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ABSTRACT 

Eleven women whose painful uterine contractions 

caused them to go to the hospital for labor evaluations 

were interviewed to learn of their adaptive responses to 

the physiological needs of food, hydration, elimination, 

sleep and rest, and physical and sexual activity. 

Contextual and residual stimuli affecting their adaptation 

were identified during two time periods of early labor. 

The results suggest that women perceive early 

labor to be longer and more painful than thought by health 

care providers. Women make repeated visits for labor 

evaluations. Caloric and fluid intake was less than 1000 

calories and 64 ounces 24 hours prior to admission. The 

average woman had four or fewer hours of sleep before labor 

evaluation and no sleep between evaluation and admission. 

Women's beliefs and practices during early labor were based 

upon what they were taught by family, media and health care 

providers. 

xii 



CHAPTER 1 

INTRODUCTION 

The purpose of this study was to explore what 

women who are experiencing painful labor contractions are 

doing at home prior to hospital admission. How are they 

adapting to their physiological needs? How do they adapt 

to these needs as labor continues? 

Many pregnant women do not know what to do once 

they begin to experience painful uterine contractions. if 

they are at or near their due date, they are eager for the 

end of the discomforts of pregnancy and yet fearful of the 

pain of childbearing. When uterine contractions become 

somewhat regular and uncomfortable, they seek advice about 

labor. They are often advised to go to the hospital labor 

and delivery unit for a labor status check. This labor 

status assessment is done by a health care provider who 

tells them whether or not the cervix is dilated enough for 

them to be admitted to the hospital. Many times women are 

also told whether or not they are in early labor or false 

labor. Some women leave the unit reassured they are not in 

labor. Other women will leave the unit reassured they are 

in labor and that in just a matter of time the cervix will 

1 
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be dilated enough to be admitted. Still other women leave 

the unit angry, frustrated or expressing feelings of 

inadequacy and foolishness for thinking themselves to be 

labor and being told they were not in labor or being told 

their pains were not strong enough to show signs of 

cervical progress. Some women will return one or more 

times to see if their cervical dilatation is enough to be 

admitted. Other women will delay returning until they are 

extremely distressed. They may even have a precipitous or 

rapid birth before admission or immediately upon admission 

because of their reluctance to return only to be sent back 

home again. 

It is my belief that women experiencing painful 

labor contractions prior to hospital admission are being 

ignored by the present health care system. When these 

women do not fit the criteria for acute hospital care, they 

are sent home to cope with their labor contractions. These 

women who perceive themselves as having painful uterine 

contractions must adapt. How they adapt will determine in 

what physical condition they present themselves upon 

admission. 

Positive or effective adaptation implies the 

pregnant woman presents herself in optimal health upon 

admission to the hospital, i.e., in a good nutritional 

state, hydrated, rested, ready to seek other's assistance 
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in her coping. Negative or ineffective adaptation denotes 

the pregnant woman who presents herself upon admission to 

the hospital in less than optimal health, i.e. exhausted, 

dehydrated, ketotic, extremely anxious, wanting labor to 

end immediately. 

The phenomenon of labor is a dynamic process, a 

process pertaining to change and manifested by the 

expenditure of energy. Labor is more than the physiologic 

process of expelling the products of conception. The 

process of labor is so profound women remember their labor 

experience for the rest of their lives. Labor is also a 

process over which pregnant women have no conscious 

control. They must adapt once the signs that signal labor 

begin: uterine contractions occurring with some regularity, 

bloody vaginal discharge, and/or the rupture of membranes. 

In other words, once a woman perceives herself to be in 

labor, she must adapt to the internal and external stresses 

that accompany that perception of labor. 

One of today's societal pressures is the pressure 

for women to know if what they are experiencing is true 

labor or false labor. True labor implies one set of 

behaviors and false labor implies another set of behaviors. 

Seeking confirmation about their labor status helps to 

determine how women should act. What is confusing to 

these women is medical terminology which implies that their 
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painful uterine contractions are "false labor", "Braxton 

Hicks contractions"; "prodromal labor", "prelabor", "the 

latent phase of labor" or even, "not in labor yet". 

Biomedically it is logical to describe concepts 

dealing with labor or labor contractions as fitting along a 

trajectory time line. A visualization of what this 

trajectory time line of early labor might look like is 

depicted below in Figure 1. 

BRAXTON—FALSE—PRODROMAL—PRELABOR—LATENT 
HICKS LABOR LABOR LABOR 

I I I I I 

Figure 1. Trajectory Time Line of the Phases of Early 
Labor. 

From the above terminology, one assumes each phase 

along this trajectory time line is a distinct entity which 

would possibly elicit distinct sets of behavior for each 

phase. However, clinical experience shows that one phase 

of labor blends into another and often it is impossible to 

distinguish one phase from another except in retrospect 

(Friedman 1978). The statement "not in labor yet" simply 

implies that the health care provider does not know if 

labor contractions will lead to cervical dilatation. 

Painful uterine contractions that alert the woman 

to the possibility of labor can and do occur anywhere 

along the trajectory time line of early labor. The woman 
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who perceives herself to be in labor does not ordinarily 

call her contractions false labor or Braxton Hicks 

contractions. She perceives them to be a signal of labor 

or of "possible" labor, it follows that her adaptive 

behavior will be based on her perception that she "is" or 

"might be" in labor. Because these terms, often used 

interchangeably, are confusing to pregnant women and to 

those who support her, this study refers to the time the 

woman perceives herself to be in labor, before admission 

to the hospital, as early labor. Whether this time is 

later labeled false, prodromal or latent, is irrelevant to 

the study. 

In order to realistically limit the scope of this 

study, it was necessary to look only at women's responses 

to their physiological needs during the time they perceive 

themselves to be in early labor. Nurses assisting women in 

early labor can influence physiologic adaptation through 

patient education and other nursing interventions. In 

addition, it is physiological adaptation that is more often 

assessed than psychological or social adaptation when the 

woman comes to the hospital for a labor status evaluation. 

This is not to imply that psychological or social 

adaptation are not of equal importance. 

This study used Sister Callista Roy's Adaptation 

Model (Roy 1980) as an organizing conceptual orientation 
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for the research. Roy states the adaptation level of the 

person is the pooled effect of focal, contextual/ and 

residual stimuli. Focal stimuli are the stimuli immediately 

confronting the person. Contextual stimuli include all 

other internal and external stimuli affecting the 

situation. Residual stimuli are beliefs, attitudes and 

other factors from past experience which are relevant to 

the present situation (Roy 1970, 1980). The stimuli or 

potential stressors affecting the woman's responses to her 

physiological needs during early labor have not been 

systematically reported in the literature. 

This study attempted to identify the contextual 

and residual stimuli of women experiencing early labor 

contractions and relate these stimuli to her physiological 

behavior. The physiological needs identified by Roy (1980) 

that can be assessed by the nurse are nutrition, exercise 

and rest, elimination, fluid and electrolytes, oxygenation, 

circulation, and sensory/thermal regulation. The 

physiological needs examined in this study as identified in 

a pilot study (Schuster 1985) were limited to the needs for 

food, hydration, elimination, sleep and rest, and activity 

(physical and sexual). 

It is reasonable to assume that the woman's 

response to her physiological needs will change over time. 

Therefore, the woman's response to her physiological needs 
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was explored during two time periods within the time she 

perceives herself to be in early labor. These two time 

periods were Time 1: 12-24 hours prior to labor evaluation 

and Time 2: no more than 12-24 hours prior to admission. 

In summary, the woman who perceives herself to be 

in labor either adapts effectively or ineffectively to 

internal and external signs of impending labor. The study 

was concerned about the time the woman perceives herself to 

be in labor and not the label given this time by the health 

professional. The study focused on the woman's responses 

to her physiological needs for food, hydration, 

elimination, sleep and rest, and physical and sexual 

activity during the time she perceived herself to be in 

early labor or while experiencing painful uterine 

contractions prior to hospitalization. The study is aimed 

at describing and categorizing the contextual and residual 

stimuli influencing the woman's responses to her 

physiological needs. Lastly because early labor can 

continue for a considerable length of time, changes in 

behavior that occurred over time were considered during two 

time periods of early labor. 

Significance of the Problem 

Nurses and other health care providers assess the 

labor status of women who are experiencing early labor 

contractions. This assessment may be repeated for those 
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women who make more than one visit to the labor and 

delivery unit in order to determine if cervical dilatation 

is sufficient for admission. A minimum of 1 to 2 hours 

is required to adequately assess women who perceive 

themselves to be in labor. A University of California Los 

Angeles hospital, averaging delivery of 250 women a month, 

estimated that half of these woman were examined and sent 

home in false or early labor (Scrimshaw & Souza 1982). If 

women are unable to assess their own labor contractions, 

they will make more visits to labor and delivery units. 

The time necessary to assess women having painful 

early labor contractions and to teach or offer 

psychological support is extremely difficult to give 

because the nurse is most often concurrently responsible 

for giving care to actively laboring women or women with 

obstetrical complications. Nurses try to meet the needs of 

women in early labor, but they need to give priority to 

those whose delivery is imminent. A better understanding 

of the phenomenon of early labor and the stimuli affecting 

the woman's physiological adaptation to painful early labor 

contractions could lead to better assessment and nursing 

intervention. 

It would appear that most hospitals are not 

adequately reimbursed for the period of time spent 

assessing women having painful early labor contractions. 
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The woman often is not admitted to the hospital nor is she 

charged on an outpatient status. No log is kept of the 

time nurses spend over the phone or on the unit assessing 

these women. The cost of this care is often included in 

the overall obstetrical package. However, monitor 

tracings and their interpretations, labor assessments, and 

notifications to the woman's health care provider require 

time, energy and supplies. 

The time period when women are experiencing early 

labor contractions is often overlooked by health care 

providers. The women do not have the support of hospital 

personnel who can tell them what their early contractions 

are doing. They must draw upon their own inner resources 

as well as those of family and friends to whom they turn. 

Prenatal classes and health care providers have given 

guidelines about what to expect during early labor but 

interpretation of these guidelines is extremely difficult 

for women who have never before experienced labor or never 

before been with laboring women. As a nurse and as a 

nurse-midwife, I feel this is a women's issue to which 

nurses cannot be indifferent. Women should be supported by 

the health care system in this crucial time while they are 

experiencing painful early labor contractions just as they 

are supported when in more active labor. 
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Statement of the Problem 

Women in labor have to adapt to painful uterine 

contractions. Women in early labor have to adapt to 

uterine contractions that are perceived as being painful 

without the immediate support of health care personnel. 

How can nurses help women to adapt effectively to their 

physiological needs during early labor prior to hospital 

admission? 

Purpose of the Study 

The purpose of this study was to describe the 

adaptive responses of women experiencing painful early 

labor contractions to their physiological needs for food, 

hydration, elimination, sleep and rest, and activity 

(physical and sexual); to identify what contextual and 

residual stimuli affect their adaptation; and to examine if 

these responses change or remain the same over two time 

periods. This was accomplished through a focused interview 

and a demographic and related information questionnaire 

obtained while the woman was in the hospital. Because it 

was not possible to interview women throughout their entire 

early labor experience, the study focused on two time 

periods within this experience and the interview was 

repeated for each time period. These two time periods 

are operational terms defined below. 
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Definition of Terms 

The following conceptual definitions are included 

to provide clarity and consistency. 

1. Adaptive responses: The woman's effective or 

ineffective response to internal or external stimuli 

affecting her (Roy 1970, 1980). The goal of nursing is 

to promote effective adaptation. 

2. Painful early labor contractions: Those labor 

contractions that the woman finds to be painful and 

must adapt to prior to her admission to the hospital. 

3. Physiological Needs: Certain basic physiological needs 

as defined below. 

4. Stimulus: Any factor which is capable of evoking a 

response in the woman. 

Operational definitions used within the context of 

Roy's Adaptation Model (Roy 1970, 1980) include: 

1. Focal stimuli: the stimuli immediately confronting 

the woman e.g., painful labor contractions, bloody 

vaginal discharge or rupture of membranes. 

2. Contextual Stimuli: all other stimuli, physical or 

emotional, internal or external, presently affecting 

the woman e.g., diarrhea, feelings of abandonment or 

loneliness, pressure from spouse, feelings of 

inadequacy, hunger, or presence of others. 
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3. Residual stimuli: all factors from past 

experience, attitudes, beliefs, or social-cultural 

influences influencing the present e.g., belief 

that women should be stoic while in labor or belief 

that women should scream during labor, or previous 

labor experiences. 

4. Specific physiological needs to be examined: food, 

hydration, elimination, sleep and rest, and activity 

(physical and sexual). 

a. Food: The number of calories ingested. 

Calculation of calories was based upon a standard 

food composition table (AF Pamphlet 166-27, 1982). 

Estimation of calories was based upon a standard 

serving in relation to food reported eaten. 

b. Hydration: The number of fluid ounces ingested. 

Calculation of fluid ounces was based upon the 

assumption that one glass was equivalent to at 

least one cup or one bowl of 8 fluid ounces and one 

glass of wine was equivalent to 4 fluid ounces. 

Estimation of fluid ounces was based upon what 

fluid the women reported they had ingested. 

c. Elimination: Change in bowel habits or type of 

bowel movements during early labor. 

d. Sleep and rest: The number of hours of sleep and 

rest estimated in relation to what women reported 
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they had gotten, as well as the sense of energy 

they reported they experienced during early labor, 

e. Activity: Function or movement carried on by the 

woman or done to the woman which includes physical 

and sexual activity. 

1) Physical activity: Activity concerned with the 

body and its needs during early labor. 

2) Sexual activity: Engagement in sexual 

intercourse or breast stimulation during early 

labor. 

5. Two time periods during early labor: The two times 

within the woman's experience of early labor that were 

examined in this study. 

a. Time 1: 12-24 hours prior to labor status 

evaluation. 

b. Time 2: no more than 12-24 hours prior to hospital 

admission. 

Research Questions 

The following research questions have been 

developed to examine the phenomenon of early labor; to 

describe the women's responses to their physiological needs 

for food, hydration, elimination, sleep and rest, and 

physical and sexual activity during the time of their 

perception of painful early labor contractions prior to 
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hospital admission/ and to consider how these responses 

change over two time periods. 

1. What are the responses of women, who are 

experiencing painful early labor contractions, to their 

physiological needs of food, hydration, elimination, sleep 

and rest, and physical and sexual activity during Time 1: 

12-24 hours prior to labor evaluation? 

2. What are the responses of women, who are 

experiencing painful early labor contractions, to their 

physiological needs of food, hydration, elimination, sleep 

and rest, and physical and sexual activity during Time 2: 

no more than 12-24 hours prior to admission? 

3. What are the similarities in women's responses 

to the physiological needs of food, hydration, elimination, 

sleep and rest, and activity during Time 1 and Time 2? 

4. What are the differences in women's responses 

to the physiological needs of food, hydration, elimination, 

sleep and rest, and activity during Time 1 and Time 2? 

5. Which contextual stimuli affect women's 

adaptive responses to their physiological needs of food, 

hydration, elimination, sleep and rest, and physical and 

sexual activity during Time Is 12-24 hours prior to labor 

evaluation? 

6. Which contextual stimuli affect women's 

adaptive responses to their physiological needs of food, 
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hydration, elimination, sleep and rest, and physical and 

sexual activity during Time 2: no more than 12-24 hours 

prior to admission? 

7. Which residual stimuli affect women's adaptive 

responses to their physiological needs of food, hydration, 

elimination, sleep and rest, and physical and sexual 

activity during Time 1: 12-24 hours prior to labor 

evaluation? 

