, A., 2019. Maternal plasma 

levels of oxytocin during physiological childbirth – a systematic review with implications 

for uterine contractions and central actions of oxytocin. BMC Pregnancy and Childbirth 

[online], 19. Available from: 

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-019-2365-9  

 

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-019-2365-9


 

188 

van der Gucht, N. and Lewis, K., 2015. Women's experiences of coping with pain 

during childbirth: A critical review of qualitative research. Midwifery, 31 (3), 349-358. 

 

van Dijk-de Vries, A., Stevens, A., van der Weijden, T. and Beurskens, A. J. H. M., 

2020. How to support a co-creative research approach in order to foster impact. The 

development of a Co-creation Impact Compass for healthcare researchers. PLOS one 

[online], 15 (10). Available from: 

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0240543 [Accessed 

13th June 2021]. 

 

van Teijlingen, E. R., Hundley, V., Rennie, A., Graham, W. and Fitzmaurice, A., 2003. 

Maternity Satisfaction Studies and Their Limitations: “What Is, Must Still Be Best”. Birth, 

30 (2), 75-82. 

 

van Teijlingen, E. R., Rennie, A. M., Hundley, V. and Graham, W., 2001. The 

importance of conducting and reporting pilot studies: the example of the Scottish Births 

survey. Journal of Advanced Nursing, 34 (3), 289-295. 

 

Vik, E. S., Haukeland, G. T. and Dahl, B., 2016. Women's experiences with giving birth 

before arrival. Midwifery, 42, 10-15. 

 

Visser, G., Ayre-de-Campos, D., Barnea, E., de Bernis, L. and Carlo Di Renzo, G., 

2018. FIGO position paper: how to stop the caesarean section epidemic. The Lancet, 

392 (10155), 1286-1287. 

 

Voorberg, W. H., Bekkers, V. J. J. M. and Tummers, L. G., 2015. A Systematic Review 

of Co-Creation and Co-Production: Embarking on the social innovation journey. Public 

Management Review, 17 (9), 1333-1357. 

 

Waite, L. J., 1995. Does Marriage Matter? Demography, 32 (4), 483-507. 

 

Waldenstrom, U., Hildingsson, I., Rubertsson, C. and Radestad, I., 2004. A negative 

birth experience: prevalence and risk factors in a national sample. Birth, 31 (1), 17-27. 

 

Watts, G., 2020. COVID-19 and the digital divide in the UK. The Lancet. Digital health, 

2 (8), 395-396. 

 

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0240543


 

189 

Weightman, A. L., Morgan, H. E., Shepherd, M. A., Kitcher, H., Roberts, C. and 

Dunstan, F. D., 2012. Social inequality and infant health in the UK: systematic review 

and meta-analyses. BMJ Open, 2 (4), 1-13. 

 

Weinfurt, K. P., Hernandez, A. F., Coronado, G. D., DeBar, L. L., Dember, L. M., 

Green, B. B., Heagerty, P. J., Huang, S. S., James, K. T., Jarvik, J. G., Larson, E. B., 

Mor, V., Platt, R., Rosenthal, G. E., Septimus, E. J., Simon, G. E., Staman, K. L., 

Sugarman, J., Vazquez, M., Zatzick, D. and Curtis, L. H., 2017. Pragmatic clinical trials 

embedded in healthcare systems: generalizable lessons from the NIH Collaboratory. 

BMC Medical Research Methodology, 17 (1), 1-10. 

 

Weston, C. and Anderson, J. L., 2014. Internet use in pregnancy. British Journal of 

Midwifery, 22 (7), 488-493. 

 

Wiegers, T. A., 2009. The quality of maternity care services as experienced by women 

in the Netherlands. BMC Pregnancy & Childbirth [online],. Available from: 

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/1471-2393-9-18 

[Accessed 1st April 2020]. 

 

Williams, L., Jenkinson, B., Lee, N., Gao, Y., Allen, J., Morrow, J. and Kildea, S., 2020. 

Does introducing a dedicated early labour area improve birth outcomes? A pre-post 

intervention study. Women and Birth, 33 (3), 259-264. 

 

World Health Organization ca. 2021. Ensuring ethical standards and procedures for 

research with human beings [online]. Available from: 

https://www.who.int/publications/i/item/9789241502948 [Accessed 21st July 2021]. 

 

World Health Organization, 1997. Care in normal birth: a practical guide. Birth, 24 (2), 

121-123. 

 

World Health Organization, 2015. WHO Statement on Caesarean Section Rates 

[online]. Geneva: WHO. Available from: 

https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/cs-

statement/en/ [Accessed 21st July 2021]. 

 

World Health Organization, 2018. WHO recommendations non-clinical interventions to 

reduce unnecessary caesarean sections [online]. Geneva: WHO. Available from: 

https://www.who.int/reproductivehealth/publications/non-clinical-interventions-to-

reduce-cs/en/ [Accessed 21st July 2021]. 

https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/1471-2393-9-18
https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/cs-statement/en/
https://www.who.int/reproductivehealth/publications/maternal_perinatal_health/cs-statement/en/
https://www.who.int/reproductivehealth/publications/non-clinical-interventions-to-reduce-cs/en/
https://www.who.int/reproductivehealth/publications/non-clinical-interventions-to-reduce-cs/en/


 

190 

 

Zeng, X., Zhang, Y., Kwong, J. S., Zhang, C., Li, S., Sun, F., Niu, Y. and Du, L., 2015. 

