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Objective: to compare experiences with early labour assessment and support at home vs. by telephone.

Design: a randomised controlled trial of nurse home visits vs. telephone support for assessment and

support of women in early labour.

Setting: hospitals serving obstetrical populations in metropolitan and suburban Vancouver, British

Columbia, Canada.

Participants: healthy nulliparous women in labour at term with uncomplicated pregnancies participat-

ing in the third and fourth year of the trial.

Intervention: women were randomised to receive early labour assessment and support at home

(n¼241) and or to receive assessment and support by telephone (n¼182).

Measurement: the Early Labour Experience Questionnaire (ELEQ), a 26-item self-administered ques-

tionnaire that measures women’s experience with early labour care across three domains: emotional

well-being, emotional distress and perceptions of nursing care.

Findings: women who received home visits rated their early labour experience more positively overall

compared to women who received telephone support (103.14712.45 vs. 99.67713.11, po .01)includ-

ing perceptions of nursing care that they received (38.6472.90 vs. 36.8274.09, po .001). However,

women’s affective experiences did not differ.

Key conclusions: early labour nursing care provided at home is associated with a more positive

experience of early labour compared to telephone support.

& 2012 Elsevier Ltd. All rights reserved.
Introduction

The period of labour prior to 3 cm of cervical dilation, known as
the ‘latent phase,’ has in many senses become a time of conflict
between a woman’s perceived need to be cared for and the
perception of caregivers that best practice means keeping women
out of hospital. While women who live in a culture that is
entertained by media portraying childbirth as terrifying or humi-
liating (Nolan, 2009) cannot be faulted for wanting to be in hospital,
maternity care providers, inundated with literature that demon-
strates the hazards of early admission, are equally determined to
keep them out. Hazards associated with admission in latent phase
labour include higher risk for medical intervention including
electronic monitoring, epidural analgesia, oxytocin, and caesarean
section (Hemminki and Simukka, 1986; Holmes et al., 2001; Bailit
et al., 2005; Rahnama et al., 2006). In spite of this, population-based
ll rights reserved.
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studies have shown that up to 45% of spontaneously labouring
nulliparous women are admitted to the labour ward prior to the
onset of active labour (Janssen et al., 2003). The response of women
themselves to their early labour care has largely been ignored, in
part because they have been perceived to not require care at this
time (Greulich and Tarrant, 2007; Barnett et al., 2008). In the
current study, we compared experiences with early labour care
among women randomised to receive nursing assessment and
support by telephone with those of women receiving at home visits.
Methods

Design

We conducted a multisite randomised controlled trial compar-
ing early labour assessment and support by telephone with home
visits by hospital-based obstetrical nurses and midwives. In this
paper we present for the first time, the findings on women’s
experiences with early labour care. Methods for this trial are fully
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described elsewhere (Janssen et al., 2006) but details are provided
here in brief. While the entire trial enroled 1,459 participants, the
evaluation of women’s experience with care was intentionally
begun in the third year of the four-year trial in order to avoid
either a ‘halo’ effect of being in the study or bias associated with
inconsistent nursing staffing issues in the early stages of the
study. Among eligible women invited to participate, the refusal
rate for the trial overall was 4% (Janssen, et al., 2006).
Setting

All hospitals in the South-Western corner of British Columbia,
Canada, a geographically distinct area.
Participants

Women were considered to be eligible for participation if they
(1) lived within a 30-mins drive of the hospital, (2) were between
the ages of 16 and 42 years, (3) had completed 37–41 weeks of
gestation, (4) were nulliparous, (5) were carrying a singleton fetus
in the vertex position, and (6) spoke one of six study languages
(English, Cantonese, Mandarin, Punjabi, Korean or Farsi). Exclu-
sion criteria included conditions that were pre-existing or arising
during pregnancy that would preclude staying at home for early
labour, including diabetes, cardiovascular disease, antepartum hae-
morrhage, abnormal fetal biophysical profile or fetal anomalies.
Recruitment

