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ABSTRACT
Objective: The aim of this study was to evaluate the effects of continuous labor support by midwife.

Methods: This study was a randomized controlled experimental design. Seventy primipara women were randomized into two groups, the 
continuous labor support by midwife group (n=35) and control group (n=35). In the experiment group was given the continuous midwife 
support and in the control group were undergone to routine hospital care in the clinic. Visual Analog Scale was used to assess women’s anxiety 
level and coping with labor pain. All interventions and childbirth time were recorded by the researcher.

Results: Anxiety level decreased and the level of coping with labor pain increased in the experimental group (p<0.05). The total childbirth time 
in the intervention group was shorter by 2 hours and 21 minutes. Labor induction, episiotomy, amniotomy and perineal trauma were higher in 
the control group (p<0.05).

Conclusion: Continuous labor support should be provided at each childbirth to enhance childbirth outcomes.
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1.INTRODUCTION

Association for the Improvement in Maternity Services 
(AIMS) in the United Kingdom, proposed the definition of 
normal childbirth the presence or absence of intervention. 
According to this definition, the childbirth is divided into 
three categories.

1. Operative or interventions childbirth (caesarean section, 
forceps, vacuum),

2. Obstetric childbirth (artificial rupture of membranes 
(ARM), prostaglandin gel, labor induction, and 
episiotomy)

3. Normal childbirth (1).

Normal childbirth should occur spontaneously and without 
intervention, and it is a process in which the mother and 
baby continue to live healthy (1). Thus, normal childbirth 
should not have a serious burden on the national economy.

According to this classification, when examining Turkey’s 
childbirth data, unfortunately the situation does not seem 
very pleasant. The first group of the operative/interventions 
childbirth, Turkey with 52% incidence of caesarean section 
rate is the country with the highest caesarean section 
rates in the Organization for Economic Co-operation and 
Development (OECD). At the same time, attempts to have 
normal childbirths after caesarean section are limited. Thus, 
these high rates remain constant within the framework 
of a “once caesarean section, always caesarean section” 
philosophy. Also, it is known that elective caesarean section 
causes very high childbirth costs in countries (2).

Obstetric childbirth rate as a second group in the AIMS 
classification, is around 45 % in Turkey (2). Childbirths are 
performed vaginally, episiotomy applications and are often 
carried out using labor induction. Moreover, in Istanbul as 
one of Turkey’s most developed and most crowded city is 
given the birth services by obstetricians. Although midwives 
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are graduated with the skills and knowledge to manage the 
antenatal, innatal and postnatal processes during their four-
year bachelor education, midwives in the maternity unit 
are often interested in documentation and organization. 
Whereas it is more desirable for obstetricians to participate 
in the management of childbirth in cases of deviation from 
normal and to develop themselves in this field. While 
obstetricians spend their effort and time by playing an active 
role in the normal childbirth process, but also midwives 
who are specially trained for this field are losing ability 
over time in our country. For this reason, it is not possible 
to give birth support to women without interruption in 
our country, and this care is provided by different people. 
Besides communication with the pregnant woman is only 
during examinations (dilatation, effacement, and so on.) and 
a very short period of communication is established with the 
woman. It is beyond doubt that the cost of this situation is 
very high.

In the last group of normal childbirth rate in Turkey it is 
very low. Very high-income families manage the process 
by receiving continuous labor support. Continuous labor 
support is included physical support, emotional support, 
information support and advocacy during labor and 
childbirth (3-5). Physical support is the act of directly assisting 
the woman in physical terms (using non-pharmacological 
methods of coping with pain, helping her to stand up, 
and so on.). Emotional support is the using expressions of 
emotional support, love and respect, and also contains that 
making them feel by their side in the whole process, making 
them express their feelings and establishing sentences that 
empower, praise and motivate the woman. Information 
support is providing direct information (such as duration 
of childbirth, effacement, dilatation, fetal head level) and 
positive feedback, and advocacy support refers to advocacy 
for women’s rights on behalf of women. Also, continuous 
labor support includes that allowing her to stand up unless 
there is a risk and supporting oral intake. Besides, for the 
support provided to be continuous, it should cover at least 
80-85% of the childbirth process and should be given by the 
same person (s) as much as possible (6).

This study was planned as a randomized controlled study to 
investigate the effects of continuous labor support. In this 
study, it is important because midwives have the potential 
to determine the effects on the labor process when they are 
included in the birth.

2.METHODS

2.1. Specific Objective/Hypothesis:

H1: There is a difference in the anxiety level between the 
experiment group and the control group.

H2: There is a difference in the level of coping with labor pain 
between the experiment group and the control group.