The methodological quality assessment tools for preclinical and clinical studies, 

systematic review and meta-analysis, and clinical practice guideline: a systematic 

review. Journal of Evidenced Based Medicine, 8 (1), 2-10. 

 

Zhang, J., Landy, H. J., Branch, D. W., Burkman, R., Haberman, S., Gregory, K. D., 

Hatjis, C. G., Ramirez, M. M., Bailit, J. L., Gonzalez-Quintero, V. H., Hibbard, J. U., 

Hoffman, M. K., Kominiarek, M., Learman, L. A., Van Veldhuisen, P., Troendle, J. and 

Reddy, U. M., 2010. Contemporary patterns of spontaneous labor with normal neonatal 

outcomes. Obstetrics And Gynecology, 116 (6), 1281-1287. 

 

Zhang, J., Troendle, J. a. and Yancey, M., 2002. Reassessing the labor curve in 

nulliparous women. American Journal of Obstetrics and Gynaecology, 187 (4), 824-

828. 

 

Zhang, L., Tong, H., Demirel, H. O., Duffy, V. G., Yih, Y. and Bidassie, B., 2015. A 

Practical Model of Value Co-creation in Healthcare Service. Procedia Manufacturing, 3, 

200-207. 

 

Zhang, Z., Gu, C., Zhu, X., Ding, Y., Simone, S., Wang, X. and Tao, H., 2018. Factors 

associated with Chinese nulliparous women's choices of mode of delivery: A 

longitudinal study. Midwifery, 62, 42-48. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

191 

Appendices 

Appendix 1: Details of databases included in Bournemouth University MySearch 

Resources included in mySearch 

Resource 
BU Library catalogue 
BURO 
19th Century British Pamphlets 
Academic Search Complete 
Annual Reviews 

Art & Architecture Complete 
arXiv 
Association for Computing Machinery (ACM) 
BMJ Publishing 
Books 24x7 
British Library Document Supply centre Inside Serials & Conference Proceedings 
British Library (EThOS) 
Business Source Ultimate 
Cambridge University Press 
Center for Research Libraries 
Cinahl Complete 
Clinical Trials 
Cochrane 

Communication Abstracts 
Communication Source 
Complementary Index 
Credo Reference 
Digital Access to Scholarship at Harvard (DASH) 
Directory of Open Access Journals (DOAJ) 
EBSCO ebooks Academic Collection 
EBSCO ebooks purchased 
Education Source 
Emerald 
Environment Complete 
ERIC 
EThOS 
European Union Open Data Portal 

European Views of America 
Government Printing Office Catalog (USA) 
GreenFile 
Hathi Trust 
Hein Online 
Henry Stewart Talks 
Hospitality & Tourism Complete 
Human Kinetics 
IEEE Xplore Digital Library 
Industry Studies Working Papers 
Informa 
Informit 
Ingenta 

Internurse/Intermid 
Infotrac Newsstand 
IOP Publishing 
J-Stage 
Journals@Ovid 
JSTOR 
LEXISNexis Academic  Law reviews (US Content) 
Lippincott Williams & Wilkins (LWW) 
LISTA 
MA Healthcare 
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Manuscriptorium Digital Library 
Medline Complete 
Nature 
Networked Digital Library of Theses 

New Scientist 
Newswires 
OAPEN Library 
Open SUNY Textbooks 
OpenDissertations 
Oxfam Policy & Practice 
Oxford University Press 
Project Muse 
PsycArticles 
PsycBooks 
PsycINFO 
PubMed 
RCN Publishing 

Regional Business News 
Royal Society of Chemistry 
Royal Society, The 
Sage Journals 
Sage Research Methods 
SciELO 
ScienceDirect 
SciTech Connect 
Scopus 
Social Theory 
SocINDEX with Full Text 
SPORTDiscus with Full Text 
SpringerLink 
SSOAR - Social Science Open Access Repository 

Supplemental Index 
SwePub 
T&F 
Teacher Reference Center 
Times Digital Archive 
Web of Science 
Westlaw UK (Journals collection only) 
Wiley 
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Appendix 2: BU ethics approval for co-creation of web intervention 
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Appendix 3: Eligibility screening questions 

 
 
 
 

 
 
 
 

 
 
 

“What is it like to be at home in 

early labour?” Video recording the 

experiences of women to share via 

the web 

 

Welcome 

 

 
Hi, I'm Rebecca and I am a researcher working with Bournemouth University. We are 
interested in knowing more about women's experiences of being at home in early labour. 

 
We are currently looking for women to take part in a new research study. Women who take 
part will have the opportunity to share their personal experiences of being at home during the 
beginning part of their labour. We would then like to share these experiences with mothers 
expecting their first baby. In doing this, we hope to improve the confidence of first time 
mothers. 

 
This survey aims to find eligible women who are interested in receiving some more information 
about our research study. 

 
The survey should only take 5 minutes to complete. 
 
