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In 2010, the Friedman (1955, 1978) labor curve was revisited and the amount of time that 
could be expected and encouraged for labor within normal limits was extended based on 
more recent evidence (Zhang et al., 2010). This was the beginning of many new clinical 
recommendations for labor management. In March 2014, the American College of Obstetri-

cians and Gynecologists (ACOG) revised defi nitions of latent and active labor by defi ning active 
labor as typically starting at 6 centimeters (cm) cervical dilation with contractions causing cervi-
cal change, instead of the traditional defi nition of 4 cm (ACOG, 2014). This change in defi nition 
occurred along with publication of Obstetric Care Consensus Safe prevention of the primary 
cesarean delivery (ACOG & Society for Maternal-Fetal Medicine [SMFM], 2014). These fi nd-
ings have signifi cant implications for nurses in maternity care because the range for duration of 
normal limits for latent phase labor during induction of labor is longer than previously accepted 
(Harper et al., 2012).

In 2018, the ARRIVE trial was published (Grobman et al., 2018). This was a randomized trial of 
elective induction of labor at 39 weeks gestation versus expectant management up to 42 weeks and 
2 days, comparing adverse perinatal outcomes in low-risk (singleton, vertex fetus and no condition 
that could be an indication for birth before 40 weeks 5 days) nulliparous women (Grobman et al.). 
Results of the ARRIVE trial support safety of expectant management because there were no signifi -
cant difference between groups on the primary outcome, a composite measure of perinatal death or 
severe neonatal complications. A secondary aim was to evaluate risk of cesarean birth with elective 
induction of labor in this low-risk group of nulliparous women. Cesarean births were signifi cantly 

Abstract
Purpose: The purpose of this scoping review was to synthesize the literature on nursing support during the latent 
phase of the fi rst stage of labor. In 2014, the defi nition of the beginning of active labor changed from 4 centimeters 
(cm) to 6 cm cervical dilation. More women may have an induction of labor based on results of recent research 
showing no causal increase in risk of cesarean birth with elective induction of labor for low-risk nulliparous women. 
Therefore, in-hospital latent phase labor may be longer, increasing the need for nursing support.
Design: Scoping review of the literature from 2009 to present.
Methods: We conducted the review using key words in PubMed, CINAHL, and Scopus. Search terms included dif-
ferent combinations of “latent or early labor,” “birth,” “support,” “nursing support,” “obstetrics,” and “onset of labor.” 
Peer-reviewed research and quality improvement articles from 2009 to present were included if they had specifi c 
implications for nursing care during the latent phase of labor. Articles were excluded if they were not specifi c to nurs-
ing, focused exclusively on tool development, or were from the perspective of pregnant women or providers only.
Results: Ten articles were included. Results were synthesized into six categories; support of physiologic labor and 
birth, the nurse’s own personal view of labor, birth environment, techniques and tools, decision-making, and impor-
tance of latent labor discussion during the prenatal period.
Clinical Implications: Support for physiologic labor and birth is an important consideration for use of nonpharma-
cological methods during latent labor. The nurse’s own personal view on labor support can infl uence the support that 
laboring women receive. Nurses may need additional education on labor support methods.
Key Words: Birth; First labor stage; Nursing care.
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Support of physiologic 
labor and birth was a 
major category across the 
articles in this review.

Within this potentially shift-
ing clinical landscape, there is 
increasing importance of person-
centered care. There is no stan-
dard defi nition of person-centered 
care; however, we defi ne it as care 
that is holistic in its approach and 
aligned with nursing values in that 
it involves understanding a per-
son’s unique needs, culture, val-
ues, and care preferences (Institute 
of Medicine, 2001). To achieve 
 person-centered care, the health 
care team, person (patient), and 
family members work together and 
share power over clinical decision-
making and care. In a recent survey 
of mothers, fi ndings indicate that 
58.4% of respondents believed the 
birth process should only be inter-
fered with when medically neces-
sary, and 21.5% of respondents felt 
pressure for either labor induction 
or cesarean birth women (Jou et al., 
2015). Black women in California 
more frequently reported unfair 
treatment from healthcare provid-
ers (11% vs. 1%) and pressure to 
have a cesarean (18% vs. 9.5%) 
more often than white women 
(National Partnership for Women 
& Families, 2018). This informa-
tion is essential for nurses in ma-
ternity care settings because nurses 
can advocate for patients and pro-
vide education on options. Nurses 
provide the majority of hands-on 
care during labor and birth.

Because of the recent recommendations from ACOG 
and SMFM (2014) on labor management and informa-
tion on outcomes with elective induction at 39 weeks 
gestation, women could be spending more time in the 
hospital during labor, thus requiring increased demand 
for nursing time and support during latent phase labor 
(Grobman et al., 2018; Souter et al., 2019). However, 
the impact of these shifts in clinical recommendations on 
nursing care have not been fully explored.

