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Abstract

Problem: Researchers have prioritized understanding and differentiating the pathophysiologic
mechanisms to improve precision in diagnosis and individualization of care, however the
experiences of women with labor dystocia have been underexamined

Background: Management of labor dystocia has been identified as an opportunity for reducing
the rate of unnecessary cesarean births and the associated risks to women and their infants. This
meta-synthesis explores women’s experiences of labor dystocia to enrich the discussion of care
practices and contextualize discussions of shared decision making in what is most meaningful to
women.

Questions: How does prolonged labor influence women’s experience of birth and motherhood?
What are women’s experiences with decision-making about labor augmentation during prolonged
labor?

Methods: Sandelowski and Barroso’s meta-synthesis approach was used to analyze primary
qualitative studies of women’s experiences of labor dystocia. Through inductive thematic
synthesis and reciprocal translation, themes identified in qualitative research, quotations, and
coded meaning units were aggregated and interpreted into derived categories and themes.

Findings: Fourteen qualitative studies were analyzed. Women experienced labor dystocia as a
transition from healthy labor to abnormal labor requiring medical support consistent with
Transition Theory by Meleis. Six new categories and thirty themes were identified. Each category
and theme reflects a distinct component of the experience of labor dystocia.
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Discussion/Conclusion: There is wide variation in the way women experience labor dystocia.
Facilitation of the transition from healthy labor to labor dystocia can be supported by a fluid,
adaptable method of caring for women in the face of uncertainty and loss of choice.

Keywords
labor dystocia; augmentation; childbirth; qualitative methods; meta-synthesis

Introduction

Recent strategies to improve care of women with prolonged labor have emphasized
understanding the underlying pathophysiology, however few researchers have explored the
ways that women experience prolonged labor and the care they receive related to it. While
deeper understanding of the pathophysiology may lead to the development of innovative
care strategies, understanding what is meaningful to women within the experience creates
the frame and context that are required to develop a holistic and family-centered plan of
care. Meta-synthesis is a systematic approach to synthesizing and reconceptualizing primary
qualitative data that we used to “enrich and enlarge” what is known about women’s
experiences of labor dystocia beyond what is described in individual qualitative studies?.

Labor dystocia, the medical term for an abnormally slow rate of cervical dilation, is the most
common indication for cesarean birth (CB) performed during active labor2. Reducing the
CB rate is a public health priority aimed at controlling health care costs and limiting the
exposure of women and their infants to possible surgical complications and adverse
outcomes in future pregnancies®=. A variety of methods have been proposed and
implemented to reduce CB, yet the rate in the United States remains above the Healthy
People 2020 target of 23.9% among low-risk women®®. Accurate diagnosis of labor
dystocia and judicious use of CB for this diagnosis have been proposed by the American
College of Obstetricians and Gynecologists and the Society for Maternal and Fetal Medicine
as one of the cornerstones of efforts to safely reduce the CB rate3. Oxytocin augmentation of
labor is the most common management technique for labor dystocia; however, in
randomized controlled trials, oxytocin augmentation has not been shown to reduce the rate
of CB or improve outcomes for women and their infants’. Furthermore, oxytocin
augmentation is commonly used without proper diagnosis of labor dystocia8:°.

In qualitative and quantitative research, unplanned CB due to labor dystocia is associated
with negative birth experiences and difficulties in the transition to motherhood. In a survey
of 829 women with spontaneous labor two months after birth, two thirds of women with
labor dystocia reported negative experiences of labor and birth that had significant effects on
their experience of motherhood20.

Caring for women with prolonged labor is an everyday experience for maternity care
providers, however understanding labor dystocia through a qualitative approach reframes the
usual discussion of labor management. Qualitative research studies specific phenomenon as
situated in unique and particular lived experiences of people. Meta-synthesis is a rigorous
approach to reanalyzing qualitative research that can yield insights beyond those found in
each single study. It allows for expanded understanding of a phenomenon, confirmation of
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interpretations, and revelation of new interpretations thus providing novel
understandings!1-13. The purpose of this study is to explore women’s experiences of
prolonged labor through meta-synthesis of the extant qualitative research. The research
questions are: How does prolonged labor influence women’s experience of birth and
motherhood? What are women’s experiences with decision-making about labor
augmentation during prolonged labor?