Any answers you choose to share are confidential. 
 

Please click "Next" to begin. 
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Appendix 4: Participant information sheet  

 
 

Participant Information Sheet 

“What is it like to be at home in early labour?” Video recording the experiences of 

women to co-create a website for first time mothers 

You are being invited to take part in a research project. Before you decide, it is important for you 

to understand why the research is being done and what it will involve. Please take time to read 

the following information carefully and discuss it with others if you wish. Please ask if there is 

anything that is not clear or if you would like more information. Take time to decide whether or 

not you wish to take part. Your participation is voluntary. 

Who is organising/funding the research?  

This research is part of a larger doctorate research (PhD) project being carried out by Rebecca 

Cousins, who is also a registered midwife. This research is a collaborative project between 

University Hospital Southampton Foundation Trust (UHSFT) and Bournemouth University (BU). 

What is the purpose of the project? 

“Early labour” is the beginning part of term labour. Women with low-risk pregnancies have better 

birth outcomes if they remain at home whilst in early labour. However, existing research 

suggests that many women do not feel confident or informed to do this and have negative 

experiences in this phase. This is particularly true for mothers expecting their first baby.  

This research aims to collect the views, opinions and experiences of women who have already 

had a baby. The purpose of collecting this data will be to develop a website aiming to improve 

first time mothers’ experiences of early labour. The website’s content will be shaped by the 

responses provided and will look to offer other mother’s information about early labour, 

alongside the videoed early labour experiences of those who have already had a baby. We 

hope that participation and co-production of the website in this way will be valuable to other 

mothers. The website will be trialled on mothers expecting their first baby, to investigate its 

effect on their early labour experiences. 

What would taking part involve?  

If you decide to participate in this research you will be asked to take part in an individual 

interview, asking you to talk about your experiences of being at home in early labour. These will 

take place in a private area at the venue of your existing breastfeeding support group in your 

local area and will be conducted by the researcher. These interviews, with your permission, will 

have both the audio and visual recorded. These recordings will be taken by another midwife 

with recording experience. The interview is anticipated to take about half an hour but may be 

more or less depending on how much you wish to tell us. We would also like to collect some 

information about you (such as your age, ethnicity and the number of babies you have had). 

However if you would prefer not to give out this information, please let the researcher know. 

What sort of questions might be asked? 

The questions will ask you about your experiences of being at home in early labour. We will be 

interested in what coping techniques you used at home, which techniques were most useful to 

you and how, if at all, anyone was able to support you at home. We will ask you to talk about 

any strategies you used whilst in early labour. We would also like to hear about what was 

important to you during early labour and the things that you didn’t like or didn’t find useful. 

These responses will shape the content of the website.  

 

Will I be recorded, and how will the recorded media be used? 

Yes, the visual and audio of your interview will be recorded on a digital video camera. This will 

then be edited, together with other participants’ interviews, and published on a website about 

early labour. Initially the website will have a trial period and will be password protected, made 
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available only to a separate research group. If the trial shows the website to be useful to the 

research group, the website may be made publically available. You will be asked to sign a 

media release form.  

What are the advantages and possible disadvantages or risks of taking part? 

It is anticipated that the risk of taking part in this research is minimal, however labour and birth 

can, for some women, be an emotional and sensitive topic to discuss. The researcher will aim to 

conduct these interviews with sensitivity in order to minimise these risks. If there is a question(s) 

you would prefer not to answer, you are free to decline to answer. You will be able to suspend 

or stop the interview at any time, and you do not need to give a reason for doing this.  

Whilst there are no immediate benefits for those people participating in this part of the project, it 

is anticipated that the responses will create a new website and that the recorded interviews will 

also go on this website. This website will then be trialled on mothers expecting their first baby. It 

is hoped that the website will help improve the experiences of these first time mothers.  

Do I have to take part? 

This research is completely voluntary and it is entirely up to you to decide whether or not to take 

part. If you do decide to take part, you will be given this information sheet to keep and asked to 

sign a participant agreement form and a media release form. You will be invited to a preview of 

the video recordings, once they have been edited. This is so you have the opportunity to see the 

edited recordings, so you can confirm they feel they fairly represent your experiences. Also, at 

this point, you will be asked to confirm that you are happy for the videos to be used on the 

website. If you are not, the footage you are not happy with can be removed from the edited 

clips. You can withdraw your consent without reason up until the point that the interview 

recordings are uploaded to the website (following confirmation that you are happy with the 

footage). After this point consent can be withdrawn on a case by case basis only and 

participants need to be aware that footage online is in the public domain and removing footage 

from the original site does not guarantee removal from the internet completely. Deciding not to 

take part in this research will not impact upon current or future care or studies.  

How will my information be kept? 

All the information that we collect about you during the course of the research will be kept in 

accordance with the General Data Protection Regulations (2016). All data relating to this study 

will be kept for 5 years on a BU password protected secure network following completion of the 

study. Due to the nature of the data collection and the use of visual and audio recording your 

identity will not be confidential but no information personal information, other than what you 

chose to share, will be used in this research.  

