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Abstract

Objective: To compare the effect of the physiologic and facilitated labor on the mother and neonate
outcomes in the prim gravid women referring to Arash Hospital.

Materials and methods: This clinical trial study was performed on 200 low risk pregnant women
referring to Arash Women’s Hospital in 2012-2013. Mothers were divided into two groups of 100
patients using a simple random sampling method. The first group received the on-pregnancy and
physiologic labor training and the second group was nominated for facilitated labor without training. The
mother and neonate outcomes in these two delivery methods were then compared.

Results: The rate of cesarean section in the physiologic group was significantly lower compared with the
intervention group (p = 0.001). Also in the first stage of labor, VAS was measured to be noticeably lower
in the physiologic group in comparison with the intervention group (p = 0.001), while the difference of
VAS between the two studied groups was found not to be significant in the second stage of labor. In
terms of duration of the labor and neonatal Apgar score two groups were not considerably different
(p > 0.05). Moreover, the laceration rate in the physiologic group was determined to be noticeably higher
as compared to the intervention group (p = 0.001). The groups were considerably different in terms of
the vaginal bleeding and maternal satisfaction (p = 0.001).

Conclusion: This study revealed the lower rate of cesarean section, abnormal vaginal bleeding and pain
score in the physiologic group compared with the facilitated group. Moreover, mothers of the first group
were more content with the labor process.
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Introduction a rise in the rates of cesarean sections. Thesg day
Labor is a natural phenomenon. On one handthe cesarean section rate has noticeably increawkd
medical improvements have made a great progress its unnecessary cases are concerning modern
safety of the delivery; on the other hand, currentobstetrics. Cesarean not only causes the maternal
medical interventions in the labor process, hadgde morbidity and mortality but it also threatens the
neonate health. Cesarean section causes the neonate
Correspondence: death 2-3 times more than the vaginal delivery (1).
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risk of initial pulmonary blood pressure compareddescribed to be safe for mother, natural, with low
with the babies born through vaginal delivery (2).pain and no medical interventions in a an anxisetg f
However, cesarean section is inevitable when tisere atmosphere in which mother’'s hormonal system
scientific indication. Since 1960, applying Active modulates the main labor factors. This hormonal
Management of Labor (AMOL) protocol has beenfunction would be disrupted by the induction, takin
dramatically improved. It is claimed that active painkillers, preventing mother from moving and the
management protocol has led to the great mother argkparation of mother and the infant. A wide varigty
neonate outcomes and also a decrease around 18%iiterventions could be carried out during the dely

