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Foreword

It has been more than two decades since the World Health Organization (WHO) issued technical guidance
dedicated to the care of healthy pregnant women and their babies - Care in normal birth: a practical guide.
The global landscape for maternity services has changed considerably since that guidance was issued.
More women are now giving birth in health care facilities in many parts of the world, and yet suboptimal
quality of care continues to impede attainment of the desired health outcomes. While in some settings too
few interventions are being provided too late to women, in other settings women are receiving too many
interventions that they do not need too soon.

WHO has released several recommendations to address specific aspects of labour management and the
leading causes of maternal and newborn mortality and morbidity in response to the needs of countries. The
focus of the global agenda has also gradually expanded beyond the survival of women and their babies, to
also ensuring that they thrive and achieve their full potential for health and well-being. These efforts have
been catalysed by the Global Strategy for Women's, Children’'s and Adolescents’ Health (2016-2030), and
the Every Woman Every Child movement. In addition, the third goal of the 2030 agenda for sustainable
development affirms global commitment to ensuring healthy lives and the promotion of well-being for all at all
ages.

One of the WHO strategic priorities over the next five years for achieving Sustainable Development Goal
(SDG) targets is to support countries to strengthen their health systems to fast-track progress towards
achieving universal health coverage (UHC). WHO is supporting countries to ensure that all people and
communities have access to and can use the promotive, preventive and curative health services that are
appropriate to their needs, and that are effective and of sufficient quality, while not exposing them to financial
hardship. An integral part of these efforts is the design of the package of essential services across the
spectrum of health disciplines, including reproductive, maternal, newborn, child and adolescent health, from
which a set of basic service-delivery indicators can be identified for use in monitoring countries’ progress
towards UHC.

This guideline is a consolidated set of new and existing recommendations on essential labour and childbirth
practices that should be provided to all pregnant women and their babies during labour and childbirth
irrespective of socioeconomic setting. It promotes the delivery of a package of labour and childbirth
interventions that is critical to ensuring that giving birth is not only safe but also a positive experience for
women and their families. It highlights how woman-centred care can optimize the quality of labour and
childbirth care through a holistic, human rights-based approach. By outlining a new model of intrapartum
care that is adaptable to individual country contexts, the guideline enables substantial cost-savings through
reduction in unnecessary interventions during labour and childbirth.

We encourage health care providers to adopt and adapt these recommendations, which provide a sound
foundation for the provision of person-centred, evidence-based and comprehensive care for women and their
newborn babies.

Princess Nothemba Simelela

Assistant Director-General

Family, Women's and Children’s Health (FWC) Cluster
World Health Organization
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Executive summary

Introduction

The majority of approximately 140 million births
that occur globally every year are among women
without risk factors for complications for themselves
or their babies at the beginning and throughout
labour. Nevertheless, the time of birth is critical

to the survival of women and their babies, as the
risk of morbidity and mortality could increase
considerably if complications arise. In line with the
targets of Sustainable Development Goal 3 - ensure
healthy lives and promote well-being for all at all
ages - and the new Global Strategy for Women'’s,
Children's and Adolescents’ Health (2016-2030),
global agendas are expanding their focus to ensure
that women and their babies not only survive labour
complications if they occur but also that they thrive
and reach their full potential for health and life.

In spite of the considerable debates and research
that have been ongoing for several years, the
concept of “normality” in labour and childbirth is
not universal or standardized. There has been a
substantial increase over the last two decades in
the application of a range of labour practices to
initiate, accelerate, terminate, regulate or monitor
the physiological process of labour, with the aim of
improving outcomes for women and babies. This
increasing medicalization of childbirth processes
tends to undermine the woman's own capability
to give birth and negatively impacts her childbirth
experience. In addition, the increasing use of labour
interventions in the absence of clear indications
continues to widen the health equity gap between
high- and low-resource settings.

This guideline addresses these issues by identifying
the most common practices used throughout labour
to establish norms of good practice for the conduct
of uncomplicated labour and childbirth. It elevates
the concept of experience of care as a critical aspect
of ensuring high-quality labour and childbirth care
and improved woman-centred outcomes, and not
just complementary to provision of routine clinical
practices. It is relevant to all healthy pregnant
women and their babies, and takes into account
that childbirth is a physiological process that can be
accomplished without complications for the majority
of women and babies.

The guideline recognizes a “positive childbirth
experience” as a significant end point for all women
undergoing labour. It defines a positive childbirth
experience as one that fulfils or exceeds a woman'’s
prior personal and sociocultural beliefs and expec-
tations, including giving birth to a healthy baby in a

clinically and psychologically safe environment with
continuity of practical and emotional support from a
birth companion(s) and kind, technically competent
clinical staff. It is based on the premise that most
women want a physiological labour and birth, and to
have a sense of personal achievement and control
through involvement in decision-making, even when
medical interventions are needed or wanted.

This up-to-date, comprehensive and consolidated
guideline on essential intrapartum care brings
together new and existing World Health
Organization (WHO) recommendations that, when
delivered as a package, will ensure good-quality
and evidence-based care irrespective of the setting
or level of health care. The recommendations
presented in this guideline are neither country nor
region specific and acknowledge the variations

that exist globally as to the level of available

health services within and between countries. The
guideline highlights the importance of woman-
centred care to optimize the experience of labour
and childbirth for women and their babies through a
holistic, human rights-based approach. It introduces
a global model of intrapartum care, which takes into
account the complexity and diverse nature of pre-
vailing models of care and contemporary practice.

Target audience

The recommendations in this guideline are intended
to inform the development of relevant national- and
local-level health policies and clinical protocols.
Therefore, the target audience includes national and
local public health policy-makers, implementers and
managers of maternal and child health programmes,
health care facility managers, nongovernmental
organizations (NGOs), professional societies
involved in the planning and management of
maternal and child health services, health care
professionals (including nurses, midwives, general
medical practitioners and obstetricians) and
academic staff involved in training health care
professionals.

Guideline development methods

Throughout this guideline, the term “healthy
pregnant women" is used to describe pregnant
women and adolescent girls who have no identified
risk factors for themselves or their babies, and

who otherwise appear healthy. The guideline was
developed using standard operating procedures in
accordance with the process described in the WHO
handbook for guideline development. Briefly, these
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procedures include: (i) identification of priority
questions and outcomes; (ii) evidence retrieval

and synthesis; (iii) assessment of the evidence;

(iv) formulation of the recommendations; and

(v) planning for implementation, dissemination,
impact evaluation and updating of the guideline. The
quality of the scientific evidence underpinning the
recommendations was graded using the Grading of
Recommendations Assessment, Development and
Evaluation (GRADE) and Confidence in the Evidence
from Reviews of Qualitative research (CERQual)
approaches, for quantitative and qualitative
evidence, respectively. Up-to-date systematic
reviews were used to prepare evidence profiles for
priority questions. The GRADE evidence-to-decision
(EtD) framework, an evidence-to-decision tool that
includes intervention effects, values, resources,
equity, acceptability and feasibility criteria, was
used to guide the formulation of recommendations
by the Guideline Development Group (GDG) -

an international group of experts assembled for

the purpose of developing this guideline - at two
technical consultations in May and September 2017.
In addition, relevant recommendations from existing
WHO guidelines approved by the Guidelines Review
Committee (GRC) were systematically identified
and integrated into this guideline for the purpose of
providing a comprehensive document for end-users.

Recommendations

The WHO technical consultations led to 56
recommendations on intrapartum care: 26 of these
are newly developed recommendations and 30

are recommendations integrated from existing
WHO guidelines. Recommendations are presented
according to the intrapartum care context to which
they are relevant, namely, care throughout labour
and birth, care during the first stage of labour, care
during the second stage of labour, care during the
third stage of labour, immediate care of the newborn,
and immediate care of the woman after birth. Based
on assessments of the GRADE EtD criteria, which
informed the direction, and in some instances the
specific context of the recommendation, the GDG
classified each recommendation into one of the
following categories defined below:

= Recommended: This category indicates that the
intervention or option should be implemented.

= Not recommended: This category indicates
that the intervention or option should not be
implemented.

= Recommended only in specific contexts: This
category indicates that the intervention or option
is applicable only to the condition, setting or

population specified in the recommendation, and
should only be implemented in these contexts.

= Recommended only in the context of rigorous
research: This category indicates that there are
important uncertainties about the intervention or
option. In such instances, implementation can still
be undertaken on a large scale, provided that it
takes the form of research that is able to address
unanswered questions and uncertainties related
both to effectiveness of the intervention or option,
and its acceptability and feasibility.

To ensure that each recommendation is correctly
understood and applied in practice, the contributing
experts provided additional remarks where needed.
Where the GDG recommended an intervention

or option only in specific contexts or only in the
context of rigorous research, further detail was
included about the particular context and which

key issues needed to be examined, respectively.
Users of the guideline should refer to these
remarks, which are presented directly beneath each
recommendation in the full version of the guideline.
The recommendations on intrapartum care for a
positive childbirth experience are summarized in the
table below.

At the technical consultations, the implementation
considerations for individual recommendations
and for the guideline as a whole were discussed.
The GDG agreed that, to achieve a positive
childbirth experience for women and their babies,
the recommendations in this guideline should be
implemented as a package of care in all settings,
by kind, competent and motivated health care
professionals working where essential physical
resources are available. Health systems should
aim to implement this WHO model of intrapartum
care to empower all women to access the type

of woman-centred care that they want and need,
and to provide a sound foundation for such care, in
accordance with a human rights-based approach.

Derivative products of this guideline will include
labour monitoring tools for its application at
different levels of care. In accordance with the
process for updating WHO maternal and perinatal
health guidelines, a systematic and continuous
process of identifying and bridging evidence

gaps following guideline implementation will be
employed. In the event that new evidence (that
could potentially impact the current evidence base
for any of the recommendations) is identified, the
recommendation will be updated. WHO welcomes
suggestions regarding additional questions for
inclusion in future updates of the guideline.



Summary list of recommendations on intrapartum care for a positive childbirth experience

Care option

Recommendation

Care throughout labour and birth

Category of
recommendation

Respectful 1. Respectful maternity care - which refers to care organized for Recommended
maternity care and provided to all women in a manner that maintains their

dignity, privacy and confidentiality, ensures freedom from harm

and mistreatment, and enables informed choice and continuous

support during labour and childbirth - is recommended.
Effective 2. Effective communication between maternity care providers and Recommended
communication women in labour, using simple and culturally acceptable methods,

is recommended.
Companionship 3. A companion of choice is recommended for all women throughout | Recommended
during labour and labour and childbirth.
childbirth
Continuity of care | 4. Midwife-led continuity-of-care models, in which a known Context-specific

midwife or small group of known midwives supports a woman
throughout the antenatal, intrapartum and postnatal continuum,
are recommended for pregnant women in settings with well
functioning midwifery programmes.?

recommendation

First stage of labour

Definitions of the
latent and active
first stages of
labour

5.

The use of the following definitions of the latent and active first
stages of labour is recommended for practice.

— The latent first stage is a period of time characterized by
painful uterine contractions and variable changes of the cervix,
including some degree of effacement and slower progression
of dilatation up to 5 cm for first and subsequent labours.

— The active first stage is a period of time characterized by
regular painful uterine contractions, a substantial degree of
cervical effacement and more rapid cervical dilatation from
5 cm until full dilatation for first and subsequent labours.

Recommended

Duration of the
first stage of
labour

Women should be informed that a standard duration of the latent
first stage has not been established and can vary widely from
one woman to another. However, the duration of active first stage
(from 5 cm until full cervical dilatation) usually does not extend
beyond 12 hours in first labours, and usually does not extend
beyond 10 hours in subsequent labours.

Recommended

Progress of the
first stage of
labour

For pregnant women with spontaneous labour onset, the cervical
dilatation rate threshold of 1cm/hour during active first stage
(as depicted by the partograph alert line) is inaccurate to identify
women at risk of adverse birth outcomes and is therefore not
recommended for this purpose.

A minimum cervical dilatation rate of Tcm/hour throughout active
first stage is unrealistically fast for some women and is therefore
not recommended for identification of normal labour progression.
A slower than 1-cm/hour cervical dilatation rate alone should not
be a routine indication for obstetric intervention.

Labour may not naturally accelerate until a cervical dilatation
threshold of 5 cm is reached. Therefore the use of medical
interventions to accelerate labour and birth (such as oxytocin
augmentation or caesarean section) before this threshold is
not recommended, provided fetal and maternal conditions are
reassuring.

Not recommended

Not recommended

Not recommended

a

Integrated from WHO recommendations on antenatal care for a positive pregnancy experience.
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Category of

Care option Recommendation recommendation
Labour ward 10. For healthy pregnant women presenting in spontaneous labour,a | Research-context
admission policy policy of delaying labour ward admission until active first stageis | recommendation
recommended only in the context of rigorous research.
Clinical pelvimetry | 11. Routine clinical pelvimetry on admission in labour is not Not recommended
on admission recommended for healthy pregnant women.
Routine 12. Routine cardiotocography is not recommended for the assessment | Not recommended
assessment of of fetal well-being on labour admission in healthy pregnant women
fetal well-being on presenting in spontaneous labour.
labour admission | 13 Auscultation using a Doppler ultrasound device or Pinard fetal Recommended
stethoscope is recommended for the assessment of fetal well-
being on labour admission.
Perineal/pubic 14. Routine perineal/pubic shaving prior to giving vaginal birth is not Not recommended
shaving recommended.?
Enema on 15. Administration of enema for reducing the use of labour Not recommended
admission augmentation is not recommended.®
Digital vaginal 16. Digital vaginal examination at intervals of four hours is Recommended
examination recommended for routine assessment of active first stage of
labour in low-risk women.?
Continuous 17. Continuous cardiotocography is not recommended for assessment | Not recommended
cardiotocography of fetal well-being in healthy pregnant women undergoing
during labour spontaneous labour.
Intermittent 18. Intermittent auscultation of the fetal heart rate with either Recommended
fetal heart rate a Doppler ultrasound device or Pinard fetal stethoscope is
auscultation during recommended for healthy pregnant women in labour.
labour
Epidural analgesia | 19. Epidural analgesia is recommended for healthy pregnant women Recommended
for pain relief requesting pain relief during labour, depending on a woman's
preferences.
Opioid analgesia 20. Parenteral opioids, such as fentanyl, diamorphine and pethidine, Recommended
for pain relief are recommended options for healthy pregnant women requesting
pain relief during labour, depending on a woman's preferences.
Relaxation 21. Relaxation techniques, including progressive muscle relaxation, Recommended
techniques for pain breathing, music, mindfulness and other techniques, are
management recommended for healthy pregnant women requesting pain relief
during labour, depending on a woman's preferences.
Manual 22. Manual techniques, such as massage or application of warm Recommended
techniques for pain packs, are recommended for healthy pregnant women requesting
management pain relief during labour, depending on a woman's preferences.
Pain relief for 23. Pain relief for preventing delay and reducing the use of Not recommended
preventing labour augmentation in labour is not recommended.®
delay
Oral fluid and food | 24. For women at low risk, oral fluid and food intake during labour is Recommended
recommended.®
Maternal mobility | 25. Encouraging the adoption of mobility and an upright position Recommended
and position during labour in women at low risk is recommended.®
Vaginal cleansing | 26. Routine vaginal cleansing with chlorhexidine during labour Not recommended
for the purpose of preventing infectious morbidities is not
recommended.?
Active 27. A package of care for active management of labour for prevention | Not recommended

management of
labour

of delay in labour is not recommended.?

a

b

Integrated from WHO recommendations for prevention and treatment of maternal peripartum infections.
Integrated from WHO recommendations for augmentation of labour.




