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SUMMARY
There are few human experiences as profound as the physical, psychological, and social
intensity of labour and childbirth. Beyond the physiological aspects, childbirth is a socially
and historically shaped event, with wide cultural and geographical variability. Historical
evidence showed that women have been attended to by other women during labour, mostly
relatives and in some societies, traditional birth attendants.
Although, the adoption of modern obstetric practices has resulted in decrease in the incidence
of maternal morbidity and mortality, obstetric interventions have continued to increase.
Women give birth in hospitals where they are often left to labour alone as the midwives often
have too many women they care for at the same time. Health care providers tend to
underestimate the importance of the experience of childbirth and focus more on the outcomes,
such as morbidity and mortality. Though, some women reported the experience of labour and
childbirth to be empowering, ecstatic or even orgasmic event, most others report it as being
stressful and painful.
In the early twentieth century, with the emergence of evidence-based healthcare, a worldwide
movement started to document the emotional, health benefits and maternal satisfaction
associated with companionship and support during labour.
Aim: This study was undertaken to compare the birthing experiences and labour outcome
among parturients with and without companionship in labour at Mile 4 Hospital Ishieke
Abakaliki with a view to enhancing positive maternal experience and better foetal outcome.
Materials and methods: This was a hospital-based prospective cohort study involving 587
pregnant women recruited using systematic random sampling method and randomly allocated
into intervention and control groups. The study lasted for four months. Relevant data on
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demographic

features

were

obtained

using

a

pre-tested

interviewer-administered

questionnaire. Data was analysed using Statistical Package for Social Sciences version 20.
Main outcome measures: The main outcome measures in this study were pain perception
and anxiety among parturients and Apgar score of the babies at 1 and 5-minutes.
Results: More women in the control group had severe pain compared to the intervention
group (x2-51.201; p<0.001). Also majority of the parturients with companions had low
anxiety levels (56.8%); 39.0% had moderate anxiety and only about 4.1% had high anxiety
levels. But among the women without companions, the majority of them (56.3%) had high
anxiety levels; in 38.0% of the women, their anxiety level was moderate while only a small
proportion of them (5.8%) had low anxiety(x2-254.162; p<0.001).
There was no significant difference in the Apgar score at 1 and 5 minutes between the two
groups.
Conclusion: Companionship during childbirth is a safe and effective intervention in
improving maternal labour experience with regard to psychosocial variables and does not
worsen foetal outcome. However, there is need for clear guidelines to govern the practice for
health care professionals and labour support persons to avoid potential harm to the parturient.
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CHAPTER ONE
INTRODUCTION
There are few human experiences that can compare with the physical, psychological and
social intensity of labour and childbirth. Beyond the physiological aspect, childbirth is a
socially and historically shaped event with wide cultural and geographical variability.1
Historical evidence has shown that across culture, women had always had companions who
attended to and supported them during labour and childbirth and even the postpartum period. 2
In time past women were taught about childbirth by mothers and close family relatives. The
parturient traditionally gave birth in the familiar comfort of the home surrounded by female
relatives and friends who functioned as birth companions.3 Labour was attended to by a
traditional birth attendant.
When hospital birth was established as the rule by healthcare programs in the mid twentieth
century, for the first time in history women started to deliver without the presence of a person
familiar to them.3 This became the usual situation in many countries for decades, as the
presence of relatives was usually prohibited in institutional birth. Pregnant women therefore
became victims of institutionalised and near dehumanising care. This often led to stressful and
painful birth experiences. Several other conditions within the hospital setting also contributed
to stress and anxiety felt by the women during labour. These include lack of familiarity with
healthcare providers, hospital environment and routines, pain and discomfort (from birth itself
or from medical interventions), worry and uncertainty about what is happening to them,
problems of communication, lack of empathy, rude treatment and loneliness.4
The organisation of care can be shaped by the beliefs of the care-providers and the women
they serve. These beliefs may contribute to the growing number of medical interventions in
labour especially as regards pain management. However, it has been shown that the
12

expectations of the parturient as a whole appear to be more important to their overall
satisfaction with their labour experience than the perceived effectiveness of pain management.
Healthcare providers tended to underestimate the importance of the experience of childbirth
and focus more on its outcomes, but even for healthy women given birth to healthy babies, the
experience of childbirth is powerful and long-lasting, with consequences for women’s
physical and mental health, self-image, and their relationship with the baby, partner and
family.1
In the early 1990s, groups of researchers and activists in favour of companionship in labour in
several countries organised clinical trials to randomise women with and without companion.
As a result of these trials, and subsequent systematic reviews of the trials, the gold-standard
evidence documenting the many positive outcomes on the mothers and babies were built.1
Consequently, the WHO recommended in the 1990s that companionship during labour has
clinically meaningful benefit for women and infants and no known harm and that all women
should have support throughout labour and birth.
Certain theories have been put forth to explain the beneficial effect of companionship during
labour and childbirth. One of such hypothesis states that companionship enhances labour
physiology and mother’s feeling of control and competence, and reduces reliance on medical
interventions in labour. 5
Although physical, emotional and informational support are positively related to a mother’s
mental and physical health around the time of childbirth, the importance of the various types
of support change with the changing needs of the women as they move from pregnancy to
labour and delivery and then postpartum period.6 During pregnancy, emotional and physical
support provided by the spouse and others may contribute positively to the mental wellbeing
of the expectant mother. In addition, informational support during antenatal classes may lead
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to a decrease in maternal physical complication during labour and delivery and also to
improved physical and mental health in the postpartum period.
Although there is overwhelming evidence of benefit when a labouring woman receives
continuous support from a lay person, implementations of the interventions sometimes meet
with resistance particularly from healthcare providers.7 This resistance is present even in
environments whose staffing levels are low or where epidural analgesia is not available, that
is situations where companionship would normally be of benefit to the parturient. In actual
clinical practice, with its wide range of cultural and societal differences in childbirth support
systems, the developed countries encourage social support from partners or close relations, in
contrast, in many developing countries companionship during labour is not routine. 8
At present in many developing countries, care during childbirth depends on the availability
and affordability of health services; on women’s access to information and support from their
social networks, and what kinds of healthcare providers predominate in the area.9 In many
countries, religious and cultural influences on healthcare and the notion that suffering during
childbirth is a legitimate penalty that women should endure, contribute to a culture of neglect
of maternal rights, privileges and wellbeing; absence of comfort measures during labour and
birth and liberal use of invasive interventions and sometimes to overt hostility and abuse
especially for women at the bottom end of social hierarchies.10
Healthcare providers are in a unique position to educate prospective parents about the
importance of social support during childbirth. The healthcare providers may also play a role
in mobilising support systems for new mothers.