Purpose of the Review
We conducted a scoping review ( Levac et al., 2010) to 
synthesize information about nursing support in the 

lower in the induction group (18.6%) than in the expectant 
management group (22.2%; Grobman et al.). In the AR-
RIVE trial, length of stay in the intrapartum setting averaged 
20 hours for the elective induction group compared with 14 
hours for the expectant management group (Grobman et 
al.). The rate of induction of labor in the United States in 
2018 was 27.08%, an increase of ~5% from 2017 when 
it was 25.75% (Martin et al., 2019). These data are likely 
underreported. If the rate of elective induction of labor will 
potentially increase given results of the ARRIVE trial and 
normal length of latent phase labor may now be extended 
many hours, supportive nursing care during the latent phase 
should be an important focus of research and practice.
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clusively related to doulas, physicians, nurse-midwives, or 
midwives were excluded because our focus was specifi cally 
on nursing care.

After review at the abstract level, we discussed confl icts 
and decided to exclude articles before 2009 because their 
relevance was not as applicable given changes in clini-
cal recommendations for beginning of latent phase labor. 
Many of these articles had defi ned active labor as less than 
4 cm cervical dilation. Once the confl icts were resolved and 
publications updated to 2009, full-text review of the 100 
remaining articles was conducted independently by each 
author. Notes were taken on articles in Covidence® to doc-
ument reasons for inclusion or exclusion. The search was 
updated in November 2019, and two articles were added. 
After confl icts were discussed and resolved, 10 articles were 
included for the review (Figure 1 as per Moher et al., 2009).

These articles were synthesized into the following cat-
egories based on their results and implications for nursing 

 latent phase of the fi rst stage of labor including both 
spontaneous and induced labor. The purpose was to pro-
vide nurses with the most recent information on nursing 
support during latent phase labor. We used the Associa-
tion of Women’s Health, Obstetric and Neonatal Nurses’ 
(AWHONN, 2018) statement on continuous support 
during labor as a guideline to defi ne nursing support. Key 
aspects of the role of the nurse are: assessment of physi-
ologic and psychologic labor processes;  facilitation of 
normal physiologic processes, for example, allow move-
ment in labor; provision of physical comfort measures, 
emotional  support, information, and advocacy; instruc-
tion on labor process and comfort and coping measures; 
and role modeling to facilitate participation of family and 
companions during labor and birth (AWHONN). Of note, 
AWHONN did not specifi cally defi ne physiologic birth in 
this statement.

Methods
Search Strategy

In July 2019, we conducted a literature 
search using PubMed, CINAHL, and 
Scopus. Search terms included different 
combinations of the following terms: 
“latent or early labor,” “birth,” “sup-
port,” “nursing support,” “obstetrics,” 
and “onset of labor.” Boolean phrases 
such as “ latent labor AND nurs* sup-
port AND birth” were used in the 
search; 500 records were returned for 
peer-reviewed journals. Limitations 
during the search were publications 
over the past 20 years (1999–present) 
and English language. All search results 
were uploaded into Covidence®, an on-
line software that assists with managing 
and organizing data for systematic re-
views. Covidence® was accessed online 
by both authors for evaluation of titles 
and abstracts.

Inclusion criteria for the title and 
abstract review were articles that speci-
fi ed or had a strong implication for 
nursing support during latent  labor. 
Original research and quality improve-
ment articles were included. Articles 
that focused on length of labor and 
birth outcomes, but did not include 
labor support, were excluded, as were 
studies conducted outside of the United 
States because the context of care differs 
greatly. Other exclusion criteria were 
studies that focused on instrument de-
velopment and testing, small or large for 
gestational age infants, preterm birth, or 
other  subpopulations of women or fe-
tuses considered high risk, and those on 
induction methods or epidural medica-
tion for pain management. Articles ex-
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Records identifi ed through data-
base searching

(n = 550)

Records after duplicates 
removed

(n = 500)

Records screened

(n = 500)

Records excluded

(n = 404)

Full-text articles excluded, 
with reasons

(n = 86)

 30  Not focused enough on 
nursing

 25  Date before 2009

 10  Wrong setting

 8  Not specifi c to early or 
latent labor

 7  Not focused enough on 
labor support

 3  Dissertations

 1  Duplicate

 2  Tool development or testing

Full-text articles assessed 
for eligibility

(n = 96)

Studies included in 
qualitative synthesis

(n = 10)

FIGURE 1. PRISMA FLOW DIAGRAM
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physiologic labor and minimize interventions (Bell et al., 
2017; Breman, Iobst, et al., 2019a; Breman, Storr, et al., 
2019b; Gams et al., 2019; Hosek et al., 2014; Simpson 
& Lyndon, 2017). Providing education to women about 
early labor and physiologic birth processes was often 
mentioned for improving outcomes (Bell et al.; Breman, 
Iobst, et al., 2019a; Breman, Storr, et al., 2019b; Carlton et 
al., 2009; Hosek et al.; Simpson & Lyndon). Authors ex-
pressed importance of evidence-based education for nurses 
to support physiologic labor and birth (Aschenbrenner et 
al., 2016; Bell et al.; Carlton et al.; Murn, 2019).