8. Which residual stimuli affect women's adaptive 

responses to their physiological needs of food, hydration, 

elimination, sleep and rest, and physical and sexual 

activity during Time 2: no more than 12-24 hours prior to 

admission? 

Summary 

This chapter introduced the need to examine what 

women are doing at home during the time they perceive 

themselves to be in early labor. Knowledge of women's 

responses and the contextual and residual stimuli affecting 

these responses can be beneficial to the women themselves 

as well as to health care providers who try and meet their 

needs. The study explored women's physiological needs of 

food, hydration, elimination, sleep and rest, and physical 

and sexual activity during two time periods of early labor. 

The significance of the problem, statement of the problem, 



purpose of the study* definitions of terms and research 

questions were presented. 



CHAPTER 2 

CONCEPTUAL ORIENTATION AND 
REVIEW OF LITERATURE 

The purpose of this study was to describe the 

adaptive responses of women experiencing painful early 

labor contractions to their physiological needs for food, 

hydration, elimination, sleep and rest, and physical and 

sexual activity; to identify what contextual and residual 

stimuli affect their adaptation; and to examine if these 

responses change or remain the same over two time 

periods. 

The Women's Adaptation to Early Labor Model 

(WAELM) (Figure 2) illustrates the conceptual orientation 

for this study. The constructs of labor and adaptation are 

grounded in biomedical, psychology, sociology and nursing 

theories. Literature in support of the terms and 

relationships within the conceptual orientation are 

discussed throughout the chapter. 

The WAELM follows a modification of the Gibbs 

(1972) mode of theory construction. The highest levels of 

abstraction are the constructs of labor and adaptation. 

Concepts are early labor and physiological adaptation. 

17 
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LABOR - ADAPTATION * 

EARLY 
LABOR 

ADAPTATION TO 
PHYSIOLOGICAL 
NEEDS 

Time 1 Time 2 Food / Elimination\ Activity 
Hydration 

Sleep/Rest 

* Focal, contextual and residual stimuli subsumed in 
Roy's Adaptation Model (1980). 

Figure 2. Women's Adaptation to Early Labor Model 
(Schuster, 1986) 
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The operational concepts are Time 1 and Time 2 and the 

physiological needs of food, hydration, elimination, sleep 

and rest, and activity (physical and sexual). 

An overview of Roy's Adaptation Model (1980) 

precedes discussion about labor and adaptation and how 

these concepts were operationalized for the purpose of the 

study. The relationships between labor and adaptation and 

adaptation to focal, contextual and residual stimuli can 

be subsumed within the context of Roy's Model. 

The Roy Adaptation Model 

The Roy Adaptation Model (1980) is primarily a 

systems model although it contains levels of interaction 

analysis. The person is viewed as an open adaptive system 

who is in constant interaction with his/her environment. 

Increased stress or tension comes from within the system or 

from the environment that impinges on the system. All 

nursing activity focuses on promoting adaptation in each of 

four subsystems. These four subsystems are: physiological 

mode, self-concept mode, role mastery and interdependence. 

The subsystem used for this study is the physiological 

mode. The physiological mode is concerned with the 

structure of the body and the function of all its systems. 

Adaptation is effective if it promotes the physiologic, 

psychic and social integrity of the person (Pollock 1984). 
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A person's adaptation is brought about by the 

person's adaptation level and the stimuli affecting the 

person. The adaptation level is comprised of a zone that 

indicates the range of stimulation that will lead to a 

positive response. The adaptation level is determined by 

the type and severity of the focal stimulus and the extent 

to which existing contextual and residual stimuli are able 

to mediate its effect. The focal stimulus is the 

potentially stressful event or situation immediately 

confronting the person. Contextual stimuli are all other 

stimuli, within and outside the person, affecting the 

situation. Residual stimuli are beliefs, attitudes, 

traits, culture and other factors from past experiences 

which are relevant to the present situation (Roy 1970, 

1980) . 

The strength of the person's response to a 

situation depends on whether the range of the stimulation 

falls within the person's adaptation zone. If so, the 

person will respond effectively. If the stimulus is 

outside of the person's adaptation zone, an ineffective 

response will occur. Effective adaptation leads to 

survival, growth, reproduction, self-mastery or self-

actualization. Ineffective adaptation does not lead to 

health but is rather self-destructive or energy consuming 

behavior (Roy 1970, 1980). The role of the nurse is 
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to manipulate stimuli to bring the stimuli within the 

person's adaptation zone. 

Focal Stimuli/Painful Early Labor Contractions 

Labor has been viewed as "an environmental 

stimulus to which pregnant women must adapt during the 

process of childbearing" (shannahan & Cottrell 1985, p. 

90). Environmental stimulus is equivalent to focal 

stimulus in this article. Literature identifies the 

symptoms that signal labor to be uterine contractions 

occurring with some regularity, bloody show and the rupture 

of membranes (Pritchard & MacDonald 1980). If these are 

the criteria for the majority of women to judge whether or 

not they are or might be in labor, we assume that when one 

or more of these criteria have been met, the woman 

perceives herself to be in labor. Confusion about the 

interpretation of the focal stimuli occurs when women must 

decide about the status of the bag of water, the amount of 

bleeding and the quality of their uterine contractions 

(Scrimshaw & Souza 1982). The criteria which constitutes 

the focal stimuli for this study is painful labor 

contractions. 

Nurses are responsible for assessing the focal 

stimuli once the woman comes in to be checked for labor. 

However, nurses can seldom directly manipulate the focal 

stimuli in regard to labor. Indirectly nurses manipulate 
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the focal stimuli by educating the woman and her family 

about how to understand the stimuli, by giving medication 

ordered by the physician, or by suggesting therapeutic 

interventions that will alter the woman's perception of the 

focal stimuli. All measures are aimed at keeping the 

stimuli within the woman's zone of adaptation. When the 

focal stimuli cannot be manipulated by the nurse, attempts 

are made to manipulate the contextual and residual stimuli. 

Contextual Stimuli/Behavior-Environment 

Given the same focal stimulus, painful uterine 

contractions, what influences women to respond differently 

to the focal stimulus? For example, what influences one 

woman to behave in a way that conserves her energy and lets 

her present herself to the labor and delivery unit in 

optimum health and control while another woman may present 

herself exhausted, dehydrated and ketotic? The contextual 

stimuli and the residual stimuli are the potential 

stressors that influence pregnant woman's response to 

labor. Roy states that contextual and residual stimuli are 

secondary causes of behavior (Roy 1980). Discovery of 

which contextual stimuli influence the woman's responses to 

her physiological needs for food, hydration, elimination, 

activity, sleep and rest and physical and sexual activity 

were studied in this exploratory work. 



23 

Residual Stimuli/Beliefs, Attitudes, Culture, Past 

Beliefs about labor, attitudes about labor and 

pain, cultural influences and past experiences will 

influence a woman's responses to early labor contractions. 

Rubin, as cited by Auvenshine and Enriquez (1984), 

expressed her belief that "the woman goes into labor from 

the seventh month on as she experiences numerous periods of 

'false labor1, which may be physiologic expressions of her 

desire to 'get it over with'" (p. 164). 

Milos and Carter (1983) have referred to Roy's 

residual stimuli as personal/family background sources of 

stress. They see personal/family background as 

encompassing personality, concurrent life events and past 

experiences. They stated that nurses need to assess 

personal/family background factors that may affect the 

person's perception of stress. Even though nurses may not 

be able to significantly change residual stimuli to bring 

about an adaptive response, being aware of such factors can 

lead to anticipation of potential problems due to the 

residual stimuli and to the use of more appropriate 

interventions. 

Early Labor 

One of the concepts in the Women's Adaptation to 

Labor Model is early labor. Labor has traditionally been 

defined as the process by which the fetus is expelled from 
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the uterus. Labor is customarily divided into three 

distinct stages. This study centers only on the first 

stage and what precedes the first stage and is referred to 

in the study as early labor. 

There are variations in the definitions of the 

first stage of labor. Nursing texts state the first stage 

of labor begins with the onset of regular uterine 

contractions and ends with the complete dilatation of the 

cervix (Clark & Affonso 1979; Auvenshine & Enriquez 1985). 

Obstetrical and midwifery texts define the first stage of 

labor as beginning when uterine contractions reach 

sufficient frequency, intensity and duration to bring about 

readily demonstrable effacement and dilatation of the 

cervix (Pritchard & MacDonald 1980; Varney 1980). 

Confusion arises from these two diverse definitions of the 

first stages of labor. Does labor begin with regular 

contractions or does labor begin only with the onset of 

cervical changes due to regular uterine contractions? 

If labor contractions do not bring about 

demonstrable cervical effacement or dilatation, the woman 

is said to be in "false labor". The differential diagnosis 

between false labor and true labor is based on: 1) regular 

contractions, painful contractions, 3) cervical dilatation, 

and 4) status of contractions after sedation and rest 

(Pritchard & MacDonald 1980). However, Friedman (1978) 
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states that false labor cannot be differentiated from true 

labor except in retrospect. So what do you call this time 

period where women are experiencing regular and often 

painful uterine contractions without having demonstrable 

cervical effacement and dilatation? 

Hendricks, Brenner, and Kraus (1970) state there 

is a stage that precedes the first stage of labor. They 

call this "prelabor". This stage of prelabor is a period 

of increased uterine activity that occurs weeks before 

clinical labor. The uterine activity is believed to 

stimulate softening of the cervix, some cervical effacement 

and a slight to modest cervical dilatation. 

Friedman (1982) defines the stage that precedes 

the first stage of labor as the latent phase of labor. 

This phase of labor is described as occurring several hours 

before active labor where uterine contractions are of 

sufficient force to cause slow dilatation and effacement of 

the cervix. The criterion for diagnosing a prolonged 

latent phase of labor is labor greater than 20 hours for 

the nulliparas and greater than 14 hours for multiparas 

(Friedman 1982). 

What women are doing to cope with the stress of 20 

hours and more of early labor contractions should not be 

overlooked. Friedman (1982) states that the duration of 

the latent phase of labor has neither little bearing on the 



26 

subsequent course of labor nor is it predictive of the 

outcome of labor. This does not say whether or not there 

are long term effects of what is referred to as "soft 

outcome" or outcomes not directly associated with physical 

mortality or morbidity. For example, what are the long 

term effects of clients' lack of satisfaction with the 

labor experience, postpartum depression, or stresses in the 

network of intimate social relations such as the mother's 

response to the infant as a result of a long and difficult 

early labor (Oakley 1985)? 

Scrimshaw and Souza (1982) present excellent 

taxonomies for the word "birth" for both health care 

providers and primiparous Hispanic women. These taxonomies 

illustrate the different mental images of birth and the 

time sequences involved. Labor and delivery staff seem to 

have a very detailed and delineated image of the word 

birth. There are distinct stages and phases of the word 

"birth"; each stage has definite characteristics and each 

stage has a time range. The importance of the stages and 

times are so strong that one of the indications for medical 

intervention is that a stage has gone over its time limit. 

Hispanic women visualized birth without specific stages. 

Birth was characterized by pain and the emergence of the 

baby. Difference in visualizations of the same process 
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helps to explain some of the misunderstandings that can 

arise between health care providers and Hispanic patients. 

Implications of the Scrimshaw and Souza study 

suggest women may not make a distinction between false 

labor contractions and true labor contractions. If 

contractions are regular, they must be in labor. If 

contractions are not only regular but become increasingly 

more painful, surely they are in labor. If contractions 

continue hour after hour, surely they must be in labor. 

How can women reconcile what they physically feel with 

being told that they are not in "good labor" or labor that 

leads to cervical dilatation? 

Current literature contains articles which attempt 

to deal with the management of prolonged early labor. 

There is recognition that a prolonged latent labor does 

present clinical management problems (Peisner & Rosen 

1985). The prolonged latent phase is one of the most 

anxiety-producing labor patterns for women and their health 

care providers. This phase of labor can be confusing and 

overwhelming to the woman experiencing it, and without 

careful management, can result in exhaustion, dehydration, 

and discouragement that affects further progress and 

perhaps, requires even more medical intervention at birth 

(Sinquefield 1985). 
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Literature illustrates two approaches to the 

management of the latent phase of labor: the biomedical 

approach and the nurse-midwifery approach. Although these 

two approaches often overlap, they will be described 

separately. In addition, what is being taught about early 

labor in childbirth education classes will be considered as 

this information has a bearing on how women approach labor. 

Biomedical Management of Latent Labor 

The biomedical recommendation for the management 

of the latent phase of labor for the woman without rupture 

of membranes is therapeutic rest . Neither oxytocin nor 

amniotomy nor Cesarean Section are appropriate for 

management of the latent phase of labor. Sedation, 

analgesia and epidural anesthesia should be avoided 

according to Koontz and Bishop (1982). Koontz and Bishop 

go on to recommend giving 15 to 20 milligrams of Morphine 

to generate 6 to 10 hours of deep sleep to offer the 

partruient much needed rest. In addition, they recommend 

giving an intravenous solution to insure adequate 

hydration. My clinical experience and that of my 

colleagues does not validate the use of Morphine for 

therapeutic rest to be a common practice in most settings 

in the United States. 
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Nurse-Midwifery Management of Latent Labor 

Nurse-midwifery management applies different 

approaches to shorten the time of the latent phase of labor 

or prodromal labor and insure patient comfort and 

hydration. Such practices include ambulation and 

positioning (Roberts 1980; Mendez-Bauer 1984), oral 

hydration (Hazle 1986), nipple stimulation (Elliott and 

Flaherty 1984), use of shower or tub (Brown 1982), use of 

herbs and use of castor oil (Hylton 1974; Davis, 1984), and 

use of wine or other means of sedation (Sinquefield 1985). 

These practices are suggested prior to hospitalization for 

therapeutic rest or in place of it when therapeutic rest is 

not an option. 

Childbirth Teaching About Early Labor 

Literature used as guidelines for teaching 

prenatal childbirth classes often describe the duration of 

labor for first births to be 13 to 15 hours and subsequent 

labors to be half that time. During the early phase of the 

first stage of labor, contractions are described as short, 

mild and increasing in length and intensity (Publications 

of Childbirth and Parent Education Association of Peoria 

1976; and Childbirth Education Association of Mississippi 

1979). Common description of the first part of labor is 

the phase of entertainment, in which the woman can walk, 

talk, and joke through the contractions (Ewy & Ewy 1970). 
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If this is an accurate description of early labor, why do 

women perceive early labor to last longer than 13 or 15 

hours and why do they perceive contractions as more than 

"mild uterine contractions" prior to admission? 

Adaptation to Physiological Needs 

Adaptation to physiological needs during early 

labor can be either effective or ineffective. Literature 

describes conditions that occur when physiological needs 

are not adequately met. These conditions could be called 

manifestations of ineffective adaptation. Because 

ineffective adaptation to one's physiological needs in 

early labor is to be avoided, these conditions will be 

discussed under the appropriate physiological need. 

Food 

Physiologic stress can occur when a woman in her 

third trimester fasts from food for 16 hours or longer. 

Hypoglycaemia, hyperketonaemia, and hypoalanaemia can 

develop within 16 hours of fasting due to a process called 

"accelerated starvation" (Meltzer et al. 1982, Rudolf & 

Sherwin 1983). All of these conditions; low blood sugar, 

high plasma and urinary ketones, and low blood salts can 

be indicative of potential problems in the fetus. Two 

controversial views on whether or not acetonuria affects 

the intelligence of the offspring are demonstrated in the 
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articles by Churchill and Berendes (1969) and Naeye and 

Chez (1981). Therefore, the effect of acetonuria may or 

may not be innocuous to the fetus. However, literature 

does state that ketoacidosis, a metabolic condition of high 

ketone formation, is associated with an increase in the 

length of labor (Paterson et al. 1967). 