Contact for further information 

If you have any questions about this research, or are interested in taking part please contact:  
Rebecca Cousins rcousins@bournemouth.ac.uk 
Dr Sue Way SueWay@bournemouth.ac.uk 
If you have any concerns about this study, please contact: 
researchgovernance@bournemouth.ac.uk  
 
Thank you for taking the time to read this information sheet. 
 

 

 

 

mailto:rcousins@bournemouth.ac.uk
mailto:SueWay@bournemouth.ac.uk
mailto:researchgovernance@bournemouth.ac.uk
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Appendix 5: Video recording the experiences of women consent form 

 

What is it like to be at home in early labour?” Video recording the 

experiences of women to share via the web 

Participant Agreement Form  

Rebecca Cousins (Midwife and PhD Researcher) 
rcousins@bournemouth.ac.uk 
07724 360155 
 
Dr Susan Way (Academic Supervisor) 
SueWay@bournemouth.ac.uk 
01202 961821 

Please 

Initial     

Here 

I have read and understood the participant information sheet for this research 
project 
 

 

I confirm that I have had the opportunity to ask questions. 
 

 

I understand that my participation is voluntary. 
 

 

Before or during the interview, I am free to withdraw consent without the need to 
give reason. 

 

Should I not wish to answer any particular question(s), I am free to decline.  

I understand that the visual and audio of my interview will be recorded on a 
digital video camera. 

 

I understand that I will have 7 days following the end of my interview and 
recording, before the editing process, in which to withdraw consent. 

 

I understand that the recording of my interview will be edited together with 
others’ interviews. 

 

I understand I will have the opportunity to preview the edited version of the 
recording prior to publication and will have a further 7 days following this 
preview to withdraw part or all of my consent. Following this 7 day period, 
withdrawal of consent will be considered on an individual basis. 

 

I understand that the edited recordings, once previewed, will be published on a 
password protected website for first time mothers to trial. 

 

I understand that the website may later be publically available if a positive effect 
on first time mothers in the trial is found. 

 

I agree to take part in this research.  

 

 

Name of Researcher                               Date                              Signature 

 

 

Name of Participant                               Date                              Signature 

mailto:rcousins@bournemouth.ac.uk
mailto:SueWay@bournemouth.ac.uk
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Appendix 6: Media release form 

 

 

 

 

i 
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Appendix 7: Interview schedule 

 
 

“What is it like to be at home in early labour?”  

Video recording the vicarious experiences – Interview schedule 

 

 Can you tell me what your understanding is of early labour and the latent phase 

of labour? 

 Can you talk and describe to me about what you remember about your time in 

early labour? 

 What was the first thing you can remember doing when your labour first 

started? 

 Before you went into labour, what did you do to prepare yourself for this phase? 

 Was there anything more you wish you had done to prepare for early labour? 

 Can you tell me about some of things you did that you found useful in early 

labour? 

 How was your birth partner involved with supporting you in early labour? 

 What did you do whilst you were in early labour? 

 Can you think of anything you did while you were in early labour that you didn’t 

find useful? 

 What techniques did you use at home and how did these make you feel? 

 If you had the chance, could you talk me through what you might do differently 

in early labour? 

 Could you talk me through the positive things about your early labour 

experience? 

 Could you talk me though the memorable things about your early labour 

experience? 

 Could you talk me through the negative things about your early labour 

experience? 

 If you could give some advice to mothers about to go into labour, what advice 

would you give them about being in early labour? 

 Is there anything else you would like to tell me about your experience of early 

labour or anything else you wish to speak about? 
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Appendix 8: ELEQ (modified with author’s permission) (Janssen and Desmarais 

2013a) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The L-TEL Trial: The Early 

Labour Experience 

Questionnaire 
 
 

Welcome 

Thank you for completing this questionnaire. 

The responses you choose to share will only be used in The L-TEL Trial. 

Your answers will remain confidential and anonymous and shared only 

with the researcher and the research team. 

This questionnaire should take no more than 20 minutes to complete. 

Please make sure you click "Finish" at the end of the questionnaire to 

ensure your answers are submitted. 

Click Next to begin. 

All rights to the Early Labour Experience Questionnaire (2013) belong to Dr. Patricia Janssen and Dr. 
Sarah Desmarais. This questionnaire must not be copied, replicated or used without direct permission 
from the author(s) 
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Appendix 9: ELEQ author permissions 

 
Rebecca Cousins 
Wed 8/10/2016 14:20 

 

To: patti.janssen@ubc.ca 

Dear Professor Patricia Janssen, 
 
I am a midwife undertaking a clinical doctorate in Midwifery at Bournemouth 
University, UK hoping to investigate early labour support. I am interested in your Early 
Labour Experience Questionnaire and although I am yet undecided as to whether I will 
be requesting your permission to use it in my research, I would like to know if there 
are any research studies that have used the ELEQ? If so would you be able to identify 
these for me please? 
 
I would be in contact for specific permission if and when I decide I would like to use the 
questionnaire in my research. 
 
Thank you, 
 
Yours Sincerely 
Becky Cousins 
Clinical Doctorate Student and Midwife 
 

 

Rebecca Cousins 

Tue 11/1/2016 14:18 

To: patti.janssen@ubc.ca 

 

Dear Patti, 

 

My PhD supervisor, Prof Vanora Hundley, recommended I email you to clarify a few 

things about the ELEQ. 