Nurses’ Own View

Of the fi ve articles in this category, two specifi cally ex-
plored nurses’ personal view on birth and the impact this 
has on laboring women. Nurses’ perspectives greatly im-
pact the care, decision-making, and culture surrounding 
labor and birth. Nurses expressed that support, advocacy, 
and communication are important aspects of the care they 
provide (Carlton et al., 2009; Lyndon et al., 2017; Murn, 
2019; Simpson & Lyndon, 2017). Personal birth experiences 
and length of time as a labor nurse were associated with 
intention to provide labor support (Aschenbrenner et al., 
2016). Nurses also viewed their care as critical to avoiding 
cesarean birth including advocacy to not admit too early 
and providing informational support in triage (Simpson 
& Lyndon). Physicians believe that nursing has consider-
able infl uence on unit culture and birth outcomes ( Lyndon 
et al.). Unit culture was cited as a determinant in the provi-
sion of care, care variation, and support (or lack of sup-
port) for physiologic labor (Aschenbrenner et al.; Carlton 
et al.; Lyndon et al.; Simpson & Lyndon). Numerous bar-
riers were identifi ed including views of birth as risky, nurse 
staffi ng,  requirements for  frequent documentation, lack of 
experience in supporting physiologic labor, technological 
interventions, negative attitudes toward birth plans, and 
nurse–provider relationships (Aschenbrenner et al.; Carl-
ton et al.; Lyndon et al.; Murn; Simpson & Lyndon). Pro-
vision of education for novice nurses in labor support and 
understanding their role in continuous labor support was 
recommended (Murn).

Techniques and Tools

Although nonpharmacological support during labor is 
not new, innovations in how to implement them have 
been emerging from the literature. Use of an Early  Labor 
Lounge (ELL) was a tool described by Gams et al. in 
2019 and evaluated from the patient’s perspective by Bre-
man, Storr, et al. (2019b). Individuals using the lounge 
were considered on observation or triage status and were 
not admitted. The purpose of the lounge in the hospital 
was to assist with promoting admission in active labor to 
reduce the low-risk cesarean birth rate. Two articles eval-
uated women’s perceptions related to early labor support 
activities. Breman, Storr, et al. found that women felt 
these activities were helpful in providing support to them 
during the latent phase. Mobility, hydration, and eating 
are important to the physiologic labor process; women 
indicated a desire to have these options available in early 

practice: support of physiologic labor and birth, the nurs-
es’ own view, techniques and tools, the birth environment, 
decision-making, and the importance of latent labor dis-
cussion during the prenatal period. For physiologic labor 
and birth, we used ACOG’s defi nition. “Spontaneous la-
bor and birth at term without the use of pharmacologic 
and/or mechanical interventions for labor stimulation or 
pain management throughout labor and birth” (ACOG, 
2014, p. 4), which excludes use of any induction methods.

Results
Table 1 contains a description of each article and the 
information most pertinent to nursing practice. See 
Table 2 for synthesis of results. Many articles were 
placed in more than one category due to their content.

Support of Physiologic Labor and Birth

Nearly all of the articles discussed support of physiologic 
labor and birth; however, none explicitly defi ned physio-
logic labor and birth. Each of these articles included in this 
category discussed physiologic, “normal” or “natural” 
birth and the importance of nonpharmacological meth-
ods to promote physiologic labor processes. Nonpharma-
cological methods included continuous supportive nurse 
presence, doula care, use of intermittent auscultation, pro-
moting mobility, and calming spaces. A number of articles 
described delaying admission until active labor to support 

A nurse’s personal perspective on latent 
labor and use of nonpharmacological 
methods is clinically important.
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TABLE 1. TYPE OF ARTICLE, DESIGN, OUTCOMES, AND IMPLICATIONS
First Author 

and Year
Type of 
Article

Design/
Intervention Participants Outcomes Implications

Aschenbrenner 

(2016)

Research Cross-sectional, 
mixed-methods, 
descriptive,

guided by Theory 
of Planned Be-
havior 

N = 60 Nurses Nurses’ own birth experi-
ences are related to planned 
labor support they offered.

Barriers to labor support 
included nurse staffi ng, docu-
mentation, high technology 
interventions, and subjective 
norms.

More experience 
with physiologic 
birth is needed for 
novice nurses.

Nurses should 
examine own 
experiences of 
continuous labor 
support. 

Bell (2017) Quality 
Improvement

Quality improve-
ment project at 3 
hospitals using 
the Council on 
Patient Safety in 
Women’s Health 
Care: Patient 
Safety Bundle on 
the Safe Reduc-
tion of Primary 
Cesarean Births

N = 434 Births 
preimplemen-
tation;

N = 401 Births 
postimple-
mentation 

Reduction in primary cesar-
ean birth rate from 27.9% to 
19.7%.

Cesarean birth rate of those 
admitted in labor decreased, 
whereas rate of induction of 
labor increased.

Increased provider compli-
ance with labor management 
guidelines.

Increased use of labor support 
techniques.

Engagement of 
key leaders is es-
sential.

There can be de-
creases in hospital 
charges associated 
with decreasing 
cesareans.

Sustainability 
depends on sys-
tematic education 
of providers and 
nurses about labor 
management 
guidelines and 
support tech-
niques.

Breman 

(2019a)

Research Qualitative study 
using semistruc-
tured interviews 
and inductive 
approach

N = 25 Clini-
cians includ-
ing nurses, 
midwives, 
and physi-
cians

Triad of decision-making iden-
tifi ed (client, nurse, provider).

Major theme: many factors 
exist when admitting low-risk 
pregnant individuals in labor.