Hydration 

The extent to which uterine malfunction may be 

wholly or partially due to metabolic disorders such 

as acidosis and dehydration is difficult to assess 

accurately in the routine clinical setting (Paterson et al. 

1967). Dehydration compounds the problem of ketosis since 

water is essential for metabolism. The amount of 

dehydration is difficult to assess. However, if the 

kidneys are healthy, a urine specific gravity and/or blood 

urea nitrogen (BUN) measurement can assess the patient's 

state-of hydration. Highly concentrated urine and elevated 

BUN imply some form of water deficit (Metheny & Snively, 

1983). Fluid recommendations by nurse-midwives are 8 

glasses or 64 ounces per 24 hours for women in late 

pregnancy (Lehrman, 1986). 

Elimination 

The use of laxatives or enemas for stimulating 

labor has been practiced for a long time (Hylton 1974). 
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In the study conducted by Davis (1984), she concluded that 

castor oil, which is more economical and convenient than 

oxytocin as a stimulant, can be safely and effectively used 

to stimulate labor in women with ruptured membrances. 

Sleep and rest 

Adenosine triphosphate (ATP) is the critical 

energy substance necessary for a person to complete any 

task. This substance is depleted in people who have 

experienced sleep deprivation (Freeman 1972). The sleep 

literature states that deprivation of sleep can produce 

change in mood, increased fatigue, increased irritability 

and aggressiveness, loss of emotional control, decrease in 

pain tolerance and increase in corticosteriod and 

catecholamine levels (Chuman 1983). Effects of sleep 

deprivation, in particular, on women experiencing a 

prolonged period of early labor contractions have not been 

studied. Nonetheless, it is reasonable to believe that 

laboring women would have similar responses to sleep 

deprivation when sleep is constantly interrupted by labor 

contractions. 

Lack of sleep can also influence one's sense of 

energy or the feeling that one has no energy to cope with 

the painful contractions. It is reasonable to conclude 

that lack of sleep may also precipitate higher levels of 

anxiety. 
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Increases in catecholamine and Cortisol levels in 

relationship to maternal emotional stress and anxiety have 

been demonstrated in studies by Lederman et al. (1978). 

High anxiety and sense of loss of control correlated with 

higher epinephrine and Cortisol levels. The epinephrine 

levels were significantly associated with lower uterine 

contractile activity and thus, poorer progress in labor 

(Burns 1976). 

Physical Activity 

Labor has been compared with moderate to severe 

exercise (Felig and Lynch 1970). Maternal metabolic 

acidosis can develop with prolonged labor. Lactoacidosis 

during the first stage of labor has been proposed to 

reflect compensation from effects of hyperventilation and 

tissue hypoxia with muscle activity (Pearson & Shuttleworth 

1973). Increased metabolism from skeletal muscle activity 

in women who walk for hours to initiate labor or to adapt 

to existing contractions, coupled with an increased smooth 

muscle uterine activity, leads to increased potential for 

developing maternal metabolic acidosis. This can represent 

an unstable and unsuitable environment for the fetus as 

well (Pearson & Shuttleworth 1973). 

Recently, labor has been compared to an athletic 

event (Hazle, 1986). Women in labor should prepare for it 

just as an athlete prepares for a game. This includes 
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specific guidelines in regard to eating, drinking, sleeping 

and physical exercise. 

Sexual Activity 

There is little literature on sexual activity in 

labor. Many women are led to believe they cannot have 

sexual intercourse during the last month of pregnancy. 

Anecdotally, induction of labor can be stimulated by sexual 

intercourse. Elliott and Flaherty (1983) demonstrated that 

breast stimulation can help ripen the cervix and increase 

uterine activity. 

Summary 

This chapter presented the conceptual orientation 

and the review of literature. The literature was reviewed 

in relation to the concepts of early labor and adaptation 

to the physiological needs. The literature recognizes the 

phenomenon of early labor characterized by regular uterine 

contractions. However, the perception of early labor by 

women themselves has not been studied. The biomedical and 

nurse-midwifery management of early labor reported in the 

literature and guidelines from prenatal classes reflect 

what is currently being taught about labor. A major 

barrier to communication between the woman and the staff of 

the labor and delivery unit can be due to the variations in 

the definition of labor. The adaptive responses of women 
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experiencing early labor contractions can give us 

information concerning how women themselves view early 

labor and whether or not women are adapting effectively or 

ineffectively to their physiological needs for food/ 

hydration, elimination, sleep and rest and physical and 

sexual activity. Roy's Adaptation Model has given the 

basis for beginning the study of woman's adaptive responses 

to early labor contractions. 



CHAPTER 3 

DESIGN AND METHODOLOGY 

The purpose of this study was to describe the 

adaptive responses of women experiencing painful early 

labor contractions to their physiological needs for food, 

hydration, elimination, sleep and rest, and activity 

(physical and sexual); to identify what contextual and 

residual stimuli affect their adaptation; and to examine if 

these responses change or remain the same over two time 

periods. This chapter presents the study design, the 

setting, sample, protection of human rights-, description of 

study questionnaire and focused interview, data collection 

procedures, data analysis plan, and summary. 

Study Design 

An exploratory design was used to discover what 

women are doing at home during the time they are 

experiencing painful early labor contractions and to 

identify their physiological responses to the need for 

food, hydration, elimination, sleep and rest, and physical 

and sexual activity. An exploratory design can be used to 

discover and identify significant variables and 

36 
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relationships. These variables and relationships may 

constitute the foundation for subsequent, more rigorous 

testing of developed hypotheses (Kerlinger 1973). 

Examining the whole time women experienced early 

labor was not possible, therefore, investigation of the 

phenomenon was limited to two time periods. Time 1 was 12-

24 hours prior to the woman coming in to the hospital for 

her last labor status evaluation and subsequently being 

sent home. Time 2 was no more than 12-24 hours prior to 

the woman's admission to the hospital in labor. This 

second time period may have overlapped with Time 1 in some 

instances and was prolonged in others; when Time 2 did 

overlap with Time 1, data analysis indicated the overlap. 

A conceptual model of the two time periods analyzed is 

illustrated in Figure 3. 

In order to concentrate on these two time periods, 

two interviews were conducted. The first interview was to 

be in the hospital as the woman was to leave from her labor 

status evaluation. The second interview was to be 

conducted 24-72 hours postpartally in the hospital. Each 

interview concentrated on the same questions. 

The Setting 

Women were recruited from two community tertiary 

hospitals and a military hospital in a large southwestern 

city. These particular sites were chosen because it was 
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TIME 1 

WOMAN PERCEIVES 
HERSELF TO BE -

IN LABOR 

WOMAN IS EVALUATED 
-^FOR LABOR IN HOSPITAL 

ONE OR MORE TIMES 

WOMAN RETURNS 
HOME 

WOMAN IS 
ADMITTED 

TIME 2 

Figure 3: The Two Time Periods of Early Labor. 
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known that women were sent home in early labor from these 

sites and that these sites kept census logs on women whose 

labor status was evaluated and who were subsequently sent 

home one or more times before admission. These hospitals 

also serve women of various socio-economic backgrounds. 

The ethnicity of the women using these sites is also varied 

and'with this variation more cross-cultural information 

could be obtained about the phenomenon of early labor. 

The Sample 

A convenience sample of 11 pregnant women was 

contacted for participation in this study. All subjects 

had an understanding and reading ability in the English 

language. 

Criteria for the selection of participants 

included the following: 

1. Participant was pregnant at or near term (37-42 

weeks). 

2. Participant's reason for coming to the hospital was 

because the participant or her family believed she 

might be in labor rather than for reasons of a routine 

non-stress test or for decreased fetal movement. 

3. Participant was free of obstetrical or medical 

complications that could influence her behavior or 
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perceived needs such as a woman with diabetes, pre

eclampsia or chronic hypertension. 

Protection of Human Rights 

Approval was obtained from the Ethical Review 

Committee of the College of Nursing at the University of 

Arizona prior to data collection (see Appendix A). In 

addition, approval was obtained from the Human Research 

and Medical Staff Committees of the Tucson Medical Center, 

(Appendix B), from the Executive Committee of Davis-Monthan 

Air Force Base (Appendix C), and from the Nursing Research 

Committee of the University Medical Center (Appendix D). 

Following an explanation of the study's purpose, 

the woman was given a consent form (Appendix E) to be read 

and signed prior to voluntary participation in the 

demographic and related information questionnaire (Appendix 

F) and in the focused interview (Appendix G). This consent 

form was used for the purpose of protecting the agency and 

the participants of the study, as well as abiding by the 

institution's research stipulations. To assure confiden

tiality, the client's name was not used on the question

naire. An identification number was used on both the 

demographic questionnaire and the audio tapes. 
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Description of Study Questionnaire 

and Focused Interview 

Data was collected on the demographic and related 

information questionnaire and through a focused interview. 

Description of these methods of data collection will be 

described below. 

Demographic and Related Information 

The demographic data and related information 

questions were asked at the time of the first interview 

(Appendix F). The demographic questions were posed in 

order to see how representative this sample was in age, 

marital status and education to the majority of 

childbearing women and to see if demographic variables 

influenced women's responses. For example, did younger 

women have different perceptions since their experiences 

were more limited? Did the educational level, marital 

status, or ethnicity influence the woman's perception of 

the early labor experience? When the demographic variables 

have influenced women's responses, they will be analyzed 

and reported separately. 

Other related information collected dealt with the 

women's obstetrical histories of gravidity, parity, 

expected date of confinement (EDC) of health care provider 

and of the woman herself and gestational age or number of 

weeks pregnant at delivery. This information would give 
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data relevant to the sample and a source of comparison 

among the women of the sample. The information would 

identify those who had previous labor experiences, whether 

or not women have different expectations regarding their 

due date, as well as the actual date of birth in relation 

to woman's and doctor's expected date of confinement. 

Data about the sources of information about labor 

and attendance at labor or birth classes would ascertain 

where women in the sample were getting their information 

about labor. This information is not routinely collected 

upon admission and could be indicative of the preparation 

level of the woman for labor. 

The number of hospital visits for labor status 

evaluation prior to admission reveals how many times the 

women of the sample came in to be checked prior to 

admission. This is not information medical personnel when 

admitting routinely obtain. However, it is information 

that is important in regard to staffing, hospital policy, 

and client need and satisfaction. 

The length of time the woman perceived herself to 

be in labor prior to the labor evaluation and length of 

time the woman perceived herself to be in labor prior to 

admission reveals the length of time women perceive 

themselves to be in labor before admission. By adding the 

time the woman was in labor in the hospital, one can 
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calculate the total length of labor as perceived by the 

woman. This total can be compared to the total length of 

active labor as recorded by nurses on the woman's chart 

under the first and second stage of active labor. 

The date and time of last labor evaluation, the 

date and time of admission, and the date and time of 

delivery give data needed to compare the two time periods 

under study. 

Focused Interview Questions 

Unstructured and structured open-ended questions 

were used to elicit information about the woman's responses 

to early labor contractions (Appendix G). The questions 

focused on the woman's responses to her physiological 

needs. The questions for the interview had been derived 

from a pilot study done on the topic of how women perceived 

labor (Schuster 1985), as well as data from the 

physiological subsystem of Roy's Adaptation Model (Roy 

1980). The interview focused on the physiological need for 

food, hydration, elimination, sleep and rest, and physical 

and sexual activity. Probing questions were included in 

the interview guide in order to flesh out the primary 

questions and to prompt for items the woman may have 

overlooked. Other pertinent questions were asked to elicit 

information about the total experience of early labor. 
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Although interviews are time-consuming for the 

researcher to analyze, they are a powerful tool for 

eliciting people's behavior, feelings and attitudes 

(Kerlinger 1973). This is particularly important when a 

phenomenon has not been studied such as early labor. 

Although the study focused on the woman's behavioral 

responses, valuable information about her feelings and 

attitudes toward early labor were also gathered. 

Data Collection Procedures 

The first interview was conducted at the time the 

woman was about to be sent home from the hospital after 

labor evaluation. The second interview was 24-72 hours 

after delivery. Both interviews were audio-taped and 

transcribed for content analysis. 

A liaison was appointed by each agency to assist 

in discussing the study with the nurses in order to get 

potential participants for the study. Staff members of the 

institutions were advised that the study involved an 
\ 

exploratory investigation to describe the adaptive 

responses of women experiencing early labor contractions. 

In order to get a sampling of participants arriving at all 

hours of the day and night, a 24 hour on-call beeper 

schedule was devised and posted at the nurse's station for 

each institution. Staff members were asked to call if 

they had a woman who met the criteria and who was being 
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sent home in early or false labor. The nurse or ward clerk 

would ask the woman if she would be willing to be a 

participant in the study. Traveling distance to all sites 

was no more than 10 to 20 minutes. Confirmation of whether 

or not the interview could be held at that time was done 

over the phone. 

When there was difficulty obtaining women as they 

were being sent home, the methodology had to be changed. 

Some women could be interviewed only once, after delivery. 

In those cases the interview questions were administered 

twice in order to ascertain data about the two time 

periods. The census log was examined daily and women who 

had been in for a labor status check and had been sent home 

were identified. Follow up to see if these women had been 

admitted and delivered was made daily. If they had 

delivered, they were approached in the postpartum unit and 

asked if they would be willing to participate in the study. 

This procedure was a more rapid way of getting sufficient 

numbers of women for the study rather than relying upon 

nurses calling when a woman was ready to be sent home in 

early labor. 

Analysis of Data 

Analysis of data and reporting of results was 

in accord with each research question. After the interview 

was taped, it was transcribed verbatim by hand and then 
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typed into the computer using word processing software. 

The verbatim transcription was then transferred to the 

computer software called the Ethnograph (Siedel, Kjolseth, 

& Clark 1985). At this time, the lines were numbered and 

the numbered text was printed. The printed copy of the 

numbered interview was then coded by hand into the 

interpretive codes of focal, contextual and residual 

stimuli. Descriptive codes were the physiological needs of 

food, hydration, elimination, sleep and rest, and physical 

and sexual activity. Some texts were coded with one or more 

operational codes. For example, nutrition could be coded 

as residual stimuli or contextual stimuli. It was 

important to double code in order that sentences would not 

be taken out of context when the coded segments were 

recalled on the computer. 

The coded segments were then typed into the 

computer software. A printed copy of the coded segments 

for each interview was use to perform content analysis. 

Transcription and use of the Ethnograph software took 

approximately 5-6 hours for each thirty minute interview. 

Content analysis of the data took at least another 4-6 

hours for each code and 4 or more hours for the demographic 

data and related information questionnaire. Content 

analysis of the coded segments and demographic data was 

correlated by hand. No inferential statistical analysis was 

performed. 
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Content analysis is done by looking at the themes 

that emerge from the data, identifying contextual and 

residual stimuli, and tabulating women's responses to their 

physiological needs. This is illustrated narratively 

and in tables. Comparison of similarities and difference 

in responses to the women's physiological needs during the 

two time periods are also shown in tables. 

Interrater reliability was determined by two 

graduate students rating the verbatim numbered 

transcription according the codes enumerated above. The 

two persons independently rated interviews one and six. 

When there was a lack of agreement in the coding, codes 

were changed. A third rater would have been used if mutual 

agreement could not be reached, but this was not necessary. 