14

1.1 Statement of the Problem
Many aspects of the birth environment in the hospital can induce stress and anxiety. The
setting, terminology (medical jargon) and even healthcare professionals themselves can be
intimidating.
Some procedures such as food and water restriction, vaginal examination and confinement to
bed can further add to the stress. Fear, pain and anxiety may be increased by the clinical
environment and unfamiliar health attendant.11
Most often, the antenatal nurses are different from the labour room nurses. This lack of
familiarity and continuity with providers can cause stress and anxiety as many find it difficult
to communicate their needs or express their wishes to their caregivers.1 Increase in stress and
anxiety can lead to increased pain perception.
Moreover, many of the women are left on their own for long periods during childbirth without
anyone to help them attend to their needs. The reason for this is that nurses and midwives
have many roles to play during labour and delivery admissions of several women at the same
time.
Furthermore, the nurses and midwives sometimes begin and end work shift in the middle of
labour during which time the parturient will have to be left all alone until the nurses complete
their changeover.
In spite of this, most hospitals in developing countries do not allow relatives into the labour
room even though they are often understaffed. This is also the practice and situation in the
hospital where the research was conducted.
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1.2 Relevance of the Study to Family Medicine
Continuous support during labour by a companion is paramount to positive outcome for both
mothers and their babies. Combining family-centred maternity care and continuous labour
support during labour and delivery has been discussed in several literatures, but
implementation of this model of care has been challenging.12
Evidence abound that the type of companion used during labour and childbirth determines the
quality of care offered, with doulas associated with the best outcomes. In resource-poor
countries like Nigeria, a lot of people cannot afford the services of a doula.13 Relatives and
friends can be made to function as labour companions with similar effect on the woman in
labour.14 Moreover, many even prefer people familiar to them as they felt more comfortable
and safe around them. Furthermore, emerging evidence show that Nigerian women desire
support during childbirth.15
However, at present in Nigeria continuous support or companionship during labour is rarely
practiced probably because there is not enough evidence to support a change in management
protocol.13
Moreover, studies conducted so far in this country were done mainly in tertiary centres with
few if any being conducted in a secondary facility. In addition, the practice of continuous
labour support if incorporated into the healthcare system has the potential to increase the
confidence of the parturient and foster a holistic foundation for the new family.
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1.3 Aim and Objectives
Aim
To evaluate the birthing experiences and foetal outcomes amongst parturients with and
without companionship in labour at Mile 4 Hospital Ishieke Abakaliki, with a view to
enhancing positive maternal experience of labour and better foetal outcomes.
Objectives
1. To determine any differences in APGAR scores at 1 and 5 minutes, between babies born to
women with labour support in comparison to those
2. To determine the effect of companionship on anxiety levels of these women during labour.
3. To determine the labour pain perception and need for analgesia amongst the two groups.
Research question: Does companionship during labour and childbirth have positive effects
on maternal experience of labour and better foetal outcome?
Null hypothesis (Ho): Companionship in labour will have no effect on anxiety level, pain
perception and foetal outcome of parturients.
Alternative hypothesis (Ha): Companionship in labour will have effect on anxiety level, pain
perception and foetal outcome of parturients.
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CHAPTER TWO
LITERATURE REVIEW
2.1 Labour
Labour is defined as a natural physiological process characterised by uterine contraction of
sufficient frequency and duration and intensity to bring about demonstrable effacement and
dilatation of cervix with descent of the foetus through the birth canal.16,17 Few human
experiences can compare with the physical, psychological, and social intensity of labour.
Unlike pregnancy in which long period favours adaptation to changes, labour is an event that
causes abrupt and intense changes and some symbolism such as the intensity and
unpredictability of pain which results in suffering, anxiety, and insecurity.18 Labour can be
normal or abnormal. A normal labour has been defined as one that is spontaneous in onset,
low-risk at the start of labour and delivery; the infant is born spontaneously in the vertex
position between 37 and 42 completed weeks of pregnancy, and after birth, mother and infant
are in good condition.19 Such normal physiological labour and birth is one that is powered by
the innate human capacity of the woman and the foetus.20 A good experience of labour is
important for the woman’s well-being, for her relationship with her baby and for
breastfeeding as well as for her planning of future pregnancies.7,21 An abnormal labour on the
other hand, can result in adverse outcomes for both mother and foetus.
It has been established that very painful labour produces adverse changes in maternal
physiology and biochemistry; increased maternal respiration by 75 to 150% during first stage
of unmodified labour, hypocarbia, respiratory alkalosis, increased oxygen consumption,
under-ventilation between contractions resulting in episodes of haemoglobin desaturation and
compensatory metabolic acidosis which appears to be readily transferred to the foetus.22 This
may result in babies born with low Apgar score. Labour can however, be modified. The
modification of labour may take several forms. These may include, pharmacological and non18

pharmacological. The pharmacological includes the use of various analgesics administered
either through the intravenous or epidural routes or by inhalation. The non-pharmacological
includes psychoprophylaxis, touch and massage, Transcutaneous Electrical Nerve Stimulation
(TENS), aromatherapy, acupuncture, hypnosis, maternal movement, positional changes and
water birthing and continuous labour support or companionship in labour.
2.2 Active phase of labour
The definition of active phase of labour is traditionally set at 4cm (based on the work by
Friedman in the 1950s and beyond) based on the 95th percentile and was defined as the point
at which the rate of cervical dilatation significantly increases.23 The active phase can become
protracted when the progress is slower than normal or arrest disorders when there is complete
cessation of progress. Protracted active occurs (based on 95th percentile) when cervical
dilatation in the active phase is less than 1.2cm per hour for nulliparous and less than 1.5cm
per hour for multiparous women. Active phase arrest traditionally has been defined as the
absence of cervical changes for 2 hours or more in the presence of adequate uterine
contraction and cervical dilation of at least 4cm.23
However recent data on safe labour have been used to revise the definition of contemporary
normal labour progres.24 In a large contemporary population, the rate of cervical dilatation
accelerated after 6cm and progress from 4cm to 6cm was far slower than previously
described. And nulliparous and multiparous women appear to progress at a similar pace
before 4cm. However, after 6cm, labour accelerated much faster in the multiparas than the
nulliparas. Even in women who had an active phase characterised by precipitous cervical
dilatation in the late first stage, the study found that active phase did not start until 6cm or
later. This seems to differ from prevailing concept that active phase of labour starts before
4cm and that 4cm is a commonly used milestone. The consortium on safe labour therefore
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suggested that active phase protraction should not be made until after 6cm of dilatation. This
formed the basis of accepting women who presented in labour at a cervical dilatation of
between 4cm to 6cm in the present study. The consortium on safe labour is a multicentre
retrospective study of electronic obstetrical databases whereby labour progression in
parturients with contemporary characteristics (increasing maternal age and basal metabolic
index) and practices (greater portion of patients with induction and epidurals) was studied.25
On the basis of this study, it can be deduced that active phase of labour varies from one
individual to another, but is generally between 4cm to 6cm. This perhaps may redefine the
criteria for assessing labour progress as being normal or abnormal.
Active labour with more rapid dilatation may not occur until 6cm is achieved.26 Progress in
labour also varies between spontaneous and induced labour. Caesarean delivery for failure to
progress in active phase is indicated only if the woman is 6cm or more dilated with ruptured
membranes, and she has no cervical changes for at least 4 hours of adequate uterine
contraction.26 Studies have also shown that labour is longer in obese women.25 Therefore for
these women a longer duration of labour could be regarded as normal variants.