Four subthemes: expectations 
and knowledge about birth, 
perceived coping with labor, 
care variation, and concern 
for maternal/fetal safety.

Many nonclinical 
factors come into 
play when making 
decisions about 
women who pres-
ent to obstetric 
triage.

Shared decision-
making should be 
used by triad of 
stakeholders.

Nurses educate 
women about 
labor process and 
admission.

Nursing support 
in early labor 
increases coping 
ability.

Breman 

(2019b)

Research Cross-sectional 
design with 
survey

N = 67 Low-
risk nullipa-
rous women 

Those who received informa-
tion about early labor lounge 
were more likely to use it.

Nurses may use 
early labor lounge 
to provide sup-
portive care to 
individuals in 
early labor.
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TABLE 1. TYPE OF ARTICLE, DESIGN, OUTCOMES, AND IMPLICATIONS (CONTINUED)
First Author 

and Year
Type of 
Article

Design/
Intervention Participants Outcomes Implications

Breman 

(2019b)

(continued)

Offering nutrition 
and acupressure 
are satisfi ers.

Prenatal informa-
tion may lead to 
higher uptake 
and may promote 
admission to labor 
unit when labor 
more active.

Carlton (2009) Research Qualitative study, 
semistructured 
interviews with 
nurses

N = 18 Nurses Four themes: aversion to birth 
plans, barriers to provision 
of supportive care (system, 
provider, language barriers, 
personal birth preferences, ma-
ternal), differences in caring for 
those who are medicated and 
those who are unmedicated, 
rewards of caring for birthing 
individuals

Nurses face chal-
lenges in provid-
ing labor support 
including staffi ng, 
acuity, and time.

Unit culture has an 
impact on ability 
to support physi-
ologic birth.

There is disparity 
between nurse and 
provider levels of 
support.

Gams (2019) Evidence-
based Practice 
Change/
Quality 
Improvement 

Quality improve-
ment, evidence-
based practice 
change incorpo-
rating Promoting 
Labor Progress 
Bundle from 
ACNM’s Reducing 
Primary Cesar-
eans project 

NA, data re-
ported as per-
cent change 
for different 
implementa-
tion activities

Multiple initiatives to support 
early labor and physiologic 
birth including DNP midwife 
student project to develop early 
labor lounge, early labor guide-
line, using intermittent auscul-
tation, upright positioning in 
labor, use of white boards to 
communicate pertinent infor-
mation and stage of labor.

Increases in continuous labor 
support, use of inter mittent aus-
cultation, and upright position-
ing were noted.

Those who used labor lounge 
would recommend it to others.

Decreased primary cesarean 
birth rate.

Interdisciplin-
ary team work-
ing to change 
and sustain unit 
culture to support 
physiologic birth is 
important.

Nurse champions 
are needed to 
sustain culture 
change.

Hosek (2014) Research Descriptive survey 
study of women 
discharged in 
early labor

N = 100 Preg-
nant women 
at term 
presenting for 
care in latent 
labor

Majority of women would 
have liked a follow-up phone 
call and written instructions 
about what to do at home to 
stay comfortable.

Many women were not happy 
with decision to be sent home 
due to pain or distance from 
home to hospital.

Hydration, eating, 
and mobility are 
important comfort 
measures to wom-
en in early labor.

Women desire 
clear instructions 
about home com-
fort measures  and 
when to return.
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Hosek (2014)

(continued)

Comfort measures includ-
ing hydration, nutrition, and 
mobility were very important 
to the women.

Comfort measures 
in latent/early labor 
can be incorporated 
in to prenatal 
teaching.

Distance to hospital 
is a factor to consid-
er when pregnant 
women present in 
early labor.

Lyndon (2017) Research Qualitative focus 
groups with nurs-
es, new mothers, 
and physicians, 
thematic analysis

N = 73 
Nurses; 23 
mothers; 9 
physicians

The most important aspects 
of nursing care that have an 
impact on labor and birth 
outcomes are support and 
advocacy.

Subcomponents for the RN 
group included explaining, 
relationships, caring, advocat-
ing, and supporting.

Important aspects per the 
mothers’ group: informing, 
supporting, following wishes, 
avoiding cesarean, breast-
feeding support

Important aspects per the 
physician group: labor sup-
port and management, avoid-
ance of cesarean, education, 
and emotional support

Supportive and re-
lationship building 
require time at the 
bedside.

Care delivery 
models should be 
designed to ensure 
nursing presence 
for labor support 
and advocacy.

Murn (2019) Quality 
Improvement

Literature review 
on continuous 
labor support and 
discussion of the 
implementation 
of an educa-
tional program to 
enhance nurses’ 
knowledge of 
continuous labor 
support

N = 23 Nurses Continuous labor support 
has many benefi ts including 
increased patient satisfac-
tion and decreased cesarean 
births.

There was an overall sig-
nifi cant increase in nurses’ 
knowledge related to continu-
ous labor support.

Education for 
novice nurses on 
physiologic birth 
and nurse-led 
continuous labor 
support is vital.

Simpson (2017) Research Qualitative focus 
group interviews, 
thematic analysis 

N = 24 Nurses Nurses reported routinely 
taking active steps to help 
women avoid cesareans.

Care that they provide to help 
women include support, ad-
vocacy, and interactions with 
physicians.