Interrater reliability was calculated by taking 

the number of agreed upon coded segments divided by total 

number of codes less the number of disagreed upon coded 

segments. Case one had a 95% interrater reliability. Case 

six had a 97% interrater reliability. Miles and Huberman 

(1984) suggest that code-recode consistency should be over 

90% before going on. 

Summary 

This chapter described an exploratory design that 

used a focused interview and a related information 

questionnaire. The sample was of 11 women from two 
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community tertiary hospitals and one military hospital. 

These women perceived themselves to be in early labor 

because of painful uterine contractions, were assessed for 

their labor status in the hospital, and were sent home to 

be admitted at a later time. The women were free of 

medical and obstetrical complications. Ethical standards 

for human subjects were met. Data collection procedures 

were discussed. Data analysis was accomplished through 

coding, interrating, identification of themes, stimuli and 

actual response tabulations. 



CHAPTER 4 

PRESENTATION OF RESEARCH FINDINGS 

This chapter presents the characteristics of the 

sample, field problems encountered in data collection, 

and findings from content analysis of the data. 

Characteristics of Women Perceiving 
Early LaKor Contractions 

This section includes demographic data, 

obstetrical histories, labor evaluations, sources of 

information about labor, women's perceptions of delivery 

date, and women's verses nurse's perceptions about length 

of labor. 

Demographic Data 

The sample consisted of 11 women who perceived 

themselves to be in labor because of painful uterine 

contractions, were assessed for their labor status in the 

hospital, and were sent home to be admitted at a later 

time. Their ages ranged from 16 to 29 years with a mean 

age of 22.5 years. The years of education ranged.from 10 

years to 14 years of education with a mean of 11.7 years. 

(See Table 1). Table 2 illustrates, as expected, that 

49 
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Table 1. Subject's Age and Years of Education. 

n = 11 

Variable Mean Standard Deviation 

x s.d. 

Years of Age 22.5 3.59 

Years of Education 11.4 1.12 

Table 2. Subject's Age and Years of Education for 
Married and Unmarried. 

n = 11 

Variable Married Unmarried 

7 s.d. x s.d. 

Years of Age 23.9 3.44 20.3 2.87 

Years of Education 11.7 1.11 10.7 0.96 



unmarried women were younger (mean of 20.3 years of age) 

than married women (mean 23.9 years of age) and averaged 

fewer years of formal education (mean of 10.8 years of 

education) than married women (mean of 11.7 years of 

education). Sixty-four percent of the sample were married 

and 36 percent were unmarried. Fifty-five percent were 

Anglo and 45 percent were Mexican American. 

Obstetrical Histories 

The obstetrical histories of these 11 women are 

outlined in Tables 3 and 4. Table 3 illustrates the 

gravidity or the number of times the woman was pregnant. 

Those pregnant for the first time represented 27.3 percent 

of the sample. Forty-five percent were pregnant for the 

second time, and 27.3 percent were pregnant for the third 

time. Table 4 illustrates the parity or the number of 

times the woman actually delivered a child. Sixty-four 

percent of the women in the study were nulliparas, that is, 

had never delivered a child and 36 percent were multiparas 

or had delivered a child one or more times. The disparity 

between the gravidity and the parity points out that only 3 

of the 7 nulliparas were primiparas or were pregnant for 

the first time. Four of the 7 nulliparas had been pregnant 

more than once and had experienced an abortion and/or 

miscarriage. The mean gestational age of the child at 
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Table 3. Gravidity, n = 11 

Number of 
pregnancies Frequency Percent (%) 

1 

2 

3 

3 

5 

3 

27.3 

45 

27.3 

Total 11 100 

Table 4. Parity, n = 11 

Number of deliveries 
of a child Frequency Percent (%) 

0 

1 

2 

7 

3 

1 

64 

27 

09 

Total 11 100 
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birth was 39.5 weeks as calculated from the expected date 

of confinement (EDC). 

Labor Status Evaluations 

Table 5 is a histogram illustrating the frequency 

distribution of the number of labor status evaluations done 

at the hospital prior to admission as reported by the 

women. The 11 women came to the hospital for a labor 

status evaluation a total of 27 times. Nulliparas, women 

giving birth for the first time, averaged 2.85 visits. 

Multiparas, women having already given birth to a child, 

averaged 1.75 visits (See Table 6). 

Sources of Information About Labor 

The 11 women stated that they learned about labor 

from a variety of sources. Of this sample, 2 women had 

attended prenatal classes in the current pregnancy, 1 had 

prenatal classes with a previous pregnancy, and 8 of the 11 

women had no prenatal classes at all. Of the 8 women who 

did not have prenatal classes, 4 stated they learned about 

labor from the media, specifically television and books, 4 

learned about labor from relatives or friends, and 2 had 

the experience of at least one previous labor. One woman 

stated she had no understanding of labor. 
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Table 5. Number of Labor Evaluations at the 
Hospital Prior to Admission Per Woman, 

n = 11 

N 
U 
M 
B 
E 
R 

0 
F 
W 
0 
M 
E 
N 

6 

5 

4 

3 

2 

1 

NUMBER OP LABOR EVALUATION CHECKS 

Table 6. Number of Labor Evaluations for 
Nulliparas and Multiparas. n = 11 

NUMBER OF LABOR NULLIPARA MULTIPARA 
EVALUATIONS 

X s.d. x s.d. 

27 2.86 2.12 1.75 0.96 
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Women's Perceptions of Day of Delivery 

Women in the sample tended to think that their 

date of confinement (expected EDC) would be earlier than 

the date of confinement (given EDC) suggested to them by 

their health care provider as indicated in Table 7. Five 

of the 11 said they would deliver 1 to 14 days early, 3 

said on the same day, and 3 said 1 to 2 days later. The 

actual day of delivery for all women of this sample, was 

different from the expected or given EDC. Six of the 11 

women delivered earlier than their given EDC. It should 

be noted that 5 of these 6 women expected to deliver early 

and that 4 of these women who did delivery early were 

multiparas. 

The days were calculated by taking the woman's EDC 

and subtracting the doctor's EDC. For example, if the 

woman thought she would delivery the 16th and the doctor 

said she would deliver the 14th, a +2 days were recorded. 

If the woman thought she would deliver the 2nd and the 

doctor said she would deliver the 16th, a -14 days were 

recorded. Calculations of the doctor's EDC minus the 

actual day of delivery can be compared to the gestational 

age to demonstrate how close the doctor came to predicting 

the actual date of delivery. Calucations of the woman's 

EDC minus the actual day of delivery can be compared to the 
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Table 7. Difference between Woman's EDC and EDC 
Given by the Doctor; Between EDC Given by 
the Doctor and Actual D of D; Between 
Woman's EDC and Actual D of D; and 
Gestational Age of the Child. 

n = 11 

Woman's EDC Doctor's EDC Woman's EDC Gestational 
Minus Minus Minus Age 

Doctor's EDC D of D D of D 

+ 2 days — 7 days + 9 days 39 

- 14 days + 8 days - 22 days 41 

- 2 days + 10 days + 8 days 41 

Same day + 9 days + 9 days 41 

+ 1 day - 19 days + 18 days 37 

- 1 day + 4 days - 3 days 40 

Same day + 5 days - 5 days 40 

- 10 days - 11 days + 1 day 38 

- 16 days - 1 day - 15 days 39 

Same day - 1 day - 1 day 39 

- 7 days - 5 days - 2 days 39 

EDC: Expected Date of Confinement 

D of D: Actual Day of Delivery 

early 

+ late 
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gestational age to demonstrate how close the woman can to 

predicting the actual day of delivery. 

Women's Verses Nurse's Perception About Length of Labor 

Nurses are asked to record on patient's charts the 

length of time of active labor in each stage of labor. 

The length of the first stage of active labor has 

traditionally been defined as the time the woman begins 

regular uterine contractions until complete dilatation of 

the cervix. There are three phases in the first stage of 

labor, namely latent, active, and transitional. The latent 

phase of labor begins with the onset of regular uterine 

contractions until 2-3 cms of cervical dilatation; the 

active phase is from 3 to 8 cms of cervical dilatation; and 

the transitional phase is from 8 cms of cervical dilatation 

until complete dilatation. The second stage of labor 

begins with the complete dilatation of the cervix and ends 

with the birth of the baby. The third stage begins with 

the birth of the baby until the delivery of the placenta 

Clark & Affonso 1979). 

The judgment the nurses make about the length of 

active labor is highly subjective. Nurses try to determine 

when they think labor started based on what the women tell 

them about regularity of contractions and intensity of 

contractions. If a woman says that labor started three 

days ago, nurses are more likely to justify a time closer 
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to the woman's admission rather than three days before for 

the onset of active labor. Therefore, the length of the 

latent phase of labor is more likely to be recorded in 

agreement with the biomedical definition of onset, i.e., 

with demonstrable cervical effacement and dilatation, 

rather than in agreement with the traditional definition 

i.e., with the onset of regular uterine contractions. 

In this study, what nurses perceived as the total 

length of time of active labor does not correspond to what 

women perceived as the total length of time of active 

labor. Table 8 illustrates this quite graphically. All 

11 of the women sampled viewed labor to have started hours 

before the time recorded by the nurses. 

It is commonly accepted that nulliparas or women 

having their first child will generally experience a longer 

labor than multiparas or women having had at least one 

child. In this sample nulliparas perceived their labor to 

be more than twice as long as the labors perceived by 

multiparas. The mean number of hours of labor perceived by 

nulliparas was 56 hours with a standard deviation of 19.43. 

The mean number of hours of labor perceived by multiparas 

was 27 hours with a standard deviation of 13.75. 

In order to arrive at the above comparisons, two 

of the women sampled were not included in the data about 

the length of perceived labor. One woman's chart did not 
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Table 8. Number of Hours of Labor as Perceived by 
Women and by Nurses and the Difference 
Between the Two. 

n = 9 

Total length of Length of labor Difference 
labor as perceived as recorded by 
by the woman the nurse 

22 hrs 7 hrs 15 hrs 

56 hrs 8 hrs 48 hrs 

59 hrs 28 hrs 31 hrs 

80 hrs 9 hrs 71 hrs 

39 hrs 9 hrs 30 hrs 

51 hrs 34 hrs 17 hrs 

67 hrs 6 hrs 61 hrs 

30 hrs 11 hrs 19 hrs 

12 hrs 6 hrs 6 hrs 
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have a completed compilation of the length of active labor 

by the nurse. Also one woman perceived her labor to have 

lasted 411 hours and 51 minutes or more than two weeks. 

Because this woman also stated that she had no idea about 

labor until she came to the hospital, this information was 

not included so as not to skew the data. 

Field Problems in Data Collection 

Data collection was originally planned for two 

sites. However, sites were expanded from two to three 

hospitals due to the fact the staff at the hospitals were 

not calling to report when patients were checked and being 

sent home. Several calls came after the patient went home 

but the women could not be reached by phone. Even with 

expanding the sites, getting a minimum number of subjects 

needed was not improved. It became necessary to change the 

research methodology in order to obtain the necessary 

subjects for the study. 

The research methodology was changed from two 

interviews, one upon being sent home from the hospital and 

one 24 to 72 hours after delivery, to only one interview 24 

to 72 hours after delivery. It was necessary to lengthen 

the interview time from 20 to 30 minutes to 40 to 50 

minutes in order to ask the same structured questions 

twice; once to cover the time prior to their labor status 
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check and once to cover the time from when they were sent 

home from their labor status evaluation until they were 

admitted. In this study four of the 11 subjects were 

interviewed as originally planned with two separate 

interviews. Seven of the 11 were interviewed only once, 24 

to 72 hours after delivery. The women interviewed only 

once seemed to be unable to focus as sharply on the 

activities, feelings and behaviors that occurred during the 

earlier time period, apparently because of the events which 

had occurred since. In addition, it was harder for me to 

be consistent and ask the same questions twice to keep 

separate the two time periods. 

Data collection took more time than anticipated 

due to the initial attempt to get more subjects by 

expanding the sites of collection. Eventually with the 

change in the research methodology, data collection 

proceeded rapidly. The actual collection of the data also 

was more difficult initially until I purchased a small 

microphone for the tape recorder which improved the quality 

of the tape. The microphone was invaluable for the actual 

transcription of the data and decreased transcribing time. 

Rental of a digital beeper for the 24 hour on-call 

schedule for two months did not significantly change the 

number of subjects obtained as anticipated. Only 2 of the 
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11 subjects of the study were obtained through the use of 

the beeper. 

Data analysis originally took longer than 

anticipated until I learned how to use the computer 

software called The Ethnograph (Seidel, Kjolseth, & Clark 

1985). This software actually saved time by deleting the 

steps of cutting and pasting of coded segments. It also 

allowed me to double code segments. It gave me numbered 

lines of transcribed texts that were more easily coded and 

probably saved me hours of time and tons of paper. 

Findings from Content Analysis 

Data from the exploratory study regarding adaptive 

responses o£ women experiencing early labor contractions 

were analyzed by each research question. For the purpose 

of analysis, some research questions will be discussed 

together under the subheading of the physiological need 

i.e., food, hydration, elimination, sleep and rest, and 

physical and sexual activity. The study was designed to 

explore women's responses to their physiological needs 

during two time periods. Time 1 is the 12-24 hours prior 

to the women's last labor status evaluation at the hospital 

and will be referred to as pre-evaluation. Time 2 is no 

more than 12-24 hours prior to the women's admission to the 

hospital and will be referred to as pre-admission. 
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Research Questions 1 and 2/ 
Need of Food During Time 1 and Time 2 

What are the responses of women, who are 

experiencing painful early labor contractions, to their 

physiological need of. food during Time 1: 12-24 hours prior 

to labor evaluation? What are the responses of women, who 

are experiencing painful early labor contractions, to their 

physiological need of food during Time 2: not more than 12-

24 hours prior to admission? 

The eleven women's actual caloric intake in 

response to their physiological need for food during Time 1 

and Time 2 and the length of time between their pre-

evaluation and their pre-admission is outlined in Table 9. 

During pre-evaluation, 6 of the 11 women were consuming at 

least 1000 calories in a 24 hour period. During pre

admission Caloric intake dropped considerably. Eight of 

the 11 of the women had less than 1000 Calories. 

In order to demonstrate the number of hours 

between Time 1 Time 2, a third column was added to Table 

9. This demonstrates the need to consider the whole time 

the woman perceives herself to be in labor and her caloric 

needs during that time. Seventy-three percent of the women 

experienced 20 hours or more of labor between the time they 

were evaluated and subsequently sent home and the time they 

were admitted. Multiparas experienced between 2-30 hours 

of labor between pre-evaluation and pre-admission. 
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Table 9. Estimated Number of Calories Ingested 
During Time Is Pre-evaluation and Time 
2$ Pre-admission and Hours Between the 
Two Time Periods, n = 11 

CALORIES DURING CALORIES DURING HOURS BETWEEN 
TIME 1 TIME 2 TIME 1 AND TIME 2 

1050 665 26 Hrs 

1900 1045 40 Hrs 

1700 690 17 Hrs 

1355 640 22 Hrs 

1125 885 30 Hrs 

715 285 36 Hrs 

320 1635 46 Hrs 

480 1000 * 7 Hrs 

680 0 21 Hrs 

120 350 20 Hrs 

1575 1575 * 2 Hrs 

* Calories include pre-evaluation calories because woman 
was admitted the same day as pre-evaluation assessment. 
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Nulliparas experience between 9-46 hours of labor between 

pre-evaluation and pre-admission. 

Research Questions 3 and 4/ 
Food: Similarities and Differences 

What are the similarities in women's responses to 

the physiological need of food for women during Time 1 and 

Time 2? What are the differences in women's responses to 

the physiological need of food during Time 1 and Time 2? 