H3: There is a difference between in the interventions 
childbirth the experiment group and the control group.

2.2. Design: 

The study was approved by the Istanbul Medeniyet University 
Ethics Committee of Clinical Research of Goztepe Training and 
Research Hospital (Date: 26.10.2017, Number:0293). Firstly, 
after participant’s hospitalization, pregnant women were 
informed about the study by the researcher. Experiment or 
control group discrimination was provided for those who 
agreed to participate in the study. The trial was reported 
according to the CONSORT guidelines (Figure 1).
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Fig. 1: CONSORT flow diagram   
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Fig. 1: CONSORT flow diagram

Data were collected from primipara pregnant women 
who were recruited from the Gynecology and 
Obstetrics Clinic of Goztepe Training and Research 
Hospital between November 2017 and May 2018, 
through a randomized controlled experimental study. 
The aim of this study is to examine the effect of continuous 
labor support on childbirth outcomes. With a power of 0.8 
and an acceptable Type I α error size of 0.05, each group 
required 35 participants. The women were single-blind 
randomized into two groups, the experiment and control.

The primary aim of this study was to evaluate the effect of 
continuous labor support anxiety level and coping with labor 
pain level using Visual Analog Skala (VAS). The validity and 
reliability of VAS in all cultures has been established and 
is also a very easily applicable scale (7). VAS is a valid and 
reliable scale in all cultures and can be applied very easily. In 
this study, a 10 cm VAS was used and based on the woman’s 
hand marking. Childbirth interventions and perineal trauma 
related to childbirth were made by marking “present” 
or “absent”. Childbirth time recorded by researcher. The 
research flow is given in Figure 2.
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Fig. 2: Research Flow Chart 
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Fig. 2: Research Flow Chart

Care services are provided in reserved rooms for every 
pregnant woman in this hospital. The women in the 
experiment group were given individualized continuous 
labor support consisting of four components from the active 
phase to the birth moment. Furthermore, it was ensured 
that the majority of the women’s time was spent with the 
midwife. Emotional support was tried to be given, in order 
to create a feeling of being safety atmosphere and comfort 
in the pregnant woman, to make the woman feel that she 
was being cared for and to create the feeling that she was 
in control of the process. For physical support the birth 
room was made darker and the labor created as quiet an 
environment as possible during the care. Therapeutic touch, 
hand holding, standing, moving and deep breathing exercises 
were performed. For information support, information was 
shared with the woman about the dilatation, effacement, 
and birth process. The advocacy component contained the 
protecting the pregnant woman, understanding her needs, 
taking care of her privacy, and respecting her, helping her 
make health-care choices (for example, not to let routine 
connecting to the NST, allowing her to freedom of movement, 
allowing her to drink water, etc.).

The length of the active phase at birth should not exceed 
12 hours in nullipars, and the length of the transition phase 
should not exceed 3 hours. The second stage of labor should 
not exceed an hour and the third stage should not exceed half 
an hour (1). Pregnant women in the control group were also 
cared for by the same midwife from the active phase from 
the active phase to the childbirth accordance with hospital 
protocols. Hospitals in Turkey do not routinely use non-
pharmacologic methods to reduce labor pain. According to 
this hospital protocol in routine care, information was shared 

after each examination and deep breathing exercises were 
provided during contractions. Dilatation and effacement are 
determined at regular intervals for women in the control 
group. NST and induction are frequently used. Oral intake 
is not allowed and there is often no freedom to change 
positions.

2.3. Inclusion and Exclusion Criteria:

All primipara pregnant women included in this study did not 
attend antenatal education classes. However, as inclusion 
criteria;

• Started labor process and hospitalized,

• Term and singleton pregnancy,

• A live/healthy fetus,

• Spontaneous vaginal delivery,

• Longitudinal and vertex position of the fetus,

• Active phase (dilatation = 4cm and above),

• Body Mass Index (BMI) under 30 and are estimated,

• Ultrasonographic baby weight <4 kg,

• Who had not previously been diagnosed and treated for 
anxiety,

• Who agreed to participate,

• Given consent were included in the study.

Exclusion Criteria;

• Maternal and fetal complications,

• Pregnant women who have a head-pelvic non-
compliance,

• A fetal hypoxia (distress),

• Early Membrane Rupture (EMR),

• Risk of fetal anomaly,

• Have any language-communication problems in 
pregnant women,

• Discontinuation of the study at any stage of the study,

• Cesarean section

2.4. Randomization:

The random.org site was used to determine which women 
were included in the control group or in the experiment 
group. The number of experiment and control groups 
determined by random.org is as follows.