. . Category of
Care option Recommendation recommendation
Routine 28. The use of amniotomy alone for prevention of delay in labour is Not recommended
amniotomy not recommended.?
Early amniotomy 29. The use of early amniotomy with early oxytocin augmentation for | Not recommended
and oxytocin prevention of delay in labour is not recommended.?
Oxytocin for 30. The use of oxytocin for prevention of delay in labour in women Not recommended
women with receiving epidural analgesia is not recommended.?
epidural analgesia
Antispasmodic 31. The use of antispasmodic agents for prevention of delay in labour | Not recommended
agents is not recommended.?
Intravenous fluids | 32. The use of intravenous fluids with the aim of shortening the Not recommended
for preventing duration of labour is not recommended.?
labour delay

Second stage of labour

Definition and 33. The use of the following definition and duration of the second Recommended
duration of the stage of labour is recommended for practice.

second stage of — The second stage is the period of time between full cervical

labour dilatation and birth of the baby, during which the woman has

an involuntary urge to bear down, as a result of expulsive
uterine contractions.

— Women should be informed that the duration of the second
stage varies from one woman to another. In first labours, birth
is usually completed within 3 hours whereas in subsequent
labours, birth is usually completed within 2 hours.

Birth position (for | 34. For women without epidural analgesia, encouraging the adoption | Recommended

women without of a birth position of the individual woman'’s choice, including
epidural analgesia) upright positions, is recommended.
Birth position 35. For women with epidural analgesia, encouraging the adoption of a | Recommended
(for women with birth position of the individual woman'’s choice, including upright
epidural analgesia) positions, is recommended.
Method of pushing | 36. Women in the expulsive phase of the second stage of labour Recommended
should be encouraged and supported to follow their own urge to
push.
Method of pushing | 37. For women with epidural analgesia in the second stage of Context-specific
(for women with labour, delaying pushing for one to two hours after full dilatation recommendation
epidural analgesia) or until the woman regains the sensory urge to bear down is

recommended in the context where resources are available
for longer stay in second stage and perinatal hypoxia can be
adequately assessed and managed.

Techniques for 38. For women in the second stage of labour, techniques to reduce Recommended
preventing perineal perineal trauma and facilitate spontaneous birth (including
trauma perineal massage, warm compresses and a “hands on” guarding

of the perineum) are recommended, based on a woman'’s
preferences and available options.

Episiotomy policy | 39. Routine or liberal use of episiotomy is not recommended for Not recommended
women undergoing spontaneous vaginal birth.

Fundal pressure 40. Application of manual fundal pressure to facilitate childbirth Not recommended
during the second stage of labour is not recommended.

@ Integrated from WHO recommendations for augmentation of labour.
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Care option

Recommendation

Third stage of labour

Category of
recommendation

Prophylactic 41. The use of uterotonics for the prevention of postpartum Recommended
uterotonics haemorrhage (PPH) during the third stage of labour is
recommended for all births.?
42. Oxytocin (10 1U, IM/IV) is the recommended uterotonic drug for | Recommended
the prevention of postpartum haemorrhage (PPH).?
43. In settings where oxytocin is unavailable, the use of other Recommended
injectable uterotonics (if appropriate, ergometrine/
methylergometrine, or the fixed drug combination of oxytocin and
ergometrine) or oral misoprostol (600 pg) is recommended.?
Delayed umbilical | 44. Delayed umbilical cord clamping (not earlier than 1 minute after Recommended
cord clamping birth) is recommended for improved maternal and infant health
and nutrition outcomes.”
Controlled cord 45. In settings where skilled birth attendants are available, controlled | Recommended
traction (CCT) cord traction (CCT) is recommended for vaginal births if the care
provider and the parturient woman regard a small reduction in
blood loss and a small reduction in the duration of the third stage
of labour as important.?
Uterine massage 46. Sustained uterine massage is not recommended as an intervention | Not recommended
to prevent postpartum haemorrhage (PPH) in women who have
received prophylactic oxytocin.?
Care of the newborn
Routine nasal or 47. In neonates born through clear amniotic fluid who start breathing | Not recommended
oral suction on their own after birth, suctioning of the mouth and nose should
not be performed.©
Skin-to-skin 48. Newborns without complications should be kept in skin-to-skin Recommended
contact contact (SSC) with their mothers during the first hour after birth
to prevent hypothermia and promote breastfeeding.¢
Breastfeeding 49, All newborns, including low-birth-weight (LBW) babies who are Recommended
able to breastfeed, should be put to the breast as soon as possible
after birth when they are clinically stable, and the mother and
baby are ready.®
Haemorrhagic 50. All newborns should be given 1 mg of vitamin K intramuscularly Recommended
disease after birth (i.e. after the first hour by which the infant should be in
prophylaxis using skin-to-skin contact with the mother and breastfeeding should be
vitamin K initiated).
Bathing and 51. Bathing should be delayed until 24 hours after birth. If this is not Recommended

other immediate
postnatal care of
the newborn

possible due to cultural reasons, bathing should be delayed for
at least six hours. Appropriate clothing of the baby for ambient
temperature is recommended. This means one to two layers of
clothes more than adults, and use of hats/caps. The mother and
baby should not be separated and should stay in the same room
24 hours a day.

Integrated from WHO recommendations for the prevention and treatment of postpartum haemorrhage.

Integrated from the WHO Guideline: delayed cord clamping for improved maternal and infant health and nutrition outcomes.
Integrated from WHO Guidelines on basic newborn resuscitation.
Integrated from WHO Recommendations for management of common childhood conditions: evidence for technical update of
pocket book recommendations.

Integrated from WHO recommendations on newborn health.

Integrated from WHO recommendations on postnatal care of the mother and newborn.




Care of the woman after birth

Uterine tonus
assessment

52.

Postpartum abdominal uterine tonus assessment for early
identification of uterine atony is recommended for all women.?

Recommended

Antibiotics for
uncomplicated
vaginal birth

53.

Routine antibiotic prophylaxis is not recommended for women
with uncomplicated vaginal birth.?

Not recommended

Routine antibiotic | 54. Routine antibiotic prophylaxis is not recommended for women Not recommended
prophylaxis for with episiotomy.?
episiotomy
Routine 55. All postpartum women should have regular assessment of Recommended
postpartum vaginal bleeding, uterine contraction, fundal height, temperature
maternal and heart rate (pulse) routinely during the first 24 hours
assessment starting from the first hour after birth. Blood pressure should be
measured shortly after birth. If normal, the second blood pressure
measurement should be taken within six hours. Urine void should
be documented within six hours.
Postnatal 56. After an uncomplicated vaginal birth in a health care facility, Recommended

discharge following
uncomplicated
vaginal birth

healthy mothers and newborns should receive care in the facility
for at least 24 hours after birth.c¢

Integrated from WHO recommendations for the prevention and treatment of postpartum haemorrhage.

Integrated from WHO recommendations for prevention and treatment of maternal peripartum infections.
Integrated from WHO recommendations on postnatal care of the mother and newborn.
For the newborn, this includes an immediate assessment at birth, a full clinical examination around one hour after birth
and before discharge.

EXECUTIVE SUMMARY
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1. Background

Globally, approximately 140 million births occur
every year (1). The majority of these are vaginal
births among pregnant women with no identified
risk factors for complications, either for themselves
or their babies, at the onset of labour (2, 3). How-
ever, in situations where complications arise during
labour, the risk of serious morbidity and death
increases for both the woman and baby. Over a third
of maternal deaths and a substantial proportion of
pregnancy-related life-threatening conditions are
attributed to complications that arise during labour,
childbirth or the immediate postpartum period,
often as result of haemorrhage, obstructed labour
or sepsis (4, 5). Similarly, approximately half of all
stillbirths and a quarter of neonatal deaths result
from complications during labour and childbirth

(6). The burden of maternal and perinatal deaths

is disproportionately higher in low- and middle-
income countries (LMICs) compared to high-income
countries (HICs). Therefore, improving the quality
of care around the time of birth, especially in LMICs,
has been identified as the most impactful strategy
for reducing stillbirths, maternal and newborn
deaths, compared with antenatal or postpartum care
strategies (7).

Over the last two decades, women have been
encouraged to give birth in health care facilities to
ensure access to skilled health care professionals
and timely referral should the need for additional
care arise. However, accessing labour and childbirth
care in health care facilities may not guarantee
good quality care. Disrespectful and undignified
care is prevalent in many facility settings globally,
particularly for underprivileged populations, and
this not only violates their human rights but is
also a significant barrier to accessing intrapartum
care services (8). In addition, the prevailing model
of intrapartum care in many parts of the world,
which enables the health care provider to control
the birthing process, may expose apparently
healthy pregnant women to unnecessary medical
interventions that interfere with the physiological
process of childbirth.

Studies have shown that a substantial proportion

of healthy pregnant women undergo at least one
clinical intervention during labour and birth, such as
labour induction, oxytocin augmentation, caesarean
section, operative vaginal birth or episiotomy

(9, 10). In addition, women in labour continue

to be subjected to ineffective and potentially
harmful routine interventions, such as perineal
shaving, enemas, amniotomy, intravenous fluids,

antispasmodics and antibiotics for uncomplicated
vaginal births (71). This interventionist approach is
not adequately sensitive to the woman's (and her
family's) personal needs, values and preferences,
and can weaken her own capability during childbirth
and negatively impact her childbirth experience (77).
Furthermore, the questionable use of technologies
in high-resource settings, even when the clinical
benefits are unclear, has further widened the

equity gap for pregnant women and newborns in
disadvantaged populations.

As highlighted in the World Health Organization
(WHO) framework for improving quality of care

for pregnant women during childbirth, experience
of care is as important as clinical care provision in
achieving the desired person-centred outcomes
(12). However, non-clinical intrapartum practices,
such as provision of emotional support through
labour companionship, effective communication and
respectful care, which may be fairly inexpensive to
implement, are not regarded as priorities in many
settings. Similarly, birthing options that respect
women's values and promote choice during the first
and second stages of labour are not consistently
provided. These non-clinical aspects of labour

and childbirth care are essential components of

the experience of care that should complement

any necessary clinical interventions to optimize

the quality of care provided to the woman and her
family.

In the context of a shortage of skilled health

care professionals in low-resource settings, the
medicalization of normal childbirth can overburden
front-line health workers, with resultant poor quality
of intrapartum care and poor birth outcomes. It

is therefore important that intrapartum clinical
interventions are implemented only when there is
clear evidence that they can improve outcomes and
minimize potential harms (13).

To safely monitor labour and childbirth in any
setting, a clear understanding of what constitutes
normal labour onset and progress is essential.
However, consensus around the definitions of the
onset and duration of the different phases and
stages of “normal” labour is lacking (14). The routine
use of the partograph has been widely promoted by
WHO; however, the validity of the most important
components of its cervicograph, the alert and
action lines, has been called into question in the last
decade, as the findings of several studies suggest
that labour can indeed be slower than the limits
proposed in the 1950s (715-18), on which these lines



are based. The question of whether the current
cervicograph design can safely and unequivocally
identify healthy labouring women at risk of adverse
outcomes has become critical to clinical guidance on
intrapartum care, and a careful consideration of the
evidence supporting its use was required.

This up-to-date, comprehensive and consolidated
guideline on intrapartum care for healthy pregnant
women and their babies brings together new

and existing WHO recommendations that, when
delivered as a package of care, will ensure good
quality and evidence-based care in all country
settings. In addition to establishing essential clinical
and non-clinical practices that support a positive
childbirth experience, the guideline highlights
unnecessary, non-evidence-based and potentially
harmful intrapartum care practices that weaken
women's innate childbirth capabilities, waste
resources and reduce equity.

11  Target audience

The primary target audience for this guideline is
health care professionals who are responsible for
developing national and local health protocols and
those directly providing care to pregnant women
and their newborns in all settings. This includes
midwives, nurses, general medical practitioners,
obstetricians and managers of maternal and child
health programmes. The guideline will also be of
interest to professional societies involved in the care
of pregnant women, nongovernmental organizations
(NGOs) involved with promotion of woman-centred
maternity care, and implementers of maternal and
child health programmes.

1.2 Scope of the guideline

This guideline focuses on the care of all healthy
pregnant women and their babies during labour

and childbirth in any health care setting. Based on
the premise that all women deserve high-quality
intrapartum care, the guideline includes practices
that are essential for the care of all pregnant women,
regardless of their risk status. For the purposes

of this guideline, the term “healthy pregnant
women” is used to describe pregnant women and
adolescent girls who have no identified risk factors
for themselves or their babies, and who otherwise
appear to be healthy. The management of pregnant
women who develop labour complications and those
with high-risk pregnancies who require specialized
intrapartum care is outside the scope of this guide-
line. This guideline is therefore complementary to
existing WHO guidance on Managing complications
in pregnancy and childbirth: a guide for midwives and
doctors (19).

The priority questions and outcomes that guided
evidence synthesis and decision-making for this
guideline are listed in Annex 1. They cover essential
care that should be provided throughout labour and
childbirth, and interventions specific to the first and
second stages of labour. The priority questions and
outcomes for existing WHQO recommendations that
have been integrated into this guideline, including
those relevant to the third stage of labour and care
of the woman and newborn after birth, can be found
in the respective guidelines from which they have
been drawn.
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2. Methods

This document represents WHO's normative
support for using evidence-informed policies and
practices in all countries. This document was
developed using the standard operating procedures
described in the WHO handbook for guideline
development (20). In summary, the process included:
(i) identifying priority questions and outcomes;

(ii) retrieval of the evidence; (iii) assessment and
synthesis of the evidence; (iv) formulation of

the recommendations; and (v) planning for the
dissemination, implementation, impact evaluation
and updating of the guideline.

21 WHO Steering Group

The WHO Steering Group, comprising staff
members from the WHO Department of
Reproductive Health and Research (RHR) and the
WHO Department of Maternal, Newborn, Child
and Adolescent Health (MCA), of the Family,
Women's and Children's Health (FWC) Cluster,
supervised the guideline development process.
The group drafted the initial scope of the guideline,
identified priority questions and outcomes, prepared
the guideline planning proposal, and identified
systematic review teams, guideline methodologists
and members of the Guideline Development
Group (GDG). Additionally, the Steering Group
supervised the evidence retrieval, assessment and
synthesis, organized the GDG meetings (technical
consultations), prepared draft recommendations
for the GDG to review, prepared the final guideline
document, and managed its publication and
dissemination. The members of the Steering Group
are listed in Annex 2.

2.2 Guideline Development Group

The WHO Steering Group identified 18 external
experts and stakeholders from the six WHO

regions to form the GDG. This was a diverse group
of individuals with expertise in research, clinical
practice, policy and programmes, and guideline
development methods relating to intrapartum care
practices and service delivery, in addition to two
patient/consumer representatives. The members
were identified in a way that ensured geographic
representation and gender balance, and they had no
important conflicts of interest (see section 2.13). A
short biography of the GDG members was published
on the WHO RHR departmental website for public
review and comment prior to the first GDG meeting.

Selected members of this group participated in a
scoping meeting held in April 2016, and provided

input into the final version of the priority questions
and outcomes that guided the evidence review. The
GDG examined and interpreted the evidence and
formulated the final recommendations at two face-
to-face meetings in May and September 2017. The
group also reviewed and approved the final guideline
document. The list of GDG members can be found in
Annex 2.