the cesarean section rates. The main aim of thiall aiming to shorten the duration of the laborgess
protocol is to shorten the duration of the laborof which the oxytocin induction is of the great
process. Infection, physical-neurological disordersimportance. Based on a study performed in New
neonate death, abnormal vaginal bleeding, post-laborork in 2006, the oxytocin induction enhances the
infection, mental disruption, insomnia and exhaursti risk of the neonatal respiratory distress (6).
in mothers are considered as the results of lobgrla According to the findings of this study and other
time (1). Based on this protocol, the cervicaltiia  similar ones, WHO has stated that 10% of the
of patients when admitted is measured to be 2-3 cndeliveries are allowed to be induced and intensgyi
But in the case of definite childbirth diagnosidta  mother’s labor pain is permissible in specific case
time of admission, the patient undergoes amniotomy4). Regarding this principle, some studies indicat
procedure, no matter how long the cervical dilationthat the selective induction increases the need for
is. Diagnosis of the labor is the key factor in AMO anesthesia, epidural analgesia and neonatal
protocol. In the case of incorrect diagnosis, motheresuscitation, leading to an increase in the casare
receives the induced labor which in turn augmdms t rates. Also applying tools, fever, dystocia, lowthpi
risk of the cesarean section (3). According to theweight and long-term hospitalization were all
previous reports, active management protocol hasonsidered to be associated with the selective
made the labor rate increase of 98% in only 12 $1our induction (7). Based on a study performed in thg,U.
Also the frequency of cerebral palsy was 2 out ofsome medical-labor interventions have been
1000 births and AMOL consequent childbirth traumacommonly used including the regular FHR and
has been scarcely reported. In active managementenous fluid control, epidural and spinal anesthesi
epidural analgesia, showing no significant effegt o vaginal examination, applying urine probe, ruptgrin
the cesarean rate could also be used. It has beéme membrane and using oxytocin. The number of
found when active management is applied; because ohothers receiving these 7 interventions is daily
the dystocia, only 10% of pregnant women undergancreasing without any findings based on the
cesarean section. Another study revealed thatatlee r extensive studies. The constant FHR control and
of cesarean decreased to 34% due to the dystocigaginal examinations cause a decrease in mothers’
Contrary to these findings, one report indicateat th body movements. Therefore, mother is not able to
AMOL protocol has not made a decrease in cesareathange her position in the response to pain. This
rates, although another study showed a decrease wdsults in receiving more interventions such as pai
25-50% in the cesarean rate. According to the Worldillers (8).In addition, the post-labor infectioras
Health Organization principles the main aim of thebeen found to be less in the physiologic group
vaginal delivery is to provide the best conditidas  compared to the intervention group (9). Another
the mother and infant. Based on the statementsi®f t running intervention is episiotomy. Some studies
organization, as the first intervention leads to ahave shown that not only this procedure does not
cascade of interventions which might causebenefitthe mother and neonate but it also cowddlIte
disruption in the physiologic labor course andin fecal incontinence after delivery (10). Accorglito
threaten the mother and neonate health, there dhoulhese consequences, WHO has limited the usage of
be a sensible reason for any kinds of intervenition episiotomy to 10% of the certain cases (5, 9). This
natural vaginal delivery. The principles of thisucge  study was carried out to compare the physiologit an
determined by WHO includes individual care andfacilitated delivery and to investigate the effeofs
assistance, regular fetal heart rate (FHR) and fetahese two delivery ways on the mother and neonate
movements control, the least intervention and alsmutcomes in pregnant women referring to Arash
vaginal examination (4, 5). The physiologic labsr i Women’s Hospital in 2012-2013.
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Materials and methods keep IV catheters open, Heparin Lock was applied. A
This clinical trial study was performed on 200 prim trained midwife (doula) assisted the patients d@rin
gravid mothers referring to Arash Women’s Hospitalth€ Process. In the case of failure to progrestén
for the prenatal and labor care. This study wadlelivery such as the cervical dilation lower tha@ 1
approved by the ethics committee and the informe§™h and fetal descent lower than 1 cmih,
consent was obtained from all the participants.riThe C€Phalopelvic) — disproportion  diagnosis ~ was

The first group received the on-pregnancy tralnlngthe following protocol were carried out. A 1-ml

and physiologic labor routine care. The second @rouiampoule containing 10 units of oxytocin was diluted
underwent the on-pregnancy and facilitated Iabointo 100 ml of the lactated ringer solution by an

routine care without training. infusion pump. The starting dosage was 4 mu/min
Mothers included in this study were supposed to pump. 9 g

be 18-35 years old, prim gravid, singleton pregnantand if needed the dosage increased to 6 mu/miry ever

at the 37 — 40" week of gestation, with normal Body 15 minutes (with the maximum dosage of 64

mu/min). The physiologic labor cases did not regeiv
Mass Index of 23-30. They were also e;xpected nott e episiotomy as a routine fact but in the case of
have any bad medical or obstetrics and dru

g . . acrosomia or hard perineum, regarding mothers’
consumption history with tendency to undergo P g g

. ) demands, episiotomy was performed. Also the pain
natural vaginal delivery. -

i . . .__intensity in some willing cases caused applyin
Cases with hypertension, diabetes, vaglnaL y 9 pplying

. b ushing method. The second group of mothers in the
bleeding, preterm childbirth, membrane rupturehef t oo or active phase of labor was hospitalized an

amniotic sac 24 hours prior to onset of the labat a controlled hourly in terms of IV lining, augmentati
mothers carrying macrosom fetus were eXCIUdeqnonitoring and vaginal examinations. The

from our study. amniotomy, Oxytocin induction based on the

. h .
Since the 20-37" week of gestation, mothers antioned protocol and episiotomy were performed

attended 8 training sessions (each session lagted 9., this group. During the labor process, the istgn
minutes) to get informed about the labor process