2.3 Companionship in labour
Companionship in labour also called labour support refers to the care, guidance and
encouragement provided by a non-medical person to the parturient that aim to support labour
physiology and a woman’s feeling of control and participation in decision making during
labour.27
To conceptualise labour support, it is necessary to acknowledge individual differences. Each
parturient who goes through labour, with or without a companion has an experience unique
from that of any other woman. It cannot even be assumed that any two experiences are
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necessarily similar. The interaction between the support person and the parturient can
therefore be viewed as individualised and complex.
The presence of birth companion during childbirth ensures that a woman is not left alone
during the intensely stressful and sometimes frightening period of childbirth. Midwives are
often the primary sources of support for the parturient however, the midwives have many
roles to play during a labour and delivery admissions and often times continuous labour
support are relegated to the fringes of her responsibilities. In addition, the midwives
especially in resource poor countries are often responsible for several women at the same
time, therefore they at best provide intermittent support. The companions also offer intrapartum support that the midwives seem incapable of offering both in terms of presence and
continuity.28 The support offered has also been shown to be more remarkable if a purely
support role is adopted by the companion rather than using a caregiver that also provides
medical care.29
Companionship in labour is a global practice; and various individuals can serve as birth
companions, doulas and lay persons like mothers, sisters, female and male partners.30 Doulas
are women who are trained and experienced in providing continuous support in labour,
delivery and the immediate post-partum period.31 Support from doulas are mainly practiced in
developed countries like United States of America, United Kingdom, Australia, some parts of
western and northern Europe and South Africa.30
Two hypotheses have been developed about why continuous labour support may be
beneficial. One is that support can act as a buffer against the stress of institutional obstetric
care including high intervention rates, lack of privacy, and lack of trusting relationship with
attendants which can have disempowering effect on mothers and adversely affect labour.5
Secondly, continuous support may primarily affect the physiology of normal labour as a
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trained companion is likely to encourage the parturient to stay mobile, adopt different
positions and use gravity to ease the pain and assist the baby in descending; and reassurance
from the companion can reduce the stress hormone epinephrine which is associated with
adverse labour outcomes.5
In some countries in the developed world, the internal environments of the hospital are
concentrated on a caring and family-oriented approach to childbirth.12,32 The family centred
care model allows the family of the parturient to act as partners in care. Such companionship
rules are perceived as facilitating factors towards humanised birth.
Research evidence has shown that women want four dimensions of support in labour. These
are emotional, informational, physical support and advocacy.6 Emotional support entails the
physical presence of the companion and ability to demonstrate caring attitude, positive verbal
and non-verbal expressions, distractions, and use of humour. In addition, the companion
should be able to provide information about routines, procedures and progress. The
companion also listens to the woman’s view and provides instruction on breathing and
relaxation. Physical support involves mobilisation, touch, massage, hygiene and nourishment.
It also includes encouragement of different and more convenient positions application of hot
and cold packs and elimination of waste. And finally, advocacy involves protecting the
woman, assisting her to make informed choices, and being her voice when required. These
four dimensions of support and the woman’s ability to participate in decision making, good
rapport with her caregiver and realization of her personal expectations influence the woman’s
perspective of her labour experience.33 However, the woman’s personal control over decisionmaking processes in labour has consistently been shown to correlate with overall maternal
satisfaction in labour.
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The provision of continuous labour support to women during childbirth has been found to
produce an ameliorating effect on parturient’s pain14,29,33,34 and anxiety and reduced need for
obstetric analgesia.29 There is improved Apgar score at five minutes, reduced caesarean
section rate, reduced duration of active phase of labour and spontaneous vaginal birth. 13
2.4 Types of companions during labour
Different kinds of support persons can be used as companions during labour and delivery.
These include spouses or partners, female relatives- including female friends, doulas and
midwives. However, the type of support person that is the best companion has not been.
identified. But one quality of the support person is that the effectiveness depends on how
comfortable the parturient is with her labour companion. This results from the fact that
companionship during labour is a dynamic and interactive process. A brief discussion of the
different type of support is presented below

2.4.1 Presence of male partners
Male partners can be a source of support for the woman in labour. Male partners or spouses
can stay in the delivery room to be part of the childbirth experience and to assist the woman.
A spouse may be the only family member available to give support to the labouring woman.
A male partner may be of great support to the woman or they may give little support. This
may depend on the spouse, the woman, and the dynamics of their relationship. Studies have
shown that majority of women chose their male partners as sources of support and expressed
satisfaction with the experience of having them present during their labour and delivery. 35
Umeora et al14 in their study also concluded that women always desired the presence of their
spouses during labour; and majority of the women attested to having emotional comfort and
support when their spouses participated in their labour and delivery. However, Oboro et al8 in
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their study showed that majority of women declined to have their husbands or partners present
during their labour because of personal embarrassment like fear of loss of sexual
attractiveness, concern for their husbands or partners and lack of privacy. One of the demerits
of male partners is that sometimes they may be in need of support themselves.
2.4.2 Female relative or friend
Women are usually supported by female family members throughout pregnancy and after
birth.5,36 Many women especially in Africa may prefer their mother or sister as companion.36
However the effectiveness of such interventions has not been compared to other forms of
labour support. A study in Malawi using untrained female support found that the majority of
the primigravidas in the study felt they did not receive the desired support from their
companions.30 However, most of the women did acknowledge that their support persons were
helpful and gave them tips on how to cope with the labour pain. But few had very negative
experience with their companion shouting at them; and for others the companions would not
let them eat or drink until after the delivery of the baby. Overall the study concluded that
support by a lay person to a primiparous woman was beneficial. Also a study in Nigeria found
that women desired to have with them during labour someone they are already familiar with
and who had shown them care in the past.37 The study found that women who had family
members as companion were more satisfied, had lower pain score and lower duration of
labour. Some studies reported similar or even greater benefit, when a relative remains with the
woman throughout labour and delivery.38 So it would appear that support by an untrained
female family member is an effective intervention during labour.
2.4.3 Doulas
The doula is not a physician, nurse or midwife. She does not provide medical interventions in
the labour room nor does she supplant the role of the male partner or other family members
24

who may be in attendance.39 A doula is a trained female companion who provides continuous,
uninterrupted, emotional and physical support throughout labour.

2

This continuity of care,

provision of human presence, and social support is unique to the role of the doula and sets her
apart from other models of support for the labouring woman. One observational study showed
that when doulas were present, the male partner or spouse were noted to be more affectionate
and tender towards their partners when compared with couples who did not have a doula.39
With the support of a doula, many women are able to forego epidurals, avoid caesarean birth,
and have less stressful births. A skilled doula can empower a woman to communicate her
need and perceptions and actualise her dream of a healthy, positive birth experience.40 The
positive effect of doula care were found to be greater for women who were socially
disadvantaged, low income, unmarried primiparous giving birth in a hospital without a
companion, or had experienced language and cultural barriers.41 One of the key aspects of the
involvement of doulas is that they do not only encourage labouring women, but their families
as well, and facilitate communication between mothers and medical caregivers. By having a
doula as part of the birth team, a father has fewer burdens. The doula can encourage fathers to
use comfort techniques and can be of help if he wants a break. Having the doula helps the
father to support his partner emotionally during labour and birth and also enjoy the experience
without the added pressure of trying to remember details he learned during classes.
The modern hospital birthing process tends to be highly interventionist; taking away decisionmaking from mothers, but with the presence of a doula there is reduced need for clinical
procedures during labour and birth, fewer birth complication and more satisfying experience
during labour, birth and postpartum.42 Most doula-client relationship begin few months
before the baby is due, during which time the doula develops a relationship in which the
mother is free to ask questions, express her fears and concerns and take an active role in
creating a birth plan.43 Doulas, unlike other types of support are knowledgeable in many
25