In latent labor, nurses offer edu-
cation about normal labor pro-
cess and advocate that women 
not be admitted too early.

Labor nurses use 
many strategies to 
promote vaginal 
birth and avoid 
cesareans includ-
ing education, 
support, advocacy, 
and encourage-
ment.

TABLE 1. TYPE OF ARTICLE, DESIGN, OUTCOMES, AND IMPLICATIONS (CONTINUED)
First Author 

and Year
Type of 
Article

Design/
Intervention Participants Outcomes Implications
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latent labor support within the birth environment includ-
ed issues related to staffi ng, relationships with providers, 
the need for frequent documentation, high technology in-
terventions, doulas, and birth plans (Aschenbrenner et al., 
2016; Breman, Iobst, et al., 2019a; Carlton et al., 2009).

Decision Making

Early labor is a time when there are frequent moments for 
decision- making for laboring individuals, nurses, and pro-
viders. Breman, Iobst, et al. (2019a) described a complex 
multifactorial decision-making process when considering 
admission for low-risk women in labor. Major factors in-
fl uencing nursing decision-making included personal be-
liefs regarding birth, experience with nonpharmacological 
comfort measures, concerns for safety, and the relationship 
with the provider (Breman, Iobst, et al.). Clinicians felt 
that many factors have an impact on a woman’s decision- 
making about early labor including parity, risks, anxiety 
or fear, support, expectations, knowledge about birth, and 
coping (Breman, Iobst, et al.). Part of decision- making dur-
ing latent labor could involve use of a birth plan; yet, nurs-
es do not consistently view the use of birth plans positively 
(Aschenbrenner et al., 2016; Carlton et al., 2009).

Importance of Latent Labor  Discussion 

during the Prenatal Period

Four of the articles mentioned prenatal care or childbirth 
education as important opportunities for individuals to 
receive information about latent labor. In one study, cli-
nicians including both nurses and physicians noted that 
prenatal preparation and childbirth education are critical 
elements that play a role in women’s expectations about 
early labor (Breman, Iobst, et al., 2019a). Hosek et al. 
(2014) found women may not receive enough support 
and information to be comfortable staying at home when 
they are in latent labor. Therefore, these women may pre-
fer to be admitted to the hospital instead of sent home. In 
fi ve articles, authors discussed inclusion of information 
about latent labor in prenatal care and childbirth educa-
tion to increase confi dence during early  labor in order 
to delay admission until active labor (Breman, Storr, et 
al., 2019b; Carlton et al., 2019; Hosek et al.; Simpson & 
Lyndon, 2017).

Discussion
There are six categories to consider for nursing care given 
the new context of support of laboring women through 
possibly longer latent phases of labor. Nurses working 
in a care environment that promotes physiologic labor 
and birth may have more nonpharmacological options 
available for use with those who may have longer latent 
labors. Having more nonpharmacological options may 
also benefi t women admitted for an elective induction, 
although this would be an area of future research. These 
options could include hospital labor lounges or struc-
tured walking paths. Barriers nurses face in providing 
supportive care during the latent phase could be due to 
their own view on labor or the environment where they 
work. These differences in environment may be at the 

labor (Hosek et al., 2014). Numerous techniques and 
tools for support were mentioned in the included articles 
such as relaxation techniques, massage, labor balls, labor 
slings, yoga mats, hydrotherapy (tub or shower), and aro-
matherapy (Bell et al., 2017; Breman, Storr, et al., 2019b; 
Gams et al., 2019; Hosek et al.; Murn, 2019; Simpson & 
Lyndon, 2017).

Birth Environment

The birth environment was discussed in four of the 10 
articles. The birth environment category encompasses the 
birth setting (birth center, home, or hospital), the policies 
and procedures of the birth setting, the responsibilities of 
the nurses within the birth environment, and unit culture. 
Specifi c guidelines for activities to support labor progress 
created a facilitating environment for use of intermittent 
auscultation and tools for support during latent labor 
(Gams et al., 2019). Possible barriers to the provision of 

Category
Number 

of Articles
First Author 

and Year

Support of 

Physiologic 

Labor and Birth

9 Aschenbrenner, 2016

Bell, 2017

Breman, 2019a

Breman, 2019b

Carlton, 2009

Gams, 2019

Lyndon, 2017

Murn, 2019

Simpson, 2017

Birth Environment 6 Aschenbrenner, 2016

Breman, 2019a

Carlton, 2009

Gams, 2019

Nurses’ Own View 5 Aschenbrenner, 2016

Carlton, 2009

Lyndon, 2017

Murn, 2019

Simpson, 2017

Techniques and 

Tools

5 Bell, 2017

Breman, 2019b

Gams, 2019

Hosek, 2014

Murn, 2019

Simpson, 2017

Decision Making 4 Aschenbrenner, 2016

Breman, 2019a

Carlton, 2009

Murn, 2019

Importance of 

Latent Labor 

Discussion During 

the Prenatal Period

4 Breman, 2019b

Carlton, 2009

Hosek, 2014

Simpson, 2017

TABLE 2. SYNTHESIS OF RESULTS BY CATEGORY
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viduals to ambulate, eat, and use hydrotherapy. There is 
a clear clinical implication for nurses. If a nurse does not 
support use of birth plans or nonpharmacologic methods 
or does not feel comfortable with their use, then laboring 
women could have less access to them.