Women were invited to participate at first contact with the
hospital, either by phone or at presentation to the hospital triage
ward. They were greeted by the ward nurse and asked if they
would like to speak to a research nurse who would explain the
details of a study of early labour care. After obtaining informed
consent, women were randomised using a centralised telephone
randomisation service to receive early labour care by a hospital-
based obstetrical nurse either (a) via telephone or (b) at a
home visit.
Intervention

In each group labour was assessed with a standardised suite of
questions inquiring about the nature of contractions, the presence
of bloody show, the status of membranes, colour of amniotic fluid,
bleeding per vagina, fetal movements, and the woman’s own
assessment of her ability to cope with contractions. In both
groups, women were given standardised advice as to when to
come in/return to hospital. In the telephone group, suggestions
for coping with contractions were made over the phone. Women
had unlimited access to telephone support by a consistent
experienced hospital-based obstetrical nurse in both groups. The
nursing assessment in the home visit group was identical to that
over the telephone but, in addition, included a physical assess-
ment. Comfort measures were taught to the woman and her
support persons as needed. If needed, women in the home
assessment arm were visited more than once. The home and
telephone-based interventions were administered by the same
group of experienced labour/delivery nurses. Over 90% of women
received their allocated treatment in each group (Fig. 1). The
study was approved by the University of British Columbia Clinical
Ethics Review Board and the Research Review Boards of partici-
pating hospitals.
Measurement

Experience with early labour care was measured by the Early
Labour Experience Questionnaire (ELEQ) (Janssen and Desmarais,
in press). This self-administered scale has 26 items on a five point
Likert scale, with five being the most positive answer and with a
highest possible score of 130. The scale consists of three domains:
Emotional Well-Being, Emotional Distress, and Perceptions of
Nursing Care. Women were given the following instruction to
ensure that they were evaluating the care they received prior to
hospital admission: Please answer these questions in relation to the

time you spent in early labour before you came into hospital. The
ELEQ has good internal consistency as indicated by a Cronbach’s a
coefficient at .87 for the total score. Content validity was demon-
strated by a factor analysis with three distinct factors that
together accounted for 50.6% of the variance in women’s satisfac-
tion with their early labour care.

Analysis

We compared study groups in an intention to treat analysis.
Missing items were imputed by taking the mean of all responses
to that item. Continuous variables were compared using inde-
pendent t-tests. The w2 statistic was used for categorical variables.
Total and domain-specific scores were calculated for each group
using t-tests. The type I error was denoted as po .05. Based on
responses to the same affective items as used in our pilot study
(Janssen et al., 2003), detection of a 20% relative change in mean
score per item, using a Type I error (alpha) of.05 and a Type II error
of .20 (80% power), required 119 women in each study group.
Findings

In total, 630 women participated in the trial during the period
in which the substudy on women’s experience of early labour
took place: 328 in the home visit group and 302 in the telephone
support group. Due to our inability to provide staffing of research
nurses and midwives around the clock to all hospitals (generally,
we provided staffing about 5–6 days/week, 18 hrs/day) question-
naires were not provided to all participants. Women who received
questionnaires did not differ from those who did not with respect
to age, employment status, income, ethnicity, or use of a doula.
Women who returned questionnaires were more likely to have a
university education (37.6 vs. 29.8%, p¼ .005) and were more
likely to have attended prenatal education (57.5% vs. 50.7%,
p¼ .02). Completed questionnaires were retrieved on the same
day that they were distributed. No women refused to complete
the study questionnaires, however questionnaires were received
from 246 women in the home visit group and 197 in the
telephone support group. Questionnaires with 10% or more of
the items unanswered were removed from analyses; 5 in the
home visit group and 15 in the telephone support group. Six per
cent of questionnaires had 3 (10%) or fewer questions unan-
swered and data was imputed to calculate total scores. Among
questionnaires completed, 241 in the home visit group, and 182
in the telephone support group, were analysed.