Caloric intake in both Time 1 and Time 2 included 

proteins, fats and carbohydrates. However, a greater 

amount of calories were from solid foods in Time 1 than 

from solid foods in Time 2. Less protein was ingested in 

Time 2. In Time 2 calories were frequently from liquids 

such as milk, soft drinks, kool-aid, soup and wine. 

Research Questions 5 and 6/ 
Food: Contextual Stimuli 

Which contextual stimuli affect women's adaptive 

responses to their physiological needs of food during Time 

1: 12-24 hours prior to labor evaluation? Which contextual 

stimuli affect women's adaptive responses to their 

physiological needs of food during Time 2: no more than 12-

24 hours prior to admission? 

During Time 1, three of the 11 women expressed a 

craving for candy or sweets during labor. One woman ate a 
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rice and mushroom dish because her husband made it for her. 

two others ate because they were taken out to eat. 

During Time 2, two women said that they ate 

because they were hungry and not because they were advised 

to eat lightly. Two women stated they would have eaten 

more if they felt this would have been advisable. They did 

not eat more because of their beliefs about not eating much 

in early labor. 

Contextual stimuli reported by the women over both 

time periods fell into three categories 1) decrease in 

appetite, 2) decrease in stomach capacity, 3) increase in 

discomforts from eating. These categories do represent 

what women generally experience toward the end of the third 

trimester of pregnancy. However, the categories here were 

directly related to the time women were experiencing 

painful uterine contractions. Eight of the 11 women 

reported a decrease in appetite in response to the painful 

uterine contractions with such statements as: 

I wasn't hungry. 
I usually ate more. 
I couldn't eat. 
I didn't want to eat. 
I just couldn't eat the pains were just 
too bad. 

Two of the eight reported a feeling of a decrease 

in stomach capacity with such statements as, "It's like my 

stomach has shrunk" or "I felt hungry but when I ate, I 

could only eat a little bit". Five women reported 
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discomforts associated with eating which were experienced 

in early labor. They were? heartburn, nausea, and vomiting 

due to coughing. 

Other statements reflecting contextual stimuli 

were, "I didn't get full just in case I did go into hard 

labor. "It wasn't enough but it kind of filled the space", 

or "The contractions seemed to let up a little if I ate but 

I wasn't hungry". 

Research Questions 7 and 8/ 
Pood: Residual Stimuli 

Which residual stimuli affect women's adaptive 

responses to their physiological need of food during Time 

Is 12-24 hours prior to labor evaluation? Which residual 

stimuli affect women's adaptive responses to their 

physiological needs of food Time 2: no more than 12-24 

hours prior to admission? 

During Time 1, one woman reported that she ate a 

rice and milk dish. She commented "I know it sounds awful 

because nobody eats that but my Mom gave it to us." This is 

an example of a belief that certain foods are considered to 

be good for one. 

During Time 2, seventy-three percent of the women 

reported a decrease in food intake because of their belief 

that women are not supposed to eat when they are in labor. 

One woman was told that she would probably be seen in a 
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couple of hours so to "eat light and don't eat pizza". 

Statements made to reflect the belief not to eat while in 

early labor were: 

I was told to eat light. 

The paper they gave me for early labor said to 
eat light. 

They say if you are going into labor drink some 
fluids and don't eat. 

Everybody tells you your digestive system slows 
down and stops right before you have your baby. 

After delivery your body goes into shock and 
you're not supposed to have anything heavy in 
your stomach. 

There was a reported belief that if you eat during 

labor, you will need an enema or will have a bowel movement 

during delivery. This belief was expressed by three women, -

all of Mexican American descent. 

There was also a reported fear of vomiting during 

labor. This fear was expressed by three out of the sample 

both Anglos and Mexican Americans. One woman stated that 

she "ate heavily" with her first child and had no adverse 

effects as she thought she would. Statements about the 

fear of vomiting were? 

I didn't want anything acidic in my stomach. 
I wanted something easy to throw up if I was 
going to throw up. 

They tell you not to because if you go into 
labor, it can tend to make you vomit. 

You can't eat because the pains are so bad, 
you feel like vomiting. 
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Research Questions 1 and 2/ 
Need of Fluid During Time 1 and Time 2 

What are the responses of women, who are 

experiencing painful early labor contractions, to their 

physiological need of hydration during Time 1: 12-24 hours 

prior to labor evaluation? What are the responses of 

women, who are experiencing painful early labor 

contractions, to their physiological need of hydration 

during Time 2: no more than 12-24 hours prior to 

admission? 

Fluids ingested included water, milk, soft drinks, 

tea and coffee, soup and wine. Women's reported responses 

to their need for hydration is illustrated in Table 10. 

The fluids reported during these two time period 

are not to be taken as the exact amount of fluids the women 

drank. The estimation gives only an indication of the 

trend in fluid ingestion reported by the women during early 

labor. Five of the 8 women perceived themselves as -

drinking less as labor progressed. One woman drank about 

the same and three women drank more during the second time 

period. 

During Time 1, 22 percent did not drink the 

recommended 64 ounces per 24 hours. During Time 2, 56 

percent did not drink the recommended 64 ounces per 24 

hours. 
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Table 10. Estimated Amounts of Fluid in Ounces 
Ingested During Time 1: Pre-evaluation 
and Time 2: Pre-admission and the Hours 
Between the Two Time Periods. 

n = 9 

FLUIDS DURING FLUIDS DURING HOURS BETWEEN 
TIME 1 TIME 2 TIME 1 AND TIME 2 

72 ounces 48 ounces 26 Hrs 

120 ounces 280 ounces 40 Hrs 

64 ounces 40 ounces 17 Hrs 

96 ounces 72 ounces 22 Hrs 

32 ounces 32 ounces 30 Hrs 

56 ounces 80 ounces * 9 Hrs 

48 ounces 56 ounces 46 Hrs 

72 ounces 56 ounces 7 Hrs 

72 ounces 120 ounces * 2 Hr.s 

* Ounces include pre-evaluation ounces because woman was 
admitted the same day as pre-evaluation assessment. 
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In order to demonstrate the number of hours 

between Time 1 Time 2, a third column was added to Table 

10. This demonstrates the need to consider the entire time 

the woman perceives herself to be in labor and her fluid 

needs during that time. 

Research Questions 3 and 4/ 
Fluid: Similarities and Differences 

What are the similarities in women's responses to 

the physiological need of hydration during Time 1 and Time 

2? What are the differences in responses to the 

physiological need of hydration during Time 1 and Time 2? 

The kinds of fluids ingested during both Time 1 

and Time 2 were similar. They were milk, soft drinks, 

juice, soup, coffee, and kool-aid. A difference noted was 

that more soup was consumed during Time 2 than Time 1. 

Also wine and herbal teas cited as Manzanilla and Chamomile 

(Spanish and English names for the same brew) were consumed 

in Time 2 and not in Time 1 because of the beneficial 

effects the women believed about these substances. 

Research questions 5 and 6 
Fluid: contextual stimuli 

Which contextual stimuli affect women's adaptive 

responses to their physiological need of hydration during 

Time 1: 12-24 hours prior to labor evaluation? Which 

contextual stimuli affect women's adaptive responses to 
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their physiological need of hydration during Time 2: no 

more than 12-24 hours prior to admission? 

Few statements were made in Time 1 reflecting 

contextual stimuli about hydration . Isolated statements 

made were: 

I was suppose to be drinking more fluids and 
I wasn't. 

They said drink a lot of fluids but my mind 
was always off. I was not really there. 

I drink a lot of milk, I always do. 

I crave apple juice. 

Contextual stimuli regarding hydration during Time 

2 seemed varied. Two women specifically said they were 

drinking more because they were thirsty from being hot and 

from breathing too hard. Single statements were made such 

as: 

If someone had pushed, I would have drunk more. 

I was chewing ice all the time. 

Sprite gave me heartburn. 

I was suppose to be drinking more. 

Research Questions 7 and 8/ 
Fluid: Residual Stimuli 

Which residual stimuli affect women's adaptive 

responses to their physiological need of hydration during 

Time 1: 12-24 hours prior to labor evaluation? Which 

residual stimuli affect women's adaptive responses to their 
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physiological need of hydration during Time 2: no more than 

12-24 hours prior to admission? 

Residual stimuli or beliefs were reflected in 

what women drank. During Time 1 few residual stimuli were 

reported. One woman did think she should have been 

drinking more because she had been told to drink 8 glasses 

of fluid a day but had not done so. 

During Time 2, one Anglo woman had wine; two 

Mexican American woman had Camomile/Manzanilla tea. 

Belief that wine would sedate the woman or, possibly, 

lessen her perceptions of her contractions had been told 

one woman. She said, "They suggested a glass of wine. I 

drank 3 glasses of wine instead of one trying to get rid of 

them. I just didn't want to feel them anymore." 

Belief that tea would help the woman's labor is 

reflected in two women's responses as to what the 

Chamomile/Manzanilla tea did for them. 

I always drank Chamomile tea. I believe it 
calms me down. 

I started walking and drinking some stuff 
my Aunt gave me. They call it in Spanish 
Manzanilla tea. I drank a lot of that to 
help me deliver sooner or faster. Yes, 
It did help me. It was that tea. When I 
drank the cups, that's when the contractions 
came sooner and closer together. 

Other statements also reflected beliefs of what 

they should drink. Pour women made statements such as: 

"They told me not to have anything besides fluids in your 
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system." "They say if you are going into labor drink some 

fluids and don't eat." "They said drink lots of fluids." 

Five of the eleven said they were conscious of their need 

for water "I usually drink all day long", "I was drinking 

a lot of water" or "I was eating ice all the time". All 

were satisfied with what they had to drink. 

There also seemed to be the belief that liquids 

were the form of nutrition to have when one is in labor. 

Women's interpretation of what "eat light" meant to them is 

reflected in the fact that 55 percent of the women had 

soup or another form of liquid during the second time 

period as compared to 9 percent in the first time period. 

Research Questions 1 and 2/ 
Need of Elimination During Time 1 and Time 2 

What are the responses of women, who are 

experiencing painful early labor contractions, to their 

physiological need of elimination during Time is 12-24 

hours prior to labor evaluation? What are the responses of 

women, who are experiencing painful early labor 

contractions, to their physiological need of elimination 

during Time 2$ not more than 12-24 hours prior to 

admission? 

Sixty-four percent expressed no change in their 

bowel habits or movements during the pre-evaluation time. 

They used such statements as "It was the same" or "the same 
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as always". Twenty-seven percent stated they had a 

tendency toward soft stools or diarrhea-like stools. Nine 

percent had constipation. During Time 2, pre-admission, 

55 percent of the sample said there was no change in their 

bowel habits and 45 percent said they had soft or diarrhea

like stools. 

Although questions were not directly elicited 

about urinary elimination, four of the 11 women volunteered 

information about urination. Their urinary discomforts 

were not specifically attributed to their labor status but 

more to drinking a lot of fluid, pressure of the baby's 

head, or the need to get up frequently at night to go to 

the bathroom. 

Research Questions 3 and 4/ 
Elimination: Similarities and Differences 

What are the similarities in women's responses to 

the physiological need of elimination during Time 1 and 

Time 2? What are the differences in women's responses to 

the physiological need of elimination during Time 1 and 

Time 2? 

None of the 11 women sampled stated they had taken 

anything to make a change in their bowel action. It has 

been my experience as a midwife to know some women who have 

attempted to stimulate labor by the use of enemas or 

laxatives. Prescribing castor oil to stimulate labor is 
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also commonly practiced by some health care professionals. 

This particular sample did not report any attempt to 

stimulate labor themselves even though 3 of the 11 were 

one week overdue. 

Research Questions 5 and 6/ 
Elimination: Contextual Stimuli 

Which contextual stimuli affect women's adaptive 

responses to their physiological need of elimination during 

Time 1: 12-24 hours prior to labor evaluation? Which 

contextual stimuli affect women's adaptive responses to 

their physiological need of elimination during Time 2: no 

more than 12-24 hours prior to admission? 

Little was said about elimination because only two 

questions were consistently asked: "Did you experience any 

change in your bowel habits?" and "Did you take anything to 

change your bowel habits?" There was no distinction made of 

contextual stimuli during Time 1 and Time 2. Isolated 

statements about elimination included the following: 

"Every time I had a contraction, I had to go to the 

bathroom. I had diarrhea." "I think I was starting to 

drop or he was putting pressure because before it was real 

hard for me to go." "There's just a lot of pressure when I 

go." 
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Research Questions 7 and 8/ 
Elimination: Residual Stimuli 

Which residual stimuli affect women's adaptive 

responses to their physiological need of elimination during 

Time 1: 12-24 hours prior to labor evaluation? Which 

residual stimuli affect women's adaptive responses to their 

physiological need of elimination during Time 2: no more 

than 12-24 hours prior to admission? 

Residual stimuli were reflective of both time 

periods and will be reported as such. Residual stimuli 

regarding elimination reflected the belief that women have 

diarrhea while in early labor. One woman stated she did 

not have diarrhea during early labor but experienced it 

during deliveries. Another perceived herself to be 

constipated because she had not eaten anything. She didn't 

know why she didn't have diarrhea because "others usually 

have diarrhea during labor". Three of the five Mexican 

American women interviewed had the belief they should not 

eat in early labor for fear of having a bowel movement 

during delivery or the need for an enema. Women expressing 

this fear of having a bowel movement during delivery 

indirectly expressed a distaste for this happening. By not 

eating, they could possibly control its occurrence. 
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Research Questions 1 and 2/ 
Need of Sleep and Rest During Time 1 and Time 2 

What are the responses of women/ who are 

experiencing painful early labor contractions, to their 

physiological need of sleep and rest during Time 1: 12-24 

hours prior to labor evaluation? What are the responses of 

women, who are experiencing painful early labor 

contractions, to their physiological need of sleep and rest 

during Time 2: not more than 12-24 hours prior to 

admission? 

Hours spent in actual sleep as reported during 

Time 1 and Time 2 are reflected in Table 11. During Time 

1, seventy-three percent or 8 of the 11 women had four 

hours or fewer of sleep. Twenty-seven percent had 5 to 7 

hours of reported sleep. The amount of sleep perceived by 

women in Time 2 can be summed up as very little or none. 

Ninety-one percent stated that they had no sleep from the 

time they went home from the labor evaluation until they 

were admitted. Nine percent had 4 hours of sleep during 

Time 2. 

Research Questions 3 and 4/ 
Sleep and Rest: Similarities and Differences 

What are the similarities in women's responses to 

the physiological need of sleep and rest during Time 1 and 

Time 2? What are the differences in women's responses to 
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Table 11. Sleep and Rest During Time 1: Pre-
Evaluation and Time 2: Pre-admission, 
n = 11. 

TIME 1 TIME 2 

6 Hrs. None 

4 Hrs. None 

3-4 Hrs. None 
(rested 3 hrs) 

1 Hr. None 
(rested 1-2 hrs) 

1 1/2 Hrs. 4 Hrs, 

None None 
(rested 4 hrs) 

3 Hrs. None 
(rested 4 hrs) 

7 Hrs. None 

2 1/2 Hrs. None 
(rested 2 hrs) 

None None 

5 Hrs. None 
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the physiological need of sleep and rest during Time 1 and 

Time 2? 

The sleep patterns reported in both time periods 

are very similar. The hours between pre-evaluation and 

pre-admission varied greatly. These hours ranged from 2 to 

51 plus hours. The mean was 28.5 hours and the standard 

deviation 15.32. Table 12 illustrates how many hours the 

women went without sleep from time one until delivery. 