- ) : of mothers’ pain was measured every 30 minutes
methods to relieve the delivery pain such as «SELRyqing vAS. This scale consisted of the numbers from
HELP» technique, physiological changes, 0n-g 5710 (0-3 for the mild pain, 4-6 for the moderat

pregnancy nutritional care, and lactation period.p in 7.9 for the severe pain and >10 for the
These courses were also held with the aim O{Jntolerable pain). The average pain score throughou

enlightening mothers’ family members especially e first and the second stage of labor, type lo6ia
their spouses about infant health care and emationa ount of vaginal bleeding after childbirth, the

support for mothers. The on-labor training consiste 4, ation of labor process, infection, post-labarefe

of the breathing techniques, relaxation, perineaj,qonatg Apgar score, perineum rupture, episiotomy,
massage techniques, correct labor position angh,ier's satisfaction with the delivery process and
skeletal muscular exercise. Furthermore, motherg,q time of child staying in Neonatal Intensive €ar
were told to avoid (1) being fast before the lal§g), )it (NICU) were all recorded.

angio catheter IV lining, (3) limiting their movemts Data were analyzed using SPSS software version
during the labor process (4) receiving litotomy, 5o The discrete and coherent data were defined by
induction or episiotomy (unless needed). Trainedne frequency (quantity and percentage) and the
mothers were candidates for the non-intervenegnean-standard deviation respectively. Chi-squared
physiologic childbirth and hospitalized in theitige  anq independent T-test were applied to compare the
labor phase with the dilation of 4 cm. In the first oyticomes of the two groups. In statistical analysis

stage of labor, the vaginal examinations and FHRy < 0.05 was considered to be significant.
control were done every 120 minutes and every 3

minutes respectively, whereas in the second stag®esults

these times decreased to every 30 minutes for tha total of 200 mothers were studied as the two kequa
vaginal examinations and 15 minutes for FHRgroups. Demographic characteristics of the mothers
control. During the labor process, mothers weren the physiologic and intervention group were not
permitted to drink liquids within limits. In orddo  statistically different. Among 100 control and 100
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intervention cases, 22 patients underwent cesaregiysiologic and facilitated born babies’ Apgar scor
section. The number of cesareans in the facilitatedhowed no significant difference. Two of the
group was more in comparison with the physiologicfacilitated born babies had an Apgar score below 7
group. The type of childbirth (vaginal or cesarean)and were admitted at NICU. The first stage of the
was found to be noticeably different in the two labor in the two groups was different in terms loé t

studied groups. The first stage of labor in phy=ziad
group was observed to be shorter than

maternal VAS (p = 0.001) whereas the second stage
thadid not differ noticeably. 5% of all the physiologi

intervention group but this time difference was notlabor patients showed abnormal vaginal bleeding

statistically significant (p

0.21). Although the which was remarkably lower compared with the

second stage of the physiologic labor lasted lomager intervention group (17%) as shown in Table 1.
compared to the intervention group, this differeilce During the study, one case of the physiologic group
the length of time was not considerable (p = 0.34)and three cases of the facilitated group pickethep

Moreover the duration difference of the third stafje puerperal infection. The physiologic labor provided

the labor in the two groups was not statisticallynoticeably more gratification

significant (p

Table 1: The characteristics of patients in the two groups

in the mothers

0.92). The comparison of the compared with the facilitated labor (Table 1).

Non-pysiologic Physiologic
pregnancy group pregnancy group p-value
(n = 100) (n = 100)
Age (year) (mean + SD) 26.58 + 5.05 26.95 + 6.30 .570
f;j;iogalj')age by LMP (weel 38.71 + 1.15 38.70 + 0.91 0.95
gve:;i;“z;agaigf s?g) sonography) 38.62 % 0.65 38.36 % 4.08 0.53
(Dr:irna:'tzr; (r‘:]‘;acﬁ"éeg phase 293.34 + 114.67 269.7 + 106.35 0.21
(Dr:l';alj't(;'; (;fe;neivgg) phase Il 35.02 + 14.07 37.33+ 17.69 0.34
(Dr:irna:'tzr; (frfegﬁ'i’esré) pahse Il 7.25 + 4.56 7.20+ 2.38 0.92
Apgar (mean = SD) First minute 8.83+0.11 8.851¥0 0.91
Fifth minute 9.86 + 0.58 9.89 £ 0.75
VAS (mean + SD) Phase | 7.81 £ 0.62 6.90 +£ 0.88 0.001
Phase Il 9.89+0.34 9.81 £ 0.46 0.21
Bleeding (%) Abnormal 15 5 0.001
Normal 72 89
Perineal injury (%) Normal 2 21 0.001
Episiotomy 48 35
Laceration 32 39
Satisfaction (%) Low 24 6 0.001
Moderate 57 25
Good 17 53
Excellent 1 16
Infection (n) 3 1 0.33
VAS= visual analogue scale
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Discussion physiologic and facilitated groups were almost the

