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ARTICLE INFO Abstract

Introduction: Coping strategies performed in labour or taught in pregnancy reduce 
women’s pain and anxiety, enhancing women’ self-efficacy. To identify which are the 
most appropriate coping strategies health care providers should implement to help 
women cope with a prolonged latent phase of labour.

Materials and Methods: A systematic review was carried out during December 
2018 on MEDLINE - Pubmed, CINAHL, Web of Science PsycINFO, and Scopus. All of 
the RCTs assessing the effects of coping strategies during the latent phase of labour on 
primiparous or nulliparous women aged 16 or above were included. We independently 
reviewed the selected studies and extracted data using predefined criteria including 
samples, interventions, timings and outcomes.

Results: 3591 studies were identified, of which 8 met the inclusion criteria. Two 
main groups of coping strategies were found: Coping Strategies Performed in Labour 
(CSPL) or Coping Strategies Taught in Pregnancy (CSTP). The CSPL included manual or 
relaxation techniques delivered during labour, which were associated with a decrease of 
pain intensity and anxiety levels. The CSTP included educational interventions provided 
during the third trimester of pregnancy, which were aimed to improve women’s self-
efficacy and knowledge about labour. Efficacy of educational interventions wasn’t 
consistent among all studies, but self-efficacy was higher in women educated on 
relaxation techniques, while pain was lower in women educated on both manual and 
relaxation techniques. 

Discussion: More high-quality research is needed regarding which groups of coping 
strategies is more effective, paying attention on the measurement tools, outcomes and 
health care providers involved. 

Introduction
The latent phase of labour is defined as a period of time 

marked by painful uterine contractions and variable changes of 
the cervix, including some degree of cervical effacement and a slow 
dilatation up to 5 cm [1]. The timing of the latent phase of labour 
can vary widely from one woman to another, possibly depending 
on physiological or pathological causes but also on psychological  
factors like the woman’s emotions and sensibility to the  

 
environment [2]. Since the certain duration of the latent phase has 
not yet been established [1], uncertainty and waiting may amplify 
women’s fear and anxiety [3]. The timing of hospitalization is often 
subjected to women’s self-evaluation and needs for reassurance 
or support [4]. An early hospitalization may lead to a series of 
unnecessary medical interventions to accelerate the latent phase 
of labour [5], which are not recommended by WHO [1]. However, 
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WHO [1] does recommend the use of coping techniques, such as 
relaxation or manual techniques, for the management of women’s 
pain and anxiety during latent phase. Indeed, the ability of women 
to endure pain or anxiety in labour is related to the perceived 
level of support and knowledge [4,6], which could be enhanced 
by working on their coping skills. Coping is defined by Lazarus & 
Folkman [7] as the person’s cognitive and behavioral efforts meant 
to manage situations that are perceived as stressful.  During a 
prolonged latent phase of labour the coping efforts could serve as 
powerful resources [8] in the management of anxiety and pain [9]. 
However, which of these coping techniques are the most adequate 
to ease the management of women’s latent phase of labour is not 
clear yet [10]. Therefore, the purpose of this systematic review was 
to identify which are the most appropriate coping strategies health 
care providers should implement to help women cope with latent 
phase of labour.

Materials and Methods
Literature Search Strategy

A systematic review of the literature was carried out to identify 
randomized [RCT] controlled trials assessing the effects of coping 
strategies during the latent phase of labour. A detailed search 
strategy was developed, based on the Population, Intervention, 
Comparison and Outcome (PICO) approach [11] and the 
recommended guidelines for the reporting of systematic reviews 
and meta-analyses [12]. Systematic searches of the following 
online databases were conducted in December 2018: MEDLINE/
PubMed; Cumulative Index to Nursing and Allied Health Literature 
(CINAHL); Web of Science; PsycINFO; Scopus. Bibliographic search 

was restricted to studies reported in English. Search records were 
managed in Zotero.