A team-based qualitative meta-synthesis was conducted drawing on a well-established
toolbox of inductive, deductive, and abductive (that is reasoning and theorizing) strategies.
The strategy was reported in accordance with international standards'# and consisted of the
following phases. 1. Structured research question and search strategy; 2. Data immersion
through quality appraisall®; 3. Thematic synthesis'6; and 4. Reciprocal translation!!. The
Enhancing Transparency in Reporting the Synthesis of Qualitative Research (ENTREQ)
statement informed and framed our methodology4. All included studies were approved by
the international review or ethics boards at the researchers’ respective institutions.

Data Sources and Search Strategy

Five databases including PubMed (National Library of Medicine), CINAHL (EBSCO), and
PsychINFO (Ovid) were searched using a combination of relevant terms (Figure 1). No date
restrictions were applied as older articles may provide insight into changes in the context of
care for prolonged labor over time. The database searches were supplemented by hand
searching and reviewing the references of relevant studies.

Study Selection

First, duplicates and articles not in English were excluded. The abstract and/or full text of
each remaining study was reviewed by the first author, and the article was retained if the
inclusion criteria were met: (1) qualitative research, (2) described women’s experiences with
prolonged labor, and (3) conducted in the developed world. Articles were excluded if they
were (1) quantitative or mixed methods, (2) editorial, review articles, or dissertation theses,
(3) not written in English, or (4) focused on the experiences of providers or support persons.
Quantitative and mixed methods studies were excluded as these approaches rely on
assumptions that lead to a potential loss of contextual detail provided in the qualitative
mono-method approach and allowing for richer insight within each study. The process of
article selection is summarized in Figure 2.

Data immersion and Quality Appraisal

Each study was read and evaluated separately by the first three authors of our team using the
Letts quality appraisal tool, a comprehensive guide for evaluating the rigor of qualitative
research for meta-synthesis!®. The Letts tool consists of 17 elements including: purpose,
background/literature review, study design, sampling, data collection and analysis, overall
rigor, and conclusions/implications!®. We compared our appraisals and made note of
deficiencies in the methods of the reviewed studies; however we recognized that deficient
texts still provided important insights, in many cases from marginalized voices!3.
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Thematic synthesis and reciprocal translation

We used an iterative process to analyze the complete text of the included studies through
close reading and interpretation of the raw data to derive themes using thematic synthesis
and reciprocal translation1216, Thematic synthesis provides a novel interpretation of
findings to go beyond mere aggregation11-13,

The team immersed themselves in the data by reading and re-reading each article noting the
gestalt of the study, important quotations from the data, authors’ interpretations, and the
identified themes. Using an inductive approach, the first three authors of our team
independently identified meaningful units, assigned a code to each, and developed categories
based on patterns emerging across studies!®. Meaningful units were identified using a
hierarchical strategy based on their relevance to the two research questions regarding the
women’s experience of prolonged labor and decision-making about care during prolonged
labor. We used reciprocal translation to list in vivo themes and then analyzed the full list
abductively for similarities, differences, explanations and emerging patterns2.13, In vivo
themes are those that were identified by the researchers within the included studies.

After reviewing the initial three articles, we recognized elements of the Transition Theory by
Meleis that emerged from our datal’. We incorporated Transition Theory as a theoretical
framework for further analyzing the emerging data and used the concepts and relations from
Transition Theory to guide the deductive process of reframing the integrated interpretation
of the datal3. Our own constructed categories and subthemes were developed based on the
codes, in vivo themes, authors’ interpretations, and quotations from the included
studies!318.19 Qur constructed themes were supported by the full text which contextualizes
participant quotes.