2.3 External Review Group

This group included six technical experts and
stakeholders with an interest in the provision of
evidence-based intrapartum care. The group was
geographically representative and gender balanced,
and the members had no important conflicts of
interest (see section 2.13). The External Review
Group (ERG) peer-reviewed the final guideline
document to identify any factual errors and
comment on clarity of the language, contextual
issues and implications for implementation. The
ERG ensured that the guideline decision-making
processes considered and incorporated the
contextual values and preferences of persons
affected by the recommendations, including
pregnant women and adolescent girls, health care
professionals and policy-makers. It was not within
the remit of this group to change recommendations
that were formulated by the GDG. The members of
the ERG are listed in Annex 2.

2.4 Technical Working Group

The Technical Working Group (TWG) comprised
guideline methodologists and systematic review
teams. An independent consultant from the
Evidence-Based Medicine Consultancy in Bath,
United Kingdom, and technical experts from Centro
Rosarino de Estudios Perinatales (CREP) in Rosario,
Argentina, served as guideline methodologists. In
relation to quantitative evidence on the effects of
different prioritized interventions, the Cochrane
Pregnancy and Childbirth Group (PCG) provided
input on the scoping of the guideline priority
questions and supervised the updating of relevant
systematic reviews following the standard
processes of the Cochrane Collaboration. The
methodologists from CREP appraised the evidence
from these systematic reviews using the Grading of
Recommendations Assessment, Development and
Evaluation (GRADE) methodology (27).

Where there were no suitable systematic reviews
(Cochrane or non-Cochrane) for priority questions
and other considerations relevant to the domains of



the GRADE evidence-to-decision (EtD) frameworks,
new systematic reviews of quantitative or qualitative
studies were conducted by experts from CREP,
Argentina, and from the University of Central
Lancashire and King's College London, United
Kingdom, in collaboration with the WHO Steering
Group.

The Steering Group worked closely with members
of the TWG to review the evidence and prepare the
GRADE EtD frameworks. Members of the TWG are
listed in Annex 2.

2.5 External partners and observers

Representatives of the International Federation of
Gynecology and Obstetrics (FIGO), the International
Confederation of Midwives (ICM), the Royal

College of Obstetricians and Gynaecology (RCOG),
the United Nations Population Fund (UNFPA)

and the United States Agency for International
Development (USAID) were invited to the final face-
to-face GDG meeting in September 2017 to serve

as observers (see Annex 2). These organizations

are potential implementers of the guideline with

a history of collaboration with the WHO RHR and
MCA Departments in guideline dissemination and
implementation.

2.6 Identifying priority questions and
outcomes
The WHO Steering Group, in consultation with the
systematic review teams, guideline methodologists
and selected members of the GDG, drafted the
priority questions for this guideline. To develop these
questions, a rigorous scoping exercise to identify
and map clinical practices, interventions and health
outcomes related to intrapartum care commenced
in January 2016. First, a scoping literature review
was performed to define the population of interest
for the guideline and to explore what constitutes
“normal” labour and childbirth in clinical practice
across settings, based on a search of the PubMed
and Latin American and Caribbean Health Sciences
Literature (LILACS) databases. Next, a preliminary
literature search of existing clinical guidelines and
key systematic reviews on intrapartum interventions
was performed, using the following sources:
Cochrane Database of Systematic Reviews, LILACS,
National Guidelines Clearinghouse, PubMed, and
web pages of professional societies (including FIGO,
the European Board & College of Obstetrics and
Gynaecology [EBCOG], the American College of
Obstetricians and Gynecologists [ACOG], RCOG,
the Royal Australian and New Zealand College of
Obstetricians and Gynaecologists [RANZCOG]
and the ICM) and health agencies (including the

United Kingdom's National Institute for Health and
Care Excellence [NICE], the Agency for Healthcare
Research & Quality [AHRQ] of the United States
Department of Health & Human Services, and the
Institute for Clinical Systems Improvement [ICSI],
based in the United States of America].

This exercise generated about 140 potential
interventions that could be applied during the
intrapartum period, starting before labour admission
through to the immediate postpartum period. The
interventions were then classified according to the
WHO quality of care framework for maternal and
newborn health (Figure 2.1) (12) to ensure that the
ensuing recommendations would respond to the
domains of intrapartum care quality in terms of both
provision and experience of care.

The scoping exercise also informed the choice of
potential outcomes for the guideline, particularly
through the review of outcomes used in Cochrane
systematic reviews related to intrapartum care
interventions. To prioritize outcomes, a total of 44
international experts and stakeholders in the field of
maternal and child health, including those who later
participated in a guideline scoping meeting, were
invited to rank the potential outcomes identified
through the above exercise, using an electronic
survey. Survey participants ranked the relative
importance of outcomes on a 9-point scale ranging
from 1 (not important) to 9 (critical). Using all the
responses, the median score was calculated for
each outcome, to identify a set of outcomes that are
“critical” (median scores = 7) and “important but not
critical” (median scores 4-6) as a basis for making
decisions about the recommendations.

Based on these initial steps, the WHO Steering
Group developed a framework for discussion at a
guideline scoping meeting, held in Geneva in April
2016, the aim of which was to prioritize guideline
questions and to define the scope of the guideline in
terms of focus, population of interest, interventions
and outcomes. At this meeting, it was decided

that the scope of this guideline should prioritize
essential interventions that can be applied in low-,
middle- and high-income settings, and that would
be applicable to all pregnant women, regardless of
their risk status (“low” or “high”) at the beginning of
labour. Highly specialized labour interventions for
the management of complications such as labour
dystocia, fetal distress and meconium staining were
considered beyond the scope of this guideline.

The key thematic areas for essential intrapartum
care were discussed in the light of interventions that
are already covered in existing WHO guidelines.
Considering the resources available, the group
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Figure 2.1

WHO quality of care framework for maternal and newborn health

Quality of care

Provision of care

1. Evidence based practices for
routine care and management of

complications

2. Actionable information systems

3. Functional referral systems

Experience of care

4. Effective communication
5. Respect and preservation of dignity
6.Emotional support

7. Competent, motivated human resources

8. Essential physical resources available

d

d

Individual and family-level outcomes

Coverage of key practices

agreed to limit the scope of prioritized questions
to those that have not already been addressed

by existing WHO guidelines, with the caveat that
existing recommendations (that were developed
according to WHO standard procedures) would
be integrated into the final guideline document.
However, the exception to this was the prioritization
of the question related to companionship during
labour and childbirth, for which several new trials
were identified following the publication of the
supporting Cochrane review (22).

In determining the guideline focus, the scoping
process highlighted the need to identify women-
centred interventions and outcomes for intrapartum

BOX 2.1
Positive childbirth experience

Women want a positive childbirth experience
that fulfils or exceeds their prior personal and
sociocultural beliefs and expectations. This
includes giving birth to a healthy baby in a
clinically and psychologically safe environment
with continuity of practical and emotional
support from birth companion(s) and kind,
technically competent clinical staff. Most
women want a physiological labour and birth,
and to have a sense of personal achievement
and control through involvement in decision-
making, even when medical interventions are
needed or wanted.

People-cented outcomes

Health outcomes

care. To this end, a qualitative systematic review was
conducted to understand what women want, need
and value during childbirth (23). The findings of this
review suggested that the primary outcome for all
pregnant women undergoing childbirth is a “positive
childbirth experience” (as defined in Box 2.1).

Based on the outcome prioritization exercise
described above and discussions at the scoping
meeting, a set of outcomes that were considered
critical and important to women (and their families)
was prioritized for the intrapartum period. However,
due to important differences between the types of
prioritized interventions and the range of potential
outcomes, and with due consideration for what
matters to pregnant women undergoing labour,
these outcomes were further prioritized separately
for individual guideline questions. Informed by

the qualitative review of women's views, the list of
outcomes was complemented with the outcome
“maternal birth experience” (including maternal
satisfaction with care, women'’s mental and psycho-
logical health assessment, rating of childbirth
experience, and sense of control) to reflect
women's perception of the quality of care for all
interventions prioritized. For questions related to
definitions and duration of phases and stages of
labour and diagnostic performance of 1-cm/hour
cervical dilatation threshold, the outcomes include
characteristic features and duration of phases

of labour, and sensitivity and specificity of test
thresholds, respectively.



Table 2.1

WHO intrapartum care guideline work streams

Work streams

Methodology Assessment of evidence

Definitions and duration of first and second stages of
labour; patterns of normal labour progression

Systematic reviews of

observational studies Modified GRADE

Diagnostic test accuracy (DTA) of 1-cm/hour cervical
dilatation threshold

DTA reviews GRADE

Effects of individual interventions for clinical and non-
clinical practices from labour admission until birth

Systematic reviews of

effectiveness studies GRADE

Woman- and maternity staff-centred domains for
values, acceptability, feasibility of implementing
practices, and equity issues related to intrapartum care

Qualitative evidence
synthesis; mixed-
methods reviews

GRADE-CERQual; GRADE

Resource implications for individual interventions

Systematic reviews or

single studies As applicable

CERQual: Confidence in the Evidence from Reviews of Qualitative research (25); GRADE: Grading of Recommendations Assessment,

Development and Evaluation (27)

In summary, this scoping and consultation process
led to the identification of priority questions and
outcomes related to the effectiveness of clinical and
non-clinical practices aimed at achieving a positive
childbirth experience that includes a healthy mother
and a healthy baby. These questions and outcomes
are listed in Annex 1.

2.7 Integration of recommendations from

published WHO guidelines
In order to harmonize and consolidate all
recommendations that are relevant to the care
of healthy pregnant women and their newborn
babies into a single document, existing WHO
recommendations that were within the scope of
essential intrapartum care were identified and
integrated into this guideline. Only recommen-
dations published from 2012 onwards in other
WHO guidelines approved by the Guidelines Review
Committee (GRC) were included. These integrated
recommendations cover other critical components
of intrapartum care for which questions were not
prioritized. These include third stage of labour, care
of the newborn immediately after birth, and care
of the woman after birth. Recommendations and
their corresponding remarks have been integrated
from their parent guidelines without modification,
as these recommendations were considered to be
current.

2.8 Focus and approach

The focus of this guideline is on the essential
intrapartum care practices that all pregnant
women and adolescent girls should receive to
facilitate a positive childbirth experience. To
help decision-makers consider a range of factors
relating to each intervention or option evaluated,
the GRADE EtD framework tool was used, which
includes the following domains: effects (benefits

and harms), values, resources, equity, acceptability
and feasibility (24). The preparatory work for the
guideline was organized into five work streams to
synthesize and examine evidence across the EtD
framework domains (Table 2.1).

2.9 Evidence identification and retrieval

Evidence to support this guideline was derived
from a number of sources by the systematic review
teams and methodologists working in collaboration
with the WHO Steering Group. Evidence on effects
was mainly derived from Cochrane systematic
reviews of randomized controlled trials (RCTs). The
Steering Group, in collaboration with the Cochrane
PCG and methodologists from CREP, first identified
all relevant Cochrane systematic reviews that
addressed the prioritized questions. The Cochrane
systematic reviews were based on studies identified
from searches of the Cochrane PCG Trials Register.
In instances where the Cochrane reviews identified
were found to be out of date, review authors

were invited to update their Cochrane reviews

in accordance with the standard process of the
Cochrane PCG and with the support of Cochrane
PCG staff.

Where no systematic review was identified for a
priority question, a new systematic review was

' The Cochrane Pregnancy and Childbirth Group (PCG)
Trials Register is maintained by the Cochrane PCG's
Trial Search Coordinator and contains trials identified
from: monthly searches of the Cochrane Central
Register of Controlled Trials (CENTRAL); weekly
searches of MEDLINE; weekly searches of Embase;
hand-searches of 30 journals and the proceedings of
major conferences; weekly “current awareness” alerts
for a further 44 journals; and monthly BioMed Central
email alerts. For further information, see:
http://pregnancy.cochrane.org/pregnancy-and-
childbirth-groups-trials-register
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commissioned from external experts. In this
instance, the external experts were asked to prepare
a standard protocol before embarking on the review,
including: a clear PICO (population, intervention,
comparator, outcome) question; criteria for
identification of studies, including search strategies
for different bibliographic databases; methods for
assessing risk of bias; and a data analysis plan.

The protocol was reviewed and endorsed by the
Steering Group and selected content experts
among the GDG members. The entire systematic
review development process was iterative, with the
methodologists in constant communication with the
Steering Group to discuss challenges and agree on
solutions.

Qualitative reviews focused on: what matters

to women and health care providers in terms of
intrapartum care; health care professionals’ views
of barriers and facilitators to uptake and delivery

of intrapartum care interventions; acceptability of
practices to women and health care professionals;
feasibility of implementing the interventions; how
the outcomes impacted by an intervention are
valued by women and other stakeholders; and
general or specific perceptions on equity relating
to the interventions prioritized (26). In addition,
qualitative evidence related to labour companionship
and respectful maternity care (RMC) were derived
from two qualitative systematic reviews specifically
addressing these questions (27, 28). To inform the
question on effective communication by health
care providers, a further mixed-methods review
was conducted. The search strategies for evidence
identification and retrieval for these reviews can be
found in the respective publications.

Evidence on cost-effectiveness was identified by a
systematic review of the literature, from 1 January
1996 to 20 February 2017, using the MEDLINE
electronic database. Evidence was retrieved on
costs and cost-effectiveness of intrapartum care
in general, and cost-effectiveness of specific
intrapartum interventions, including fetal
monitoring, clinical pelvimetry, communication,
companionship, birth positions, episiotomy and
pain relief methods. The “related articles” feature
of PubMed was used to identify additional relevant
studies.

2.10 Quality assessment and grading of
the evidence

Quality assessment of primary studies included in

the reviews

The assessment of the quality of individual studies

included in Cochrane reviews follows a specific and
explicit method of risk-of-bias assessment using six

standard criteria outlined in the Cochrane handbook
for systematic reviews of interventions (29). Each
included study is assessed and rated by reviewers
to be at low, high or unclear risk of bias for sequence
generation, allocation concealment, blinding

of study personnel and participants, attrition,
selective reporting and other sources of bias, such
as publication bias. The assessment along these
domains provides an overall risk of bias for each
included study that indicates the likely magnitude
and direction of the bias and how it is likely to
impact the review findings. For the new systematic
reviews on effectiveness of interventions, which
were commissioned by the WHO Steering Group,
each included study was assessed for risk of bias
according to the Cochrane review methodology.

Studies identified for qualitative reviews were
subjected to a simple quality appraisal system using
a validated instrument that rated studies against

11 pre-defined criteria and then allocated a score
ranging from A to D, with D indicating the presence
of significant flaws that are very likely to affect the
credibility, transferability, dependability and/or
confirmability of the study. Studies scoring D were
excluded on grounds of poor quality (30).

Quality assessment of the review evidence

The GRADE approach to appraising the quality

of quantitative evidence (21) was used for all the
critical outcomes identified in the PICO questions,
and a GRADE evidence profile was prepared

for each quantitative outcome for each priority
question. Accordingly, the certainty of evidence

for each outcome was rated as “high”, “moderate”,
“low" or “very low”, based on a set of criteria. By
default, RCTs were considered to provide high-
certainty evidence, while non-randomized trials
and observational studies provide low-certainty
evidence. This baseline quality rating was then
downgraded based on consideration of study design
limitations (risk of bias), inconsistency, imprecision,
indirectness and publication bias. For observational
studies, other considerations, such as magnitude
of effect, could lead to upgrading of the rating if
there were no limitations that indicated a need for
downgrading. The systematic review teams and
methodologists from CREP graded the quantitative
review evidence in accordance with standard
operating procedures approved by the WHO
Steering Group.