Numbers experiment: 22, 19, 51, 26, 2, 63, 39, 61, 32, 11, 56, 
64, 35, 37, 25, 66, 6, 8, 31, 29, 34, 42, 59, 48, 16, 58, 24, 67, 
70, 18, 38, 53, 45, 13, 28th pregnant women.

Number control: 23, 4, 49, 54, 46, 43, 36, 62, 41, 21, 65, 30, 
5, 14, 68, 50, 7, 10, 20, 44, 60, 12, 57, 3, 55, 47, 27, 15, 17, 69, 
9, 71, 1, 40, 33, 52nd in the pregnant women.
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2.5. Blinding (masking):

First of all, pregnant women who meet the inclusion criteria 
of the study were directed to the researcher by a physician 
who did not know the aim of the study. Afterwards, necessary 
explanations were made to each woman by the researcher. 
Written and verbal consents of the women who accepted 
to participate in the study were obtained at this stage. After 
approval, the women were included in the experiment or 
control group according to the previously determined and 
above-mentioned numbers. Experiment and control groups 
were not given maintenance simultaneously. After each 
woman’s childbirth, the other pregnant women were included 
in the study. The data obtained were entered into SPSS trial 
program by researcher. The analyses were performed by a 
statistician without specifying the experiment and control 
groups in order to prevent possible bias.

2.6. Statistical Analysis: 

The demographic and clinical characteristics of the 

experiment and control groups were compared with the chi-
square test. Anxiety level, coping with labor pain levels and 
childbirth time were evaluated with Mann-Whitney U Test 
and interventions and perineal trauma were evaluated with 
chi-square test.

2.7. Measurement and Instruments: 

The data collection flow is detailed in Figure 2. Childbirths 
are this hospital are performed by obstetricians. In this study, 
obstetricians were not informed about the study to prevent 
possible biases. Anxiety level and coping with labor pain 
were determined with VAS. Childbirth time and interventions 
were recorded at intervals. The fee to be paid when the 
participants were discharged was obtained from the patient 
records.

3.RESULTS

Demographic characteristics of the women participating in 
the study are given in Table 1.

There was a statistically significant difference between the 
experiment and control groups anxiety level and coping with 
labor pain (p <0.01) (Table 2).

Table 2: Comparison of anxiety level and coping with labor pain of 
the study groups (n = 70)

Anxiety Level

Group

Experiment Control
Analysis

 ZMWU  p
Dilatation (4-5 cm) 5,63 1,65 4,77 1,65 -2,090 0,307
Dilatation (6-7 cm) 3,83 0,82 6,71 1,51 -6,453 <0,001
Dilatation (8-10 cm) 2,00 ,84 9,12 1,23 -7,261 <0,001
Coping with Labor Pain
Dilatation (4-5 cm) 4,82 2,20 5,14 2,30 -,560 0,575
Dilatation (6-7 cm) 6,60 1,56 4,06 1,49 -5,620 <0,001
Dilatation (8-10 cm) 8,69 ,83 2,44 1,74 -6,862 <0,001

Mann-Whitney U Test; Data are represented as mean ± standard deviation.

There was a statistically significant difference between the 
experiment and control groups such as amniotomy and labor 
induction. None of the participants in the experiment group 
developed perineal trauma related to childbirth. A total of 
15 women in the control group (42.9%) were determined 
perineal trauma (p <0.01) (Table 3).

Table 3. Comparison of participant labor interventions (n = 70)

Labor Interventions
Intervention

Analysis
Yes No

Labor induction Experiment - - 35 100
66,111 <0,001a

Control 34 97,1 1 2,9

Episiotomy
Experiment 27 77,1 8 22,9

 2,696 0,094 a

Control 32 91,4 3 8,6

Amniotomy
Experiment 2  5,7 33 94,3

 38,445 <0,001a

Control 27 74,9 8 25,1
Perineal Trauma Experiment - - 35 100

19,091 <0,001a

Control 15 42,9 20 57,1
 aChi-square test

Table 1. The characteristics of the participants (n = 70)

Demographic Characteristics Experiment Group (n=35) Control Group (n=35)

Analysis

χ² p

Age 24,11±3,91 24,00 23,86±4,31 23,00 21,945 0,145
Marriage Period
 (months) 19,86±9,25 18,00 20,51±9,92 18,00 7,546 0,580

BMI 28,19±3,18 28,80 29,12±3,96 28,6 50,000 0,394

Family Type
Nuclear Family 30 85,7 32 91,4

0,439 0,355
Extended Family 5 14,3 3 8,6

Educational level
Under 8 year 15 42,8 20 57,1

0,557 0,557
Over 9 years 20 57,2 15 42,9

Economic level
Low income 8 22,9 5 14,3

0,332 0,332Average Income 8 22,9 5 14,3
High income 19 54,3 25 71,4
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The total childbirth time in the intervention group was 
shorter by 2 hours and 21 minutes (p <0.01) (Table 4).