Transition theory is a middle-range nursing theory that describes the process of transitions in
health and illness. Transition theory consists of six interrelated components (types and
patterns of transitions, properties of transition experiences, facilitating & inhibiting
conditions, process indicators, outcome indicators, and nursing therapeutics) each with
numerus sub-themes:

1. Nature of Transitions
. Types: Developmental, Situational, Health/llIness, Organizational
. Patterns: Single, Multiple, Sequential, Simultaneous, Related,
Unrelated
. Properties: Awareness, Engagement, Change and Difference, Transition

Time Span, Critical Points and Events
2. Transition Conditions: Facilitators & Inhibitors

. Personal: Meanings, Cultural beliefs & attitudes, Socioeconomic Status,
Preparation & Knowledge

. Community

. Society
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3. Patterns of Response

. Process Indicators: Feeling Connected, Interacting, Location and Being
Situated, Developing Confidence and Coping

. Outcome Indicators: Mastery, Fluid Integrative ldentities

4. Nursing Therapeutics

Fourteen articles met inclusion criteria. In aggregate, interviews from 233 women across 7
countries (Australia, England, Ireland, Canada, the United States, Sweden, and Switzerland)
were included. The designs of the included studies varied including exploratory descriptive,
descriptive qualitative, grounded theory, feminist critical, narrative, interpretive
phenomenological, constant comparative, and participatory action. The methods consisted
mostly of in-depth interviews that were either semi-structured or open; one research group
conducted focus groups. Table 1 (supplemental material) provides characteristics of the
included studies. The framework of Transition Theory provided a structure for identifying
the components of the experience of transition into abnormal labor and articulating the
relationships between components. The concepts and relational statements of Transition
Theory contributed to the development of six derived themes with 3—-7 subthemes each. An
example of the process of synthesizing the concepts of the Transition Theory, in vivo
themes, and our own codes is provided in Figure 3. Several components of the Transition
Theory were found to be particularly relevant to understanding women’s experiences of
prolonged labor including recognizing multiple, related transitions occurring simultaneously,
the role of personal, community, and social conditions in the development of expectations,
the importance of awareness of the transition as a critical event, loss of choice as a
fundamental change affecting the transition, and positive and negative indicators of coping
as key process indicators.

Prolonged labor was experienced as a transition from health, well-being, and the expectation
of a natural birth to distress, illness, and the reality of a medical delivery. The process of this
transition unfolded consistently with Transition Theory through expectations developed
prenatally, marked by the woman becoming aware of the transition and a loss of previously
available choice. Coping with the transition varies among women, but several indicators
were identified that support positive or negative coping.

1. Transition from anticipated natural birth to medical delivery

Women experience prolonged labor as a transition from anticipated natural birth to medical
delivery. Most of the participants desired and/or planned for as natural a birth as possible
and received intervention due to prolonged labor.

I have had this basic attitude that it should all be natural[laughs]. I didn’t want any
intervention. I had the opinion that this was something the body would manage in
its own way and in the best way. There is a reason for the body to do as it does, so |
said “No thanks” [to the drip] in the beginning - - - - - She asks me 3 or 4 times and
eventually | agreed and it was a good decisionZ0.
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This transition was superimposed on the transition to motherhood, whichwas disrupted by
prolonged labor?1-24, Nystedt et al. and Armstrong and Kenyon interpreted the transition as
entering the “sick role” characterized by extreme suffering?4:25

“Then | thought | was going to die, | was in so much pain. My labour pains were incredibly
strong’. For many women, the transition was complicated by the necessity to transfer care
locations or providers from home or birth center to the hospital and from midwifery care to
obstetric care and a deviation from their birth plan23.24.26,