The findings of the qualitative reviews were
appraised for quality using the GRADE-CERQual
(Confidence in the Evidence from Reviews of
Qualitative research) tool (25). The GRADE-
CERQuial tool, which uses a similar approach



conceptually to other GRADE tools, provides a
transparent method for assessing and assigning the
level of confidence that can be placed in evidence
from reviews of qualitative research. The systematic
review team used the GRADE-CERQual tool to
assess the confidence in qualitative review findings
- a level of confidence was assigned to the evidence
domains on values, acceptability and feasibility
according to four components: methodological
limitations of the individual studies; adequacy

of data; coherence; and relevance to the review
question of the individual studies contributing to a
review finding.

2.11 Formulation of the recommendations

The WHO Steering Group supervised and finalized
the preparation of evidence profiles and evidence
summaries in collaboration with the TWG using
the GRADE EtD framework. The EtD tool includes
explicit and systematic consideration of evidence
on prioritized interventions in terms of specified
domains: effects, values, resources, equity,
acceptability and feasibility. For each priority
question, judgements were made on the impact of
the intervention on each domain, in order to inform
and guide the decision-making process. Using the
EtD framework template, the Steering Group and
TWG created summary documents for each priority
question covering evidence on each domain, as
described below.

Effects: The evidence on the critical outcomes

was summarized in this domain to answer the
questions: “What are the desirable and undesirable
effects of the intervention/option?” and “What is
the certainty of the evidence on effects?” Where
benefits clearly outweighed harms for outcomes
that are highly valued by pregnant women, or vice
versa, there was a greater likelihood of a clear
judgement in favour of or against the intervention,
respectively. Uncertainty about the net benefits

or harms, and small net benefits usually led to a
judgement that did not favour the intervention or the
comparator. The higher the certainty of evidence of
benefits across outcomes, the higher the likelihood
of a judgement in favour of the intervention. In

the absence of evidence of benefits, evidence of
potential harm led to a recommendation against
the option. Where evidence of potential harm was
found for interventions that were also found to
have evidence of important benefits, depending on
the level of certainty and likely impact of the harm,
such evidence of potential harm was more likely

to result to a context-specific recommendation for
the intervention (and the context is explicitly stated
within the recommendation).

Values: This relates to the relative importance
assigned to the outcomes of the intervention by
those affected by them, how such importance
varies within and across settings, and whether this
importance is surrounded by any uncertainty. The
question asked was: “Is there important uncertainty
or variability in how much women value the main
outcomes associated with the intervention/option?”
Interventions that resulted in outcomes that most
women consistently value regardless of settings
were more likely to lead to a judgement in favour

of the intervention. This domain, together with the
“effects” domain (see above), informed the “balance
of effects” judgement.

Resources: This domain addressed the questions:
“What are the resources associated with the
intervention/option?” and “Is the intervention/
option cost-effective?” The resources required

to implement the reviewed intrapartum care
interventions mainly include the costs of providing
supplies, training, equipment and skilled human
resources. A judgement in favour of or against

the intervention was likely where the resource
implications were clearly advantageous or
disadvantageous, respectively. Cost evaluation
relied on reported estimates obtained during the
evidence retrieval process; the OneHealth Model:
intervention treatment assumptions report (31); the
WHO compendium of innovative health technologies for
low-resource settings (32); as well as the experiences
and opinions of the GDG members. Where available,
direct evidence from systematic reviews of cost-
effectiveness informed this domain.

Acceptability: This domain addressed the question:
“Is the intervention/option acceptable to women
and health care providers?” Qualitative evidence
from the systematic reviews on women'’s and
providers' views and experiences across different
labour practices informed the judgements for
this domain. The lower the acceptability, the
lower the likelihood of a judgement in favour of
the intervention. If it was deemed necessary to
recommend an intervention that was associated
with low acceptability, the recommendation is
accompanied by a strategy to address concerns
about acceptability during implementation.

Feasibility: The feasibility of implementing an
intervention depends on factors such as the
resources, infrastructure and training requirements.
This domain addressed the question: “Is it feasible
for the relevant stakeholders to implement the
intervention/option?” Qualitative evidence from the
systematic reviews on women's and providers' views
and experiences across different labour practices
was used to inform judgements for this domain.
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Where barriers were identified, it was less likely
that a judgement would be made in favour of the
intervention.

Equity: This domain encompasses evidence or
considerations as to whether or not an intervention
would reduce health inequities. Therefore, this
domain addressed the question: “What is the
anticipated impact of the intervention/option on
equity?"” The findings of qualitative systematic
reviews on women's and providers' views and
experiences, the 2015 WHO report on inequalities
in reproductive, maternal, newborn and child health
(33), and a review on facilitators and barriers to
facility-based birth (8), as well as the experiences
and opinions of the GDG members, were used to
inform this domain. An intervention was likely to be
recommended if its proven (or anticipated) effects
reduce (or could reduce) health inequalities among
different groups of women and their families.

For each of the above domains, additional evidence
of potential harms or unintended consequences

are described in the “additional considerations”
subsections. Such considerations were derived from
studies that might not have directly addressed the
priority question but provided pertinent information
in the absence of direct evidence. These were
extracted from single studies, systematic reviews or
other relevant sources.

The WHO Steering Group provided the EtD
frameworks, including evidence summaries, GRADE
evidence profiles, and other documents related to
each recommendation, to GDG members as soon
as the documents were drafted, and several weeks
in advance of the face-to-face meetings. The GDG
members were asked to review and electronically
provide comments on the documents before the
GDG meetings. During the face-to-face meetings

at the WHO headquarters in Geneva, Switzerland,
in May and September 2017, under the leadership
of the GDG chairperson for each meeting, GDG
members collectively reviewed the frameworks,

the draft recommendations and any comments
received through preliminary feedback. The purpose
of the meetings was to reach consensus on each
recommendation, including its direction and in some
instances the specific context, based on explicit
consideration of the range of evidence presented

in each EtD framework and the judgement of the
GDG members. In line with other recently published
WHO guidelines using EtD frameworks (34-36), the
GDG classified each recommendation into one of
the following categories defined below.

= Recommended: This category indicates that the
intervention or option should be implemented.

= Not recommended: This category indicates
that the intervention or option should not be
implemented.

= Recommended only in specific contexts: This
category indicates that the intervention or option
is applicable only to the condition, setting or
population specified in the recommendation, and
should only be implemented in these contexts.

= Recommended only in the context of rigorous
research: This category indicates that there are
important uncertainties about the intervention or
option. In such instances, implementation can still
be undertaken on a large scale, provided that it
takes the form of research that is able to address
unanswered questions and uncertainties related
both to effectiveness of the intervention or option,
and its acceptability and feasibility.

For recommendations integrated from existing
guidelines, information on the strength and quality
of the evidence from the source guideline document
has been presented in the accompanying remarks.
For consistency, integrated recommendations have
also been categorized according to the typology
described above.

2.12 Decision-making during the
GDG meetings

The GDG meetings were guided by the following
protocol: the meetings were designed to allow
participants to discuss the supporting evidence

and each of the recommendations drafted by the
WHO Steering Group, and to reach a consensus

on the final wording of each recommendation after
revision. Consensus was defined as the agreement
by three quarters or more of the GDG, provided that
those who disagreed did not feel strongly about
their position. Strong disagreements would have
been recorded as such in the guideline (there was
no record of such disagreement in any of the GDG
meetings). Where required, the GDG determined the
context of recommendations by the same process of
consensus, based on discussions about the balance
of evidence on effects (benefits and harms) of the
interventions across different contexts.

If the participants were unable to reach a consensus,
the disputed recommendation, or any other decision,
would be put to a vote. Voting would have been by

a show of hands among members of the GDG. A
recommendation or decision would stand if more
than two thirds of the GDG voted in support of it,
unless the disagreement was related to a safety
concern, in which case the WHO Secretariat

could choose not to issue a recommendation on

the subject. WHO staff at the meetings, external



technical experts involved in the collection and
grading of the evidence, and observers were not
eligible to vote. If the issue to be voted upon involved
primary research or systematic reviews conducted
by any of the participants who had declared an
academic conflict of interest, those individuals were
allowed to participate in the discussion, but were not
allowed to vote on the issue in question.

2.13 Declaration of interests by external
contributors

In accordance with the WHO handbook for guideline
development (20), all GDG, TWG and ERG members,
and external collaborators were asked to declare in
writing any competing interests (whether academic,
financial or other) at the time of the invitation to
participate in the guideline development process.
The standard WHO form for declaration of interests
(DOI) was completed and signed by each expert
and sent electronically to the responsible technical
officer. The WHO Steering Group reviewed all the
DOI forms before finalizing experts’ invitations to
participate. All experts were instructed to notify

the responsible technical officer of any change in
relevant interests during the course of the process,
in order to review and update conflicts of interest
accordingly. In addition, experts were requested

to submit an electronic copy of their curriculum
vitae along with the completed DOI form. The
Steering Group collated and reviewed signed

DOI forms and curriculum vitae, and determined
whether a conflict of interest existed. Where any
conflict of interest was declared, the Steering Group
determined whether it was serious enough to affect
the individual’s ability to make objective judgements
about the evidence or recommendations. To ensure
consistency, the Steering Group applied the criteria
for assessing the severity of a conflict of interest

as provided in the WHO handbook for guideline
development (20).

All findings from the received DOI statements

were managed in accordance with the WHO DOI
guidelines on a case-by-case basis. Where a conflict
of interest was not considered significant enough to
pose any risk to the guideline development process
or reduce its credibility, the expert was only required
to declare the conflict of interest at the GDG
meeting and no further action was taken. Conflicts
of interest that warranted action by WHO staff arose
where experts had performed primary research

or a systematic review related to any guideline
recommendations; in such cases, the experts were
restricted from participating in discussions and/or
formulating any recommendation related to the area
of their conflict of interest. At the GDG face-to-face

meetings, members were required again to state
any conflicts of interest openly to the entire group,
and were required to submit a signed and updated
version of their earlier DOl statements. A summary
of the DOI statements and information on how
conflicts of interest were managed are included in
Annex 3.

2.14 Document preparation and

peer review
Following the final GDG meeting, an independent
consultant and the responsible technical officer
from the WHO Steering Group prepared a draft of
the full guideline document to accurately reflect
the deliberations and decisions of the GDG. Other
members of the Steering Group provided comments
on the draft guideline document before it was sent
electronically to the GDG members for further
comments. The document was revised based on
the feedback received from the GDG and then
sent to the ERG for peer review. The ERG members
were asked to review the revised draft of the
guideline to identify any errors of fact, comment
on the clarity of the language, and to raise any
issues related to implementation, adaptation and
contextual considerations. The Steering Group
carefully evaluated the input of the peer reviewers
for inclusion in the final guideline document and
made further revisions to the draft as needed.
After the GDG meetings and external peer review,
further modifications to the guideline by the Steering
Group were limited to corrections of factual errors
and improvements in language to address any lack
of clarity. The revised final version was returned
electronically to the GDG for their approval.

2.15 Presentation of guideline content

A summary list of the recommendations is
presented in the executive summary of this
guideline. For each recommendation, a summary of
the evidence on effects, values, resources, equity,
acceptability, feasibility, and other considerations
reviewed at the two GDG meetings can be found

in the “Evidence and recommendations” section
(Section 3). The language used to interpret the
evidence on effects is consistent with the Cochrane
Effective Practice and Organization of Care (EPOC)
approach (37).

The WHO Steering Group has integrated

into this guideline a number of existing WHO
recommendations that are relevant to routine
intrapartum care from other recent WHO guidelines.
In all instances, these recommendations are
identical to those published in the respective source
guidelines. To ensure that the integrated information
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is complete, the strength of the recommendation
and certainty of the evidence as originally published
for the existing recommendation has been included
in the remarks section. Such recommendations
include an additional remark providing a direct

web address for the source guideline. Guideline
users are referred to the respective WHO source
guidelines for more details on these integrated
recommendations.



3. Evidence and recommendations

The corresponding GRADE tables for the
recommendations are referred to in this section

as “evidence base” (EB) tables, and are numbered
according to the specific recommendations to which
they refer. These tables are presented separately

in the Web annex of this document. Evidence-
to-decision (EtD) tables with GDG judgements
related to the evidence and considerations for

all domains are presented in the “Summary of
evidence and considerations” sub-sections for each
recommendation.

This guideline includes 56 evidence-based
recommendations on intrapartum care - 26 new
recommendations adopted by the Guideline
Development Group (GDG) at the 2017 meetings,
and 30 existing recommendations relevant to
intrapartum care that were integrated from
previously published WHO guidelines. Sections
3.1-3.6 outline the narrative summaries and the
corresponding recommendations, grouped and
presented according to the timing of the practice
ranging from labour onset through to the immediate
postnatal period.

3.1 Care throughout labour and birth

3.1.1 Respectful maternity care

RECOMMENDATION 1

Respectful maternity care - which refers to care organized for and provided to all womenin a
manner that maintains their dignity, privacy and confidentiality, ensures freedom from harm and
mistreatment, and enables informed choice and continuous support during labour and childbirth - is
recommended. (Recommended)

m Provision of respectful maternity care (RMC) is in accordance with a human rights-based approach
to reducing maternal morbidity and mortality. RMC could improve women's experience of labour and
childbirth and address health inequalities.

m There is limited evidence on the effectiveness of interventions to promote RMC or to reduce
mistreatment of women during labour and childbirth. Given the complex drivers of mistreatment
during facility-based childbirth, reducing mistreatment and improving women's experience of care
requires interventions at the interpersonal level between a woman and her health care providers, as
well as at the level of the health care facility and the health system.

m Effective communication and engagement among health care providers, health service managers,
women and representatives of women'’s groups and women's rights movements is essential to ensure
that care is responsive to women'’s needs and preferences in all contexts and settings.

= Interventions should aim to ensure a respectful and dignified working environment for those providing
care, acknowledging that staff may also experience disrespect and abuse in the workplace and/or
violence at home or in the community.

cRCT with only 2 sites and the other with 10 sites)
and three were before-after studies. Control (or pre-
intervention) sample sizes ranged from 120 to 2000
participants across studies and post-intervention
samples ranged from 105 to 1680 participants. Most

Summary of evidence and considerations

Effects of the interventions (EB Table 3.1.1)

Evidence on the effects of respectful maternity
care (RMCQC) interventions on birth outcomes was

derived from a systematic review of five studies
that were conducted in Africa (Kenya, South Africa
[2 studies], Sudan and the United Republic of
Tanzania) (38). The review found no studies from
high-income countries (HICs). Two of the included
studies were cluster randomized controlled trials (1

of the interventions included multiple components,
with an emphasis on community engagement as well

T Available at: www.who.int/reproductivehealth/
publications/intrapartum-care-guidelines/en/index.
html
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as on changes on the part of the staff to increase
RMC and reduce disrespect and abuse. Types of
components included in the RMC interventions
were: training in values and attitudes transformation;
training in interpersonal communication skills;
setting up quality improvement teams; monitoring
of disrespect and abuse; staff mentorship; improving
privacy in wards (e.g. with curtains or partitions
between beds); improving staff conditions (e.g.
providing tea for those on shift); maternity open
days; community workshops; mediation/alternative
dispute resolution; counselling of community
members who have experienced disrespect

and abuse; providing a method for submitting
complaints; and educating women on their rights.
One intervention was focused on companionship

in labour, with an emphasis on RMC, and one was
focused on a communication-building package

with staff. The nature of “usual practice” was not
reported in any of these studies.