 

We are hoping to conduct a small scale RCT 

 

I hope to use your ELEQ as a method of data collection if permission granted. 

 

I had a few things I wanted to ask you regarding the tool and my research: 

 

1) Would it be acceptable to change the word "nurse" for "health professional" or 

similar, so the tool can be used to collect data about the care of non-registered health 

professionals, such as a doula? 

 

2) Question 17: When you were at home in early labour, did the nurse spend enough 

time with you? 

How was this question adapted for those in your research who did not receive a home 
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visit? I am hoping to use this questionnaire for all participants in my research including 

those who do not receive a home visit 

 

3) Question 22: Did the nurse and doctor work as a team in providing your care? 

Would it be acceptable for this question to be omitted as neither arm of my trial will be 

receiving care from a doctor? I would love to hear your opinion on this question and 

how this question fitted in with your original research? 

 

Thank you for your time and I look forward to your response. 

 

Best wishes 

Becky Cousins 

(Clinical Doctorate Student and Clinical Midwife) 

 

 

Janssen, Patricia <patti.janssen@ubc.ca> 
Thu 11/3/2016 21:22 

 
To:Rebecca Cousins 

 

Hi Becky - happy for you to change the word nurse to health professional or similar.  In 

our work - I don't think we had anyone who didn't receive a home visit.  For Question 

17, you could just ask if the nurse spent enough time with them on the phone.  I am 

happy for  you to omit Question 22.  I have just completed an RCT of doula care for 

women planning a VBAC - keep me posted on the results of thise study - thx, Patti 

> 

> Dr. Patricia Janssen 
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Appendix 10: Health Research Authority ethics approval  
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Appendix 11: Substantial amendment approval for increased sample size 
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Appendix 12: Non-substantial amendment approval for recruitment period 

extension 
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Appendix 13: The L-TEL Trial advertising poster 
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Appendix 14: Midwives training for identification of eligible participants 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

The L-TEL Trial: Midwives' 

Information 

 

 

Hello Midwives! 

Thank you for taking the time to complete some training about your 

involvement in The L-TEL Trial. 

 

Keep a record of this training as it can be used as part of your 

"Continuing Professional Development" for your Revalidation! 

 

The training should take about 5-10 minutes to complete. 

Click Next to begin. 
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Appendix 15: The L-TEL Trial online consent form 
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Participant Information Sheet 

You are being invited to take part in a research study called “The L-TEL Trial”. Before 
you decide, it is important for you to understand why the research is being done and 
what it will involve. Please take time to read the following information carefully and 
discuss it with others if you wish. Please ask if there is anything that is not clear or if you would like 
more information. Take time to decide whether or not you wish to take part. 
 

Who is organising/funding the research? 
The research is a collaborative study between University Hospital Southampton Foundation Trust 
(UHSFT) and Bournemouth University (BU). It is being led by Rebecca Cousins, a doctoral research 
student and midwife. 
 

What is the purpose of the research? 
“Early labour” is the beginning part of labour after 37 weeks of pregnancy. We know women with 
low-risk pregnancies have better birth outcomes if they remain at home whilst in early labour. 
However, existing research suggests that many women do not feel happy or confident to do this. 
The women who are least confident whilst at home in early labour are mothers expecting their first 
baby. 
 
The L-TEL Trial will look at a new, early labour website that is not yet publically advertised. The 
website will offer information and advice about early labour, alongside videos of women who have 
already had a baby talking about their experiences. The purpose of The L-TEL Trial is to compare a 
group of women who are given access to the new website during their pregnancy, with a separate 
group of women who do not have access to the website. Both of these groups will receive all the 
usual maternity care offered by UHSFT. By comparing these two groups, we hope to see if the early 
labour website can affect women’s experiences of remaining at home in early labour. 
 

Why have I been asked to participate? 
You are being asked to participate because you are pregnant with your first baby, you are planning 
to birth at one of our midwifery-led birthing units and current advice would encourage you to 
remain at home, if all is well, when you first go into labour after 37 weeks. We would therefore 
value your involvement in our new research project. 
 

What would taking part involve? 
If you chose to take part, you will be emailed a consent form and then asked to fill out an online 
questionnaire designed to measure your self-efficacy towards childbirth (how confident you are 
feeling about childbirth). We would also like to collect some personal information about you such 
as your age, ethnicity, marital status and level of education. This is so we can see how well The L-
TEL trial represents the rest of the population. If you do not wish to give out this personal 
information, there will be an option to leave this part of the questionnaire blank. 

The L-TEL trial will be “randomised”. This means, after you have completed the online 
questionnaire, a computer will randomly allocate you to one of two groups. One of these groups 
will receive the link to the website and one of these groups will not. No one can choose which 
group you will be put in to. Randomising research participants in this way gives us more accurate 
results and lets us find out how well something new has worked. You will be told which group you 
are in (website or no website) via text message and email and we will ask you to reply to let us 
know you have received this information. If you are in the group who will see the website, you will 
be sent the link to the website via text and email. You may view this website as much as you wish 
until you give birth. Both groups will continue to receive all the usual maternity care. In the first 
couple of weeks after you have given birth, both groups will be sent an online questionnaire 
looking at your experiences of early labour. The answers you provide in this questionnaire will let 
us compare the two groups’ early labour experiences. In addition, with your permission, we would 
also like to look at your birth outcomes (such as the type of birth you had, the sorts of pain relief 
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you used). This will be confidentially collected by the researcher from the centralised computer 
system at the hospital that already routinely collects this data when you have a baby at UHSFT. 