2. Expectations for labor and birth.

Many of the researchers discussed the ways that women developed expectations for labor
and birth and emphasized the importance of these expectations in the experience of
prolonged labor. Expectations were developed through the development of knowledge,
preparation for labor, and birth planning?1:22:25.27.28 Edycation and birth planning were
emphasized by providers prenatally and by the health care system as a whole which assumes
that women will be active, informed consumers making choices about the kinds of birth they
have and taking responsibility for making plans.

| wanted to have a birth experience that | had planned so for me to be informed
meant being involved in the decisions about the birth | wanted...28,

Expectations were framed by stories from family, friends and the media?”-29. Fear of pain
and the unknown dominated some women’s preparation for labor and birth22. For some
women, particularly those who were socially disadvantaged, prenatal information was
inadequate for participating in decision-making during labor23.27:28 Expectations for labor
were rarely realized especially for first time mothers22:30,

And the worst thing is that I thought | was prepared. Like I really did. I had, you
know, read up and read books, and taken the prenatal classes and surrounded
myself with people that | hoped would help?L.

3. Awareness of the transition.

Women became aware of the abnormality of their labor through symptoms of fear, pain, and
fatigue20.24.25.30_ Some researchers and participants described a disconnect between the
body and mind with a perception that the body was not co-operating with the desire of the
mind for labor to progress29:25,

| felt that | had forgotten that | was having a baby. For a long time, | actually forgot
what | was doing there. | was so consumed in the end by the pain or by what was
even going on, by everything... At that point, | was so tired t0o...22,

Some researchers stated that women realized their prolonged labor through their provider’s
report of change in cervical dilation over time which served as an objective rather than
subjective measure20:26:31 \Women spoke positively about objective communication about
progress in cervical dilation that allowed for clarity in framing the experience of prolonged
labor and recognizing the need for additional care20:3L,
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We got to eight centimetres ok and they examined me again and part of the cervix
wasn’t dilating further although most of it was but part of it wasn’t and so they said
‘ok, we’ll give it another couple of hours’, so we gave it another couple of hours
and then examined again, it was still the same?°.

At times, women became aware of prolonged labor by gathering information through
overhearing providers or indirect communication20:31,

| was just waiting. And I, but | kind of knew. They were worried about the baby’s
heart rate and this is me again sussing out what is going on from listening to their
conversations... | realize | was gathering a whole lot of information from what
people were saying that wasn’t being directed tome31.

Prolonged labor was experienced in relationship to the anticipated time of labor3,

I remember my mom, she had gone 40 hours with her first, with my brother, and
this was 32, something like that. And | had said, “Can’t | go 8 more hours?” And he
looked at me and he said, “Well, you’re only at 3 [centimeters dilatation], do you
really think 8 more hours is going to do any-thing?” And | said, “Oh, okay, | guess
not.” He made me feel like the patient, unknowing, that I didn’t have anything, |
just felt like it was out of my hands32.

4. Loss of choice.

Loss of choice was experienced as a change from focusing on birth preferences to decisions
being driven by clinical necessity20:24.25:33 This change was the essence of the experience
of decision-making during prolonged labor. It was described in the in vivo themes: “coping
with diminishing choice”2?, “there came a point at which choice receded”2?, “dialectical
birth process”20, and “balancing natural and medical delivery”24).

| did feel that | had control over what was going on, what was happening, up until
the point where they said we’ve got to get baby out and, at that point, | just thought
‘well whatever these guys think they need to do now 2°.

For some women the loss of choice was related to being caught up in the physical
experience of pain and fatigue in labor2%:33, Some women described a lack of choice related
to perceived increases in risk, especially a threat to the health of the baby?1.23.25-28.30 gome
researchers critiqued the lack of choice on a theoretical level, arguing that oxytocin
augmentation is not the only management option for labor dystocia, while others presented
augmentation of labor as a medical necessity.

You can only have so much [choice], | mean | cannot refuse a c-section because
[of] the risk of my life and my baby’s life2°.