Eligible Criteria

All randomized [RCT] controlled trials assessing the effects of 
coping strategies during the latent phase of labour on primiparous 
or nulliparous women aged 16 or above were included. Following 
the WHO recommendations on intrapartum care [1] (2018), we 
included in our review all manual or relaxation techniques for pain 
management during the phase of labour, as well as all educational 
interventions for coping enhancement delivered by a midwife or 
a nurse during pregnancy. In accordance with literature findings, 
the primary outcomes chosen were pain, self-efficacy and anxiety 
[1,3,9]. The exclusion criteria were high risk pregnancy, pre-term 
birth, infective disease and psychiatric illness. 

Study Selection and Quality Assessment

After removal of duplicates, titles and abstracts of all retrieved 
search, records were independently screened by two reviewers 
[GA, DC] for meeting inclusion criteria. Full text of studies included 
were then retrieved and reviewed for final selection. Disagreements 
were resolved through consultation with a third reviewer [MLR]. 
Two reviewers [CG, BB] independently rated the methodological 
quality of all included studies using the Revised Cochrane risk-of-
bias tool for randomized trials (RoB 2) [13]. As recommended by 
the RoB 2 guidelines, risk of bias was described and assessed for all 
primary outcomes evaluated in each study (Supplemental File 1#). 
Any disagreements about the methodological quality were resolved 
through consensus. 

Supplement File 1#: Studies details for assessment of the methodological quality using the Revised Cochrane risk-of-bias tool for 
randomized trials (RoB 2).

Outcome assessed for risk of bias: Pain

Reference Study design Numerical result being assessed Team’s aim for the result

Chang et al [17], Taiwan RCT p= 0.000 assignment to intervention

Duncan et al. [15] USA RCT p= 0.15 assignment to intervention

Escott et al. [21] UK Cluster RCT p= 0.88 assignment to intervention

Ip et al. [18] Hong Kong RCT p= <0.001 assignment to intervention

Kimber et al. [22] UK Placebo RCT 95% confidence interval (CI) assignment to intervention

Liu et al. [19] Taiwan RCT p= <0.001 assignment to intervention

Maimburg et al. [16] Denmark RCT p= 0.43 assignment to intervention

Outcome assessed for risk of bias: Anxiety

Reference Study design Numerical result being assessed Team’s aim for the result

Chang et al [17], Taiwan RCT p= 0.04 assignment to intervention

Ip et al. [18] Hong Kong RCT p= <0.001 assignment to intervention

Liu et al. [19] Taiwan RCT p= 0.09 assignment to intervention

Outcome assessed for risk of bias: Self-efficacy

Reference Study design Numerical result being assessed Team’s aim for the result

Duncan et al. [15] USA RCT p= 0.4 assignment to intervention

Escott et al. [21] UK RCT p= 0.58 assignment to intervention

Ip et al. [18] Hong Kong RCT p= 0.92;                                                  
p= 0.64; assignment to intervention

Rahimparvar et al. [20] Iran RCT p= 0.001 assignment to intervention
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Data Extraction and Analysis

For all included studies the following data was extracted: 
bibliographic details, study population and sample size, 
intervention, timing and follow up, participation of the partner, 
outcomes measured and related tools (Table 1). Studies’ 

interventions were further analysed to identify the coping strategy 
employed and whether it was taught in pregnancy (CSTP) or 
directly performed in labour (CSPL) by the midwife or the nurse 
[14].  If present, the conceptual model or framework behind the 
intervention was indicated. 

Table 1: Summary characteristics of studies included in systematic review (N = 8).

Author, Year, 
Country Sample Intervention Timing Outcomes Measurement Validation of 