Among women who completed questionnaires, study groups
did not differ at baseline with respect to sociodemographic
factors or characteristics of early labour (Tables 1 and 2).

Overall women’s experience with early labour care as mea-
sured by ELEQ total scores was significantly more positive for
women who received home visits compared to women who
received telephone support (103.14712.45 vs. 99.67713.11,
t[421]¼2.77, po .01). Scores on the Perceptions of Nursing Care
subscale were significantly higher in the home visit group



Assessed for eligibility: 
2337 

Excluded: 878 
Not meeting inclusion criteria: 607 
Refused to participate:                94 
Other reasons:                           177 
 No ELASH nurse on duty:   98 

Patient didn’t call ELASH:  79

Randomized: 
1459

Allocated to home visit:                              728 
Received allocated intervention:          654 
Did not receive allocated intervention:  74 
 No nurse:                                            5 
 Came to hospital without visit:        54 
 Declined visit:                                  12 

Reason unknown                                3

Allocated to telephone support:                   731 
    Received allocated intervention:              725 
    Did not receive allocated intervention:        6 
 Came to hospital without phoning      6       

Lost to follow-up:                  0 
Discontinued intervention:    0 

Lost to follow-up:                 0 
Discontinued intervention:   0 

Eligible during time period for  
    Satisfaction substudy:                       328 
Questionnaires received                        246 
Questionnaires analyzed                       241 

Eligible during time period for  
    Satisfaction substudy:                       302 
Questionnaires received                        197 
Questionnaires analyzed                       182 

Fig. 1. Flow diagram for recruitment and eligibility.
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(38.6472.90 vs. 36.8274.09, t[421]¼5.34, po .001). The items
measuring whether they would recommend this type of early
labour care to a friend and whether they believed they went to
the hospital at the right time, were also significantly higher
among women who received home visits than among women
who received telephone support. Scores on the Emotional Well-
Being (29.6176.45 vs. 29.8276.11) and Emotional Distress
(16.6475.53 vs. 15.8375.16) subscales did not differ signifi-
cantly, nor did individual items within those subscales (Table 3).
Discussion

Early labour care has essentially been ignored in the extant
evaluation literature, in large part because it tends to take place
out of hospital and is provided by friends and family. We
administered a new scale designed to measure women’s experi-
ence with care in the latent phase of labour, prior to hospital
admission. We compared experiences among women receiving
telephone support during early labour care by experienced
hospital-based nurses and midwives with home visits, allocated
in a random fashion. Our findings that women preferred home-
based care are not unexpected. The reassurance of a hands-on
assessment by an experienced nurse could easily be experienced
as more reassuring and empowering than telephone-based
support. Qualitative research has reported that women sent home
without expert help experience escalating fear and anxiety
(Barnett et al., 2008). Studies of early labour care by midwives
in the UK found that, in telephone conversations, women per-
ceived midwives as casual or uncaring (Spiby and Green, 2009).

There are many possible explanations for failing to identify
significant differences between study groups on the affective
(Emotional Well-being and Emotional Distress) scales. Firstly,
the study groups were both comprised of healthy nulliparous
women with uncomplicated pregnancies who may have been in
fairly similar emotional states, regardless of the type of early
labour care they received. Differences in the affective experiences
of early labour may exist between women who have and have not
experienced pregnancy complications. Secondly, the affective
experience of early labour may not be a critical component of
women’s satisfaction with their early labour care. These possibi-
lities will need to be explored in future research.

Evaluation of women’s experiences of early labour care has not
been described in the literature. Given that early admission in labour
and/or a prolonged latent phase are predictive of caesarean birth and
adverse neonatal outcomes (Hemminki and Simukka, 1986; Chelmo
et al., 1993; Bailit et al., 2005; Gharoro and Enabudoso, 2006)
women’s experiences during early labour may reflect not only
the care provided to them, but underlying pathology responsible
for their early labour experience. The question of whether greater



Table 1
Participants’ sociodemographic characteristics.