Some women described being excluded from the process of decision-making, which was
often associated with dissatisfaction with care provided?1:23.25.28.29 Dependency on trusted
care providers was identified in most of the papers and was primarily described as a positive
experience especially in the presence of extreme pain and fear21:24-26.29,
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| felt that | needed help to survive it all, that | couldn’t make it myself and that was
what made me feel vulnerable, | think. Then I allowed myself to accept that |
needed someone to help me with this?.

Several researchers questioned the fundamental concept of choice in labor21:2527.30_ Qne
described the process of informed consent as tokenistic and disruptive to women who were
suffering from pain, exhaustion, and the effects of pain medications2°. Happel-Parkins and
Azim interpreted choices as false dilemmas in which the provider offered an alternative, but
unacceptable choice, as a rhetorical strategy to manipulate women into accepting
augmentation?’. These false dilemmas were often framed as exaggerated risks to the health
of the baby?’. Malacrida and Boulton?! contextualized choice within the conflicting
frameworks of medicalized delivery and natural birth claiming that both perspectives
disciplined the body, inserting a concept of choice where there is in fact no ability to exert
one’s will.

5. Indicators of positive coping with the process of transition.

Positive coping with the process of the transition was closely linked with feeling connected
to partners, families, and other support persons20:26:27.31 Coping relied heavily on feeling
safe and valued through positive interactions of caring by providers20:23.24.28.30 \/andeVusse
found that women expressed more positive emotions, such as feeling confident, appreciative,
and honored, when decision-making was increasingly shared32,

I had read a lot on my own and we discussed many things during labour so | had
great confidence in the midwife and | never had any reason to question or comment
on the intervention made by the midwife. | sensed that she knew what she was
doing. | was in good hands and saw no reason to ask for alternatives?®.

One indicator of positive coping and reconciliation was the acceptance of the necessity of
medical intervention and the relief provided by treatment20:24.25.31.32 There was variation in
the way that women wanted to engage in decision making including the desire to be very
involved, wanting to be informed but relying on trusted providers to make decisions, and
withdrawing completely from participation20:26:29.32 \Women frequently reported relief in
giving birth to a healthy baby?1:29:33_ Coping was indicated by high levels of satisfaction
with the experience?1.29:32 Having support in reconciling expectations and the actual
experience supported coping29-22,

6. Indicators of negative coping.

Dissatisfaction and difficulty reconciling was often related to negative interactions with care
providers, especially when women felt excluded from decision-making?1:23.24.27.31,
VandeVusse found that when decision-making was contested, women were more likely to
feel devalued, angry, punished, and unsettled32. This was accentuated in socially
disadvantaged women who reported feeling “silenced into conforming” by providers who
were unavailable or who were perceived as judging the women?3, Self-blame for the
outcome was described as a factor that inhibited reconciliation?1,

That’s always the question, right? Would this have happened that way if | had been
able to do this, this and this differently, right? Maybe if | hadn’t had to lay in bed so
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much [due to fetal monitoring] and could have moved around ... Lots of questions
like that??,

Responsibility for the outcome of birth was described as a consequence of an emphasis on
choice and education in preparing for birth?L. Poor coping and reconciliation were
associated with low satisfaction with the birth experience?1:29:32. Some women experienced
trauma in prolonged laborl0:22.25.27

Discussion

The experience of labor dystocia was characterized by a process of transition that women
went through from natural birth to medical delivery. It was influenced by awareness,
expectations, and positive and negative coping to reconciliation. Across the qualitative
studies, “loss of choice” emerges as one of the core experiences of prolonged labor. Much of
the distress identified by women hinges upon this loss, which was alternatively characterized
in the included studies with the in vivo themes: loss of control?4, loss of the role of patient/
consumer and adoption of the sick role2, and loss of mind/body coordination20. Loss of
choice can be a natural result of fatigue, pain, and the overwhelming physiologic shifts of
labor, but it can also be constructed or exacerbated by the care environment.