 
Do I have to take part?  
This research is completely voluntary and it is entirely up to you to decide whether or not to take 
part. If you change your mind at any point during The L-TEL Trial about taking part, you can 
withdraw your consent by contacting the researcher. The information you provide during the trial 
can only be withdrawn before it is anonymised.  
 

What else should I think about before I decide to take part?  
It is important you are able to access the internet in order to complete the forms and 
questionnaires we will send you. Furthermore, those who receive the link to website will need the 
internet to access it. It is therefore important to think about whether using the internet during this 
trial will be of any additional financial cost to you. If so, this may affect your decision to take part in 
The L-TEL Trial as we are unable to provide any financial reimbursement.  
 

What are the possible benefits of taking part?  
This website is not routinely available at any NHS Trust. As this is a new website we do not know 
how or if the website will affect women’s experiences and there are therefore no known benefits 
for the participants in The L-TEL Trial. We have developed this website with the aim of improving 
first time mothers’ experiences of early labour. Your involvement in The L-TEL Trial will help us see 
if the website can make a difference to first time mother’s experiences for the future.  
 

How will my data be used and kept?  
Bu is the sponsor for The L-TEL Trial. We will be using information from you and your medical 
records in order to undertake the study and will act as the data controller for this study. This means 
that we are responsible for looking after your information and using it properly. BU will securely 
keep identifiable information about you for 5 years after the trial has finished. Your rights to access, 
change or move your information are limited, as we may need to manage your information in 
specific ways in order for the research to be reliable and accurate. If you withdraw from the study, 
we will keep the information about you that we have already obtained. To safeguard your rights, 
we will use the minimum personally-identifiable information possible. You can find out more about 
how we will use your information by contacting the researcher on the details below. The 
researcher will collect this information in accordance with our instructions. BU may use your name 
and contact details to contact you about The L-TEL Trial, and make sure that relevant information 
about the study is recorded for your care, and to oversee the quality of the study. Individuals from 
BU and regulatory organisations may look at your medical and research records to check the 
accuracy of the research study. UHSFT will pass these details to BU along with the information 
collected from you. The only people in BU who will have access to information that identifies you 
will be the researcher and the people who need to contact you about the trial or audit the data 
collection.  
 
What do I do next if I wish to take part?  

Please email the researcher if you wish to discuss The L-TEL Trial further. The researcher will 
call you to answer any questions you may have and to find out if you wish to take part. 
Remember your consent is completely voluntary. If you would prefer not to be contacted in 
this way, please send an email to rcousins@bournemouth.ac.uk stating this. After you have 
spoken to the researcher on the phone, if you decide to take part, you will be emailed a 
consent form to complete.  
If you have any questions about this research, or are interested to take part please contact the 
researcher: Rebecca Cousins - rcousins@bournemouth.ac.uk  
If you have any concerns about this research please contact:  
Dr Susan Way - 01202 961821 or SueWay@bournemouth.ac.uk  
If you still have substantial concerns about this research after having spoken to Rebecca 
Cousins or Dr Susan Way, please contact researchgovernance@bournemouth.ac.uk  

Thank you for taking the time to read this information sheet.   
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Appendix 17: CBSEI (modified with author’s permission) (Lowe 1993) 
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Appendix 18: CBSEI author’s permissions 
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Appendix 19: Data management plan 

 
 
The Let’s Talk Early Labour (L-TEL) Trial: Can an educational website affect nulliparous 
women's experiences of early labour - a randomised control trial 

 

A Data Management Plan created using DMPonline 
 
Creator: Rebecca Edwards 
 

Affiliation: Bournemouth University 
 
Funder: Wessex Integrated Clinical Academic Programme 

 
Template: BU Template 
 
ORCID iD: https://orcid.org/0000-0002-1414-0114 

 
Project abstract: 
 

Early labour is the term used to refer to the beginning part of a woman’s labour. It is the period of 
time where there are painful contractions and the cervix makes some changes in preparation for 
active labour and subsequent childbirth. In UK clinical practice, cervical dilatation of 4 centimetres 
is commonly accepted as when active labour begins. Low-risk women, with uncomplicated 
pregnancies, have less unnecessary medical intervention if they remain at home in early labour. 
Despite recent efforts to improve triage, assessment and labour diagnosis in an attempt to reduce 
early labour admission, women remain fearful and unconfident to remain at home during this time 
and continue to seek admission to their birth place. Thus, further research is required to evaluate 
new interventions aimed at improving women’s experiences of remaining at home in early labour. 
Methods: This trial is a pragmatic, randomised control trial with mixed method data collection. The 
trial will evaluate the effect of a co-created, web-based educational intervention on women’s early 
labour experiences as measured by the average, total scores of a pre-validated Early Labour 
Experience Questionnaire (ELEQ) which has been modified with author’s permission for online use. 
These scores will be collected at 7-28 days after birth. The trial aims to recruit one hundred low -
risk, pregnant nulliparous women from a single, NHS Trust in the South of England. Participants 
randomised to the intervention group will receive a link to the co-created, web-based educational 
intervention. The intervention group will receive this link alongside all the routine maternity care. 
The control group will receive only the routine maternity care. Discussion: It is hypothesised that the 
group who receive the intervention will score higher in the ELEQ, indicating an improved early 
labour experience when compared to those in the control group. It is anticipated that findings from 
this trial will contribute to the knowledge base around how to improve first time mothers’ 
experiences of early labour. 
 