Table 4. Comparison of participants in terms of childbirth time (n = 70)
Childbirth Time Group

Analysis
Experiment Control
Mean SD Mean SD ZMWU p

Time from 4 cm to 8 cmb 1:55 0:35 3:17 1:34 -4,008 <0,001a

Time from 8 cm to 10b 1:08 0:23 1:47 0:47 -3,950 <0,001a

Childbirth 0:23 0:07 0:47 0:28 -3,955 <0,001a

Plasental delivery 0,39 0:15 0:35 0:12 -3,486 <0,001a

Total childbirth timeb 3:25 0:55 5:46 2:27 -4,656 <0,001a

aMann-Whitney U Test; bhh: mm (hour: minute)

The only limitation of this study is that it is performed with 
primipara women. Furthermore, the study results may 
change when multiparous women are included.

4. DISCUSSION

According to Tumbilin and Simpkin (8), psycho-biological 
reactions such as anxiety and fear in pregnant women 
come into play in cases of fear, embarrassment, frustration, 
restriction, and feeling disrespected and ignored at childbirth 
process. These reactions may be reversed during the 
intrapartum period by giving the woman continuous support. 
As a matter of fact, in our study, anxiety significantly reduced 
in women receiving continuous labor support. Similar to 
our study, Bohren et al. (6), Dickinson et al. (9), Hodnett 
(10),Sangestani et al. (11) , Sehhatie et al. (12), Sydsjö et 
al. (13), and determined that the continuous one-to-one 
support reduces anxiety in childbirth. In addition, in a study 
reported that birth support is the most effective factor in 
reducing anxiety at childbirth after epidural anesthesia (14). 
Moreover, in a meta-analysis study was reported that the 
positive effects of labor support at childbirth on anxiety and 
depression continued in the postpartum period (15).

When anxiety is not controlled during intrapartum period, 
it causes epinephrine release (16). Increased epinephrine 
induces peripheral and uterine vasoconstriction and so 
causing anoxia in the tissues and increasing the pain sensation. 
Therefore, continuous labor support provided to the woman 
in labor process may be effective in coping with labor pain by 
controlling anxiety. Labor pain is subjective and affected by 
a wide variety of factors. Therefore, it is recommended that 
to evaluate the levels of coping with labor pain rather than 
pain levels (10,16). As a matter of fact, in this study, the mean 
scores of coping with labor pain in the experiment group 
receiving continuous labor support increased statistically. 
This result is in parallel with the findings of many studies in 
the literature (16,17). Support given at this stage of childbirth, 
it makes a significant difference in the level of coping with 
labor pain in women.

In this study, the effect of labor support on interventions 
during childbirth process was evaluated in terms of using 
of labor induction (oxytocin), forceps, vacuum, episiotomy, 

epidural analgesia and artificial rupture of membranes. 
There was a statistically significant difference between the 
experiment and control groups in using of labor induction 
and artificial rupture of membranes (p <0.01). In the meta-
analysis of randomized controlled studies by Hodnett et 
al. (10) was found that continuous labor support reduced 
interventions in labor process, similar to our study. However, 
Sandall et al. (18) and Man Wang et al. (19), unlike these 
results, they did not detect any change in the intervention 
rates in the group they gave birth support.

In Turkey, the use of labor induction is almost routine, and 
it is an extremely costly workload that directly increases the 
cost of normal childbirth. It is a remarkable fact that the 
continuous labor support determined in this study reduces 
the need for oxytocin. In fact, although labor induction 
was applied to all women (97%) in the control group, total 
childbirth time was longer than the intervention group. These 
results is compatible with the results of Sehhatie’s study 
results (12). Continuous and appropriate midwifery care 
plays the role of oxytocin. Demirel and Celik (20) stated that 
the nature childbirth was intervened by drawing attention to 
the complications of the labor induction. It is reported that 
the only cost of labor induction is met in cases when labor is 
completed vaginally, and when the Bishop Score has 6 points 
and above, however except this situation induction is only 
cost increasing (21). For this reason, it has been suggested 
to take into consideration patient/physician preferences 
as well as the cost of induction of labor (22). However, in 
another recent study by Alfirevic et al. stated that the using 
of the low-dose oral misoprostol instead of oxytocin has 
been reported to be more cost-effective in induction of labor 
(23). In a study that supported this view, was found that the 
using of the misoprostol was found to be much more cost-
effective than using oxytocin-containing fluids (24). For this 
reason, in addition to patient/physician preferences, current 
and evidence-based cost-effective interventions should not 
be ignored.