A tempting response to the distress caused by interrupted autonomy would be to focus
interventions on removing the contingencies that result in loss of choice. Indeed, many of
the researchers situated their studies in care environments that idealized patient choice in
this way. Women were encouraged to educate themselves prenatally and to develop birth
plans as a means of enacting control during labor. However, even within this paradigm,
several researchers described a disconnect between prenatal providers who encouraged birth
planning and intrapartum providers who ignored or ridiculed the documents and plans once
the “realities” of labor were at hand?l. For women, this disconnect resulted, at best, in
experiencing prenatal planning as tokenistic or meaningless, and worse, in a sense of guilt or
failure when their bodies failed to conform to what their well-informed minds has planned.

It is possible to conceive of an alternative paradigm for care during prolonged labor in which
walking with women rather than patient autonomy is emphasized. Such “walking with”
consists of participation in practices such as attention, communication, and
accompaniment34. These practices disrupt the somewhat fictional paradigm of a choice-
driven birth experience and re-orient the relationship between women and their providers
toward one of shared attention toward the mind/body dyad34. Rather than representing labor
and birth as a consumer experience, the preparation for and process of labor and birth
become a practice in orientation to the inherent pain, loss of control, temporary loss of
synchronicity of body and mind, and contingencies along the fluid continuum of health and
disease34.

We resist formulaic take-home points from this analysis; accompaniment cannot be distilled
into “steps” or checklists. The fluidity and inherently random nature of labor makes it ill-
suited to rigid pre-planning. Instead, providers may turn towards ways of caring for women
throughout the embodied experience of pregnancy, labor, and birth that emphasize attention
and accompaniment.
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Strengths and Limitations

Our findings are strengthened by our rigorous methodology that was informed by current
standards for qualitative synthesis'2-14.18_ All four components of trustworthiness
(credibility, transferability, dependability, and confirmability) were addressed
thoroughly1®:35, Credibility was established through triangulation with existing theories,
expert knowledge, and consistency among the included studies. Our large sample size from
seven different countries contributes to transferability of the findings. We developed an audit
trail to demonstrate dependability through meeting notes and the reciprocal translation table
(Supplemental Material, Table 2). Confirmability, the neutral stance of the authors, was
developed through reflective processes and the diverse team that contributed to critical
evaluation of content and methods. Our team included members with little preconceived
ideas about the content who took a neutral stance to the analysis as well as clinical experts
who provided depth to the analysis and rich contextualization of the themes.

Our metasynthesis was restricted by limitations and deficiencies of the included studies.
Most of the researchers assumed that augmentation of labor was necessary to “manage”
prolonged labor. This assumption is understandable given that augmentation is ubiquitous.
However, given the evidence that oxytocin augmentation is ineffective to prevent CBs, an
understanding of the experience of prolonged labor separated from augmentation and the
pervasive medical care environment would aid in the reimagining of labor care. Researchers
of the included studies emphasized the understanding of individual women’s experiences in
small, homogenous samples. None of the researchers suggested generalizing findings across
populations. Generally, minority women of lower socio-economic-educational backgrounds
were underrepresented. The small sample of each study was mitigated somewhat by
synthesizing the findings across studies to improve transferability of findings.

Conclusion

In our meta-synthesis, we described the wide range of experiences of women with prolonged
labor. In addition to gaining appreciation for the most common experiences, we also found
that a small number of women suffer very significantly from labor dystocia and describe a
complete withdrawal from the experience. This response is typical of a reaction to trauma
and suggests that labor dystocia may be traumatic for some women. Future research is
needed to target this extreme response in order to identify ways of preventing, recognizing,
and supporting healing of birth trauma related to labor dystocia.