tool (Y/N)
Quality 

assessment

Chang et al. [17], 
Taiwan

42 S

41 C

Massage Programme

VS

Standard Nursing Care

Labour
Pain Present Behavioural 

Intensity (PBI) Y Some concerns

Anxiety Visual Analogue Scale 
for anxiety (VASA) Y High risk

Duncan et al. 
[15] USA

15 S

15 C

Mindfulness Training 
Educational Programme

VS

Selected Antenatal Classes

3rd trimester

Pain Visual Analog Scale 
(VAS) Y High risk

Self-efficacy Childbirth Self-Efficacy 
Inventory (CBSEI) Y Some concerns

Escott et al. [21] 
UK

35 S

45 C

Coping Strategy 
Enhancement Educational 

Programme

VS

Standard Antenatal Class

3rd trimester
Pain Present Pain Intensity 

(PPI) Y High risk

Self-efficacy 18 item scale Y High risk

Ip et al. [18] 
Hong Kong

96 S

96 C

Self-Efficacy Enhancing 
Educational Programme

VS

Standard Antenatal Class on 
voluntary basis

3rd 
trimester

Pain Visual Analogue Scale 
(VAS) N Low risk

Anxiety Visual Analogue Scale 
(VAS) Y Low risk

Self-efficacy
Chinese Childbirth 

Self-Efficacy Inventory 
Short form (CBSEI)

N Low risk

Kimber et al. 
[22] UK

30 S - 
30 P

30 C

Massage Educational 
Programme with relaxation 

techiniques

VS

Music Programme with 
relaxation techniques

VS

Standard Antenatal Classes

3rd trimester Pain Visual Analogue Scale 
(VAS) N Some concerns

Liu et al. [19] 
Taiwan

51 S 

54 C

Music Therapy Programme

VS

Standard Nursing Care

Labour
Pain

Visual Analogue Scale 
for Pain (VASP)

Present Behavioural 
Intensity (PBI)

N

Y
High risk

Anxiety Visual Analogue Scale 
for anxiety (VASA) N High risk

Maimburg et al. 
[16] Denmark

603 S

590 C

Antenatal Training 
Education

VS

Standard Antenatal Class

3rd trimester Pain use of pain relief N Some concerns

Rahimparvar et 
al. [20] Iran

75 S 

75 C

Educational Software

VS

Routine Prenatal Care

3rd trimester Self-efficacy Childbirth Self-Efficacy 
Inventory (CBSEI) Y Some concerns

Results
Main Characteristics of the Included Studies 

The literature search generated 3591 references, of which 
8 studies met our inclusion criteria. Numbers and reasons for 
exclusion at each stage are reported in Figure 1. Overall, 1923 
women were enrolled in the studies; most of them enrolled a 

sample ranging from 80 to 200 women, while one study had a 
sample of just 30 women [15] and another enrolled more than 
1000 women [16]. The studies were published between 2002 and 
2017, mainly in Asia [17-20] and Europe [16,21,22], while only one 
study was published in the USA [15]. Except for one [15], all studies 
reported women’s mean age, ranging from 25,2 [20] to 29 [21] 
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for the experimental group and from 24,8 [20] to 30 [22] for the 
control group. Description of sample, intervention, and outcomes 
is reported in Table 1. All studies described interventions aimed to 
enhance women’s ability to cope with latent phase of labour. The 
studies were categorized in two main groups, based on the timing 

of interventions: studies in which the intervention was performed 
during labour (CSPL) by a health provider to help women cope with 
latent phase of labour (Table 2), and studies in which an educational 
intervention was taught during pregnancy (CSTP) (Table 3). 

 

Figure 1: Flow diagram of the study selection process. From: Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group 
(2009). Preferred Reporting Items for Systematic Reviews and Meta-Analyses: The PRISMA Statement. PLoS Med 6(7): e1000097.

Table 2: Coping strategies performed in labour (CSPL).

Reference
Coping strategies

Efficacy
Technique Description Partner (Y/N)

Chang et al [17] Manual
Al least two directional, reasonably firm and rhythmic massage lasting 
30 minutes and comprising abdominal effleurage, sacral pressure and 

shoulder and back kneading.
Y Pain** 

Anxiety **

Liu et al. [19] Relaxation
Participants were instructed to choose one of the following types of 

relaxing, anxiety-reducing music: classical; light; popular; crystal children’s; 
chinese religious music for at least 30 minutes during latent phase