All the studies reported on aspects of disrespectful
or respectful care based on women's self-report. In
two studies, self-reported data were accompanied
by researchers’ observational data. One study
presented data on episiotomy, but none of the other
studies provided data on the clinical outcomes
pre-specified to guide decision-making for this
recommendation. Data were not pooled due to
heterogeneity across studies in study design and
the definitions and reporting of outcomes. Data
were relatively sparse and all of the studies were at
unclear or high risk of bias. Therefore, the level of
certainty of the evidence was downgraded for risk of
bias for all outcomes.

Comparison: RMC intervention compared with
usual practice (no RMC intervention)

Maternal outcomes

Birth experience

Respectful care: Three studies (1cRCT and 2
before-after studies) reported on the experience
of respectful care. Moderate-certainty evidence
suggests that women are probably more likely

to report experiencing respectful care with RMC
interventions than without RMC interventions (1
cRCT, approximately 3000 participants, adjusted
odds ratio [aOR] 3.44, 95% Cl 2.45-4.84). This
finding is supported by the observational studies:
one before-after study reported that 22.8% versus
0% of participants rated respect as “excellent” at
postpartum follow-up, and the other reported that
respectful care was experienced by 94.7% versus
89.7%, in the post- and pre-intervention groups,
respectively.

Maternal satisfaction: Low-certainty evidence derived
from one cRCT suggests that there may be little or
no difference between having an RMC intervention
and not having one in terms of the proportion of
women reporting being very satisfied with care (aOR
0.98,95% Cl 0.91-1.06).

Quality of care: Moderate-certainty evidence from
one cRCT suggests that RMC probably leads to
more frequent experiences of good-quality care
overall (approximately 3000 participants, aOR
6.19, 95% Cl| 4.29-8.94). Observational data are
consistent with this evidence.

Experience of mistreatment

Experience of disrespectful or abusive care: One cRCT
and two before-after studies reported this outcome.
Moderate-certainty evidence suggests that RMC
probably reduces experiences of disrespectful

or abusive care by about two thirds (1 cRCT,
approximately 3000 participants, aOR 0.34, 95%
Cl 0.21-0.57). Observational data are consistent
with the cRCT, with an estimated 40% reduction
in disrespectful or abusive care after the RMC
intervention in one study, and a 52% reduction in
another.

Lack of privacy: One cRCT and two before-after

studies reported this outcome; the evidence was of
very low certainty, however, as a range of different
measures and inconsistent findings were reported.

Physical abuse: Moderate-certainty evidence from
four studies (2 cRCTs and 2 before-after studies)
suggests that RMC interventions probably reduce
physical abuse. One cRCT reported a reduction

in physical abuse in the intervention arm from a
baseline average of 2% to 1% at follow-up and

an increase in the control arm from a baseline
average of 3% to 4% at follow-up. The other cRCT
(approximately 3000 participants) reported an
aOR of 0.22 (95% CI 0.05-0.97). One before-after
study found that observed physical abuse reduced
from 3.5% before the RMC intervention (677
participants) to 0.4% afterwards (523 participants),
and the other reported a reduction in observed
fundal pressure from 3.4% (208 participants)
before to 0.2% (459 participants) after, as well as a
reduction in “episiotomy without anaesthesia” from
4.3% before to 0% after.

Verbal abuse: Low-certainty evidence based on
three studies (1 cRCT, and 2 before-after studies)
suggests that there may be little or no difference

in verbal abuse, as the estimates of effect in two
studies (1 cRCT and 1 before-after study) included
the possibility of increase in verbal abuse, while the
third study showed an absolute reduction in verbal
abuse of 49%.



Neglect/abandonment: Low-certainty evidence

based on four studies (2 cRCTs, and 2 before-after
studies) suggest that RMC interventions may reduce
neglect and abandonment. One cRCT found a

64% reduction (approximately 3000 participants;
aOR 0.36, 95% Cl 0.19-0.71) and the other cRCT
reported an increase from 12% to 16%. The
observational studies found no clear difference.

Non-dignified care: Low-certainty evidence from one
cRCT suggests that RMC may reduce non-dignified
care (approximately 3000 women, aOR 0.58,

95% Cl 0.30-1.12). This evidence is supported by a
before-after study during which researchers found
large reductions in various aspects of non-dignified
care (e.g. the provider not introducing herself to
the woman, failure to provide a clean bed for the
woman, and the woman not being cleaned after
birth).

Non-consented care and detention: Evidence on these
outcomes is of very low certainty, partly because it
was derived from before-after studies with design
limitations.

Perineal/vaginal trauma

Episiotomy: The findings of one small study
suggested that RMC interventions may reduce
episiotomy (low-certainty evidence). The episiotomy
rate was reduced by an average of 13% (from 34%
to 21%) in the RMC arm of this study compared with
an average of just 1% (from 40% to 39%) in the
control arm.

Mode of birth, duration of labour, use of pain relief

The review found no evidence on these outcomes.

Fetal and neonatal outcomes

Perinatal hypoxia-ischaemia: The review found no
evidence on this outcome.

The systematic review evidence on RMC is derived
from studies conducted only in Africa and might not
be generalizable to other regions.

Values

A qualitative review (28) on RMC included 67
qualitative studies conducted in 32 countries,
including countries in sub-Saharan Africa (6
countries), Asia (7), Oceania (1), Europe (8), the
Middle East and North Africa (5), North America
(2) and Latin America (3). The studies reported
on the experiences of women, family members,
and multiple cadres of health care providers and
administrators. The review concluded that women
placed high value on RMC, and this finding was

consistent across countries and settings (high
confidence in the evidence).

The findings indicate that women consistently
appreciate and value RMC, and providers perceive
RMC to be a critical component of providing safe,
good-quality care (high confidence in the evidence).
Globally, women'’s and providers' perspectives on
what constitutes RMC are also quite consistent.
These stakeholders identify the key components of
RMC as: being free from harm and mistreatment;
having privacy and confidentiality; dignified care;
receiving information and being supported in the
process of informed consent; continuous access to
family and community support; high-quality physical
environment and resources; equitable maternity
care; effective communication; having choices and
the opportunity to make decisions; availability of
competent and motivated human resources; and
receiving efficient, effective and continuous care.

The evidence shows that there is some variability

in the relative importance of some aspects of RMC.
For example, women living in HICs emphasize their
rights to decision-making and active participation
in their childbirth experience (moderate confidence
in the evidence). Comparatively, women in lower-
income countries are less likely to demand personal
choices and decision-making over their childbirth
process (moderate confidence in the evidence).

Resources

No research evidence was found on the costs or
cost-effectiveness of RMC.

Developing a policy that promotes RMC needs

to address multiple RMC domains, in terms of
interactions between individual women and health
care providers, as well as interactions at the health
system level. System-level quality improvement

is likely to require resources to sustain staff
behaviour change. This may include restructuring
clinical training curricula for midwives, nurses

and physicians, increasing the numbers of health
care providers on staff, improving remuneration
and respect for staff, and upgrading the physical
environment. The design of the labour ward may
present a key barrier to some components of RMC
(e.g. labour companionship) in many settings.
However, several aspects of RMC, particularly
those at the interpersonal level (e.g. improving
communication, respecting women's choices
during labour and childbirth, reducing physical and
verbal abuse, improving privacy and maintaining
confidentiality), would require comparatively few
resources to address them.
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Table 3.1 Main resource requirements for respectful maternity care (RMC)

Resource Description
= Adequate numbers of competent, trained, supervised and adequately remunerated
Staff skilled birth attendants with an appropriate skills mix, working in multidisciplinary teams
that are able to provide dignified and continuous care to all women
= Health care facility management: sensitized and oriented to RMC, and trained to
develop and apply RMC policies
= Staff: regular practice-based, in-service training on RMC provision to enable effective
delivery of RMC services that meet the social, cultural and linguistic needs of women
Training (cultural competence); pre-service training; and orientation of new staff
m  Outreach staff: training for effective community engagement, particularly with a focus
on including women's voices and providing opportunities for community interaction with
the service management and staff members, e.g. facility open days
m Other: orientation sessions for service users and companions
= Written, up-to-date standards and benchmarks that outline clear goals, operational
plans and monitoring mechanisms for RMC
= Provisions for staff in labour ward, e.g. refreshments
= Health education materials, in an accessible written or pictorial format and available in
Supplies the languages of the communities served by the health care facility
= A standard informed consent form
= Information (written or pictorial, e.g. as leaflets) for the woman and her companion
m Essential medicines for labour and childbirth care available in sufficient quantities at all
times in the labour and childbirth areas
Equipment m Basic ?pd adequgte equipment for labour .and.childbirth that is available in sufficient
quantities at all times in the labour and childbirth areas
= Enhanced physical environment:
Rooming-in to allow women and their babies to remain together
Clean, appropriately illuminated, well ventilated labour, childbirth and neonatal areas
that allow for privacy and are adequately equipped and maintained
Continuous energy supply in the labour, childbirth and neonatal areas
Clean and accessible bathrooms for use by women in labour
Infrastructure Safe drinking water, and a hand hygiene station, with soap or alcohol-based hand
rubs
Curtains, screens, partitions and sufficient bed capacity
Facilities for labour companions, including physical private space for the woman and
her companion
= On-site pharmacy and a medicine and supplies stock management system that is
managed by a trained pharmacist or dispenser
m Regular supportive supervision by labour ward/facility lead
= Staff meetings to review RMC practices
Supervision and m Easily af:cessible mechanism (e.g. a box) for service users and providers to submit
monitoring complaints to management
m Establishment of accountability mechanisms for redress in the event of mistreatment or
violations
m Establishment of informed consent procedures




Equity

No direct evidence on the impact of RMC on equity
was found. However, indirect evidence from a
qualitative review on facilitators and barriers to
facility-based birth (8) indicates that mistreatment
and abuse by health workers is a substantial barrier
to the use of facility-based birth services in low- and
middle-income countries (LMICs) (high confidence
in the evidence). This suggests that mistreatment
contributes to health inequalities related to the use
of facility-based birth services.

Further indirect evidence from the RMC qualitative
review (28) indicates that respecting the culture,
values and beliefs of individual women and

local communities is important to women (high
confidence in the evidence). The evidence also
indicates that providing the same standard of
maternity care for all, regardless of age, ethnicity,
race, sexuality, religion, socioeconomic status,
HIV status, language or other characteristics is
important to women (moderate confidence in the
evidence).

Inequity can result from receiving judgemental
care from health care providers, and ensuring non-
judgemental care for women may be important to
improve equity (low confidence in the evidence).

A policy of RMC is in accordance with the general
principles of the Human Rights Council's 2012
Technical guidance on the application of a human-
rights-based approach to the implementation of policies
and programmes to reduce preventable maternal
morbidity and mortality (39), as indicated by the
statements presented in Box 3.1.

Acceptability

Findings from a qualitative review (28) indicate

that women appreciate RMC across countries

and settings (high confidence in the evidence).
Stakeholders (including women, providers and
administrators) emphasized the theoretical impor-
tance of providing and ensuring RMC for all women.
Review findings also suggest that efforts to address
or improve RMC may be acceptable to health

care providers (high confidence in the evidence).
However, in environments where resources are
limited, health care providers believe that RMC
could increase their workload and could reduce
their ability to provide quality care to all women.

For example, they perceive that RMC could require
spending more time with individual women, which
may compromise care for other women who are left
unattended. Thus, acceptability among health care
providers may vary, depending on the available time

BOX 3.1

Selected statements from the UN Human
Rights Council indicating support of RMC

= A human rights-based approach is about
health and not isolated pathologies; it is
premised upon empowering women to
claim their rights, and not merely avoiding
maternal death or morbidity.

= Measures are required to address the social
determinants of women's health that affect
the enjoyment of civil, political, economic,
social and cultural rights. [This includes
gender discrimination, and marginalization
based on ethnicity, race, caste, national
origin and other grounds.]

= Human rights require “particular attention
to vulnerable or marginalized groups”.

m Applying arights-based approach to
the reduction of maternal mortality and
morbidity depends upon a just, as well as
an effective, health system.

m The design, organization and coordination
of the components of the health system
should be guided by fundamental
human rights principles, including non-
discrimination/equality, transparency,
participation and accountability.

m Ensuring women'’s sexual and reproductive
health rights requires meeting standards
with regard to health facilities, goods and
services.

m States are required to use “maximum
available resources” for the progressive
realization of economic, social and cultural
rights; if resource constraints make it
impossible for the State to fulfil women'’s
sexual and reproductive health rights
immediately, the State must demonstrate
that it has used all the resources at its
disposal to do so as a matter of priority.

Source: United Nations, 2012 (39).

and the specific RMC intervention. The review found
little evidence on acceptability of specific RMC
interventions that have been implemented.

Mistreatment of women during childbirth is often
due to existing social norms and in some settings it
may be regarded by health care providers and other
stakeholders as acceptable (40-42).
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Feasibility

Evidence from a qualitative review (28) suggests
that most health care providers would like to provide
respectful, dignified and woman-centred care but
may feel unable to do so due to resource constraints
(high confidence in the evidence). Addressing some
aspects of RMC, such as improving the physical
environment and ensuring adequate numbers of
trained staff, is likely to be resource-intensive, and
therefore feasibility and sustainability of these
aspects may be limited in poorly resourced settings.
Thus, the introduction of RMC policies is most

likely to be feasible in settings where resources are

adequate. Nevertheless, the fact that all five studies
demonstrating impact of RMC policies (38) were
conducted in low-resource settings implies that they
are feasible where increasing RMC in the health
system is prioritized on the health care agenda.

While RMC may be viewed positively by
stakeholders in a general sense, changing cultural
norms and established behaviours in health care
facilities is often challenging, particularly in settings
where mistreatment of women during childbirth is
considered to be socially acceptable (40-42).

Table3.2 Summary of judgements: Respectful maternity care (RMC) intervention compared with no
RMC intervention
Desirable = = = = = v
effects Don't know Varies Trivial Small Moderate Large
Undesirable = = = = = v
effects Don't know Varies Large Moderate Small Trivial
Certainty of = = v = =
the evidence No included Very low Low Moderate High
studies
Values = = v =
Important Possibly Probably no No important
uncertainty or important important uncertainty or
variability uncertainty or  uncertainty or variability
variability variability
Balance of = = = = = = v
effects Don't know Varies Favours usual Probably Does not Probably Favours RMC
care favours favour RMC favours RMC
no RMC orno RMC
intervention intervention
Resources v = = = = = =
required Don't know Varies Large costs Moderate Negligible Moderate Large savings
costs costs or savings
savings
Certainty v = = = =
of evidence No included Very low Low Moderate High
of required studies
resources
Cost- v = = = = = =
effectiveness Don't know Varies Favours usual Probably Does not Probably Favours RMC
care favours favour RMC favours RMC
no RMC or no RMC
intervention intervention
Equity = = = = = 4 =
Don't know Varies Reduced Probably Probably no Probably Increased
reduced impact increased
Acceptability - v - - - -
Don't know Varies No Probably No Probably Yes Yes
Feasibility - v - - - -
Don't know Varies No Probably No Probably Yes Yes



3.1.2 Effective communication

RECOMMENDATION 2

Effective communication between maternity care providers and women in labour, using simple and
culturally acceptable methods, is recommended. (Recommended)

= In the absence of a standardized definition of “effective communication”, the GDG agreed that
effective communication between maternity care staff and women during labour and childbirth should
include the following, as a minimum.