Differences within the experience of prolonged labor highlight the importance of
individualizing care rather than relying on one-size-fits-all guidelines. Differences in
experience may reflect differences in the underlying pathophysiology and support future
research to understand different classifications of prolonged labor. Within the questionable
background of widespread oxytocin augmentation, our findings detail what is meaningful to
women to guide future research in developing evidence for caring for women with
prolonged labor and should inform providers to rethink care of women both in preparing for
and coping with labor with an emphasis on the fluid, dynamic and variable nature of labor.
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ary Material

Refer to Web version on PubMed Central for supplementary material.
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Significance

Labor dystocia is the most common reason for cesarean birth during active labor and
innovation in care for women with prolonged labor is essential for reducing the rate of
unnecessary cesarean births.

What is Already Known

Researchers are currently refining the diagnosis and management of labor dystocia from
a physiologic perspective to target different pathophysiologic causes of labor dystocia.

What this Paper Adds

A thorough description of the varied experiences of women with prolonged labor to
contextualize care strategies in what is most meaningful to women. Loss of choice
emerged as a core experience of prolonged labor. Care strategies emphasizing
accompanying women through the unknowns of labor and birth may be more effective
than those merely focusing on patient autonomy.
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Decision/Choice Search T . QualltatlYe Search
Terms Terms

¢ Decision-Making * Labor Induced * Narrative
* Choice Behavior * Cesarean * Surveys and
Section/Psychology Questionnaires
* Natural * Qualtiative Research
Chlldblrth/Psychology ¢ Interviews as Topic
* Mothers/Psychology  Experience
* Stories
Figure 1:

Search Terms: The search strategy consisted of searching databases using combined search
phrases using at least one term in each column.

The Pubmed search was as follows:

1. (decision making) OR (choice behavior) OR (“Decision Making”[Mesh]) OR (“Choice
Behavior”[Mesh])

2. (labor indue*) OR (Cesarean) OR (natural birth) OR (“Labor, Induced”’[MeSH]) OR
(“Cesarean Section/psychology”[MeSH]) OR (“Natural Childbirth/psychology”[MeSH])
OR (“Mothers/psychology”[MeSH])

3. (narrative) OR (“Surveys and Questionnaires”’[Mesh]) OR (“Interviews as Topic”[MeSH
Terms]) OR (experiences) OR (stories)

4. #1 AND #2 AND #3
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Records identified through
database searching
(n= 538)

Additional records identified
through other sources

Figure 2:

Records after duplicates removed
(n= 555)

A 4

Records screened

(n=555)

A4

Full-text articles
assessed for eligibility
(n= 70)

A 4

Full-text articles excluded,
(n=171)

e Non-English (15)
e Quantitative, Meta-
synthesis, Review, or Editorial
(15)
e Dissertation or Thesis (6)
e Content not relevant (35)

Studies included in qualitative
meta-synthesis
(n=14)

Page 15

PRTSMA Diagram of Article Selection. Adapted from Moher D, Liberati A, Tetzlaff J,
Altman DG, The PRISMA Group (2009). Areferred Reporting Aerns for Systematic Reviews
and Meta-Analyses: The PRTSMA Statement. PLoS Med 6(7): €1000097. doi:110.1371/

journal.pmed1000097
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Transition Theory

Concepts and In Vivo Concepts
Relational Statements

* Properties of * Being possessed by * Fear
Transition fear (7) * Pain
Experiences: * Time, o Fatigue
* Awareness communication and o lllness in Birth

experience (9)

¢ Information seeking
* Overhearing

e Cervical dilation

* Experience of time
 Anticipation of time

* Body/mind
disconnectndirect
communication

* Mistimed
Communications (9)

Derived Themes and Subcategories

Awareness of the transition was:

* Experienced through symptoms of fear, pain, and fatigue

* Described as the body not co-operating with the desire of the mind for labor to
progress

* Realized through cervical dilation over time as an objective measure

* Gathered through overhearing providers or indirect communication

* Experienced in relationship to the anticipated time of labor

Figure 3:
Example of the derivation of themes and subcategories from Transition Theory, In Vivo

Themes (those named in the articles), and Codes.
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