Study group

Home visit
(n¼241)

Telephone support
(n¼182)

p-Value

Age in years (M7SD) 29.1774.93 29.1775.17 .99

Marital status (n, %) .27

Partner 238 (98.8) 175 (96.2)

Lone parent 3 (1.2) 6 (3.3)

Missing 0 (.0) 1 (.5)

Education (n, %) .21

Some high school 14 (5.8) 13 (7.1)

High school diploma 40 (16.6) 24 (13.2)

Some post-secondary 19 (7.9) 13 (7.1)

Trade school/college diploma 64 (26.6) 37 (20.3)

Some university education 16 (6.6) 23 (12.6)

University degree 87 (36.1) 71 (39.0)

Missing 1 (.4) 1 (.5)

Family Income (n, %) .62

Less than $20,000 35 (14.5) 24 (13.2)

$21,000–39,000 49 (20.3) 42 (23.1)

$40,000–$59,000 50 (20.7) 29 (15.9)

$60,000 or more 94 (39.0) 73 (40.1)

Missing 13 (5.4) 14 (7.7)

Employment (n, %) .43

Full time 150 (62.2) 120 (65.9)

Part time 22 (9.1) 19 (10.4)

Unemployed 68 (28.2) 41 (22.5)

Missing 1 (.4) 2 (1.1)

Partner employment (n, %) .56

Full time 206 (85.5) 152 (83.5)

Part time 9 (3.7) 5 (2.7)

Unemployed 21 (8.7) 16 (8.8)

Not applicable 3 (1.2) 6 (3.3)

Missing 2 (.8) 3 (1.6)

Ethnicity (n, %) .23

White 112 (46.5) 81 (44.5)

East Asian 60 (24.9) 44 (24.2)

South Asian 56 (23.2) 42 (23.1)

First nation 5 (2.1) 1 (.5)

Black 1 (.4) 5 (2.7)

Other 7 (2.9) 9 (4.9)

Missing 0 (.0) 0 (.0)

Primary language (n, %) .48

English 182 (75.5) 142 (78.0)

Other 59 (24.5) 39 (21.5)

Missing 0 (.0) 1 (.5)

Table 2
Participants’ labour characteristics.

Study group

Home visit
(n¼241)

Telephone support
(n¼182)

p-Value

Employed a doula 14 (6.0) 12 (6.8) .73

Attended prenatal class 129 (55.1) 106 (60.6) .27

Perceived duration of labour

prior to admission424 hrs

95 (39.4) 65 (35.7) .44
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rates of intervention among women admitted in latent phase is more
strongly associated with an inherently higher risk of dysfunctional
labour compared with exposure to the hospital environment, includ-
ing nursing care, remains unresolved (Greulich and Tarrant, 2007). If
prolonged latent phase labour reflects underlying pathology, atten-
tion to women’s response to early labour care could alert caregivers
to pay close attention to the transition to active labour and to
diligently monitor ongoing progress. Conversely, a randomised trial
of obstetrical triage indicated that admission in earlier labour was
associated with excess risk of interventions, suggesting that it is in
fact the hospital environment that leads to increased interventions
and caesarean births (McNiven et al., 1998). If this were true,
women’s experiences with early labour care may be a critical
element contributing to their willingness to remain out of hospital
during that time.

Our study is limited by some respondent bias in that fewer
women in the telephone triage arm of the trial returned their
questionnaires. This may be related to the finding that they viewed
their nursing care less positively than those in the hospital visit
group. If women who felt most negatively about their care were
least likely to return the questionnaires, then we may have under-
estimated the differences between groups, creating a conservative
bias in our findings.