N Pain** 
Anxiety **

The CSPL’s group included two studies [17,19] in which manual 
and relaxation techniques, such as massage and music, were 
performed by the health provider during labour to help women 
cope with the latent phase of labour. Both these interventions 
showed a statistically significative decrease on pain and anxiety 
compared with the control groups, who received routine care only. 
Moreover, the presence and collaboration of the partner positively 
influenced the quality of women’s labour experience [17]. The 
CSTP’s group included six studies [15,16,18,20-22] where various 
educational interventions were delivered during the third trimester 

of pregnancy to improve women’s self-efficacy or knowledge about 
labour and birth experience (Table 3). The relaxation techniques, 
such as mindfulness or cognitive restructuring of pain (Table 3), 
were the most commonly taught coping strategies [15,18,20,22]. 
Sometimes, the relaxation techniques were combined with manual 
techniques, such as massage [20,22]. Some educative interventions 
were designed to improve women’s knowledge on latent phase, 
giving women’s general information on labour or on pain’s 
management [16,20]. 
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Table 3: Coping strategies taught in pregnancy (CSTP).

Reference
Coping strategies

Efficacy
Technique Description Partner (Y/N)

Duncan et al. [15] Relaxation
Body scan; Yoga; Meditation; Mindfulness of breath; Partner 

touch; Body movements; Sounding; Personalized coping 
strategies

Y Pain-  
Self-efficacy **

Escott et al. [21] Personal coping 
strategies

Identification of pre-existing strategies using discussion of 
previous pain and panic experiences Y Pain* 

Self-efficacy *

Ip et al. [18] Relaxation Breathing; Distraction; Cognitive restructuring of pain N
Pain** 

Anxiety** 
Self-efficacy *

Kimber et al. [22] Manual; Relaxation

The birth partner learnt to perform slow rhythmic long stroke 
massage movements using the flats of the hands. These stokes 
were combined with slow rhythmic breathing. The woman and 
her birth partner were taught to synchronise massage strokes 

with controlled breathing. The visualisation/mind mapping 
component was taught, by asking the woman to visualize/focus 

on the massaging hands.

Y Pain *

Maimburg et al. [16] Knowledge knowledge on labour; pain relief interventions Y Pain *

Rahimparvar et al. 
[20]

Manual; Relaxation; 
Knowledge

knowledge on labour; relaxation techniques; respiratory 
techniques; massage technique; knowledge on music therapy N Self-efficacy **

Note: * = Statistically not significant difference after the intervention between the Experimental Group and the Control Group 
(Experimental group improvement); **= Statistically significant difference after the intervention between the experimental and 
the Control Group (Experimental group improvement); - = Statistically not significant difference after the intervention between 
the Experimental Group and the Control Group (Control group improvement);  - - = Statistically significant difference after the 
intervention between the experimental and the Control Group (Control group improvement).

Teaching women to identify personal pre-existing coping 
strategies through discussions of previous pain and panic 
experiences, was an alternative strategy to reduce pain and panic 
experiences in the latent phase [21]. The participation of the 
partner was integrated in all the educational interventions except 
for two [18,20]. In general, the CSTP’s efficacy wasn’t consistent 
among all studies, due to the variety of the strategies provided 
and outcomes assessed. Self-efficacy showed to be higher after 
interventions focused on relaxation techniques, such as Mindfulness 
and breathing, even when combined with manual techniques 
[15,20]. Pain was assessed for all studies except for one [20] and it 
seemed to be positively influenced by both manual and relaxation 
techniques in most studies, although not statistically significative. 
Only one study assessed anxiety [18], with a significative decrease 
on the experimental group educated on relaxation techniques. 

Quality Assessment

The methodological quality of all studies was assessed for all 
the selected primary outcomes and it’s reported in Table 4. Only one 
study [18] showed a low risk of bias for all the outcomes assessed. 
Two studies [19,21] were evaluated as high risk for both outcomes 
assessed, while the remaining studies raised some concerns or a 
high risk of bias for at least one outcome. The risk of deviations from 
the intended interventions and the risk of bias in the measurement 
of the outcomes were common in most trials, consequently the 
overall risk of bias across most of the trials may rise some concerns. 
For most of the studies, blinding women and health care providers 
was not possible and reporting indicated that some outcomes may 
have been influenced by a lack of blinding, being consequently 