medical aspects, labour and delivery; and as such they are able to help the clients gain a better
understanding of the procedure and possible complications in late pregnancy or delivery.
Doulas often use the power of massage to reduce stress and anxiety during labour, and
massage has been found to help in stimulating the production of maternal oxytocin.43 Because
of their promising empirical results, in the United States doulas have increasingly been
incorporated into community programs that provide support services to pregnant women at
social risks, such as limited economic resources, pregnant adolescents, or women in
substance-abuse treatment.44 To address such needs, the role of the community doula is
expanded beyond the period of labour and delivery. Services are offered throughout
pregnancy and in the first week of the child’s life.42
Comparatively, companions from a woman’s social network, such as husbands or partners
and female relatives, usually have little experience in providing labour support when with a
loved one during labour and birth.5 In addition, studies that examined the relationship
between mothers and their doulas report consistently positive experiences and some have also
noted positive effect even in the postpartum period.40
2.4.4 Nurses/midwives
Finding concerning the support provided by midwives have been inconsistent. A research
from the United States suggested that the support offered to a woman by a nurse or midwife
caring for the woman during labour may have a greater impact than many other variables on
the rate of operative deliveries, including age, gestational age, infant weight, antenatal classes
and attending physician.45 However, midwives have other responsibilities during labour and
so hardly able are able to provide continuous support during labour.46
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2.5 Apgar Score
The Apgar score is a ten-point assessment score devised by Dr Virginia Apgar in 1952 and
has been widely used to assess the condition of the new-born. It provides an accepted and
convenient method for reporting the status of the new-born infant immediately after birth and
the response to resuscitation if needed.47 The Apgar score was devised with the aim to
standardise the assessment of the new-born and is used worldwide to evaluate the infant’s
condition immediately after birth. It was never intended to predict outcome beyond the
immediate postnatal period, although low scores correlate with prenatal and perinatal
adversities.48 An Apgar score assigned during resuscitation is not equivalent to a score
assigned to a spontaneously breathing infant. It is a scoring system that is a rapid method of
assessing the clinical status of the new-born infant at 1 minute of age and the need for prompt
intervention to establish respiration.47
The scoring system comprises five components
Appearance or complexion (colour)
Heart rate
Reflex irritability
Activity (muscle tone)
Respiratory effort
A rating of zero, one or two is given to each component of the score. The score therefore is a
quantisation of clinical signs of neonatal depression, such as cyanosis or pallor, bradycardia,
depressed reflex response to stimulation, hypotonia and apnoea. The score is reported at 1
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minute and at 5 minutes after birth for all infants and at 5 minute intervals thereafter until 20
minutes for infants with scores less than 7.49
Scores of 1-3 are critically low; 4-6 are below normal and 7 and above are normal. A low
score indicates that a baby may need medical intervention. The lower the score the more alert
the medical team should be to the possibility of intervention.
2.6 Limitations of Apgar score
The Apgar score has some limitations. It is an expression of the infant’s physiologic condition
at a point in time, which includes subjective components. The factors that affect the score are
maternal medication, maternal emotional states, gestational age, cardio-respiratory and
neurological conditions and inter-observer and intra-observer variability.50
Elements of the score such as reflex irritability, tone, and colour can be subjective and also
partially dependent on the maturity of the infant. The score can also be affected by variations
in normal transition. Therefore, a low Apgar score may not predict morbidity or mortality for
any individual baby.
2.6.1 Factors that may affect Apgar score
Some maternal interventions in labour may affect the score either positively or negatively. As
stated earlier both severe pain and anxiety has a depressing effect on Apgar score of the newborn babies through the stimulation of catecholamine. The levels of catecholamine increase
during unmedicated labour and can cause low Apgar score. However, some interventions to
decrease pain such as systemic analgesia have also been known to depress foetal muscular
activity, aortic blood flow, short-term heart rate variability and oxygen saturation. It also
exacerbates acidosis, depresses Apgar scores, neuro-behavioural score and suckling.51
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The case for epidural is variable. A study done in Spain comparing epidural analgesia and
non-pharmacological pain relief in labour found that epidural analgesia negatively affected
Apgar index values at 1 and 5 minutes.52 Also, neonatal intensive care unit admissions were
significantly more frequent in the epidural versus non-epidural group; and resuscitation was
more frequent and although the risk of adverse effects was low, it was however significant.
Sudden severe hypotension (more than 20% decreases in baseline BP) can occur with
epidural analgesia and may result in a clinically significant decrease in utero-placental blood
flow which could potentially affect the delivery of oxygen to the baby.53
On the other hand, some studies found no effect on the Apgar score of the babies when
epidural analgesia was administered to the mothers intrapartum.54
2.6.2 Companionship in labour and Apgar score
The case for continuous labour support from a birth companion as a form of labour analgesia
stems from the fact that no ideal pharmacological analgesia has been found that has no
adverse effect on both mother and foetus. Companionship in labour on the other hand has
been found to benefit both mother and foetus with no adverse effect. The companion by
helping the parturient cope with both pain and anxiety in labour is associated with improved
Apgar score.5
Systemic review of the literature demonstrated that support in active phase of labour by an
experienced female companion is associated with significant reduction in pain score and few
low Apgar score.2 Similarly women who had family support during labour are more likely to
give birth to babies with higher Apgar score and lower occurrence of meconium-stained
amniotic fluid.54 Another study done in a hospital in Tehran, Iran observed that massage from
a support person reduced labour pain and anxiety and also improved the Apgar score. 55 The
better Apgar score for the parturient with support could perhaps be attributed to the effect of
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companionship on anxiety, since anxiety sensitivity share a significant direct relationship with
pain during labour.56 The companion, by having a calming effect on the anxiety levels of the
parturient, leads to reduced pain perception and consequently reduced levels of circulating
epinephrine, norepinephrine and better foetal outcome. In general, it has been observed that
anxiety and severe pain in labour lead to low Apgar score but companionship in labour which
helps women cope with labour pain and reduce anxiety in the intrapartum period has a
positive effect on the Apgar score of most infants.2
However, some studies found no positive effect of support person on Apgar score. A study in
a provincial hospital in Thailand found that family support in the first stage of labour reduced
anxiety but had no effect on other labour outcomes.54 Another study found similar rates for
oxytocin use and Apgar score less than 7 at five minutes for both intervention and control.27
2.7 Anxiety during labour and childbirth
Anxiety is a feeling of apprehension and fear, characterised by physical symptoms such as
palpitation, sweating and feelings of stress.57 Anxiety is associated with significant subjective
distress with retained insight usually self-limiting in the short term.
Childbirth is a normal transition period, but also potentially a time of great stress for the
parturient. The roles of the parturient and activities of daily living need to be adjusted to fulfil
changes in her family relationships. Thus, the process of childbirth can often be defined as a
critical turning point. In particular, the onset of childbirth can produce anxiety especially for
the women who are unprepared. They may experience increased anxiety related to the
birthing process, pain associated with labour and sense of loss of control; and in addition,
maternal anxiety is known to be associated with a less positive birth experience.5
Women’s experience of normal labour and delivery has been addressed in terms of their
emotions. Major advances in knowledge have occurred within sciences resulting in an
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understanding of emotions as a major director of human behaviour which is orchestrated by
neurohormones.58 Hormones and emotions are interconnected. Labour hormones are linked to
the emotions and behaviour of the woman during labour and childbirth. 59
There is a suggestion that emotions and physical reactions of the parturient to labour may be
the drivers and signs of progress and that interventions or interruptions to the instinctual
behaviour of the woman may delay or slow labour. 59 The discovery of neurohormones which
link human physiology and emotions, led to the construct that hormones are biochemical
molecules of emotions. And that thought and emotions are diffused throughout the body and
the mind and can cause physiological changes. Conversely, physiologic changes affecting the
functions of the body can also cause emotions.60 When an individual perceives a situation that
is new, uncontrollable or unpredictable, there is an increased stress response. These responses
can also be caused by interactions that threaten the social self.60 Therefore, unfamiliarity with
the hospital environment and healthcare providers, the adoption of a passive role in the
management of labour pain and discomfort from childbirth or interventions, problems of
communication, lack of empathy, rude treatment and loneliness are other factors that can
cause anxiety in labour.4
2.8 Effect of environment on anxiety during labour
The environment in which a woman labours can have a great effect on the level of fear and
anxiety she experiences.61 Hospital can be an alienating environment for most women, in
which institutionalised routines and lack of privacy can contribute to loss of control.62
Anxiety may be precipitated through environmental factors such as noise and unfamiliarity.
Many women have experienced their labour stopping when they entered unfamiliar
surroundings and crowded wards of hospitals. When a woman in labour does not feel safe or
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protected, or when the progress of her normal labour is altered catecholamine levels rise and
labour slows down or even stops. 59
Animal studies have shown that oxytocin is optimally produced when mother is undisturbed,
feels safe, and is unobserved.58 But the much socialised atmosphere of contemporary labour
rooms is far from ideal. The environment with its constant monitoring and intermittent and
intrusive observation are not always necessary to the interventions that occur there. No other
mammal may voluntarily change its environment during labour as happens in hospitals except
in rare cases. Thus it is not surprising that labour so often slows down or stops as a result of
such unsettling event due to a reduction in oxytocin secretion. Oxytocin has been found to
regulate a variety of behaviours, and while much of the research has come from animal
studies, there is evidence to support similar effect on humans.59 Effect of oxytocin among
others is to reduce stress and anxiety; and it also blunts the plasma glucocorticoid’s response
and is likely to play an important role in the parturition period. But when fear and anxiety is
present in early labour, levels of adrenaline and nor-adrenaline rise, and they inhibit the
production of oxytocin and thus slow down labour.59
2.9 Loss of control
Loss of control has been identified as one of the major causes of anxiety in labour.5,4 This
could result from lack of communication between the hospital staff and the parturient. This is
one of the gaps which advocacy by the companion bridges. Other causes of loss of control
include:
2.9.1 Non-consented care
Evidence abounds of the absence of patient’s informational processes or informed consent for
common procedures around the time of childbirth in many settings. Interviews from SubSaharan Africa, Eastern Europe, and Latin America and the Caribbean regions all confirm the
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lack of routine patient information, communication and consent protocol for obstetric
procedures.4
2.9.2 Non-confidential care
There are widespread reports in the literatures and communication with expert informants that
there is lack of privacy and confidentiality for many women around the world who deliver in
facilities.4 Lack of privacy relates to both lack of physical privacy and delivering in public
view (without any privacy barrier); and lack of privacy related to sensitive patient information
such as HIV status, age, marital status, and medical history.
2.10 Non-dignified care
Non-dignified care is described as intentional humiliation, blaming, scolding, rough talk
shouting, publicly divulging private patient information and negative care perception.63 It is
however important to note that a woman’s description of and perception of non-dignified care
maybe very context specific, and so may not be relevant in another country.
2.10.1 Abandonment of care
Several examples of abandonment of care that include women being left alone during labour
and birth as well as failure of providers to monitor women and intervene in life-threatening
situations. For example, in Sierra Leone there are stories of women being denied care and
dying because hospital staff was not called or the staff reported being tired. Report from
Kenya showed that nurses did not help women who have ruptured membrane and so they
have to make their way to the delivery room.64
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2.10.2 Effect of companionship on anxiety during labour
The benefits of companionship on psychological state of women during labour have been
validated by several randomised clinical trials.65 Labour is a particularly vulnerable period in
women’s lives and a nurturing, supportive companion during this event can help to reduce
anxiety. Supportive companions improve labour progress and foetal outcomes by decreasing
anxiety and thereby lowering catecholamine levels. Although no studies have measured the
effects of support on catecholamine, maternal anxiety in women in labour have been
correlated with elevated level of epinephrine, non-reassuring foetal heart rates patterns, and
prolonged labour.65 High levels of epinephrine have also been associated with decreased
uterine activity likely through beta-adrenergic receptors on the myometrium; and indeed beta
adrenergic agonists are used therapeutically for inhibition of preterm labour and tetanic
contractions.65
Companionship in labour has also been found to help women remain in control during labour
thereby reducing maternal anxiety which results from loss of control.5,6,54 Women generally
feel more in control if they are part of decision-making during their labour. A study from
Nepal showed that women who received support in labour had less anxiety and fewer
symptoms of depression during the postpartum period.66 In addition, both the company and
emotional support provided by the companion have been found to provide relief from
anxiety.30
Findings suggest that the massage therapy which the labour support person provides for the
parturient is an effective alternative intervention to decrease pain and anxiety during labour
and increase the level of satisfaction.55 For their psychological, emotional, and informational
support, birth companions help to equip women to cope better with labour experience. In
addition, it has been noted that the presence of a support person makes the health provider to
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treat the women with respect, thereby eliminating the stress and anxiety-inducing effects of
non-dignified care.35
However, some studies suggest that antenatal education has been used to reduce anxiety and
enhance coping and feeling of control and correlate positively with good experience of
childbirth.67 In developing countries such as in Sub-Saharan Africa, antenatal education may
be of greater importance since some women may be less educated than those from developed
countries, and have less ability to access information and are therefore often dependent on
education provided by health workers.
Furthermore, some researchers claim that self-efficacy of the parturient as well as selfmanagement can predict their perception of pain in childbirth, levels of apprehension, and
anxiety and likelihood of developing post-traumatic stress disorder following childbirth.68,69
Self efficacy stresses the importance of empowering the patient, as well as self-management.
An inverse relationship can be deduced between the levels of self-efficacy and levels of
anxiety related to childbirth.70 Therefore, the higher the level of self-efficacy, the lower the
anxiety level of the parturient. Anxiety during childbirth has been found to be reduced by the
knowledge acquired during birth preparation courses and also by the knowledge gleaned from
other sources.71
2.10.3 Labour pain and obstetrics analgesia
Labour is a painful experience for nearly all women. Labour pain is an acute, transient,
complex, subjective and multidimensional pain inherent in the physiological process of
parturition and the resulting sensory stimuli generated mainly by uterine contraction, hypoxia
of uterine muscle and stretching of the cervix, vagina, and perineum during the period of
expulsion.72 The pain experienced during labour comprises complex neurobehavioral patterns
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and offers personalised and distinctive experiences to each woman and is likely the most
severe pain a woman will experience in her lifetime.73
Historically, pain was considered by the medical profession as an inevitable response to tissue
damage but no consideration was given to the roles of emotion, past experience, anxiety, or
expectation.74 The view of pain as simply a sensory message of peripheral tissue trauma,
coded in peripheral nerves, transmitted in central neuronal pathways, and decoded in the brain
may be considered faulty. If it were the only accepted view, then the management of pain in
labour would concentrate on eradication of pain sensation through pharmacological means as
the only relevant technique. Hence, methods of decreasing the affective components of pain
or of decreasing but not eliminating the sensory components may be dismissed as ineffective
if a purely neuro-physiological model is adopted.74 However, the biopsychosocial model of
pain proposes that biological factors can influence physiological changes and that
psychological factors are reflected in the appraisal and perception of internal psychological
phenomena. These appraisals and behavioural responses are, in turn influenced by social or
environmental factors, such as reinforcement contingencies.75 The model, at the same time
proposes that psychological and social can influence biological factors such as hormone
production, activity in the autonomic nervous system, and physical de-conditioning.
Experimental evidence supports these propositions. Other concepts and models which
challenge traditional reductionist, mind-body or biomedical paradigm have also been
promulgated.76
In some societies, labour pain is considered a natural phenomenon which should be endured
by women. The pain of childbirth is a multifactorial experience influenced by culture,
previous pain experience, beliefs, mood and ability to cope.77 In addition, the personality of
the parturient affects pain perception and response to pain relieving drugs; and the parturient’s
perception and response to labour pain, in turn depends on the intensity of pain, psychological
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factors, cultural beliefs, history of pregnancy and social and marital status.77 Other factors
may include the mental preparedness of the parturient, family support, medical support, and
number of pregnancies, size and presentation of the foetus, size and anatomy of the pelvis, use
of oxytocin and duration of labour.72
As a result of the variability in response to labour pain, its graph is a normal (bell-shaped)
distribution curve representing number of women distribution between no pain and extreme
pain feeling. The majority of the women fall in the middle and would feel some pain of
moderate intensity and they cope with it with minimal intervention but, there is a portion of
the parturients who would feel such pain that they would need to be helped. Such women rate
their experience as the most painful experience.73