This is important. Not only do women go without sleep for 

a considerable period of time prior to admission but they 

also go without sleep after admission and many times, until 

well after delivery. 

The mean and standard deviation for the hours of 

labor experienced in the hospital by nulliparas and 

multiparas was calculated. Nulliparas averaged 8 hours of 

labor after admission with a standard deviation of 3.44. 

Multiparas averaged 5 hours of labor after admission with a 

standard deviation of 3.10. 

Research Questions 5 and 6/ 
Sleep and Rest: Contextual Stimuli 

Which contextual stimuli affect women's adaptive 

responses to their physiological need of sleep and rest 

during Time 1: 12-24 hours prior to labor evaluation? 

Which contextual stimuli affect women's adaptive responses 
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Table 12. Number of Hours Without Sleep Before 
Admission and Number of Hours Without 
Sleep Before Delivery. 

n = 11 

Total Hours without 
Sleep Before Delivery 

22 Hrs. 

53 Hrs. 

30 Hrs. 

39 Hrs. 

7 Hrs. 

46+ Hrs. 

48+ Hrs. 

26 Hrs. 

48+ Hrs. 

61+ Hrs. 

9 Hrs. 

Hours without Sleep 
Before Admission 

17 Hrs. 

42 Hrs. 

26 Hrs. 

30 Hrs. 

2 Hrs. 

36+ Hrs. 

36+ Hrs. 

23 Hrs. 

43+ Hrs. 

51+ Hrs. 

7 Hrs. 
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to their physiological need of sleep and rest during Time 

2: no more than 12-24 hours prior to admission? 

Reasons for lack of sleep during Time 1 were 

restlessness, discomfort of contractions, and anticipation. 

During time 2 only one woman received any sleep after the 

labor evaluation. She slept for four hours after taking a 

sleeping pill. Forty-five percent of these women did say 

they rested from one to four hours but they believed they 

did not sleep. Reason given for not being able to sleep 

during Time 2 were the frequency of the contractions and 

the intensity of the contractions. Seven of the 11 

complained of being "so tired", "just drained" or "real 

tired". Other statements about their energy level were: 

I was completely exhausted. 

I could close my eyes in between 
contractions but it was almost like 
I was delirious. I was just there. 

I wanted to sleep through it. Just let me 
sleep and wake me up in the morning. 

I'd wake up every time I'd have a contraction. 
Even with my sleeping pill, I'd moan through 
them. 

Fifty-five percent of the women had some form of 

medication for sedation. Five women specifically mentioned 

getting sleeping pills. Another woman had been given some 

medication "to help her to rest." When asked whether the 

women slept with the sleeping pill, one said yes, four said 
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no, and one said she rested only. Comments made about 

effects of the sleeping pill were like: 

The pill made it worse because I'd been up for 
two nights straight. 

No, the pill didn't make me sleep at all. 

The pills didn't help. They only made me feel 
weak and tired; drowsy and dizzy, like I was on drugs. 

The longest time of sleep one woman received 

from a sleeping pill was four hours. One woman had also 

been advised to take a glass of wine as a means of getting 

some rest. This woman was also given a sleeping pill on a 

previous visit to the hospital three days earlier. 

Lack of sleep tends to be reflected in a lack of 

energy or ability to cope. The women's sense of energy 

during the 12 to 24 hours before evaluation for labor did 

not reflect any unusual amount of energy even though 

several women thought they should have a burst of energy in 

early labor. Nothing seemed to give them energy. One 

stated, "I tried to have energy so that I could get it 

along. I mostly sat around and didn't do anything." 

Another woman thought her children gave her energy because 

she was responsible for them until her husband came home 

and that "You just kind of find it...you're tired but you 

still have the energy to go on somehow." The women's sense 

of what sapped their energy was reflected in such 



statements as: "the pains", "not having any sleep", and 

"having the kids around." 

Research Questions 7 and 8/ 
Sleep and Rest: Residual Stimuli 

Which residual stimuli affect women's adaptive 

responses to their physiological need of sleep and rest 

during Time 1: 12-24 hours prior to labor evaluation? 

Which residual stimuli affect women's adaptive responses to 

their physiological need of sleep and rest during Time 2. 

Three women had the belief that the woman is 

supposed to have a burst of energy before she goes into 

labor. They referred to waiting for a burst of energy. 

Two stated they never had any burst of energy and one woman 

stated "I felt like cooking bread last night. What do they 

call it, the "nesting feeling" to do all this work and 

stuff. That was a burst of energy." 

Another woman believed that women prepare 

themselves and their home for birth. She had done the 

preparation with the birth of her two other children and 

had cleaned her house with this child also. She said: 

Dogs will do that. They'll prepare themselves 
for birth. I'd don't know if I have a sixth or 
twelfth sense. It just tells me to get the house 
ready. It's like some people anticipate their 
deaths and they get ready for it. It's something 
I always do. 
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Research Questions 1 and 2/ 
Need of Physical and Sexual Activity 
During Time 1 and Time 2 

What are the responses of women, who are 

experiencing painful early labor contractions, to their 

physiological need of physical and sexual activity during 

Time 1: pre-evaluation? What are the responses of women, 

who are experiencing painful early labor contractions, to 

their physiological need of physical and sexual activity 

during Time 2: pre-admission? 

A summary of the physical activities the women 

practiced at Time 1 and Time 2 are illustrated in Table 13. 

These activities varied from woman to woman and no trends 

could be identified. However, the activities do indicate 

what women did in order to help themselves to be 

comfortable. Some of these activities were tried because 

they were suggested by health care providers or family and 

friends with the belief that they might bring her comfort. 

Regarding sexual activity, no one stated she had 

sexual intercourse the 12 to 24 hours before their labor 

evaluation or between the time she was evaluated and the 

time she was admitted. No one reported trying breast 

stimulation or nipple rolling for the purpose of 

stimulating labor contractions. 
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Table 13. Pre-evaluation Activities and Pre-
Admission Activities n = 11 

PRE-EVALUATION PRE-ADMISSION 
ACTIVITIES ACTIVITIES ACTIVITIES 

Walking or moving 
from place to place 11 8 

Lying down (bed, 
couch, floor) 5 4 

Sitting around 5 2 

Using pillows 4 3 

Going out (to Doctor, 
to shop, to work) 4 0 

Watching TV, VCR, 
read, or other similar 
distraction 3 4 

Timing contractions 2 2 

Showing 2 0 

Positioning self 2 2 

Breathing 1 3 

Using fan 1 0 

Rocking (back and 
forth) 0 1 

Using water bed 0 1 

Using heating pad 0 2 

Receiving a massage (back, 
stomach or foot) 0 4 

Taking warm tub baths 0 5 

Being unable to walk 0 6 
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Research Questions 3 and 4/ 
Physical and Sexual Activity: Similarities and Differences 

What are the similarities in women's responses to 

the physiological need of physical and sexual activity 

during Time 1 and Time 2? What are the differences in 

women's responses to the physiological need of physical and 

sexual activity during Time 1 and Time 2? 

Some physical activities not performed in Time 1 

were performed in Time 2 and reflected that women had 

consulted health care providers. Suggestions had been 

made by the providers to help the woman to cope. Not all 

activities gave relief to all the women. 

Research Questions 5 and 6/ 
Physical and Sexual Activity: Contextual Stimuli 

Which contextual stimuli affect women's adaptive 

responses to their physiological need of activity during 

Time 1: 12-24 hours prior to labor evaluation? Which 

contextual stimuli affect women's adaptive responses to 

their physiological need of activity during Time 2: no more 

than 12-24 hours prior to admission? 

Women spoke of how they tried to do activities in 

order to keep their minds off their contractions. Some 

women shopped, some women cleaned house, some women watched 

TV or played cards. One multipara mentioned "My activity 

didn't change because of the contractions". She thought it 

was necessary to keep busy. Other women tried to eat or 



sleep to dull the contractions. As the contractions 

continued over a length of time, all of the women stated it 

got harder to get comfortable. One woman specifically 

said, "At one point, I was on my hands and knees crawling 

to wake my husband up to come out and sit with me because I 

was just going hysterical because I didn't know how to 

control the pains myself." Another woman said that her 

pains had her "crying and gripping onto things". Another 

was "biting her blanket". Four women mentioned crying 

because they "hurt so badly". 

One physical activity of interest was that of 

bathing. This was a practice consistently recommended by 

the nurses and physicians at one of the collection sites. 

Six of the 11 women had been told by a nurse or physician 

to take a warm bath or shower; two took showers and four 

took warm tub baths. Four of the six women stated that 

bathing helped. This is illustrated in such statements as: 

It helped. 
It relaxed me. 
It helped because the contractions were really hard. 
I think it helped because the contractions came 
closer. 

Two of the women stated: "It didn't help" "It didn't calm 

the contractions down like they said it would." 

In regard to sexual activity, five of the 11 

volunteered information that they had sexual intercourse 

from one to four weeks prior to delivery. Reasons for not 
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having sexual intercourse given were: it's uncomfortable, 

impossible, I'm separated from my spouse, and I lost my 

mucus plug. One woman indirectly expressed a desire for 

it. One woman reported using nipple rolling before 

admission. She did so because she was going to breastfeed 

and did not think it increased her contractions. Three 

expressed some possibility of breast stimulation because of 

the use of massage, lotion and a warm shower but no one 

connected this activity with her contractions. 

Research Questions 7 and 8/ 
Physical and Sexual Activity: Residual Stimuli 

Which residual stimuli affect women's adaptive 

responses to their physiological need of physical and 

sexual activity during Time 1: 12-24 hours prior to labor 

evaluation? Which residual stimuli affect women's adaptive 

responses to their physiological need of physical and 

sexual activity during Time 2. 

The residual stimuli reported in time 1 were 

similar to Time 2 and will be reported together. The 

subjects were not specifically asked about their beliefs in 

regard to sexual intercourse during late pregnancy or 

labor. 

Residual stimuli or beliefs about the activity 

of bathing revealed that some women did not think it safe 

to take a tub bath once the mucus plug was gone or for fear 
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of falling in the tub. Belief about the amount of time to 

spend in the tub ranged from 10 minutes to 30 minutes. 

Additional Findings 

Feelings reflect women's thoughts or perceptions 

about a situation (Peterson & Mehl, 1985). Therefore, it 

is necessary to look at the feelings of the women during 

the two time periods in which they perceived themselves to 

be in labor. 

Terms used to describe the emotional feelings of 

women during Time 1 were: worried, nervous, excited, 

anxious, impatient, paranoid, disappointed, kind of down, 

and sad. The description of their physical sensations were 

uncomfortable, kind of sick, a bad month, tired and 

exhausted. Terms used to describe the emotional feelings 

of. women during Time 2 were upset, angry, jealous, mad, 

worried, concerned, scared, disappointed, excited, 

miserable, cranky, stranded and aggravated. 

A theme that emerges during Time 2 is the feeling 

of being shamefaced for coming in to the hospital and not 

being ready for admission. Phrases used to describe this 

theme which emerged from the data were: "All that work for 

nothing", "frustrated and not going anywhere", "mad", and 

"embarrassed". 

Four of the women sampled expressed feelings of 

embarrassment during Time 2. They used such statements as: 
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I felt foolish because people saw me come in three 
different times. I felt they were laughing at me. 

It's kind of embarrassing to be walking around 
the hospital and have a contraction and 
everybody's looking at you. I didn't want that, 
so I just went home. 

I'm the type of person I don't like to show my 
feelings when something's happening to me. 

Early labor is very confusing. You feel stupid? 
even after having had two children. I don't know 
it's just the overall fact that you are going to 
have a baby that you lose control as to what's 
happening. You know the difference yet when you 
are in it, you really can't distinguish the 
difference. 

I didn't want to be classified as one of those 
worriers calling every five minutes saying, 
I think I am in labor. Those women are silly. 

The perception women had of their contractions 

during Time 1 was that they hurt and were painful. 

However, during Time 2, the contractions were described as: 

very painful, excruciating, awful, unbearable and terrible. 

Six of the 11 women stated that they "couldn't handle the 

pains". One woman said she thought the contractions would 

go on forever. Another woman said she had no reprieve. 

Contractions were more painful than they had expected. 

Comments made to this effect were: 

I did feel like there was something wrong 
with me. I never heard of no human going 
that long; three days. 

It shouldn't have hurt that bad and not been 
dilating. 

I wouldn't wish it on my worst enemy. 
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It's a lot of pain, I didn't think it was going 
to be like that. 

I didn't think it would have been this hard on 
me. It was a lot worse than people say it is. 

Labor was worse than delivery. 

In Time 1, all women were feeling the need to 

confirm their labor status with the health professional 

but at the same time, they were sure they were in early 

labor. During Time 2, all women stated how the intensity 

of their contractions increased and how difficult it was to 

be comfortable. 

One of the feelings e?;pressed was the sense of 

loss of control or being so unaware of things besides 

themselves that they didn't even take care of their daily 

needs. "I was watching TV but not really because I wasn't 

really there." "You lose control as to what's happening." 

"I wasn't there, I was just hanging out". This sense of a 

loss of control could be expressed as a sensory overload. 

Six of the 11 women sampled were hurting enough 

so that they had decided that once they returned to the 

hospital they would stay regardless of the providers 

wishes. One woman said, "I wasn't going back home. I'd 

rather sit in the lobby and moan and groan; let them know 

exactly how I felt." 

Seventy-three percent of the women expressed the 

fact that they did not have any idea when to return to the 
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hospital after their labor evaluation. Twenty-two percent 

had some idea as to when they should return. 

Summary 

Demographic data demonstrated that the sample was 

representative of women in their young childbearing years. 

Data related to the phenomenon of early labor illustrated 

that women in early labor make repeated visits to the labor 

and delivery unit for a labor evaluation. Women's 

knowledge about early labor comes from what they are taught 

through health care providers, childbirth educators, the 

media and relatives and friends. The woman's perception of 

her due date does not always agree with the doctor's due 

date. Also, women perceive labor to be for much longer 

than the time recorded by nurses. 

Field problems in data collection were handled 

by a change in the research methodology. I changed the 

procedure and my expectations about the nurse's role in 

this research in order to get an adequate sample for the 

study. 

Results of the study indicated that there is a 

sharp decrease in caloric and fluid intake once the woman 

comes to the hospital for a labor status check and 

perceives herself to be in early labor. Some women 

experience a change in their bowel movements during early 

labor and others do not. Lack of adequate sleep was 
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evident in the majority of women both preceding pre-

evaluation as well as during pre-admission. After 

admission, women experienced more sleep deprivation until 

they gave birth. Women tended to perform physical 

activities for comfort and relief from the painful early 

labor contractions. Their practices were in accord with 

their beliefs. Women of this sample did not engage in 

sexual activities during early labor. Women tended to 

think that early labor was more difficult than anticipated. 

Some women would have preferred to be admitted to the 

hospital rather than suffer the embarrassment of being sent 

home again. Women perceived early labor contractions to be 

quite intense and painful. Such results suggest that 

meeting the needs of women in early labor is not an easy 

task. 



CHAPTER 5 

RESULTS 

This chapter contains a summary of the study and a 

discussion of findings by each physiological need. 

Conclusions, implications for nursing, and recommendations 

for further study are discussed. 

Summary of the study 

This study originated from an interest in helping 

women adapt effectively to painful early labor contractions 

which continue for some period of time prior to 

hospitalization. The study is only a first step in an on

going work. The purpose of the study was to describe the 

adaptive responses of women experiencing painful early 

labor contractions to their physiological needs for food, 

hydration, elimination, sleep and rest, and activity 

(physical and sexual); to identify what contextual and 

residual stimuli affect their adaptation? and to examine if 

these responses change or remain the same over two time 

periods. 