rated at a high risk of bias. The small number of studies within 
comparisons and lack of high-quality trials indicates that there is 
currently insufficient evidence to determine which interventions 
are most appropriate to help women cope with a latent phase of 
labour. We also downgraded the evidence due to some concerns 
regarding the selection on the reported results, mostly due to the 
lack of trails’ protocols. In both the interventions delivered during 
labour compared with controls, we rated evidence for pain and 
anxiety with an overall high risk of bias. Most of the trials evaluating 
interventions delivered during pregnancy compared with controls, 
were graded with “high” or “some concerns” risk of bias for pain 
or self-efficacy. Only two trails evaluating interventions delivered 
during pregnancy included anxiety and were graded at high and 
low risk of bias.

Discussion 
Summary of Main Results

Our findings suggest that two different groups of coping 
strategies are appropriate to help women manage latent phase of 
labour: CSPL [17,19] and/or CSTP [15,16,18,20-22]. The CSPL were 
a massage technique and a music intervention. These could benefit 
from an active participation of the women’s partners and improve 
their relationship with the health care provider, without showing 
evident harmful side effects. The CSPL were well described, given 
precise instructions regarding how the health care provider should 
perform the massage technique or which kind of music to play. 
Both, music intervention and massage technique, were associated 
with a decrease of pain intensity and anxiety levels during the latent 
phase of labour (some concerns-quality evidence). Pain intensity 
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was assessed in both studies by validated and specific self-reported 
tools (Present Behavioural Intensity [PBI]) [17,19]. The CSTP 
were mostly educative interventions aiming to improve women’s 
self-efficacy or knowledge. The CSTP contained a wide array of 
coping strategies ranging from relaxation techniques, mindfulness 
interventions, manual techniques, to personal coping strategies of 
the past or an improvement of women’s knowledge on labour. 

All the CSTP were given during the third trimester of pregnancy. 
Most of the CSTP included the women’s partner participation. 
A mindfulness intervention or an improvement of women’s 
knowledge on labour during pregnancy seems to be related to 
an increase of women’s self-efficacy (some concerns-quality 
evidence). However, these interventions were not associated 
with a decrease of women’s pain in latent phase of labour. Effects 
of teaching personal coping strategies during pregnancy on 
pain or self-efficacy were not clear (high risk-quality evidence). 
The interventions focused on manual techniques or relaxation 
techniques, such as breathing or visualization techniques, were 
linked to a decrease of pain or anxiety during the latent phase of 
labour (low risk-quality evidence/some concern-quality evidence). 
The CSTP were widely different one to each other, in timing, setting, 
contents and health care providers delivering the intervention. 
Though almost all the studies measured women’s self-efficacy with 
a validated self-reported tool (Childbirth Self-Efficacy Inventory 
[CBSEI]) the measure of labour’s pain and anxiety was performed 
with a broad range of tools.  The power of the review to detect 
meaningful differences between groups and analyses was limited 
by the small number of trials included in both groups. 

Therefore, our finding should be interpreted with caution. Due 
to the lack of research examining the effect of coping interventions 
helping women manage the latent phase of labour, we are limited to 
making comparisons with other trials and reviews. Probably this is 
because the duration and the exact connotations of the latent phase 
of labour have not yet been established [1], and so trials focused 
on it may be particularly hard to plan. However, a recent Cochrane 
review on the relaxation technique for pain management in 
labour [23] suggested that relaxation techniques may be a helpful 
strategy for pain management in labour. Similarly, we found out 
that mindfulness interventions may increase women’s self-efficacy, 
while relaxation techniques or music could decrease anxiety or 
pain levels in the latent phase of labour. The use of manual methods 
for pain management in labour has already been investigated by 
Smith et al. [23] in 2012 with a systematic review, but the authors 
identified only one study focused on the latent phase of labour and 
expressed the need of further research. In this review we found out 
that manual methods could be taught during pregnancy (CSTP) or 
be implemented by the health care providers during labour (CSPL). 
The CSTP appears to be related to an increase of women’s self-
efficacy, but they are less effective on women’s pain in latent phase. 
The CSPL appear to be linked to a decrease of pain and anxiety, 
if delivered directly by the health care providers or the women’s 