2.10.4 Pain pathways in labour
Norciceptive afferents widely distributed throughout the body carry pain impulses originating
from different sites as the process of labour progresses.74 The process is divided into three
stages: first stage from onset of labour until full dilatation; the second stage from full
dilatation until delivery of the baby; and third stage from the delivery of the baby to expulsion
of the placenta and membranes.
2.10.5 First stage of labour
Pain is diffused, poorly localized, cramping and visceral in origin. The pressure generated
during contraction of the uterus and stretching of the cervix stimulates high threshold
mechano-receptor. Simultaneously, uterine chemoreceptors are activated by the release of
bradykinin, histamine, serotonin, acetylcholine, and potassium ion from myocytes due to
ischaemia of the tissues during contractions and to help cervical ripening and dilatation.74
Pain transmission at this stage flow through the sympathetic nerves, through the inferior and
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superior hypogastric plexus and the lumber and thoracic sympathetic chain and end in
communication with the dorsal rami of T10 – L1. The pain may be referred to the abdominal
wall, lumbosacral region, iliac crest, gluteal area and thighs. Some women also experience
low back pain.
2.10.6 Second stage of labour
During this stage of labour, distension and traction on the pelvic structures, the pelvic floor,
and the perineum result in predominantly somatic pain. The stimuli are carried via mostly Adelta fibres passing in the parasympathetic bundle to the dorsal rami of S 2 – S4 and result in
sharp well localised pain. In addition, the parturient experiences rectal pressure and an urge to
bear down as the foetus descend into the pelvic outlet.
2.11 Factors affecting labour pain
Pain intensity varies from one person to another and may be higher in first pregnancies than in
subsequent ones. There are several factors that could affect labour pain.
Psychological and environmental factors that influence the experience of pain include
attention, memory, beliefs, mood, behavioural responses and interaction with the
environment.78 Generalised anxiety related to the pregnancy, its outcome, or its implication
for the woman may enhance her pain perception. Poor knowledge or misinformation may
exacerbate the situation. Fatigue and general debility, common in late pregnancy may also
contribute to the experience of labour pain. Positive attitudes to pregnancy on the other hand
may increase tolerance to pain, with labour pain being seen as a positive force rather than a
destructive one. For example, although younger women have a physiological advantage in
their tolerance to pain, older or multiparous women may be more relaxed and less fearful,
leading them to tolerate pain better.75
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Certain cultures are more emotive and expressive than other more stoic ones leading to
differences in pain behaviours rather than the extent of pain felt.78
In summary, pain is an abstract and highly subjective experience, not simply the transmission
of stimuli from nociceptors. Noxious or nociceptive stimuli are centrally received and
interpreted through the interaction of a wide range of emotional, motivational, social, cultural
and cognitive variables unique to the individual.
2.12 Adverse effects of severe labour pain
The undesirability of pain is not only due to its unpleasant physical sensation and emotional
effects but also because of a variety of potential adverse physiological and psychological
consequences.
Pain during labour is a powerful respiratory stimulator. The stimulation results in
hyperventilation and increased oxygen consumption during contraction. Hyperventilation can
lead to hypocapnia and respiratory alkalosis. Profound hypocapnia may inhibit ventilator
drive between contractions leading to hypoxia and dizziness. Maternal alkalosis decrease
placental blood flow due to uteroplacental vasoconstriction and impair the transfer of oxygen
into the foetal circulation.73 Compensatory periods of hypoventilation between contractions
cause transient maternal hypoxemia and, potentially foetal hypoxemia. Maternal
hyperventilation causes respiratory alkalosis and a left shift of the maternal oxyhaemoglobin
dissociation curve, thus diminishing oxygen transfer to the foetus.79 The neuro-endocrine
response to pain also activates the sympathetic nervous system, resulting in an increase in
plasma catecholamine concentration, cardiac output and blood pressure. Epinephrine and norepinephrine levels increase by 200% to 600% during unmediated labour.79 This increase is
associated with a decrease in uterine blood flow. Pain and anxiety and the accompanying
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increased catecholamine levels may contribute to prolonged or dysfunctional labour.
Epinephrine is a tocolytic agent, and can slow down the progress of labour.
Severe labour pain has been implicated in contributing to long-term emotional stress with
potential adverse consequences on maternal health and family relationship. Women who
experience unrelieved pain during labour may be more likely to develop postpartum
depression and it is a recognised risk factor for post-traumatic stress disorder PTSD.74
2.13 Obstetric analgesia
Obstetric analgesia is the elimination of sensitivity to pain without loss of consciousness
during labour, delivery and possibly the post-partum period.80 Women’s desire for and
expectations of pain relief during labour vary widely.81 The goal of obstetric analgesia is to
make labour an emotionally satisfying experience, where the parturient is delivered of a
healthy baby with as little distress, pain, and exhaustion as possible and with minimal risk to
both mother and baby.82 Most women in labour require pain relief. Pain management
strategies include pharmacological and non-pharmacological interventions.
2.13.1 Pharmacological obstetric analgesia
The aim of pharmacological pain relief in labour is to relieve the pain of labour. There are
three main methods of analgesia in labour, which include neuraxial analgesia technique,
inhalational analgesia and systemic opioids. Evidence suggests that neuraxial analgesic
technique and inhaled analgesia effectively manage pain in labour. In some centres, the
timing of neuraxial analgesia is based on cervical dilatation. In nulliparous women, ondemand analgesia from early labour (less than 4cm cervical dilatation) provided more
effective relief from pain and did not increase the rate of caesarean section or instrumental
vaginal delivery when compared with commencement of epidural analgesia later in labour.81
Neuraxial technique is the gold standard but, it is often associated with an increased risk of
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prolonged labour and instrumental delivery.83 In contrast, systemic opioid analgesia has not
been found very effective during labour.81
2.13.2 Non-pharmacological obstetric analgesia
Non-pharmacological obstetric analgesia aims to help women cope with the pain of labour.
The non-pharmacological approaches to pain management in labour include a wide variety of
techniques that address not only the physical sensation of pain, but also attempt to prevent
suffering by enhancing the psycho-emotional and spiritual component of care.78 One of the
most extensively studied of the non-pharmacological techniques is companionship in labour
or continuous labour support. Psychological factors may help to explain the efficacy of this
method. Fear and anxiety has been found to significantly influence pain experience, therefore,
companionship which helps to mitigate fear and anxiety has been found to help women cope
with and sometimes ameliorate the pain experience.77 The ameliorating effect of continuous
labour support may result from the fact that labour companions also offer physical help like
massaging the parturient. Massage, which is the intentional and systematic manipulation of
the soft tissues of the body during labour, has been found to enhance relaxation and pain
reduction.55
Women who received continuous labour support from a companion use less regional
analgesia. This benefit was largest in studies enrolling low income women and the
intervention was more effective if begun in active labour and performed by trained doulas
rather than nurses. A systematic review of literature also demonstrated that support in active
phase of labour by an experienced female companion is associated with significant reduction
in pain score. 84 However, not all studies have demonstrated such effect. One study found that
pain was associated with the level of self-confidence of the parturient. The higher the level of
self-confidence in the parturient’s ability to cope with the labour, the less the pain
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experience.68 Another study in a provincial hospital in Thailand found that support in the first
stage of labour reduced anxiety but demonstrated no positive effect on other labour
outcomes.54
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CHAPTER THREE
3.1 Materials and Method
The study was carried out in Ishieke Ohatekwe village. The village is situated about six
kilometres from Abakaliki the state capital of Ebonyi state South Eastern Nigeria. The state
shares boundary with Benue state to the north, Enugu state to the west, Abia and Imo states to
the south and Cross River state to the east. It has a population of about 2,176,947 (1,064,156
males and 1,112,791 females) according to 2006 population census85 with an annual growth
rate of 3.5%. Therefore, the projected population according to data from the national bureau
of statistics showed that the population was 2,629,820 as at July 2012. The state occupies a
land mass of about 5,935 square kilometres. The population density using data from 2006
census was 366.8 per square kilometre. Abakaliki which is the nearest town to Mile 4 hospital
has a population of 151,723 according to the 2006 census. Economic activities are low
compared to industrial and commercial cities such as Lagos and Aba.
The state has one of the lowest cost of living indices in Nigeria as regards agricultural
products but most finished products are expensive. Ebonyi state people are peaceful and
hospitable. The state is endowed with abundant natural resources and solid mineral deposits.
There are large deposits of limestone, copper, coal, and lignite, lead and zinc ores and other
associated deposits like barites and salt.
About 25% of the population live in urban areas while the rest are found in the rural areas.
Agriculture is the mainstay of the people with more than 75% of the population engaged in
farming and related activities. The farmers cultivate yams, rice, maize, cassava and other
crops in large quantities and these bring income to the people and the state.
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There are three federal institutions of higher learning and two state-owned institutions of
higher learning in the state. Industrialisation and commercialisation has been slow compared
to other states in the south eastern part of Nigeria.
The population is homogenous to a large extent and predominantly Igbos. The predominant
religion is Christianity.