® Introducing themselves to the woman and her companion and addressing the woman by her name;

o Offering the woman and her family the information they need in a clear and concise manner (in the
language spoken by the woman and her family), avoiding medical jargon, and using pictorial and
graphic materials when needed to communicate processes or procedures;

® Respecting and responding to the woman's needs, preferences and questions with a positive
attitude;

® Supporting the woman's emotional needs with empathy and compassion, through encouragement,
praise, reassurance and active listening;

® Supporting the woman to understand that she has a choice, and ensuring that her choices are
supported;

® Ensuring that procedures are explained to the woman, and that verbal and, when appropriate,
written informed consent for pelvic examinations and other procedures is obtained from the
woman;

® Encouraging the woman to express her needs and preferences, and regularly updating her and her

family about what is happening, and asking if they have any questions;

¢ Ensuring that privacy and confidentiality is maintained at all times;

® Ensuring that the woman is aware of available mechanisms for addressing complaints;

® |nteracting with the woman's companion of choice to provide clear explanations on how the
woman can be well supported during labour and childbirth.

m Health systems should ensure that maternity care staff are trained to national standards for
competency in interpersonal communication and counselling skills.

Summary of evidence and considerations

Effects of the intervention (EB Table 3.1.2)

Evidence on the impact of effective communication
on birth outcomes was sought from a mixed-
methods systematic review (43). The review authors
considered interventions to improve communication
between maternity staff and women - including the
use of health education materials, job aids, training
of providers on interpersonal communication and
counselling - in terms of their impact on the birth
outcomes pre-specified for this guideline question.
Two RCTs were included: a stepped-wedge cluster
RCT (cRCT) from the Syrian Arab Republic (44)

and a sub-analysis of an RCT from the United
Kingdom (45). The study from the Syrian Arab
Republic evaluated the impact of interventions to
improve resident doctors’ communication skills on
women'’s satisfaction with doctors’ interpersonal

and communication skills during the women'’s labour
and childbirth. The study from the United Kingdom
evaluated the impact of training on patient-actor
perceptions of care from doctors and midwives
during simulated obstetric emergencies.

The trial conducted in the Syrian Arab Republic
evaluated a specifically designed communication
skills training package provided to all resident
doctors at four hospitals (137 doctors), which
covered characteristics and principles of effective
communication, how to overcome barriers to
effective communication, and how to improve
interactions with patients. Effectiveness was
assessed among 2000 women who gave birth to

a live baby. The primary outcome was women's
satisfaction with interpersonal and communication
skills of doctors during labour and childbirth
measured at two weeks after birth using a modified
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version of the Medical Interview Satisfaction Scale
(MISS-21). Secondary outcomes included the
communicative behaviour of doctors as documented
using observational checklists and measured two

to three weeks after implementation of the training
package.

The United Kingdom study, 140 midwives and
doctors were randomized to one of four obstetric
emergency training interventions: a 1-day course at a
local hospital, a 1-day course at a simulation centre,
a 2-day course with teamwork training at a local
hospital, or a 2-day course with teamwork training at
a local simulation centre. Training content included
lectures, video clips and activities to demonstrate
components of teamwork. Pre- and post-training,
participants managed three standardized simulated
obstetric emergencies (eclampsia, postpartum
haemorrhage [PPH] and shoulder dystocia) in a
delivery room in their own hospital. Outcomes
assessed included the quality of care in relation to
communication, safety and respect, on the three
simulated emergencies three weeks after training.
A five-point Likert scale was used for patient-

actor responses to statements such as: “I felt well
informed due to good communication”. Patient-
actors in this study were experienced midwives who
were blinded to the group allocation.

Comparison: Effective communication by health
care staff compared with usual practice

The first study (44), from the Syrian Arab Republic,
found little or no difference in women'’s satisfaction
scores (very low-certainty evidence). Findings
related to women's views on specific aspects of their
doctor's communication with them during labour
(e.g. Did the doctor identify themselves prior to a
medical examination? Did the doctor greet them?
Did the doctor look at them when talking to them?)
were similar across trial groups. There was also very
low-certainty evidence that observational checklist
scores (comparing pre- and post-intervention
communicative behaviour among clinicians) were
similar before and after the training intervention.

The second study (45), from the United Kingdom,
found very low-certainty evidence for the following
outcomes for the PPH scenario: improvement in
patient-actors’ perceptions of care after clinician
training for management of the three obstetric
emergencies, regardless of whether they were cared
for by a multidisciplinary team or an individual; and
training of teams at the local hospital may lead to
improved perceptions of care among patient-actors
in relation to safety and communication, when
compared with training at a central simulation
centre. For the eclampsia scenario, very low-
certainty evidence suggests that there may be little

or no difference in patient-actors’ perceptions of
care scores related to communication. For shoulder
dystocia, very low-certainty evidence on individual
clinicians’ care scores also suggests no improvement
in patient-actor perceptions of communications
following local hospital-based training.

The same study evaluated whether perceptions of
care (through the use of patient-actors) in relation
to communication was influenced by the addition
of teamwork training to clinical training in the
three simulated obstetric emergency scenarios.
The teamwork training comprised a 1-day course,
including lectures, video clips and non-clinical
activities, which emphasized the importance of
effective communication between members of
the multi-professional team. Very low-certainty
evidence suggests that there may be little or

no difference in perceptions of care related to
communication for any of the simulated obstetric
emergency scenarios when teamwork was added to
the clinical training.

The review found no evidence on the other maternal
or any fetal/neonatal outcomes pre-specified for
this guideline question.

Values

The findings of a review of qualitative studies looking
at what matters to women during intrapartum care
(23) indicate that most women, especially those
giving birth for the first time, are apprehensive about
labour and childbirth, adverse birth outcomes and
certain medical interventions, and they value the
support and reassurance of health care professionals
who are sensitive to their needs (high confidence

in the evidence). Where interventions are required,
most women would like to receive relevant
information from technically competent health care
providers in a manner they can understand (high
confidence in the evidence). Findings of another
qualitative evidence synthesis (28) that focused on
RMC indicate that women consistently appreciate
and value effective communication as one of the

key components of RMC (high confidence in the
evidence).

Resources

No research evidence on the cost or cost-
effectiveness of communication interventions was
found.

Communication interventions are likely to be cost-
effective if they improve the quality of maternity



Table3.3  Main resource requirements for effective communication

Resource Description
Staff = Adequate numbers of skilled birth attendants with an appropriate skill mix, working in
multidisciplinary teams, and trained facilitators
= Core education curricula at pre- and in-service levels, which include training on
communication that reflects women'’s social, cultural and linguistic needs, where relevant
to labour and childbirth
Training . - . .
= Development or adaptation of training strategies to promote, sustain and assess the
communication skills of maternity care staff during provision of labour and childbirth care
= Regular in-service training on communication during labour and childbirth
m Health education materials or tools to clearly communicate progress of labour (e.g. cervical
Supplies dilatation 0-10 cm pictorial chart) to women and their companions of choice during labour
and childbirth
= No special equipment required
Equipment = Some decision-support tools could be helpful (e.g. electronic screen-based tools)
= Variable, depending on type and content of training
Infrastructure | " Training f_aC||.|t|es to support development of skills and competencies in effective
communication
= Support for all clinical staff who provide care for women in labour to attend communication
training
Supervision = Regular supportive supervision and review by labour/facility lead with positive clinician
and monitoring support
= Regular multidisciplinary meetings to discuss and review communication approaches for
women during labour and childbirth

care, reduce medical interventions and improve
birth outcomes; however, direct evidence on their
impact is lacking. The main cost associated with
communication interventions for women during
labour, childbirth and the immediate postnatal
period is training of maternity staff, which can be
targeted at both pre- and in-service levels. This will
require resources, as training to inform and sustain
behaviour change among health care professionals
might require a variety of approaches, including
lectures, workshops and one-to-one training
sessions. Sustaining clinical training will also require
resources to provide ongoing practice development.
From the perspectives of women and their families,
resource requirements associated with effective
communication interventions are likely to be
negligible.

Equity

No direct evidence on the impact of communication
interventions on equity was found. Indirect evidence
from a qualitative review of barriers and facilitators
to uptake of facility-based birth services indicates
that perceived poor quality of care is probably a
significant barrier to uptake by women in LMICs
(high confidence in the evidence) (8). Poor or
abusive health care provider communication could
influence decisions about where to give birth in
subsequent pregnancies (8), and further undermine

equity if it discourages marginalized women,
particularly in LMICs, from giving birth in a facility.

Effective communication by health care providers
that happens in partnership with women and their
families could help women feel informed and could
plausibly also empower disadvantaged women to
speak up about the care they receive.

Acceptability

From the mixed-methods systematic review (43),
no direct evidence was found on the acceptability
of communication interventions provided to
women in labour. However, findings from a
qualitative systematic review of women'’s views and
experiences of intrapartum care (26) indicate that
women appreciate communication in many forms
including positive reassurance to allay anxiety, active
listening skills to accommodate women'’s choices
and concerns, and empathy to establish trust and
understanding (high confidence in the evidence).

Findings on health care provider views from one of
the studies included in the mixed-methods review,
from the Syrian Arab Republic (44), suggest that
attendance at training to enhance competencies and
skills in communication is acceptable to health care
professionals and may be viewed positively by them
(very low confidence in the evidence).
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Feasibility

Again, findings from one study (44) in the mixed-
methods review suggest that there may be several
barriers to implementation of communication
interventions for health care professionals attending
training workshops, including time pressures,
workload pressures and hospital routines (very

low confidence in the evidence). Low social status
of women, type of facility and cultural attitudes of
staff towards women may also impact the feasibility
of implementation (very low confidence in the
evidence). Evidence from a qualitative systematic

In the mixed-methods review (43), both trials
implemented and evaluated their training
intervention in a relatively short time (around three
weeks), and further consideration needs to be given
to how organizations prepare, monitor and sustain
the effects of training interventions to enhance
communication outcomes of interest and how much
time is needed to “embed” change in practice.
Findings suggest that without necessary systems
change - especially in settings with high patient
volume, poor workforce resources and lack of

review exploring health care professionals views
and experiences of delivering intrapartum care

(26) suggests that time pressures and workload
considerations sometimes limit their capacity to

communicate with women in the sensitive, engaging

manner that women want (high confidence in the

team working - implementation of communication
interventions during labour and childbirth may not
be feasible in the longer term.

Cultural attitudes towards women, especially

marginalized women, are also likely to have an

important influence on whether communication

evidence). . .
) interventions are supported.
Table 3.4  Summary of judgements: Communication interventions compared with no communication
interventions
Desirable v = = = = =
effects Don't know Varies Trivial Small Moderate Large
Undesirable v = = = = =
effects Don't know Varies Large Moderate Small Trivial
Certainty of = v = = =
the evidence No included Very low Low Moderate High
studies
Values = = v =
Important Possibly Probably no No important
uncertainty or important important uncertainty or
variability uncertainty or uncertainty or variability
variability variability
Balance of - = = = v = =
effects Don't know Varies Favours no Probably Does not favour Probably Favours
communica- favours no communication favours communication
tion communication interventionor = communication intervention
intervention intervention no communica- intervention
tion intervention
Resources v = = = = = =
required Don't know Varies Large costs Moderate Negligible costs Moderate Large savings
costs or savings savings
Certainty v = = = =
of evidence No included Very low Low Moderate High
of required studies
resources
Cost- v = = = = = =
effectiveness Don't know Varies Favours no Probably Does not favour Probably Favours
communica- favours no communication favours communication
tion communication  interventionor = communication intervention
intervention intervention no communica- intervention
tion intervention
Equity = = = = = v =
Don't know Varies Reduced Probably Probably no Probably Increased
reduced impact increased
Acceptability = = = = v =
Don't know Varies No Probably No Probably Yes Yes
Feasibility = v = = = =
Don't know Varies No Probably No Probably Yes Yes



3.1.3 Companionship during labour and childbirth

RECOMMENDATION 3

A companion of choice is recommended for all women throughout labour and childbirth.
(Recommended)

= The companion in this context can be any person chosen by the woman to provide her with
continuous support during labour and childbirth. This may be someone from the woman's family or
social network, such as her spouse/partner, a female friend or relative, a community member (such as
a female community leader, health worker or traditional birth attendant) or a doula (i.e. a woman who
has been trained in labour support but is not part of the health care facility's professional staff).

m The GDG discussed the issues of privacy, cultural preferences and resource use, which are often
raised as barriers to implementing this intervention, and agreed that simple measures to allow female
relatives to accompany women during labour could be used as cost-effective and culturally sensitive
ways to address these concerns. If labour companionship is implemented in settings where labour
wards have more than one bed per room, care should be taken to ensure that all women have their
privacy and confidentiality maintained (e.g. by consistent use of dividers/curtains).

m The GDG noted that countries and policy-makers are often reluctant to implement this intervention
in clinical practice in spite of the supporting evidence, which has been available for many years, even
though the intervention is routinely applied in private facilities. The group agreed that extra efforts are
needed to encourage potential implementers at various levels of health care delivery to implement
this intervention.

= Itisimportant that women's wishes are respected, including those who prefer not to have a
companion.

= Finding a companion of choice to support labour might not be easy for marginalized or vulnerable
women, or if women live far from health care facilities, or if the companion requires payment. Health
care facilities need to take this into account and consider steps to ensure that support is always
available for all women during labour.

= A number of WHO guidelines recommend continuous companionship during labour and childbirth,
including WHO recommendations: optimizing heath worker roles to improve access to key maternal and
newborn health interventions through task shifting (34), WHO recommendations for augmentation of labour
(46) and WHO recommendations on health promotion interventions for maternal and newborn health (47).

Summary of evidence and considerations praise and encouragement - and they were usually

ti | ided duri tablished labour.
Effects of the intervention (EB Table 3.1.3) continuously provided durng establisned fabour
Epidural analgesia was available to women in 14 of

Evidence for this recommendation was derived the trials, was not available in eight trials and its
from a Cochrane systematic review in which 26 availability was unknown in four trials.

trials involving 15 858 women contributed data (22).
The trials were conducted in Australia, Belgium,
Botswana, Brazil, Canada, Chile, Finland, France,
Greece, Guatemala, Iran, Mexico, Nigeria, South
Africa, Sweden, Thailand, Turkey and the USA.
Most trials (20) recruited women around the time
of admission to hospital for childbirth. In 15 of the
trials, the facility setting did not usually permit
women to have someone with them in labour,
whereas in 11 trials, the facility permitted women

to be accompanied by a partner or family member.
Labour support interventions were very similar
across the trials - including comforting touch,

Comparison: Companionship during labour and
childbirth compared with usual practice

Maternal outcomes

Mode of birth: Low-certainty evidence suggests that
companionship during labour and childbirth may
increase spontaneous vaginal birth (21 trials, 14 369
women, RR 1.08, 95% Cl 1.04-1.12; absolute effect:
54 more per 1000 [from 27 to 81 more]) and reduce
caesarean section (24 trials, 15347 women, RR 0.75,
95% Cl 0.64-0.88; absolute effect: 36 fewer per
1000 [from 17 to 52 fewer]). A subgroup analysis by
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type of support person suggests that support people
who are “not hospital staff and not chosen by the
woman” may have the greatest effect (spontaneous
vaginal birth: RR 1.15, 95% Cl 1.05-1.26; and
caesarean section: RR 0.61, 95% Cl 0.45-0.83).