partner during the latent phase of labour. There was some evidence 
in the studies we analyzed that coping strategies could empower 
women, encouraging them to include the partner for support in 
labour or reducing the epidural analgesia rate and the maternity 
ward access during the latent phase of labour. Our findings are 
consisted with the current literature, which shows a relation 
between coping strategies and lower levels of perceived stress in 
women during pregnancy Gloztke et al. [24] or pain in latent phase 
of labour [25,26].

Overall Completeness and Applicability of Evidence

This systematic review identified only few trials, mainly with 
small samples, on interventions or strategies appropriate to help 
women cope with latent phase of labour. Trials recruited nulliparous 
and primiparous women, from the third trimester of pregnancy or 
in latent stage of labour, with the interventions administered in the 
antenatal clinics or labour ward environment. The completeness 
and applicability of the evidence is limited to these trials and there 
is only one well-designed trial at a low risk of bias. Most of the CSTP 
lack a clear and reproducible description (Table 3). Moreover, the 
health care providers who administered the interventions were not 
always clear (Tables 2 & 3). Trials were not explicit if the health 
care providers - generally midwives or nurses - providing the CSTP 
during pregnancy were the same assisting the women during latent 
phase of labour. Instead, the CSPL were performed by the same 
health care providers who assisted the women in latent phase of 
labour. Also, the coping skills and training of the health providers 
delivering the interventions were not always explicated. Although 
the effectiveness was not always clear, all the interventions lack 
harmful side-effects. The primary outcomes were evaluated by 
self-reported measures in a timing ranging from 30 minutes after 
birth to one year after the intervention. The majority of trials lacked 
measurements of all the selected primary outcomes, generally 
focusing only on one or two between pain, anxiety or self-efficacy. 
Moreover, most of the trials didn’t use validated and specific tools 
to measure the primary outcomes. 

Potential Bias in the Review Process

We attempted to minimize bias during the review process, 
and we are aware that some literature on coping strategies or 
interventions delivered in labour may not be published in indexed 
journals and therefore may be excluded from the main databases. 
Our search was limited to studies in English, and we cannot rule out 
the possibility that some studies may have been missed. 

Implication for Practice

The limited data available suggested that coping interventions 
could help women manage latent phase of labour. There is no 
evidence of harm implementing the use of coping strategies in 
women in latent phase of labour. However, there is insufficient 
evidence to advise clinical practice yet. Overall there is insufficient 
data to demonstrate whether coping strategies could help women 
cope with pain or anxiety in latent phase when used in combination 

http://dx.doi.org/10.26717/BJSTR.2020.24.004020


Copyright@ Maria Luisa Rega | Biomed J Sci & Tech Res | BJSTR. MS.ID.004020.

Volume 24- Issue 2 DOI: 10.26717/BJSTR.2020.24.004020

18090

with usual care, or whether they are more effective than usual 
care. Moreover, it is not clear whether it is better to teach coping 
strategies during pregnancy (CSTP) or to suggest women have 
it performed for the first time during latent phase (CSPL). There 
is no clear evidence of who should be the providers teaching or 
delivering the coping strategies. Due to the unknown risk of bias of 
in the majority of trials and limited number of trials, further high-
quality research is needed.

Implication for Research

Further randomized controlled trials on coping strategies to 
help women’s cope with latent phase should be carried out. The 
trials should include clinically relevant outcomes, such as those 
described in this review. The outcomes should be measured by 
validated and standardized tools, capable of completely catching 
the complex dimension of women’s experience of labour. A 
methodological issue for trials is the choice of an appropriate 
control group and a significant sample size. For trials assessing 
CSPL or CSTP it may be difficult to blind women and midwives, and 
pragmatic designs should be considered. There is a necessity of 
improved quality in future trials. In particular, consideration should 
be given precisely in the description of the interventions and of the 
health care provider delivering it. 
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