 
Data Collection 
 

What types of data will you collect, create, acquire and/or record? 
 

Control Group: 

 
1. Initial contact details: full name, hospital number, phone number, email address. 
 
2. Consent form: full name, date of birth 

 
2. Demographic data: home postcode, marital status, ethnic origin, highest level of education 
achieved. 
 

2. Childbirth Self-efficacy Inventory score (Lowe 1993) 
 
3. Early Labour Experience Questionnaire (Janssen and Desmarais 2013a) 
 

4. Qualitative responses about receiving information in early labour and adherence to study 
protocol 
 
5. Coded clinical birth outcomes 
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Intervention Group: 
 
Control Group: 
 

1. Initial contact details: full name, hospital number, phone number, email address. 
 
2. Consent form: full name, date of birth. 

 
2. Demographic data: home postcode, marital status, ethnic origin, highest level of education 
achieved. 
 
2. Childbirth Self-efficacy Inventory score (Lowe 1993) 

 
3. Early Labour Experience Questionnaire (Janssen and Desmarais 2013a) 
 

4. Qualitative responses about receiving information in early labour, adherence to study 
protocol and opinions on the intervention. 
 
5. Coded clinical birth outcomes 
 
 
What file formats will your data be collected in? Will these formats allow for data re-use, 
sharing and long-term access to the data? 

 

All data will be collected initially using secure, online data collection forms which are password 
protected. This data will be downloaded into a Microsoft Excel format and then exported to SPSS 
for analysis. 
 
 
If data are collected using laptops or mobile devices, explain how you will securely store 
and transfer the data. 

 
All data collected, downloaded and exported will be securely held on a password protected, 
university laptop. 
 
How much data do you anticipate collecting? Include an estimate of how much storage 
space you will require (in megabytes, gigabytes, terabytes). This estimate should also take 
into account storage space required for file versioning, backups, and the growth rate over 
time. 

 
5 megabytes 

 
 
Are there are any existing data that you can re-use? If so, explain how you will obtain that 
data and integrate it into your research project. 

 
The clinical outcomes will be collected from routinely collected data from the hospital system. This 
data will be collected by the researcher and a research administrator assistant. The clinical 
outcomes will be coded at source and held anonymously on an excel spreadsheet. Participants will 
be labeled with a unique participant identifier to further protect confidential data. 
 
 
What conventions and procedures will you use to structure, name and version control your 
files to ensure that your data is well-organized? 

 
A numbered, version control procedure will be used to ensure structure and organisation (i.e. 
Version 1.0 if amended will become Version 1.1) 
 
 
Documentation & Metadata 

 
What documentation will be needed for the data to be read and interpreted correctly in the 
future? This includes study-level documentation, data-level description, and any other 
contextual information required to make the data usable by other researchers. 
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Any coded data will require the original code for future analysis. 

 
 
List the metadata standard and tools you will use to document and describe your data. 

 

N/A 
 
 

How will you make sure that documentation is created or captured consistently throughout 
your project? 

 
In the most part, (i.e. primary outcome - Early Labour Experience Questionnaire) will be directly 
imported from its original source to minimise data input error. This data will then be coded by the 
computer to further avoid error and to promote consistency. Data will be subject to data checking 
processes. This includes a second checker for all secondary outcomes collected and coded 
manually. Furthermore, a 15% sample of all data will be cross referenced against the original 
sources to ensure there is consistency without error. 
 
 
Ethics & Legal Compliance 
 

Have you gotten explicit mention of consent, confidentiality, anonymisation and other 
ethical considerations, where appropriate? 

 
Explicit consent has been sought via an individually password protected consent form. Data has 
been stored anonymously and all data has been handled in line with data protection regulation, 
GDPR. 
 
 
How will you manage any copyright and Intellectual Property Rights (IPR)? 

 
Bournemouth University has copyright, intellectual / property rights over the output of this research 
 
 
Storage & Backup 

 
How will your data be stored and backed up during your research project? 

 

Data will be stored on a password protected, university laptop and backed up on a secure 
university system. Data will be stored for 5 years following the end of the research study. 
 
 
How will you ensure that sensitive data is stored securely and only accessible to the 
research team during the research project? 

 
The password protected laptop as discussed above is only accessed by the researcher. 

 
 
Selection & Preservation 
 

Where will you deposit your data? 

 
As per University regulations, the cleaned, anonymised data will be uploaded to the University 
digital repository, BORDaR. 
 