Low-certainty evidence also suggests that
companionship during labour and childbirth may
reduce instrumental vaginal birth (19 trials, 14 118
women, RR 0.90, 95% CIl 0.85-0.96; absolute
effect: 20 fewer per 1000 [from 8 to 30 fewer]). The
review did not perform subgroup analysis by type of
support person for this outcome.

Perineal trauma: Moderate-certainty evidence
suggests that companionship during labour and
childbirth probably makes little or no difference to
perineal trauma (episiotomy or perineal tears) (4
trials, 8120 women, RR 0.97, 95% C| 0.92-1.01).

Duration of labour: Moderate-certainty evidence
suggests that companionship during labour and
childbirth probably reduces the length of labour (13
trials, 5429 women, mean difference [MD] 0.69
hours shorter, 95% Cl 0.34-1.04 hours shorter).

Use of pain relief: Low-certainty evidence suggests
that companionship during labour and childbirth
may reduce use of any type of pain relief (15 trials,
12 433 women, RR 0.90, 95% CI 0.84-0.96;
absolute effect: 75 fewer per 1000 [from 30 to 120
fewer]). Subgroup findings suggest that there may
be little or no difference between types of support
person for this outcome. Low-certainty evidence
also suggests that companionship during labour and
childbirth may reduce use of epidural analgesia in
settings where it is used (9 trials, 11444 women, RR
0.93, 95% Cl 0.88-0.99; absolute effect: 48 fewer
per 1000 [from 7 to 83 fewer]).

Augmentation of labour: Low-certainty evidence
suggests that companionship during labour

and childbirth may have little or no effect on
augmentation of labour with synthetic oxytocin (17
trials, 12 833 women, RR 0.97, 95% C| 0.91-1.03).
Subgroup findings suggest that this effect may not
differ according to the type of support person.

Birth experience: Moderate-certainty evidence
suggests that companionship during labour and
childbirth probably reduces negative ratings of
childbirth experience (11 trials, 11133 women,

RR 0.69, 95% Cl 0.59-0.79; absolute effect: 55
fewer per 1000 [from 37 to 73 fewer]). Subgroup
differences indicate that this effect is greatest when
the support person is not a member of the hospital
staff, regardless of whether or not the person was
chosen by the woman.

Moderate-certainty evidence suggests that
companionship during labour and childbirth
probably makes little or no difference to the
postpartum report by women of severe labour pain
(4 trials, 2456 women, RR 1.00, 95% CI 0.83-1.27).

Low-certainty evidence suggests that
companionship during labour and childbirth may
reduce postpartum depression when the support
person is not a hospital staff member and was not
chosen by the woman (1 trial, 159 women, RR 0.17,
95% CI 0.09-0.33). However, moderate-certainty
evidence suggests that when the support people
are hospital staff, companionship during labour and
childbirth probably has little or no effect on this
outcome (1 trial, 5571 women, RR 0.86, 95% Cl
0.73-1.02). Data on postpartum depression were not
pooled due to a high level of inconsistency between
the two studies contributing data.

Fetal and neonatal outcomes

Perinatal hypoxia-ischaemia: Moderate-certainty
evidence suggests that companionship during labour
and childbirth probably reduces low Apgar scores at
5 minutes (14 trials, 12 615 babies, RR 0.62, 95% Cl
0.46-0.85; absolute effect: 6 fewer low scores per
1000 [from 2 to 9 fewer]).

Longer-term mother-infant outcomes: Low-
certainty evidence suggests that companionship
during labour and childbirth may make little or
no difference to exclusive or any breastfeeding (4
trials, 5584 babies, RR 1.05, 95% Cl 0.96-1.16).
However, when the support person is not a hospital
staff member and was not chosen by the woman,
subgroup findings indicate that companionship
during labour and childbirth probably increases
exclusive or any breastfeeding (3 trials, 1025
women, RR 1.11, 95% CI| 0.98-1.26).

Other subgroup findings in the review suggest that
the beneficial effects of companionship on several
birth outcomes, including reductions in caesarean
section and “negative childbirth experience”, may be
greatest in middle-income countries compared with
HICs, and in settings where epidural is not available,
where routine cardiotocography (CTG) is not
performed, and where women were not previously
permitted a companion during labour.

Although labour companionship was commenced
in most included trials upon admission to the labour
ward, companionship commenced in early labour
(e.g. at home or before admission to the labour
ward) could plausibly be more effective, as that is
the time when many women experience anxiety



about how to cope with contractions, when to go the
hospital and other practical considerations.

Values

Findings from a review of qualitative studies
exploring perceptions and experiences of labour
companionship indicate that women from both HIC
and LMIC settings value the non-pharmacological
pain relief measures that companions help to
facilitate, including a soothing touch (holding
hands, massage and counter pressure), breathing
and relaxation techniques. Companions also help
women to adopt alternative positions to ease pain,
such as squatting, sitting on a ball and walking.
Some women also find comfort in spiritual support,
when their companions read holy texts or pray (high
confidence in the evidence) (27).

This review also found that women from both HIC
and LMIC settings value feeling in control during
labour and are confident in their ability to give birth.
The findings indicate that companions help women
to feel self-confident, and improve their self-esteem
when they acknowledge and reinforce the women'’s
efforts, provide encouragement and directions for
how to maintain control, and ensure that women are
aware of their choices (moderate confidence in the
evidence) (27).

Resources

No evidence on the cost or cost-effectiveness of
companionship interventions in LMICs was found.
In a high-income setting (USA) where doulas are
reimbursed for their services, a cost-effectiveness
study reported potential cost savings with doula
care, based on an average doula remuneration of
US$ 986 per birth, and lower preterm birth and
caesarean section rates. In contrast, a 2015 cost-
effectiveness analysis of volunteer companion
support for disadvantaged childbearing women

in the United Kingdom reported substantially
higher costs per birth (£1862) (48), as reductions
in caesarean section and epidural use were small
where they occurred. The major cost attributed

to the United Kingdom programme was service
provision (including: salaries/wages, premises,
equipment and consumables), with other costs
including volunteer recruitment, training (materials,
catering, childcare) and travel expenses. The
authors suggested that volunteer companion
payment in the region of the United Kingdom
national minimum wage could be considered (about
£8 per hour).

A study on the establishment of a volunteer
companion programme among student nurses and
community members in the USA reported that the

cost of running their programme was “minimal” (49).
In 2015, the programme charged volunteers US$ 35
per training course; this fee included a “doula bag”
containing a handbook, birth ball, yoga blocks and
various single-use comfort items, such as lotion and
chewing gum.

The evidence above suggests that the cost

and cost-effectiveness of providing a volunteer
companionship service in HICs can vary
considerably, with the main cost being associated
with service provision. The use of lay companions
(family members or female friends) might constitute
a relatively low-cost intervention from a provider
perspective, as there are usually no remuneration
costs for service or transport; however, user costs
(companion transport costs and/or the loss of the
companion’s income from other activities) might
be a barrier to uptake. From a provider perspective,
there would be costs associated with orientating/
training both lay companions and doulas and in
ensuring that the infrastructure is adequate to
support them (see Table 3.5).

The quantitative evidence on the effectiveness
of labour companionship suggests that labour
companionship can reduce caesarean section by
25%, instrumental vaginal birth by 10% and the
use of pain relief by 10%. These reductions could
plausibly lead to substantial cost savings.

Equity

Evidence from a qualitative systematic review

on perceptions and experiences of labour
companionship explored how women from minority
groups experienced labour companionship.
Immigrant, refugee and foreign-born women in
HICs highlighted how lay companions from their
own ethnic/religious/cultural community, who are
trained as labour companions, were an important
way for them to receive culturally competent care.
These lay companions empowered women to ask
questions, acted as their advocates, and ensured
that their customs and traditions were respected.
When women received this type of care, they felt
more confident to give birth and less like “outsiders”
in their new community (low confidence in the
evidence) (27).

Evidence from a review of barriers and facilitators
to facility-based birth indicates that a lack of
supportive attendance at facilities is probably a
significant barrier to the uptake of facility-based
birth by women in LMICs (moderate confidence
in the evidence) (8). Facility policies that limited
the involvement of family members and traditional

(%2}
P
o
'_
<
a
P
w
=
=
o}
O
w
[2'4
fa)
P
<
w
O
P
w
&
S
w
™




i
O
pd
w
@
w
[
>
w
I
'_
@
)
o
=
I
O
L
=
=
(%]
[©)
[a 18
<
@
O
[N
w
@
<
o
=
)
'_
@
<C
[a
<
@
'_
Z
B>
z
)
'_
<
)]
z
w
=
=
O
O
w
@
(@)
I
2

Table 3.5

Main resource requirements for labour companionship

Resource Description

Staff salaries .
service

= To provide orientation for labour companions and support or manage the companion

Training of the trained volunteers/doulas)

= Orientation session on supportive labour companionship techniques (e.g. two 2-hour
sessions for a family member or friend (50), or a 1- or 2-day course (49) or longer for

(49), either paid or unpaid)

companion m  Refresher courses

= Other training costs, including transportation costs for participants and venue hire

= Information, education and communication materials on supportive techniques
Supplies = Incentives

= Measures to support privacy and confidentiality, including dividers/curtains

m Basic accommodation facilities for companions, including a chair, space to change
Infrastructure clothes, access to a toilet

m Private physical space for the woman and her companion at the time of birth
Time = Companion time for training and provision of labour support (e.g. 8- to 12-hour shifts

Supervision and

monitoring health system

m Establishment of a system of registering, integrating, coordinating and supporting
volunteer and paid companions (those who are not family members or friends) within the

birth attendants were found in this review to induce
anxiety in many women. The review also found
clear evidence that previous negative childbirth
experiences at facilities deters many women in
LMICs from choosing to give birth at a facility (high
confidence in the evidence) (8).

Improving support for women giving birth and
facilitating a woman'’s choice with regard to a birth
companion is an important component of respectful
maternity care (RMC) and is in accordance with a
human rights-based approach (28, 39).

The findings of a qualitative review on perceptions
and experiences of labour companionship (27)
suggest that facilities in LMICs that ensure
companionship for women in labour by family
members, friends or community-based doulas could
increase equity directly, through empowerment and
advocacy, and indirectly, through increased uptake
by women of facility-based birth. Equity could

also be increased if companionship reduces the
medicalization of childbirth (e.g. caesarean section,
instrumental vaginal birth, epidural use) among
women in high-resource settings.

In many countries, particularly HICs, women who
want doulas pay for them privately (51). Extending
companionship of choice to underprivileged women
in these settings would increase equity.

Acceptability

A qualitative systematic review on perceptions and
experiences of labour companionship explored
women's preferences for labour companionship.
Women who preferred to have a labour companion
present expressed the need for this person to

be a caring, compassionate and trustworthy
advocate. Women stated different preferences for
their desired companion, including their husband
or male partner, sister, mother, mother-in-law,
doula, or a combination of different people. These
differences among women, both between and within
populations in HIC and LMIC settings, demonstrate
the importance of giving women a choice of labour
companion (high confidence in the evidence) (27).

Feasibility

A qualitative systematic review on perceptions and
experiences of labour companionship explored
barriers and enablers to the implementation of
labour companionship across different settings.
Health care providers, women and male partners,
particularly in LMIC settings, highlighted the
physical space constraints of labour wards as a key
barrier to implementing labour companionship, as it
was perceived that privacy could not be maintained
and wards would become overcrowded. Labour
wards often had open floor plans, possibly with only
a curtain to separate beds. In some cases, women
were only allowed to have a female companion, in
order to protect the privacy of other women in the
ward, thus restricting their choices (high confidence
in the evidence) (27).




Furthermore, in settings where labour
companionship was implemented, providers were
often not trained on how to integrate this person
into the woman'’s support team. This could lead to

Table 3.6

Desirable
effects

Undesirable
effects

Certainty of
the evidence

Values

Balance of
effects

Resources
required

Certainty
of evidence
of required
resources

Cost-
effectiveness

Equity

Acceptability

Feasibility

Don't know

Don't know

No included
studies

Don't know

Don't know

No included
studies

Don't know

Don't know

Don't know

Don't know

Varies

Varies

Varies

Varies

Varies

Varies

Varies

v

Varies

conflict between the provider, the companion and/

Trivial
Large

Very low

Important
uncertainty or
variability

Probably
favours usual
practice

Favours usual
practice

Moderate
costs

Large costs

Very low

Probably
favours usual
practice

Favours usual
practice

Reduced Probably

reduced

No

No

Small

Moderate

Low

Possibly
important
uncertainty or
variability

Does not
favour com-
panionship or
usual practice

Negligible

costs or

savings

v
Low

Does not
favour com-
panionship or
usual practice

Probably no
impact

Probably No

Probably No

Summary of judgements: Companionship compared with usual practice

Moderate

Small

v
Moderate

v
Probably no
important
uncertainty or
variability

Probably
favours com-
panionship

Moderate
savings

Moderate

Probably
favours com-
panionship

Probably
increased

v
Probably Yes

Probably Yes

or the woman, or a feeling that the companion/
doula was “in the way” (moderate confidence in the
evidence) (27).

v
Large

v
Trivial

High

No important
uncertainty or
variability

v
Favours com-
panionship

Large savings

High

Favours com-
panionship

v
Increased

Yes

Yes
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3.1.4 Continuity of care

RECOMMENDATION 4

Midwife-led continuity-of-care models, in which a known midwife or small group of known midwives
supports a woman throughout the antenatal, intrapartum and postnatal continuum, are recommended
for pregnant women in settings with well functioning midwifery programmes. (Context-specific
recommendation)

= This recommendation has been integrated from the WHO recommendations on antenatal care for a
positive pregnancy experience (35).

= Midwife-led continuity-of-care (MLCC) models are models of care in which a known and trusted
midwife (case-load midwifery), or small group of known midwives (team midwifery), supports a
woman throughout the antenatal, intrapartum and postnatal period, to facilitate a healthy pregnancy
and childbirth, and healthy parenting practices.

= MLCC models are complex interventions and it is unclear whether the pathway of influence that
can produce these positive outcomes is the continuity of care, the midwifery philosophy of care or
both. The midwifery philosophy inherent in MLCC models might or might not be enacted in standard
midwife practice in other models of care. Policy-makers in settings without well functioning midwife
programmes should consider implementing this model only after successfully scaling up the number
(and improving the quality) of practising midwives. In addition, stakeholders might wish to consider
ways of providing continuous care through providers other than midwives, because women value
continuity of care.

= The panel noted that with this model of care it is important to monitor resource use, and provider
burnout and workload, to determine whether caseload or team care models are more sustainable in
individual settings.

= MLCC requires that well trained midwives are available in sufficient numbers for each woman to see
one or only a small group of midwives throughout her pregnancy and during childbirth. This model
may therefore require a shift in resources to ensure that the health system has access to a sufficient
number of midwives with reasonable caseloads.

m The introduction of MLCC may lead to a shift in the roles and responsibilities of midwives as well as
other health care professionals who have previously been responsible for antenatal and postnatal
care. Where this is the case, implementation is likely to be more effective if all relevant stakeholders
are consulted and human resources departments are involved. In some settings, government-level
consultation with professional organizations could also aid the implementation process.