Three articles described programs that were hospital 
quality improvement projects and also part of an  external 
interdisciplinary collaborative. Hospitals, part of a larg-
er external quality improvement initiative, could have a 
more supportive hospital environment for physiologic 
 labor and birth. Participation and dedication to these 
kinds of activities may provide context to the birth envi-
ronment and specifi cally the hospitals themselves because 
not every hospital administration and staff have  resources 
dedicated in this way to improving maternity care. Nurse 
staffi ng is also an important consideration because pro-
viding support and education to women in labor takes 
time and may not be the highest priority for nurses when 
unit census is high and nurse staffi ng levels are low.

Limitations

Because the focus of the search was narrowed to nurses 
only, articles related to doulas and nurse-midwives were 
excluded. Use of doulas varies greatly and the barriers 
related to use of doulas include cost, hospital policies, 
and the individual’s desire for this kind of support. Al-
though nurse-midwives can also provide support dur-
ing labor, they are few in numbers and not involved in 
every birth in every hospital. Nurses, however, are part 
of every woman’s birth experience in the hospital set-
ting and that is why we focused on their support during 
latent labor. Another limitation is that although most 

root of the variation noted in different cesarean rates 
within similar populations (Cáceres et al., 2013; Kozhi-
mannil et al., 2013). Other articles on the birth environ-
ment and nursing support for physiologic birth have 
been published (Adams et al., 2016; Stark et al., 2016), 
our review adds to this area focusing on latent labor 
support which is of particular importance in the wake of 
the  ARRIVE trial (Grobman et al., 2018) and the poten-
tial for an increase in elective labor  induction.

It was noted that although nursing support of physio-
logic labor and birth was a major category among the ar-
ticles, none of the authors included a defi nition of physio-
logic labor and birth. Several maternity care organizations 
have developed defi nitions of physiologic birth including 
ACOG (2014) and one that was developed by consen-
sus among three midwifery organizations in the United 
States (American College of Nurse-Midwives, Midwives 
Alliance of North America, & National Association of 
Certifi ed Professional Midwives, 2013). Use of a shared 
defi nition of physiologic labor and birth provides more 
standardized guidance for policies, guidelines, and educa-
tional programs for nurses and others on the interprofes-
sional team to support the physiologic labor process.

Supporting physiologic labor and birth and hon-
oring an individual’s choice are both part of shared 
 decision-making in maternity care. Multiple studies sup-
port that when there are decision aids in care,  people 
tend to choose less-invasive options (Stacey et al., 2014). 
Although these studies were not in maternity care, there 
is an opportunity for this in maternity care so that people 
know the benefi ts of physiologic birth such as reduced 
maternal and neonatal morbidity (Renfrew et al., 2014), 
enhanced breastfeeding (Moore et al., 2016), and im-
proved birth experiences (Dixon et al., 2013). In the 
United States in 2018, 75% of women had an epidural 
during labor (Martin et al., 2019); however, it is unknown 
whether this rate is refl ective of patient choice and knowl-
edge of physiologic birth or their intention and desire for 
effective pain relief during labor and birth. Efforts to im-
prove shared decision-making could potentially increase 
use of nonpharmacological methods, perhaps in environ-
ments where that may not be the norm.

Part of the environment is a  team-based approach to 
providing intrapartum care and nurses are an integral 
part of the team. Ideally, healthcare team members will 
have the same approach to providing care during labor. 
The nurse’s role on this team cannot be overlooked (Zie-
linski et al., 2016). One way to increase communication 
among the team about a pregnant woman’s care prefer-
ences is a birth plan or birth partnership (DeBaets, 2017). 
Use of a birth plan could be another strategy to address 
use of induction in low-risk pregnant women and to re-
duce the cesarean birth rate. Afshar et al. found that pa-
tients who had a birth plan had a 72.6% vaginal birth 
rate, in part likely due to their motivation to avoid a ce-
sarean (Afshar et al., 2017). The nurse’s view of birth and 
personal experience with birth plays a profound role in 
the care they provide (Simpson & Lyndon, 2017; Sleutel 
et al., 2007). This includes encouraging laboring indi-

CLINICAL NURSING IMPLICATIONS
 • Based on longer within normal ranges for the latent 
phase of the fi rst stage of labor, this aspect of intra-
partum nursing care warrants attention to promote 
high-quality supportive care.

 • If more women choose elective induction of labor at 
39 weeks, extended hours of nursing care during 
latent phase labor may become routine.

 • Nursing care includes use of nonpharmacologic 
methods for support during latent phase labor.

 • Early labor lounges support use of nonpharmaco-
logic methods.

 • Nurses should recognize their own personal views on 
physiologic labor, comfort measures, and be aware of 
the evidence to best support laboring women.

 • Some nurses may need more education about providing 
nonpharmacologic support during latent phase labor.