Describe how you will prepare the data for preservation and access, including any 
necessary procedures for data cleaning, normalisation or de-identification. Explain how you  
will prevent data from being lost while processing and converting files. 

 

All data will be backed up on the university secure network prior to processing data. 
  
 
How long do you need to store your data? 
 

As per University guidelines, 5 years. 
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Data Sharing & Re-use 

 
What data will you be sharing and in what form? (e.g. raw, processed, analyzed, final). Consider 
which data may need to be shared in order to meet institutional or funding requirements, and which 
data may be restricted because of confidentiality/privacy 
 

Only final, cleaned, anonymised data will be shared if required. 
 
 
How will you be sharing your data? (e.g. institutional repository, a specialized data archive, 
project website, informal/on-request sharing). Include a brief description of any resources 
needed to share your data (equipment, systems, expertise, etc.). 

 
Institutional Repository BORDaR 

 
 
Will there be any restrictions placed on your data and who may have access. If data are not 
openly available, describe the process for gaining access. 

 

No restrictions. 
 
 
What type of end-user license will you include with your data? Please include a copy of this 
license with your Data Management Plan. 

 
N/A 
 

 
Responsibilities & Resources 
 

Who will be responsible for data management during the project? (i.e. during collection, 
processing, analysis, documentation)? Identify staff and organisational roles and their 
responsibilities for carrying out the DMP. Include time allocations and training 
requirements. 

 
Rebecca Edwards (Researcher and Principle Investigator) 
 

Agnieszka Burtt (Clinical Trials Assistant of the Reproductive Health Research Team at the site of 
research) 
 
 
What will happen when personnel changes occur or if the principal investigator leaves the 
institution? 

 
The university will have access to the data regardless if the prinicipal investigator leaves the 
institution. 
 
 
Who will be responsible for data sharing and preservation after the project has concluded? 
Indicate the List the individual(s) with primary responsibility for how the data will persist 
over time when the original personnel have moved on. 

 

Library staff at Bournemouth University 
 
What resources will you require to implement your plan? Will extra people, time, 
hardware,storage be required? How much will this cost (estimation)? 

 
No additional cost 
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Appendix 20: Letter of university statistician support 

 
  

21st May 2018 

Dear Rebecca  
 

This is to confirm that I have commented and advised on your proposed 
statistics for the PhD research project: The Let’s Talk Early Labour (L-TEL) Trial: 
Can an educational website affect nulliparous women's experiences of early 
labour - a randomised control trial. 
 

Regards 

Sharon 

Dr Sharon Docherty BSc(Hons), PhD 

Senior Lecturer (Quantitative Research Methods) 

Bournemouth University Clinical Research Unit (BUCRU) 

Faculty of Health and Social Sciences 

Bournemouth University 

R505a Royal London House 

Christchurch Road 

Bournemouth 

BH1 3LT 

Tel: 01202 962182 
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Appendix 21: ELEQ score histograms and Q-Q plots  

 

ELEQ total score control group histogram and Q-Q plot 
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ELEQ total score intervention group histogram and Q-Q plot 
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ELEQ emotional wellbeing subscale score control group histogram and Q-Q plot 
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ELEQ emotional wellbeing subscale score intervention group histogram and Q-Q plot 
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ELEQ emotional distress subscale score control group histogram and Q-Q plot 
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ELEQ emotional distress subscale score intervention group histogram and Q-Q plot 
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ELEQ perceptions of midwifery care subscale score control group histogram and Q-Q 

plot 
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ELEQ perceptions of midwifery care subscale score intervention group histogram and 

Q-Q plot 
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Abbreviations 

 

BBA – Born before arrival 

CASP – Critical Appraisal Skills Programme 

CBSEI – Childbirth Self-efficacy Inventory 

CI – Chief investigation 

CI – Confidence interval 

CMACE – Centre for Maternal and Child Enquiries 

CQC – Care Quality Commission 

CRN – Clinical research network 

CTDQ – Confidence and Trust in Delivery Questionnaire 

DOH – Department of Health 

ELEQ – Early Labour Experience Questionnaire 

HIC – High income country 

HRA – Health Research Authority 

IMD – Index of Multiple Deprivation 

IOL – Induction of labour 

ITT – Intention to treat 

LBSEQ – Labour and Birth Self-efficacy Questionnaire 

MBRRACE – Mothers and Babies: Reducing Risk through Audits and Confidential 

Enquiries 

MCWP – Maternity Care Working Party 

MVP – Maternity Voices Partnership 

NEST – Needing extra support team 

NHS – National Health Service 

NICE – The National Institute for Health and Care Excellence 

NIHR - National Institute for Health Research  

NMC – Nursing and Midwifery Council  

NPEU – National Perinatal Epidemiology Unit  

ONS – Office for National Statistics 

OR – Odds ratio 

PICO – Population, Intervention, Comparison, Outcome 
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PIS – Participant information sheet 

PPI – Patient, public and participant involvement 

PRISMA – Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

RCM – Royal College of Midwives 

RCT – Randomised control trial 

REC – Research ethics committee 

SD – Standard deviation 

SE – Standard error 

WHO – World Health Organization  