In the recent decades, a great number of the studi®@me in terms of the laceration grade (16). Clansti
have explored the physiologic labor process.et al. conducted an investigation in 2009 withdima

However, in Iran, investigating this process haat ju Of (1) comparing different types of the labor (2)
recently been initiated, and a few numbers of swdi finding the relation between the place of birthr{teo
with the low sample size in one or two clinics have© nospital) and the satisfaction with childbirtn 4
revealed the advantages and disadvantages of ti§EOUPS of mothers in Belgium and the Netherlands.

physiologic labor. Based on a clinical trial perfed ~ AS @ result, mothers were more content with
in Tabriz-ran, to compare the impact of the childbirth at home than delivering at the hospital.

physiologic and facilitated labor on the neonatal”ISO in both countries the n,qidwife's support saf

status, the FHR of the born babies in the two nagho Mothers more than the MD's support (17). This study
varied significantly. The heart rate of the physggt ~ Showed significant difference of VAS between the
born babies was more in the normal range comparedV0 Studied groups. It was lower in the physiologic

with the under-care ones. Also babies of the twdgd’OUP compared with the intervention group.
groups were noticeably different in terms of tHe 5 Therefore mothers were considerably more satisfied

minute Apgar score, arterial blood pH, need forwith the physiologic labor. Moreover, as reported b

neonatal resuscitation and the time length of being-'Ston et al. in 2008, the induced deliveries resiil
admitted at neonatal unit (11). However, the samdn more neonatal complications in comparison with
group did not explore the mother outcomes in the tw the spontaneous natural childbirth (18). According
delivery ways. On the contrary, this study showed n an Iranian clinical trial carried out on 37Q primagd
only no considerable difference in babies’ ApgarMothers, the result of the physiologic and under
scores but it also studied the mother outcomesin b outine care groups considerably varied in terms of
the physiologic and intervention labor. It has beerrHR (Shown to be t@org in the normal range in the
reported that physiologic labor shortens the dorati Physiologic cases), Sminute Apgar score, arterial
of the first stage of the delivery (12). Howeverist bIooq pH, the need f.or the ngonatal resusutatrph a
study showed no significant difference between thdn€ time length of being admitted at the neonat u
two groups in terms of the first stage of the laborWhile this study showed no significant difference
duration. As contrast to the results of this study,Petween the two groups in terms of the Apgar

Sadler et al. in 2000 published that the labordverage score. _
intervention such as the oxytocin induction, repgat _ 1h€ main limitation of this study was the
vaginal examinations and amniotomy make the firsf€/atively small sample size. Moreover only the
stage of the process short (13). According to a atients referring to Arash hospital were recruited
Iranian study, the second stage 'of the physiologic hus, further multicentre investigations with large

' . Series are recommended to validate the findings
labor was observed to be shorter compared with th(rae orted here
control group (14) while the results of this study P '
showed that the first and the third stage of therdan .
the intervention group was longer than thecondus'on .
physiologic group although this difference was notGenerally, this study demonstrated that the ratbef
considerable. Fenton et al. found that the labofesarean section in the physiologic group was less
intervention reduces the vaginal bleeding (15). Théhan the intervention group. Furthermore, the
episiotomy in the labor process is of the greatduration of the first stage of the labor (withoutya
importance. The proponents of this procedure believSignificant difference), hemorrhage, episiotomy and
that the episiotomy is essential, since it preveqes (1€ Ppain score were found to be lower in the
grade rupture of perineum. On the other hand, due tPYsiologic group compared with the intervention

the complications associated with the episiotomyg(r)?]l:gr']tHe?hcfﬁer?gégirsrgiézg 'Eritor%m:ﬁsgvﬁﬁén?re
such as fecal incontinence after the childbirth, wi P ' par

opponents reject it. In this study mothers of thesecond group.

physiologic group had noticeably a higher grade of .
the laceration compared with the second groupconﬂlct of Interests
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