Eleven subjects in early labor who met the 

established criteria were interviewed regarding their 

95 
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behavior prior to labor evaluation and prior to hospital 

admission. Analysis of data was done through frequencies, 

percentages and frequency tables describing what women 

reported they did. 

Discussion of Findings 

Discussion of findings will be presented by each 

physiological need investigated. Conclusions regarding the 

findings will be presented separately. 

Food 

The majority of the women sampled were ingesting 

at least 1000 calories during Time 1, the 24 hours prior to 

evaluation. They did not restrict their diet during this 

time. After evaluation for labor status Time 2, the 

majority of the women sampled were ingesting less than 1000 

calories even though labor continued on the average of 23 

hours before admission. Diet was restricted to fluids or 

"eating lightly". 

Contextual stimuli that affected women's decisions 

about what to eat and when to eat were appetite, inability 

to eat large amounts of food, nausea or fear of vomiting, 

cravings for sweets ano how food was obtained, that is, if 

others prepared it or if they had to prepare it. 

Residual stimuli that affected women's decisions 

about what to eat and when to eat were beliefs that women 
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should not eat much once they were in early labor to avoid 

vomiting and the need for bowel elimination; liquids are 

more important than solid food while in labor; and that one 

should eat and drink what is presumed beneficial to them. 

Only one article found in the literature 

recommended that women in prodromal and early labor should 

be encouraged to load up on carbohydrates and fluids to 

prepare for the work of active labor (Hazle 1986). In 

this article, labor is compared to the demands of athletic 

competition whereby athletes are encouraged to have pregame 

meals high in carbohydrates for quick energy, low in fats 

for digestive ease and high in fluids for hydration. This 

idea has not been substantiated in other research. 

In addition, caloric and fluid intake must be 

considered as important not only for energy needed for 

labor but also for the prevention of the development of 

ketonuria. The condition of ketonuria in labor is not 

known to be the cause or the effect of prolonged labor 

(Dumoulin & Foulkes 1984). However, ketonuria is 

routinely treated with intravenous infusions today. 

Further study is needed to determine if this is the best or 

the safest way of treating ketonuria. (Hazel 1986). 
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Hydration 

Intake of fluids demonstrates that the women of 

the sample were ingesting more fluids during the pre-

evaluation time period than during the pre-admission time 

period. Contextual stimuli demonstrated that liquids and 

less protein were consumed during Time 2. Herbal tea and 

wine were also taken during Time 2. The majority of women 

pre-admission were not ingesting 64 ounces per day, whereas 

pre-evaluation, the majority were ingesting that amount and 

more. 
Only one article in the literature recommends the 

amount of fluids women should be ingesting in early labor. 

Hazel (1986) recommends four ounces of close to isotonic 

fluid or pure water each hour for the laboring woman if she 

is not experiencing vomiting or diarrhea. There is no 

explanation of how this amount of fluid was determined but 

implications were that it was determined by the amount of 

intravenous fluids recommended for laboring women. 

Effects of manzanilla tea on uterine activity have 

not been investigated although Mexican American women have 

used this tea for years for its presumed beneficial effect 

during labor (Kay 1980). Manzanilla tea is also used for 

menstrual cramps on other occasions by the Mexican American 

women, therefore, it may have properties that are different 

depending upon the state of the individual. 
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Elimination 

Diarrhea was not a common occurrence in the 

present study. A minority of the women sampled expressed a 

change in bowel habits from soft to diarrhea-like stools 

during the pre-admission time period. In this sample, no 

one reported the use of laxatives or enemas for the purpose 

of intestional stimulation or the production of stronger 

uterine contractions. 

Contextual and residual stimuli did not reveal 

what affected this sample's physiological need of elimina

tion except for the belief that women often experience 

diarrhea in early labor. A more thorough questioning 

regarding elimination could have been beneficial to the 

study. 

Sleep and rest 

The majority of women in this sample were not 

receiving adequate sleep neither prior to the pre-

evaluation time period nor prior to the pre-admission time 

period. Ninety-one percent had no sleep between Time 1 and 

Time 2. Effects of sleep deprivation that could be 

manifested by women in early labor are increased fatigue, 

irritability, aggressiveness, loss of emotional control, 

decrease in pain tolerance and increase in corticosteriod 

and catecholamine levels associated with anxiety and threat 

of loss of control. 
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Contextual stimuli affecting women's responses to 

their need of sleep were restlessness, anticipation and 

painful uterine contractions. When uterine contractions 

become more painful over an extended period, sleep 

deprivation is more likely to occur during early labor. 

Therapeutic rest is often need even prior to the criteria 

set by Friedman (1982), that is, 20 hours for the nullipara 

and 14 hours for the multipara, because of ramifications 

from prolonged sleep deprivation. Sleeping pills or wine 

did not give to the women of this sample therapeutic rest 

of six hours. 

Women's belief that they should have a "burst of 

energy" prior to labor was not confirmed by the majority of 

women in this sample. Some women expected that they would 

have had this burst of energy before labor and were 

confused when they did not experience it. 

Activity 

Physical activities performed by women during Time 

1, pre-evaluation, were chosen for either distraction from 

uterine contractions, i.e. working, shopping and timing 

contractions or for comfort, i.e. positioning, resting, or 

lying down. Activities during Time 2, pre-admission, 

reflect the trend to use practices suggested to them in 

order to find some relief from the pain of uterine 

contractions, i.e. baths, heating pad, massage, and 
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breathing. These practices were suggested to them by 

members of the health care profession or the family. 

The therapeutic effects of a warm bath on laboring 

women are the relief of pain, promotion of muscular 

relaxation and reduction of psychological tension (Brown 

1982). The effect of local application of heat on the 

abdominal wall is to increase uterine activity (Khamis et 

al. 1983). The practice of a hot tub bath could result in 

increased uterine activity rather than the desired effect 

of relaxation with the use of a warm tub bath. 

Ambulation, sexual intercourse, and breast 

stimulation have been recognized as means of stimulating 

uterine contractions. The women of the sample did not use 

sexual intercourse or breast stimulation to bring about 

stronger uterine contractions. Several women did state 

they used ambulation in the belief that doing so would keep 

the contractions coming and they would be dilated more when 

they returned to the hospital for a labor status 

evaluation. The belief that exercise during pregnancy 

would result in an easier labor and delivery was also 

expressed. 

It has been my experience as a nurse-midwife to 

observe women who are extremely exhausted because someone 

has kept the woman moving in the belief that labor will 

progress faster »/ith ambulation. Although such a person 
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was not found in this sample, ambulation should be used 

with prudence. Fatigue is associated with poorer uterine 

activity and exercise to the point of exhaustion should be 

avoided during early labor. 

Additional Findings 

As the uterine contractions continued over time, 

the women in this sample perceived the contractions to be 

more painful, harder to ignore and becoming harder to 

control. For the majority of women sampled, the period of 

early labor at home was harder than they had expected. 

Even though women could return as often as they 

wished for a labor status evaluation, some women were 

embarrassed to return for fear of being sent home again. 

Expressions of anxiety and agitation increased with an 

increase in sleep deprivation, increase in length of time 

of early labor and decrease in control over the situation, 

such as when to return to the hospital. 

Conclusions 

Several conclusions can be reached from data in 

the present study. These conclusions reflect clinical 

practice as well as directions for future nursing research. 

Women's thoughts and beliefs about labor are based 

on what they have been taught. Examination of these 
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thoughts and beliefs is important for an understanding of 

how women view the phenomenon of early labor. 

With regard to nutritional state, the present 

encouragement to "eat lightly" while in early labor does 

not prepare women to enter active labor in the best 

nutritional state to adapt to strenuous uterine 

contractions. Laboring women need guidelines as to 

how much to eat and when to eat during early labor. 

In regard to hydration, what to drink and the 

amount of oral fluid for women experiencing early labor 

needs to be established to insure women entering into 

active labor well hydrated. For women experiencing 

diarrhea-like stools, consideration of increased hydration 

is important to insure adequate hydration. 

Women frequently enter active labor without 

adequate sleep and rest; this is especially true when women 

experience a long early labor. Follow up is needed for 

women not getting adequate sleep in early labor and 

guidelines are needed on when women should return to the 

hospital when adequate sleep has not been attained. The 

extent of sleep or rest achieved by the use of sleeping 

pills and other forms of sedation for women in early labor 

needs to be studied. 

By identifying contextual and residual stimuli 

affecting the adaptation of women in early labor, nurses 
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can identify what factors put the woman at risk for 

expending great amounts of energy to adapt. 

Dispelling the belief that early labor is always 

"mild", that early labor contractions "do not hurt" as much 

as active labor contractions or that early labor is 

"short", is important to the overall sense of control and 

decreased uncertainty about early labor contractions. 

Letting women tell us how they perceive labor will lead to 

better knowledge and assessment of this period of early 

labor. 

Nursing Implications 

This study is important to the practice of 

nursing. It is also important to the research basis of 

nursing. 

First level nursing assessments of women in early 

labor must include all the physiological needs as well as 

cervical dilatation. A 24-48 hour diet recall with calorie 

and fluid estimations, based on a standard food composition 

table and standard ounces table, will give information 

about the nutritional and hydrational status of women as 

they enter and continue through early labor. Education as 

to what and how much women should eat and drink in early 

labor should be changed from "eating lightly" to more 

specific considerations as to what is needed to sustain and 

strengthen women in early labor. 
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When wo..ien in early labor are showing signs of 

becoming exhausted due to uterine contractions that are 

causing only minimal cervical dilatation, sleep and rest 

requirements should be examined. Nurses' following up on 

women sent home in early labor should be routinely done. 

When nurses make suggestions as to the kinds of 

activities to practice to increase comfort of the laboring 

women, follow up should be made as to the effectiveness or 

ineffectiveness of such practices. When the practices are 

ineffective, the nurse should become the patient advocate 

to the physician or midwife so the woman can get the 

necessary help she needs to sleep, eat and drink 

adequately. 

For example, if baths are recommended for 

relaxation from painful uterine contractions, a warm bath 

should be recommended. If baths are recommended for 

stimulation of uterine contractions, a hot bath should be 

recommended. Just the suggestion to take a bath is not 

specific enough to bring about which desired effect. Pears 

about bathing should also be addressed. 

Early labor can be experienced by some women as 

very painful. Nurses should not assume women can adapt 

effectively to early labor contractions at home. 

Follow up phone calls may be routinely necessary in 
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order to know how women are adapting at home with early 

labor contractions. 

Nurses should not assume that women do not try and 

stimulate their own labor by use of ambulation, sexual 

intercourse, breast stimulation, herbs and/or enemas 

and laxatives. Nurses must assess elimination patterns 

and elimination practices when a woman is admitted in 

labor. 

Along with better nursing assessment and nursing 

interventions, re-evaluation of what is taught prenatally 

is important. What is being taught in the home may be just 

as important as what is being taught by the health care 

provider and such belief systems should be addressed prior 

to the early labor experience whenever possible. 

Recommendations for Further Study 

1. More definitive research is needed to examine caloric 

needs of women in early labor, as the traditions that 

have been honored are re-evaluated with new technology 

and new options. 

2. More definitive research is needed to examine the 

amount of oral hydration needed for women in early 

labor. 

3. More research is needed to determine what safe 

practices can be suggested to help women sleep when 

painful uterine contractions continue over an extended 
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period of time. Guidelines to determine when sleep 

deprivation is occurring would be helpful for clinical 

practice. 

4. Effects of herbal tea on uterine activity should be 

investigated. 

5. Follow-up studies on how women experience early labor 

can be beneficial in understanding the phenomenon of 

early labor. 

Summary 

This chapter presented a summary of the study, 

discussion of the findings, conclusions, nursing 

implications and recommendations for further study. 

The results of the study, Women's Adaptive 

Responses to Early Labor Contractions, demonstrate that 

women need nursing guidance during the early labor 

experience. Guidelines for the amount of food, fluid and 

sleep need to be developed for women in early labor. 

Physical and sexual activities and suggested practices 

should be monitored. Elimination patterns during early 

labor need further investigation. Nursing implications 

suggest that women's responses to their physiological needs 

during early labor cannot be ignored. More definitive 

research is needed in establishing guidelines for assessing 

women's physiological needs during early labor. By 

identifying contextual and residual stimuli which affect 
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the effective adaptation of women in early labor, factors 

can be identified that put the woman at risk for expanding 

great amounts of energy to adapt to early labor 

contractions. Although the findings of this study cannot 

be generalized to other women in early labor, the results 

do provide an open door to understanding women's 

perceptions and responses to their physiological needs 

during the process of early labor. 
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COLLEGE OF NURSING 

MEMORANDUM 

TO: Sister Francine Schuster, ASC 
Graduate Student 
College of Nursing 

FROM: Ada Sue Hinshaw, PhD, RN^ Linda R. Phillips, PhD, RN 
Director of Research Chairman, Research Committee 

DATE: September 22, 1986 

RE: Human Subjects Review: Women's Adaptive Responses to Early 
Labor Contractions 

Your project has been reviewed and approved as exempt from University 
review by the College of Nursing Ethical Review Subcommittee of the 
Research Committee and the Director of Research. A consent form with 
subject signature is not required for projects exempt from full Uni
versity review. Please use only a disclaimer format for subjects to 
read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director 
o f  R e s e a r c h  i f  y o u  n e e d  a c c e s s  t o  i t .  

We wish you a valuable and stimulating experience with your research. 

ASH/fp 
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October 6, 1986 

Sr. Francine Schuster, A.S.C. 
665 North Jefferson, Apt. 12 
Tucson, AZ 85711 

Dear Sr. Schuster: 

You have been granted access to Tucson Medical Center to conduct 
your research project entitled, "Women's Adaptive Responses to 
Early Labor Contractions." Your proposal materials have been 
reviewed and approved by administrative staff of the division of 
Patient Care Resources and Human Research Committee (HRC). 
(Please see attached correspondence from HRC.) 

To facilitate your data collection activities and to minimize the 
impact of these activities on the unit, several individuals have 
been designated as your clinical liasion contacts: For the 7-3 
shift they are: Karen Fowler, PCM, and Frances Molina, APCM. 
Ms. Fowler will designate clinical liaison contacts for the 3-11 
and 11-7 shifts. 

Attached are the data collection policies and procedures which 
you are expected to follow. Upon completion of your study, you 
are expected to provide us with a formal copy of your study and 
to present your findings to interested staff. Accordingly, 
guidelines for presentation are also attached. Additionally, you 
may be asked to provide us with a brief written synopsis of your 
study for potential publication in the department's newsletter. 

We wish you a successful research experience, and we look forward 
to your sharing your results with us. 

Sincerely, 

Guadalupe S. Olivas, R.N., Ph.D. 
Coordinator 
Publications and Research 

GSO:dll 

Attachments 

cc: Karen Fowler, Patient Care Manager, Labor and Delivery 
Frances Molina, Assistant Patient Care Manager, Labor and 

Delivery 

accept.ltr 

5301 EAST GRANT ROAD • BOX 42195 • PHONE (602) 327-5461 . TUCSON, ARIZONA 85733 
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DEPARTMENT OF THE AIR FORCE 
USAF HOSPITAL DAVIS-MONTHAN (TAC) 

DAVIS-MONTHAN AIR FORCE BASE, AZ 85707 

9 October 1986 

ISMS 

TO WHOM IT MAY CONCERN: 

Sister Prancine Schuster, a graduate student at the University of Arizona, 
is permitted to collect data at USAF Hospital Davis-Monthan, Davis-Monthan 
AFB, Arizona. Data collection is in support of her graduate project 
"Women's Adaptive Responses to Early Labor Contractions." A standard 
consent form will be provided for each patient who participates in the 

survey. 