Our study provides evidence that women in early labour who
receive home-based care rate their experience more positively
than women receiving telephone support. In our trial, women
randomised to receive home visits were able to stay at home until
a more advanced stage of labour (Janssen et al., 2003). Evaluation
of women’s experience with early labour care may permit
obstetrical facilities to provide care in early labour that better
meets women’s needs for reassurance and information. In future
studies, elucidation of the components of early labour care which
best support women may also promote physiologic birth with
fewer obstetrical interventions.



Table 3
Early labour questionnaire item characteristics.

Home visit Telephone support p-Value

M7SD Range M7SD Range

Item scores
While you were in early labour at home did you feel safe? 3.9971.16 1–5 4.0971.09 1–5 .43

While you were in early labour at home did you feel confident? 3.6271.14 1–5 3.6071.13 1–5 .75

While you were in early labour at home did you feel happy? 3.5571.24 1–5 3.7571.24 1–5 .08

While you were in early labour at home did you feel excited? 4.0571.03 1–5 4.0471.14 1–5 .60

While you were in early labour at home did you feel relaxed? 2.9971.29 1–5 2.9771.25 1–5 .91

While you were in early labour at home did you feel comfortable? 3.4671.35 1–5 3.4071.24 1–5 .38

While you were in early labour at home did you feel in control? 3.4071.18 1–5 3.4971.15 1–5 .44

While you were in early labour at home did you feel supported? 4.557 .84 1–5 4.487 .84 1–5 .16

Total: emotional well-being 29.6176.45 29.8276.11 .73
While you were in early labour at home did you feel distressed? 3.0971.34 1–5 3.0171.25 1–5 .53

While you were in early labour at home did you feel insecure? 3.4171.31 1–5 3.2271.35 1–5 .16

While you were in early labour at home did you feel confused? 3.157 .140 1–5 3.0371.31 1–5 .38

While you were in early labour at home did you feel tense? 2.4671.23 1–5 2.2671.10 1–5 .13

While you were in early labour at home did you feel scared? 2.6171.32 1–5 2.4471.27 1–5 .19

While you were in early labour at home did you feel anxious? 1.9271.15 1–5 1.8871.05 1–5 .87

Total: emotional distress 16.6475.53 15.8375.16 .13
When you were in early labour at home, did the nurse give you the information you wanted?n 4.797 .63 1–5 4.517 .76 1–5 o .001

When you were in early labour at home, did the nurse reassure you when you needed it?n 4.757 .60 2–5 4.457 .83 1–5 o .001

When you were in early labour at home, did the nurse spend enough time with you?n 4.757 .70 1–5 4.2571.06 1–5 o .001

When you were in early labour at home, did the nurse listen carefully to what you had to say?n 4.897 .44 2–5 4.757 .65 1–5 o .002

When you were in early labour at home, did the nurse treat your family and/or friends with respect?n 4.957 .26 2–5 4.827 .49 3–5 o .001

When you were in early labour at home, did the nurse respect your wishes about going to the hospital?n 4.807 .56 2–5 4.657 .80 1–5 .047

Did you feel that you have confidence in the nurse?n 4.857 .47 2–5 4.607 .73 1–5 o .001

Did you feel the nurse was always at ease and calm with you? 4.857 .37 3–5 4.797 .66 1–5 .89

Total: perceptions of nursing care 38.6472.90 36.8274.09 o .001
Did the nurse and doctor work as a team in providing care? 4.477 .91 1–5 4.3171.07 1–5 .20

Do you feel the nurse treated you in a rude way?n 4.957 .26 2–5 4.867 .57 1–5 .07

Would you recommend this type of early labour to a friend?n 4.767 .68 1–5 4.477 .91 1–5 o .001

Did you feel you went to the hospital at the right time?n 4.537 .89 1–5 4.3271.09 1–5 .03

Total scoren 103.14712.45 56–130 99.67713.11 60–127 o .001

Note: All items were recorded such that a higher value represented a more positive rating.
n Comparisons revealed significant differences between study groups.
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