3.2 Study site/health facility
Mile 4 hospital is owned by the Roman Catholic Church. It is located at Ishieke, on the
outskirts of Abakaliki about 6 kilometre westwards. The hospital was established in 1946 as a
leprosy centre. It had maternity and child unit primarily for the pregnant leprosy patients and
their children. This has expanded to general maternal and child health services. There is a
separate section away from the main hospital for tuberculosis and leprosy patients. There are
53 beds in the antenatal ward and 54 beds in the postnatal wards. First stage room has 6 beds,
8 in the second stage room and 13 in the private and semi-private rooms. Antenatal booking
services are held every Monday while normal antenatal care (ANC) services are held every
Tuesday and Friday. About 200 women attend ANC each antenatal day.
It is one of the leading providers of obstetric and gynaecological services in the state with an
annual delivery rate of more than 3000. The hospital has built a reputation for providing
quality health care and as a result people come from far and near to access healthcare from the
hospital.
3.3 Study Population
The study population was made up of all pregnant women who attended ANC service at Mile
4 hospital Ishieke Abakaliki
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3.4 Study Design
The study was a case-controlled study. The women with anticipated vaginal delivery were
enrolled into the study between 35 to 37 weeks gestation after informing them in detail about
the study during the antenatal clinic. Their written consent was obtained after they had been
assured that their participation was voluntary. Those who agreed to be part of the study were
recruited and randomised into intervention and control groups. Those in the intervention
group were asked to bring a female of their choice to act as companion during labour. While
the control group received only routine care.
3.5 Sample Size Determination
The sample size was calculated with the intention to detect a minimum difference of 10% in
Apgar score between the groups at 80% power and 5% level of significance. The effect of
intervention on 5-minute Apgar score was 60% while that of control was 47% based on a
study by Aida et al.86 And this was used for sample size calculation given a sample size of
305. The difference between the two groups was 13%.
The sample size was calculated using the following formula for comparing two independent
proportions.
Using the formula.87
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Where P = average of P1 and P2 =0.53
Zα, Zβ = the standard normal Z values corresponding to α and β (the probability of type I and
type II errors respectively).
P1= Proportion of respondents in the intervention with good outcome = 0.60
45