 • Nurses in antenatal settings can provide education 
on latent phase labor to patients to in crease their 
knowledge of what type of discomfort or pain they 
might experience during labor.
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of the review articles included physiologic birth, none 
of them defi ned it. Our review did not specifi cally ex-
plore a major issue in maternity care, implicit bias and 
racism. None of the articles addressed disparities, yet 
recent research supports that there are care disparities 
in different hospitals by race (Howell et al., 2016), and 
this could extend to nursing care during latent labor. A 
fi nal concern and limitation is author bias. Both authors 
have contributed to this fi eld and their works were part 
of  the review. To address this, each manuscript was 
discussed and had to meet the inclusion criteria, specifi -
cally nursing care during the latent phase of labor.

Clinical Implications
Nurses are central to providing care and education to 
women during the latent phase of labor. There are a grow-
ing number of quality improvement initiatives where nurs-
es can be actively engaged in shifting the unit culture in 
support of evidence-based care practices to support physi-
ologic labor and birth, such as the National Partnership 
for Maternal Safety ( Lagrew et al., 2018) and the ACNM 
Reducing Primary Cesareans project (Gams et al., 2019). 
These initiatives also include perinatal quality initiatives at 
the state level because several states have launched perina-
tal quality collaboratives or are implementing the Alliance 
for Innovation on Maternal Health bundles (Simpson, 
2018). Nurses need to be self-aware of their own personal 
views on birth and the support they provide during the 
latent phase of labor. There is an opportunity for continu-
ing education for nurses on this topic to support clinical 
practice. Nurses who are not as confi dent in their skills or 
who do not fully engage in supporting women during the 
latent phase should  address this gap and seek more op-
portunities to learn about labor support techniques so they 
can provide high-quality care during labor. ✜

Dr. Rachel Blankstein Breman is an Assistant Professor 
and KL2 Scholar Grant #1UL1TR003098-01, Univer-
sity of Maryland, School of Nursing, Baltimore, MD. 
Dr. Breman can be reached via email at rbreman@
umaryland.edu

Dr. Carrie Neerland is an Assistant Professor, Univer-
sity of Minnesota, School of Nursing, Minneapolis, MN.

The authors declare no confl icts of interest.

Copyright © 2020 Wolters Kluwer Health, Inc. All rights 
reserved.

DOI:10.1097/NMC.0000000000000626

References
Adams, E. D., Stark, M. A., & Low, L. K. (2016). A nurse’s guide to supporting 

physiologic birth. Nursing for Women’s Health, 20(1), 76-86. https://doi.
org/10.1016/j.nwh.2015.12.009

Afshar, Y., Wang, E. T., Mei, J., Esakoff, T. F., Pisarska, M. D., & Gregory, K. 
D. (2017). Childbirth education class and birth plans are associated 
with a vaginal delivery. Birth, 44(1), 29-34. https://doi.org/10.1111/
birt.12263

American College of Nurse-Midwives, Midwives Alliance of North 
America, & National Association of Certifi ed Professional Midwives. 
(2012). Supporting Healthy and Normal Physiologic Childbirth: A 
consensus statement by ACNM, MANA and NACPM. Retrieved from 
http://mana.org/pdfs/Physiological-Birth-Consensus-Statement.pdf

Copyright © 2020 Wolters Kluwer Health, Inc. All rights reserved.



July/August 2020 MCN 207

Simpson, K. R. (2018). The National Network of Perinatal Quality Collab-
oratives: Opportunity to enhance the care and outcomes for moth-
ers and babies. MCN The American Journal of Maternal Child Nursing, 
43(3), 125. doi: 10.1097/NMC.0000000000000433.

Simpson, K. R., & Lyndon, A. (2017). Labor nurses’ views of their infl u-
ence on cesarean birth. MCN. The American Journal of Maternal Child 
Nursing, 42(2), 81-87. https://doi.org/10.1097/nmc.0000000000000308

Sleutel, M., Schultz, S., & Wyble, K. (2007). Nurses’ views of factors that help 
and hinder their intrapartum care. Journal of Obstetric, Gynecologic, 
and Neonatal Nursing, 36(3), 203-211. https://doi.org/10.1111/j.1552-6909.
2007.00146.x

Souter, V., Painter, I., Sitcov, K., & Caughey, A. B. (2019). Maternal and 
newborn outcomes with elective induction of labor at term. Ameri-
can Journal of Obstetrics and Gynecology, 220(3), 273.e1-273.e11. 
https://doi.org/10.1016/j.ajog.2019.01.223

Stacey, D., Légaré, F., Col, N. F., Bennett, C. L., Barry, M. J., Eden, K. B., 
Holmes-Rovner, M., Llewellyn-Thomas, H., Lyddiatt, A., Thomson, R., 
Trevena, L., & Wu, J. H. (2014). Decision aids for people facing health 
treatment or screening decisions. The Cochrane Database of Systemat-
ic Reviews, (1), CD001431. https://doi.org/10.1002/14651858.CD001431.
pub4

Stark, M. A., Remynse, M., & Zwelling, E. (2016). Importance of the 
birth environment to support physiologic birth. Journal of Obstet-
ric, Gynecologic, and Neonatal Nursing, 45(2), 285-294. https://doi.
org/10.1016/j.jogn.2015.12.008