Episiotomy is a routine intervention performed today, to 
facilitate the childbirth of the fetus especially in the first 
pregnancy and to prevent postpartum perineal trauma 
in women (25, 26). Sandall et al. (18) in the meta-analysis 
similar to our study, found that continuous birth support 
provided a reduction in the rate of episiotomy. As determined 
in our study, routine episiotomy, especially in the primipara 
pregnant women is performed in our country. Therefore, 
continuous birth support did not change the rates of routine 
episiotomy. Failure to achieve this change can be explained 
not by the ineffectiveness of continuous midwifery support 
provided, but also by the fact that using of the routine habits 
and gynecologists are more likely to be more effective in the 
management of the childbirth process.

In this study, none of the participants in the experiment 
group occurred perineal trauma. Insisting on the limitation 
of the duration of the second stage of labor, also obliges the 
person assisting the delivery to intervene the process and 
promptly obliges to try to terminate the delivery immediately 
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if the desired time limit is exceeded. Limiting the duration 
of the second stage in birth process increases the pH of 
the newborn, but this may lead to more interventions in 
childbirth. Therefore, every intervention causes perineal 
area integrity to deteriorate (25,26). The results of the meta-
analyses in the current literature, similar to our results, were 
determined that continuous labor support was effective in 
maintaining the integrity of the perineal area (18). In addition, 
various degrees of perineal damage (due to prevention of 
vertical positions, limitation of mobility, the induction of 
labour, and so on.) repair of these perineal injuries and the 
use of antibiotics increased the direct cost of childbirth in 
the control group. In the short term, increasing the workload 
of health personnel directly, delaying the discharge of the 
woman from the hospital, interrupting the mother-infant 
connection and increasing future breastfeeding problems 
may affect the cost of birth. In the long term, perineal trauma 
associated with labor may lead to chronic incontinence 
and dyspareunia, which may adversely affect the quality 
of life and self-confidence, leading to additional costs (27). 
However, a study by Sundquist (28) determined that 45% 
of perineal traumas caused additional various complaints 
(incontinence, hemorrhage, infection, and so on.), leading 
to additional costs to the system over a period of 4-8 years. 
Therefore, in the cost calculations of perineal traumas, 
the pricing approach only for the period from the hospital 
to discharge may lead to the ignorance of the magnitude 
of the cost (29, 30). In addition, from social aspects, social 
stigmatization, prolonged separation from the spouse and 
also the presence of negative emotional feelings may lead 
to health seeking behaviors and therefore that this situation 
returns to the health system as a cost (31). WHO reports 
that perineal trauma related to childbirth affects millions of 
women whose number is not clearly known each year (32). 
For this reason, WHO is evaluating episiotomy and obstetric 
anal sphincter injuries or perineal injuries as health system 
and health care quality indicators (32-34). World Health 
Organization has published a report on the prevention of 
perineal trauma techniques at childbirth is stated that this 
undesirable outcome can be prevented by giving perineal 
massage training to in-service trainings to health personnel 
and this massage style is a low cost intervention. Moreover, it 
has been reported that perineal trauma would be prevented 
by this procedure and therefore would be less costly than 
normal care due to the decrease in the use of suture material 
and local anesthetic (32).

Although Friedman’s labor curve continues to be discussed, it 
is reported that prolongation of childbirth increases cesarean 
section rates and interventions at childbirth (35,36). In this 
research, the total childbirth time in the intervention group 
shortened by 2 hours and 21 minutes and this situation was 
parallel to previous studies on continuous birth support (6, 
10). As a matter of fact, the shortening of childbirth time in 
the intervention group reduced the number of interventions 
and direct costs (EFM, labor induction, enema, amniotomy 
etc). In addition, the shortening of the childbirth time 
accelerates the return of the mothers and their babies who 

cannot be calculated financially to their comfortable home-
life, reduces the workload of the midwife/nurse, reduces the 
risk of exposure to hospital infections and provides more 
effective use of patient beds (32).

As a result, with continues midwife support, womens’ 
levels of anxiety decreased and levels of coping with pain 
increased. There has also been a significant reduction in 
birth interventions. Birth is an unrepeatable and unique 
experience. For this reason, we can ensure that every woman 
has a positive birth experience by providing midwife support.
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