= The need for additional one-off or continuing training and education should be assessed, and any
necessary training should be provided.

= The evidence supporting this recommendation can be found in the source guideline document,
available at: http://apps.who.int/iris/bitstream/10665/250796,/1/9789241549912-eng.pdf


http://apps.who.int/iris/bitstream/10665/250796/1/9789241549912-eng.pdf
http://apps.who.int/iris/bitstream/10665/250796/1/9789241549912-eng.pdf

3.2 First stage of labour

3.2.1 Definitions of the latent and active first stages of labour

RECOMMENDATION 5

The use of the following definitions of the latent and active first stages of labour is recommended for

practice.

— The latent first stage is a period of time characterized by painful uterine contractions and variable
changes of the cervix, including some degree of effacement and slower progression of dilatation up
to 5 cm for first and subsequent labours. (Recommended)

— The active first stage is a period of time characterized by regular painful uterine contractions, a
substantial degree of cervical effacement and more rapid cervical dilatation from 5 cm until full
dilatation for first and subsequent labours. (Recommended)

m The GDG acknowledged that the “latent first stage” (or the “latent phase”) is sometimes described
as the “early” or “passive” first stage. However, the group favoured the continued use of “latent first
stage” (or the “latent phase"”) since this is the oldest and most familiar terminology, and because
introduction of a new term might require additional training with minimal or no additional value.
Likewise, the use of “active first stage” (or the “active phase”) to describe the period of accelerative
labour during the first stage is preferred to other terms such as “established” labour.

Summary of evidence and considerations

Definitions of latent and active phases of the
first stage of labour

No studies specifically investigating birth outcomes
based on the use of different definitions of phases of
the first stage of labour were identified. Evidence on
the definitions of onset of latent and active phases
of the first stage of labour was derived from three
systematic reviews: (i) a systematic review of the
definitions of onset and features of latent and active
phases of the first stage of labour as defined for
healthy pregnant women labouring spontaneously
in research contexts and clinical practice, and the
scientific rationale underpinning such definitions
(14); (ii) a systematic review on the duration of
labour which also evaluated the definitions of
phases of labour (52); and (iii) a systematic review
of cervical dilatation patterns which provides
evidence on the dilatation threshold for the onset of
active phase as indicated by the beginning of rapid
progression of cervical dilatation (53).

The first review (14) included 62 studies conducted
in 24 low-, middle- and high-income countries:
Australia (1 study), Austria (1), Bahrain (1), Canada
(M), France (1), Germany (6), India (1), Iran (3),
Ireland (1), Israel (2), Italy (4), Jordan (1), Kuwait (1),
New Zealand (1), Nigeria (4), Norway (3), Pakistan
(1, Philippines (1), Saudi Arabia (1), South Africa
(2), Republic of Korea (2), Sweden (1) and the USA
(22). Most of the studies were published between
2005 and 2013. They included retrospective cohort

studies (29), prospective cohort studies (18) and
RCTs (7), while the remaining studies (8) employed
a range of qualitative, case-control, mixed methods
or other research designs.

The second systematic review (52) included 37
studies conducted in 17 low-, middle- and high-
income countries (China, Colombia, Croatia, Egypt,
Finland, Germany, Israel, Japan, Republic of Korea,
Myanmar, Nigeria, Norway, Taiwan [China], Uganda,
the United Kingdom, the USA and Zambia), and
involving over 200 000 women of different ethnic
origins and socioeconomic status. These studies
primarily evaluated the duration of phases and
stages of labour among women who presented

with spontaneous labour and were considered to

be at low risk of developing complications, and
secondarily evaluated the definitions of the phases
of stages of labour as applied in the included studies.

The third systematic review (53) included seven
observational studies conducted in China

(2 studies), Japan (1 study), Nigeria and Uganda

(1 study in both countries) and the USA (3 studies).
The studies reported data for 99 712 “low-risk”
women with spontaneous labour onset, vaginal
birth and no adverse perinatal outcomes, and they
evaluated the time needed for cervical dilatation
to progress centimetre by centimetre through the
first stage of labour, and the corresponding rate of
change (slope) from one level of cervical dilatation
to the next.
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Findings

Latent phase onset and features: In the first

review, all 13 studies that defined the latent phase
of the first stage of labour included the presence

of regular painful uterine contractions, while 11
included cervical dilatation in the definition. Three
studies (23%) stated that during the onset of the
latent phase there should be at least one painful
uterine contraction every 8-10 minutes, and one
study stated there should be at least two painful
contractions every 10 minutes; none of these
studies included duration of each contraction in
their definition. Onset of latent phase was most
commonly defined as cervical dilatation of less than
4 cm (7 studies); however, less than 3 cm and less
than or equal to 2 cm, were used in three studies and
one study, respectively. One study defined the end
of the latent phase according to parity, indicating
that a cervical dilatation of 3 cm marked the end of
the latent phase for nulliparous women and 4 cm
for parous women. Few studies included physiologic
signs (e.g. "bloody show"” and amniotic fluid leakage)
in their definitions.

In the second review, six studies defined the latent
phase using inconsistent measures of cervical
dilatation, including less than 2.5 cm, less than 3 cm
or less than 4 cm. One study defined the latent
phase as “the duration of labour before presentation
to hospital”, while in another it was “the length of
time from the reported onset of regular contractions
until the time of the examination where the slope of
the cervical dilatation progress was > 1.2 cm/hour”.

The third review provides no additional information
regarding the definition of the latent phase.

Active phase onset and features: In the first
review, 20 (60%) of the 33 studies that defined

the active phase of the first stage of labour
included the presence of regular painful uterine
contractions, while 27 (82%) included cervical
dilatation in the definition. The frequency of painful
uterine contractions was largely not specified
among studies including contractions as part of
the definition, but was described as at least 2-3
contractions in 10 minutes in six studies. One study
indicated that onset of active labour is characterized
by contractions that are 20-25 seconds in length,
while two studies stated that contractions in the
active phase should be more than 40 seconds long.

The onset of the active phase was most commonly
defined as cervical dilatation of 4 cm or more (14
studies); however, definitions of 2 cm or more, and
3-4 cm, were used in 2 and 10 studies, respectively.
Four studies characterized onset of the active phase

as the point at which the cervix begins to dilate more
than 1 cm per hour. Six studies included substantial
cervical effacement in the definition of the onset of
active labour, ranging from at least 75% up to 100%
effacement. Two studies included physiologic signs
(e.g. "bloody show"” and amniotic fluid leakage) in
their definitions of the onset of the active phase.

In the second review, 11 studies inconsistently
defined the onset of the active phase based on
cervical dilatation thresholds of 1.5 cm (1 study),
25cm M), 3cm ), 4 cm (6) or5cm (1. In one
study, the active phase was defined as the time
spent to achieve full cervical dilatation from the time
of arrival at the hospital. All studies consistently
defined the end of the active phase as 10 cm.

In the third review, the pooled median time for
cervical dilatation to advance by 1 cm in nulliparous
women was longer than 1 hour until a dilatation of
5 cm was reached, when the median dilatation rate
became 1.09 cm/hour (6 studies, 42 648 women).
The transition to more rapid cervical dilatation
progression started between 5 and 6 cm, after
which the median dilatation rate doubled. Likewise,
the pooled median time for cervical dilatation to
advance by 1cm in parous women (parity = 1) was
longer than 1 hour until a dilatation of 5 cm was
reached, when the median dilatation rate became
1.49 cm/hour (3 studies, 56 823 women).

There is no evidence to support the basis for or the
impact of any particular definition of latent phase on
birth outcomes. However, the onset of active phase
as defined by the cervical dilatation threshold of

at least 5 cm was based on a review that included
women with spontaneous labour and normal
perinatal outcomes (53).

Values

Findings from a review of qualitative studies looking
at what matters to women during intrapartum care

(23) indicate that most women want a normal birth

with good outcomes for mother and baby.

Evidence from other studies suggests that women
are less likely than health care providers to recognize
defined, time-bound phases of labour (54), and their
ability to cope is more likely to be dependent on a
variety of inter-related factors, including the level of
pain experienced, the nature of the environment and
their perceived level of support (55).



Table 3.7  Main resource requirements for adopting new definitions of the latent and active phases of
the first stage of labour
Resource Description
Trainin m Practice-based training for health care providers to increase knowledge on in-hospital and
8 outpatient supportive care for the latent phase of the first stage of labour
= Revised training manuals and clinical protocols for health care providers and those in pre-
service training
Supplies = Educational materials for women on what comprises onset of the latent and active phases,
and when to go to a facility for assessment
= Revised paper partograph indicating the starting point of the active phase
= Where all women are directly admitted to the hospital regardless of the phase of labour,
sufficient beds should be provided in the maternity/antenatal ward where necessary
Infrastructure . . . . . . .
supportive care (e.g. pain relief) can be provided to women prior to reaching cervical
dilatation of 5cm
Supervisionand | =  Ongoing supervision and monitoring with regular auditing and review of outcomes related
monitoring to application of the new definition of the active phase
Resources Acceptability

No review evidence on resource requirements in
direct relation to the definitions of the phases of the
first stage of labour was found.

Application of the 5-cm cervical dilatation threshold
as the benchmark for the onset of the active phase
of the first stage of labour might be cost-effective
because it has the potential to reduce the use

of interventions to accelerate labour and birth
(caesarean section, oxytocin augmentation) and
linked interventions (e.g. cardiotocography, pain
relief, antibiotics). This is supported by evidence
from observational studies which shows that labour
interventions are reduced in women admitted in the
active phase of labour (based on a threshold of 4 cm
or less) compared with the latent phase, without
increasing maternal or perinatal morbidity. While
the new 5-cm threshold for the onset of active phase
may further reduce the likelihood of interventions, it
might also increase health care costs as a result of
reorganization of labour ward infrastructure, revision
of labour ward admission policies, and additional
training for health workers so that they can apply the
new definitions in practice.

Equity

No evidence on the impact on equity was found.

Unnecessary oxytocin augmentation of labour

and caesarean section are highly inequitable
interventions that could be reduced if the standard
care for the active first stage is only applied after the
woman has reached a cervical dilatation threshold
of 5cm.

No direct evidence on acceptability of any specific
definition of the first stage of labour to stakeholders
- women and health care providers - was found.

Evidence from other studies suggests that women
are less likely than health care providers to recognize
defined, time-bound phases of labour (54), and their
ability to cope is more likely to be dependent on a
variety of inter-related factors, including the level of
pain experienced, the nature of the environment and
their perceived level of support (55). Given that 4 cm
of cervical dilatation has been widely adopted and
used in practice for decades as the limit of the latent
first stage of labour, acceptance of a new cut-off by
clinicians is not expected to be rapid.

Feasibility
No direct evidence on the feasibility of adopting

or implementing these definitions in labour ward
protocols was found.

While the implementation of a new threshold for
recognizing the onset of the active first stage in
labour protocols might be relatively straightforward
in settings where all women in labour are admitted
at any phase of the first stage of labour, it is likely
to face challenges in settings where the policy is

to admit women only when they are in active first
stage, due to the need for reorganization of care.
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Table 3.8

the first stage of labour

Desirable
effects

Undesirable
effects

Certainty of the
evidence

Values

Balance of
effects

Resources
required

Certainty
of evidence
of required
resources

Cost-
effectiveness

Equity

Acceptability

Feasibility

= v
Don't know Varies
/ -
Don't know Varies
No included
studies
Don't know Varies
/ —
Don't know Varies
v
No included
studies
/ -
Don't know Varies
Don't know Varies
Don't know Varies
- v
Don't know Varies

Trivial
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3.2.2 Duration of the first stage of labour

RECOMMENDATION 6

Women should be informed that a standard duration of the latent first stage has not been established
and can vary widely from one woman to another. However, the duration of active first stage (from 5 cm
until full cervical dilatation) usually does not extend beyond 12 hours in first labours, and usually does
not extend beyond 10 hours in subsequent labours. (Recommended)

m The GDG acknowledges the very low certainty of evidence on the duration of the latent phase of the
first stage of labour, resulting in part from the difficulty in ascertaining the actual onset of labour, and
chose not to establish a standardized duration for the latent first stage for the purpose of decision-
making during labour.

m The expected duration of the active phase of the first stage of labour depends on the reference
threshold used for its onset. The established boundaries for the active first stage were rounded 95th
percentile values from evidence on the duration of the progress of cervical dilatation from 5 cm to

10 cm.

= The median duration of active first stage is 4 hours in first labours and 3 hours in second and
subsequent labours, when the reference starting point is 5 cm cervical dilatation.

m The GDG emphasized that the decision to intervene when the first stage of labour appears to be
prolonged must not be taken on the basis of duration alone.

m Health care professionals should support pregnant women with spontaneous labour onset to
experience labour and childbirth according to each individual woman's natural reproductive process
without interventions to shorten the duration of labour, provided the condition of the mother and baby
is reassuring, there is progressive cervical dilatation, and the expected duration of labour is within the

recommended limits.

m Health care professionals should advise healthy pregnant women that the duration of labour is highly
variable and depends on their individual physiological process and pregnancy characteristics.

Summary of evidence and considerations

Duration of the first stage of labour

Evidence was derived from a systematic review of
37 studies evaluating the duration of spontaneous
labour in women without risk factors for
complications (52). The studies were published
between 1960 and 2016 in 17 low-, middle- and
high-income countries (China, Colombia, Croatia,
Egypt, Finland, Germany, Israel, Japan, Korea,
Myanmar, Nigeria, Norway, Taiwan [China], Uganda,
the United Kingdom, the USA and Zambia), and
involving over 200 000 women of different ethnic
origins and socioeconomic status. Most (34) of

the included studies were conducted in tertiary
hospitals. Labour interventions such as amniotomy,
oxytocin augmentation, epidural analgesia and
instrumental vaginal birth for both nulliparous and
parous women varied widely across studies. Studies
were also considered for inclusion if the rate of first
stage caesarean section was less than 1%. Studies
were not pooled due to heterogeneity in population

characteristics, labour interventions and definitions
of the onset of the different phases of labour.

Findings

Nulliparous latent phase: As shown in Table 3.9,
very low-certainty evidence from two studies
reported a median duration of the latent phase of
the first stage of labour of 6.0-7.5 hours without

any indication of the percentile distributions. One of
these studies reported the latent phase as the period
from the onset of regular contractions until the slope
of labour record was more than 1.2 cm/hour while
the other defined the latent phase as the “duration of
labour before presentation” (at hospital).

Very low-certainty evidence from two studies
presenting duration of the latent phase as mean

and standard deviations reported mean durations

of 5.1and 7.1 hours, with estimated statistical
("maximum") limits of 10.3 and 11.5 hours,
respectively. One of these two studies reported the
latent phase as from admission to hospital until 4 cm
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Table 3.9  Duration of the latent first stage in nulliparous and parous women

NULLIPAROUS WOMEN

Median cervical 1y giition of reference Median Sth 95th

dilatation on - . . .
admission (cm) points duration (h)  percentile (h) percentile (h)

Study N

Reported onset of
Peisner 1985 (56) 1544 0.5 contractions unti 7.5 NR NR
slope of labour

record >1.2cm/h

ljaiya 2009 (57) 75 5.0 Duration of labour 6.0 NR NR
before presentation

Median cervical .
Definition of reference Mean

ditonon Do e ey SO0 2900
Juntunen 1994 (58) 42 NR Not defined 51 3.2 1.5
Velasco 1985 (59) 74 NR Z”Zn”: admission until 71 1