P2 = Proportion of respondents in the control with good outcome =0.47
Z α/2 = 1.96
β = 0.84
Thus
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n= 245
The minimum sample size was therefore 245. However, to make up for non-responses, a
selected sample size Ns was calculated based on an anticipated 80% (0.8) response rate and
was calculated as follows
Ns = n/0.8
Ns = selected sample size
n = minimum sample size
0.8 = anticipated response rate
Thus, Ns = 245/0.8
=305
Therefore 305 pregnant women were recruited for the study. A further 305 similarly matched
pregnant women in terms of age, education, religion; ethnicity, marital status and place of
residence attending the ANC were also recruited simultaneously as control.
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3.6 Sampling Method
Both the intervention and control groups were recruited by systematic random sampling. The
sampling size (n) of 610 parturients was recruited based on the inclusion and exclusion
criteria. With an average antenatal booking of 200 per week, the sampling frame (N) for 7
weeks was 1400.
The sampling interval = N/n
1400/610
= 2.3
Therefore, the sampling interval was approximated to 2.
The women who consented to take part in the study were recruited through systematic random
sampling method and randomised into two groups. One of the groups was for the intervention
group while the other one was control. With a sampling interval of only two, simple balloting
was used to recruit the first participant. Subsequently, an interval of two was used to recruit
the remaining participants. If the participant did not fulfil the inclusion criteria, the next
person immediately following her was recruited.
3.7 Inclusion Criteria
Those who fulfilled the following criteria were included in the study.
1 Singleton pregnancy
2 Anticipated vaginal delivery
3 Cephalic presentations
4 Gestational age between 35 – 37 weeks
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3.8 Exclusion Criteria
These include those who declined consent
Those already recruited who ended up with instrumental delivery
Those who developed complications in labour such as post-partum haemorrhage (PPH)
Any participant who lost the baby during delivery
Anyone who presents at a cervical dilatation of more than 6cm
Any contraindication to vaginal birth
Multiple gestations
Mal-position and mal-presentation during labour
Previous caesarean section
Chronic medical conditions like DM, hypertension, SCA
Intrauterine foetal death (IUFD)
These conditions constituted high risk pregnancy and labour and therefore potential sources of
increased anxiety.
3.8.1 Method of Data Collection
A semi-structured interview in a pretested questionnaire was used for data collection.
3.8.2 Pre-Testing of the Questionnaire Instrument
The questionnaire was pre-tested by the researcher on parturients who delivered at St
Vincent’s hospital Ndubia in Ebonyi state while the researcher was on a 6-month rural
posting. The hospital is a secondary health facility similar to mile 4 hospital. A total number
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of 39 parturients were randomly selected for the pre-test which lasted for one week. The
aspects of the questionnaire examined included;
1. The patients understanding of both the sectional and general aspects of the questions
in the questionnaire and also their willingness and response to the questions.
2. The appropriate time to administer the questionnaire as well as the time duration
needed to administer each questionnaire.
3. The effects of inter- and intra-observer variability.
4. The workability of the study procedure for questionnaire administration.
After pre-testing the questionnaire, necessary adjustments were made on the it before carrying
out the research on the proposed clients attending antenatal clinic at Mile 4 hospital by the
researcher.
3.9 Study Procedure
A brief health talk was given by the midwife and afterwards the researcher was given an
opportunity to address the women who came for antenatal clinic outlining the aim of the
research.
Participants, who consented to take part in the research, were recruited by systematic random
sampling during the antenatal period at gestational age of between 35 to 37 weeks. They were
randomised into two groups of either intervention or control using systematic random
sampling method.
All those recruited had their small antenatal cards marked with either `C’ or `I’ depending on
whether they were randomised into control or intervention respectively. They were also
requested to sign written informed consent administered by either the researcher or the
research assistants immediately. The marking of their antenatal cards was for easy
identification by the labour ward nurses during labour.
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Those in the intervention group brought a female companion of their choice who acted as a
support person throughout the period of their labour until two hours postpartum. This was in
addition to routine intrapartum care provided by the nurses and midwives.
The companions were educated on how to give support during labour and a written instruction
on how to offer support was also provided. The written instruction was interpreted for those
who could not read or write (A number of women came with their aged or elderly mother-inlaw). The instructions were itemised serially as shown below;
1. Massage (back-rubbing) during contractions or as requested by the labouring woman.
2. Use of words of encouragement
3. Holding parturient’s hands.
4. Acting as link between her and the healthcare providers
5. Pray for the parturient if need be
6. Helping the labouring woman with feeding and the use of convenience.
7. Helping her to be part of decision-making process during the labour.
The companions were instructed to be with the labouring women throughout their labour and
childbirth except for brief intervals for feeding and use of convenience.
Those in the control group received only routine clinical care.
When any of those recruited presented in labour, active phase of labour was determined by
performing abdominal and sterile pelvic and vaginal examinations. This was done mostly by
the experienced labour ward midwives in the first stage room and rarely by doctors. Active
phase of labour was taken as cervical dilatation of 4cm and above for both primigravid and
multigravid women. However, any pregnant woman in labour whose cervical dilatation was
more than 6 centimetres 25,88 at admission was dropped from the study. Questionnaires were
administered to the participants 12 to 24 hours postpartum.
50