LAWRENCE W. CIMINELLI, Colonel, USAF, MSC 

Hospital Administrator 

Li. OUI 
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z. University Medical Center 
1501 North Campbell Avenue 
Tucson. Arizona 85724 

Nursing Administration 

October 23, 1986 

Sister Francine Schuster, BSN 
665 N. Jerfferson, Apt. 12 
Tucson, Arizona 85711 

Dear Sister Schuster, 

It is a pleasure to approve your request to conduct the study; 
"Women's Adaptive Responses to Early Labor Contractions", at the 
University Medical Center. Your contact person will be Ms. Becky 
Hull, RN, MS, Director of Clinical Nursing, Obstetrics/Gynecology. 

We will look forward to receiving a copy of your research results. 
Maybe you could plan to present the results to the Ob/Gyn nurses and the 
Research Development Committee for the Department of Nursing. 

Best of success with your results. 

Sincerely, 

Ada Sue Hinshaw, PhD, RN, FAAN 
Director of Nursing Research 
University Medical Center 

ASH/vk 

University Medical Center at the Arizona Health Sciences Center of the University of Arizona 
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SUBJECT'S CONSENT FORM 

I am requesting your voluntary participation in a 
study on "Women's Adaptive Responses to Early Labor 
Contractions". The purpose of the study is to gain 
knowledge that can be used to help nurses and other health 
care providers understand and meet the needs of women who 
experience early labor contractions. 

Participants in the study are pregnant women who are 
close to delivery (38-42 weeks pregnant), who have no major 
medical or obstetrical problems and who can read and 
understand English. Participation requires completion of a 
demographic questionnaire by the researcher and a brief 20-
30 minute interview now after being checked for labor and 
again 24-48 hours after the birth of your child. These 
interviews will take place in the hospital and will be 
audio taped. It may be necessary for the researcher to 
review your medical record to complete the study. 

By signing this consent form, you will be giving your 
consent to participate in the study and for the researcher 
to review your medical record. There are no known risks or 
any costs involved. A possible benefit is knowing you may 
have contributed to the provision of more comprehensive 
care for women experiencing early labor. You are free to 
withdraw from the study at any time with no adverse 
consequences to you of any kind. Any questions you may 
have about the study and your participation will be 
answered. A copy of the consent form may be had upon 
request. 

No identifying information will be kept beyond the 
study. You will not be identified on the questionnaire or 
tape by name or by descriptive information. Analysis of 
the results will refer only to the group not the 
individual. The information gained will be used only for 
research and educational purposes, but may be published in 
professional literature at a later date. A copy of the 
consent form will be filed with the University of Arizona 
College of Nursing. I have read the above; I understand 
what it says; and I consent to participate in this study. 

Subject's signature Date 

Witness's signature Date 
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DEMOGRAPHIC DATA AND RELATED INFORMATION QUESTIONNAIRE 

Client Number: Date: 

1. Age: 

2. Marital status of client: 

3. Ethnicity of client: _____ 

4. Education level of client: 

5. Gravidity: Parity: Term: Preterm: 

Abortion: Living: 

6. Gestational Aue by EDC at birth: 

7. Current prenatal classes: Previous classes: 

8. Sources of information about labor: ^ 

9. Number of labor status evaluations at hospital before 

admission: 

10. Given due date or EDC by provider: 

11. The date you expected to delivery: 

12. Length of time you thought you were in labor before 

admission: 

13. Total length of active labor recorded by nurses in L&D 

1 2 3 TOTAL: 

14. Date and time of last labor evaluation: 

15. Date and time of admission: 

16. Date and time of delivery: 
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FOCUSED INTERVIEW QUESTIONS 

(The same sequence of questions will be used for both 
interviews.) 

I. Grand tour question 

Tell me what labor has been like for you. 
—past 24 hours 
—from the time you went home until you were 

admitted to the hospital 

II. Questions about stimuli influencing adaptation. 
(Probing Questions reflect what, why, and 
effectiveness.) 

A. PHYSIOLOGICAL NEEDS 

1. NUTRITION 

—What has your appetite been like the last 
24 hours? 

—What have you actually eaten during the 
past 24 hours? 

—Why did you decide to have that to eat? 
—Was it sufficient for you? 
—Would you have eaten something else if it 

was available to you? 

2. FLUIDS 

—Were you thirsty during the past 24 hours? 
—What did you actually drink during the past 

24 hours. 
—Why did you decide to drink that? 
—Was it sufficient for you? 
—Would you have had something different if it 
was available to you? 

3. ELIMINATION 

—Did you experience any change in your bowel 
habits the past 24 hours? 

—Why do you think that might have happened? 
—What helped? What did not help? 
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4. SLEEP/REST 

—How many hours have you slept (rested) in 
the past 24 hrs? 

—Can you think of anything that made sleep 
(rest) difficult? Easy? 

—Why do you think you did not have enough 
sleep (rest)? Why do you think you slept 
resLed so well? 

—What things gave you energy the past 24 hrs? 
—What things sapped your energy? 

5. ACTIVITIES: (Physical and sexual) 

—What were you doing at home during this 
time? 

—What did that activity do for you? Did it 
give you energy? Why do you think that 
activity sapped your strength? 

—Have you had sexual intercourse in the past 
24 hrs? Have you had breast stimulation? 

—Have you stimulated your breasts in any way? 

B. ADDITIONAL INFORMATION: 

—What were you physically feeling when you 
came to the hospital? 

—What made you feel that way? 
—What were you emotionally feeling when you 

came to the hospital? 
—What do you think were causing you to feel 

that way? 

—Who was with you during the past 24 hours? 
What relation do you have with this 
pecson(s)? Were you alone at any time when 
you wanted to have someone with you? For 
how long? How did you feel about being 
with this person or about being alone? 

—How was it decided to come to the hospital? 
—Who was involved in the decision? 
—How did you feel about the decision? 

When do you expect to return to the hospital? 
How do you feel about the whole experience now? 

Is there anything you would like to add that would be 
helpful to my understanding about early labor? 



REFERENCES 

AF Pamphlet 166-27 (1982). Behavior modification related 
to food. Washington, DC: Department ot Air Force 

Auvenshine, Martha A & Enriquez, Martha G. (1985). 
Maternity nursing: Dimensions of change. 
Monterey, CA.; Wadsworth HealtH-Science Division: 
A Division of Wadsworth, Inc. 

Brown, Christine (1982). Therapeutic effects of bathing 
during labor. Journal of Nurse-Midwifery, 27 (1) 
13-16. 

Burns, J. K. (1976). Relation between blood levels of 
Cortisol and duration of human labor. Journal of 
Physiology, 254, 12P. 

Clark, Ann L. & Affonso, Dyanne D. with Harris, Thomas R. 
(1979). Childbearing: A nursing perspective (2nd 
ed). Philadelphia: F. A. Davis Company. 

Chuman, Mary A. (1983). The neurological basis of sleep. 
Heart and Lung, 12 (2), 177-183. 

Churchill, John A., Berendes, Heinz W. (1969). 
Intelligence of children whose mothers had 
acetonuria during pregnancy. In: Perinatal 
factors affecting human development. Washington, 
D.C.: Pan American Health Organization 
Publication, 185, 30-35. 

Davis, Lorna (1984). The use of castor oil to stimulate 
labor in patients with premature rupture of 
membranes. Journal of Nurse-Midwifery, 29 (6), 
366-370 

Dumoulin, J. G. & Foulkes, J. E. B. (1984). Commentary: 
Ketonuria during labour. British Journal of 
Obstetrics £ Gynecology, 91, p. 97-98. 

124 



125 

Elliott, John P. & Flaherty, James F. (1983). The use of 
use of breast stimulation to ripen the cervix in 
term pregnancies. American Journal of Obstetrics 
and Gynecology, 145 (5), 553-556. 

Ewy, Donna & Rodger (1970). Preparation for childbirth; A 
guide. Boulder, CO: Pruett. 

Felig, P. & Lynch, V. (1970). Starvation in human 
pregnancy, hypoglycemia, hypoinsulinemia, and 
hyperketonemia. Science, 170 (3961), 990-992. 

Freeman, F. R. (1972). Sleep Research. Springfield, 111.: 
Charles C. Thomas. 

Friedman, Emanuel A. (1978). Labor: Clinical Evaluation 
and Management (2nd ed.). New York: Appleton-
Century-Crofts. 

(1982). In Perinatal Medicine: Management of 
The High Risk Fetus £ Neonate (2nd Ed.) 
Bolognese, Ronald J., Schwarz, Richard H. & 
Schneider, Jan (Eds.). Baltimore, MD: Williams & 
Wilkins. Chapter 10 "Assessment of Progress in 
Labor". 

Gibbs, jack P. (1972). Sociological Theory Construction. 
Hinsdale, IL: Dryden Press. 

Hazel, Nancy R. (1986). Hydration in labor: Is routine 
intravenous hydration necessary? Journal of 
Nurse-Midwifery, 31(4), pp. 171-176. 

Hendricks, Charles H, Brenner, William E., Kraus, Gary 
(1970). The normal cervical dilatation pattern in 
late pregnancy and labor. American Journal of 
Obstetrics and Gynecology, 106, 1065-1082. 

Hylton, W. (Ed.). (1974). The Rodale herb book. (1st Ed.). 
Pennsylvania: Rodale Press. 

Kay, Margarita A. (1980). Mexican, Mexican-American and 
Chicana childbirth. In Margarita B. Melville, 
Twice a Minority: Mexican American Women. 
St. Souis: The C. V. Mosby Co. 

Khamis, Y., Shaala, S., Damarawy, H., Romia, A. & 
Toppozoda, M. (1983). Effect of heat on uterine 
contractions during normal labor. International 
Journal of Gynecol. &_ Obstetrics, 21~, pp. 491-493. 



126 

Kerlinger, Fred N 
research 
Winston, 

. (1973). 
(2nd ed.) 
Inc. 

Foundations of behavioral 
New York: HoTt, Rinehart, and 

Koontz, William L. & Bishop, Edward H. 
of the latent phase of labor. _ 
and Gynecology, 25 (1), 111-114. 

(1982). Management 
Clinical Obstetrics 

Lederman, Regina P., Lederman, Edward, Work, Bruce A. 
(Jr.) & McCann, Daisy S. (1978). The relationship 
of maternal anxiety, plasma catecholamines and 
plasma Cortisol to progress in labor. American 
Journal of Obstetrics and Gynecology, 132 (5), 
495-500. 

Lehrman, Ela-Joy (1986) 
Nurse-Midwife. 

Personal communication, Certified 

Meltzer, Boyd E., Ravnikar, Veronica, Vileisis, Rita A. & 
Freinkel, Norbert (1982). "Accelerated 
starvation" and the skipped breakfast in late 
normal pregnancy. Lancet, March 13, 588-592. 

Mendez-Bauer, C., Arroyo, J., Garcia-Ramos, C., Menendez, 
A., Lavilla, M., Izquierdo, F., Villa-Elizaga, I., 
Zamarriego, J. (1974). Effects of standing 
position on spontaneous uterine contractility 
and other aspects of labor. Journal of Perinatal 
Medicine, 3, 89-100. 

Metheny, Norma M. & Snively, W. D. (Jr.) (1983). Nurses1 

handbook of fluid balance (4th ed.). Philadelphia: 
J. B. Lippincott Co., 101-110. 

Miles, Margaret S. & Carter, Melba C. (1983). Assessing 
parental stress in intenstive care units. 
American Journal of Maternal-Child Nursing, 8, 
354-359. 

Miles, Mathew B. & Huberman, A. Michael (1984). 
Qualitative Data Analysis; A Sourcebook of New 
Methods. Beverly Hills, CA: Sage Publications. 

Naeye, Richard L. & Chez, Ronald A. (1981). Effects of 
maternal acetonuria and low pregnancy birth weight 
gain on children's psychomotor development. 
American Journal of Obstetrics and Gynecology, 139 
(2)  ,189-137:  



127 

Oakley, Ann (1985). Social consequences of obstetric 
technology: The importance of measuring "soft" 
outcomes. Birth, 10 (2), 99-108, 

Paterson, Peter, Sheath, June, Taft, Pincus, & Wood, Carl 
(1967). Maternal and foetal ketone concentrations 
in plasma and urine. Lancet, i, 862-865. 

Pearson, J. F. & Shuttleworth, R. (1973). Metabolic effects 
of a hypertonic fructose infusion on the mother 
and fetus during labor. American Journal of 
Obstetrics and Gynecology"! Ill (271 259-2lT!r. 

Peisner, David B. & Rosen, Mortimer G. (1985). Latent 
phase of labor in normal patients: A reassessment. 
American Journal of Obstetrics and Gynecology, 66 
(5), 6U-TW. 

Peterson, Gayle H. & Mehl, Lewis (1985). Vol. 1. 
Pregnancy as healing: A holistic philosophy for 
prenatal care. Berkeley, CA: Mindbody Press. 

Pollock, Susan E. (1984). The stress response. Critical 
Care Quarterly, vol. 21. 

Pritchard, Jack A. & MacDonald, Paul C. (1980). William's 
Obstetrics (16th ed.). New York: Appleton-
Century-Crofts. 

Publication by Childbirth and Parent Education Association 
of Peoria: Chapter of international Childbirth 
Education Association. Lamaze prepared childbirth: 
Class guideline (1976), Peoria, Illinois. 

Publication by Childbirth Education Association of 
Mississippi. Labor & delivery guide (1979). 

Roberts, Joyce (1980). Alternative positions for 
childbirth: Part 1, First stage of labor. Journal 
of Nurse-Midwifery, 25 (4), 11-18. 



128 

Roy, Sister Callista. ( 1 9 7 0 ) .  Adaptation? A conceptual 
framework for nursing. Nursing Outlook, 18 (3), 
42-45. 

( 1 9 8 0 ) .  The Roy Adaptation Model. In J.P.Riehl 
and C. Roy (eds). Conceptual models for nursing 
practice. New York: Appleton-Century-Crofts, 
135-144. 

Rudolf, Mary C. & Sherwin, Robert s .  ( 1 9 8 3 ) .  Clinics in 
endo c r i n o l o g y  &  metab o l i s m ,  1 2  ( 2 ) ,  4 1 3 - 4 2 8 .  

Schuster, Sr. Francine (1985). Unpublished paper, 
A grounded theory approach to the study of 
pre-labor behavior, university of Arizona, Tucson, 

Scrimshaw, Susan C.M. & Souza, Ruth ( 1 9 8 2 ) .  Recognizing 
active labor: a test of a decision-making guide 
for pregnant women. Social Science and Medicine, 
1 6 ,  1 4 7 3 - 1 4 8 2 .  

Seidel, John V., Kjolseth, Rolf & Clark, Jack A. (1985). 
The Ethnograph: a user's guide to computer 

• software, Littleton, CO.: QualTis Research 
Associates. 

Sinquefield, Gail ( 1 9 8 5 ) .  Midwifery management of 
prodromal labor. Journal of Nurse-Midwifery. 
30(6), 342-346. 

Shannahan, Mary D. & Cottrell, Barbara H. (1985). Effect 

of the birth chair on duration of second stage 
labor, fetal outcome and maternal blood loss. 
Nursing Research, 34 (2), 89-92. 

Varney, Helen (1980). Nurse-Midwifery. Boston: 
Blackwell Scientific Publications, Inc. 