Zhang, J., Landy, H. J., Branch, D. W., Burkman, R., Haberman, S., Greg-
ory, K. D., Hatjis, C. G., Ramirez, M. M, Bailit, J. L., Gonzalez-Quin-
tero, V. H., Hibbard, J. U., Hoffman, M. K., Kominiarek, M., Lear-
man, L. A., Van Veldhuisen, P., Troendle, J., & Reddy, U. M. (2010). 
Contemporary patterns of spontaneous labor with normal neonatal 
outcomes. Obstetrics and Gynecology, 116(6), 1281-1287. https://
doi.org/10.1097/AOG.0b013e3181fdef6e

Zielinski, R. E., Brody, M. G., & Low, L. K. (2016). The value of the ma-
ternity care team in the promotion of physiologic birth. Journal 
of Obstetric, Gynecologic, and Neonatal Nursing, 45(2), 276-284. 
https://doi.org/10.1016/j.jogn.2015.12.009

Kozhimannil, K. B., Law, M. R., & Virnig, B. A. (2013). Cesarean delivery 
rates vary tenfold among US hospitals; reducing variation may ad-
dress quality and cost issues. Health Affairs, 32(3), 527-535. https://
doi.org/10.1377/hlthaff.2012.1030

Lagrew, D. C., Low, L. K., Brennan, R., Corry, M. P., Edmonds, J. K., Gilpin, 
B. G., Frost, J., Pinger, W., Reisner, D. P., & Jaffer, S. (2018). National 
Partnership for Maternal Safety: Consensus bundle on safe reduc-
tion of primary cesarean births - Supporting intended vaginal births. 
Journal of Obstetrics and Gynecology, 131(3), 503-513. https://doi.
org/10.1097/AOG.0000000000002471

Levac, D., Colquhoun, H., & O’Brien, K. K. (2010). Scoping studies: Ad-
vancing the methodology. Implementation Science, 5, 69. https://
doi.org/10.1186/1748-5908-5-69

Lyndon, A., Simpson, K. R., & Spetz, J. (2017). Thematic analysis of 
US stakeholder views on the infl uence of labour nurses’ care on 
birth outcomes. BMJ Quality and Safety, 26(10), 824-831. https://doi.
org/10.1136/bmjqs-2016-005859

Martin, J. A., Ha milton, B. E., Osterman, M. J. K., & Driscoll, A. K. (2019). 
Births: Final data for 2018. National Vital Statistics Reports, 68(13), 
1-47. National Center for Health Statistics. https://www.cdc.gov/
nchs/data/nvsr/nvsr68/nvsr68_13-508.pdf

Moore, E. R., Bergman, N., Anderson, G. C., & Medley, N. (2016). Early 
skin-to-skin contact for mothers and their healthy newborn infants. 
The Cochrane Database of Systematic Reviews, 11, CD003519. 
https://doi.org/10.1002/14651858.CD003519.pub4

Murn, N. L. (2019). Mothering the Mother: An Educational Program for 
Nurse-Provided Continuous Labor Support. The Journal of Perinatal 
Education, 28(4), 199–209. https://doi.org/10.1891/1058-1243.28.4.199

National Partnership for Women & Families. (2018). Listening to Black 
Mothers in California. Washington, DC.

Renfrew, M. J., McFadden, A., Bastos, M. H., Campbell, J., Channon, A. 
A., Cheung, N. F., Silva, D. R., Downe, S., Kennedy, H. P., Malata, A., 
McCormick, F., Wick, L., & Declercq, E. (2014). Midwifery and quality 
care: Findings from a new evidence-informed framework for mater-
nal and newborn care. The Lancet, 384(9948), 1129-1145. https://doi.
org/10.1016/S0140-6736(14)60789-3

• Read the article. The test for this CE activity can be 
taken online at www.nursingcenter.com. Tests can no 
longer be mailed or faxed.

• You will need to create a free login to your personal 
CE Planner account before taking online tests. Your 
planner will keep track of all your Lippincott Profes-
sional Development (LPD) online CE activities for you.

• There is only one correct answer for each question. A 
passing score for this test is 14 correct answers. If you 
pass, you can print your certifi cate of earned contact 
hours and the answer key. If you fail, you have the 
 option of taking the test again at no additional cost.

• For questions, contact LPD: 1-800-787-8985.

Registration Deadline: June 3, 2022.

Disclosure Statement:

The authors and planners have disclosed no potential 
confl icts of interest, fi nancial or otherwise.

Provider Accreditation:

LPD will award 1.5 contact hours for this continuing 
nursing education activity.

LPD is accredited as a  provider of continuing nursing 
education by the  American Nurses Credentialing 
Center’s Commission on Accreditation.

This activity is also provider approved by the California 
Board of Registered Nursing, Provider Number CEP 
11749 for 1.5 contact hours. LPD is also an approved 
provider of continuing nursing education by the District of 
Columbia, Georgia, and Florida, CE Broker #50-1223.

Payment:

• The registration fee for this test is $17.95.

For additional continuing nursing education activities related to 
maternal child nursing, go to nursingcenter.com.

Instructions for Taking the CE Test Online
Nursing Support during Latent Phase Labor: A Scoping Review

Copyright © 2020 Wolters Kluwer Health, Inc. All rights reserved.


	20200700.0-00002.pdf


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (Apple RGB)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket true
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (Color Management Off)
  /AlwaysEmbed [ true
    /Symbol
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Use these settings to create PDF's if you are not downloading low Res ads from AdSpring.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