Semi-structured questionnaires were administered in English language and were translated
into Igbo language for the uneducated ones. The questionnaires were administered by the
researcher and two research assistants who were trained by the researcher (a total of six
research assistants were used during the study; two for the recruitment who also worked at the
antenatal clinic, two at the labour ward and the remaining two at the postnatal wards). The
research assistants in the labour and postnatal wards were midwives, while the two at the
antenatal clinic were community health extension workers.
Pain was assessed using the Visual Analogue Numerical Scale for pain.89 The visual analogue
scale is a validated instrument and easy to use by both the educated and uneducated.
Anxiety was also assessed by the use of visual analogue scale for anxiety.90
The women in both the intervention and control groups were shown a 10cm calibrated rule.
The left end of the 10cm rule was marked `0’ representing no pain or not anxious and at the
opposite end 10cm away from the zero point was marked 10 meaning worst pain experience
ever or very anxious. The 10cm rule was calibrated in centimetres from zero to ten. A 30cm
rule was bought and sawed off at the 10cm mark for the purposes of taking measurements of
pain or anxiety perception of the participants. The participants were asked to mark the point
that best corresponded to the pain or anxiety they experienced during labour and childbirth.
Their pain and anxiety scores were recorded in the questionnaires. Higher scores represented
more adverse pain or anxiety experiences in labour.
Inter- and intra-observer error were minimised by exact identification of the landmarks,
avoidance of taking measurements when fatigued and in some cases taking double readings.91
However, much of these did not arise as most participants simply chose specific numbers.
Obstetrical and other birth outcome data were obtained from the medical records of each
mother and baby.
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The researcher was posted to the hospital by the department of Family Medicine for the
duration of the study.
The hospital cards of participants in the study were marked with either I or C as stated earlier
for easy identification so that the research team was notified the moment they came in labour.
The researcher also held meetings with the labour ward nurses to intimate them of the
research; and had two anchor persons amongst them- the midwife in charge of the labour
ward and one other senior midwife to help him coordinate the labour ward. Their duty was to
make sure that the intervention group were allowed to go to the labour ward with their labour
support persons.
3.9.1 Data Analysis
The data was analysed using the statistical package for social sciences (SPSS) software
version 18.0. T-test and Chi-square test were used for significance of differences in means
and proportion respectively. For differences in baseline characteristics between the two
groups in relation to categorical and numerical outcomes respectively, logistic regression
analysis and linear model analysis method were used.
3.9.2 Ethical Issues
Ethical clearance was obtained from the research and ethical committee of the Federal
Teaching Hospital Abakaliki.
Permission to conduct the study was gotten from the head of department.
Permission was also obtained from the hospital where the research took place.
An informed consent form was signed by every client willing to participate in the study.
Participation was voluntary. The participants were free to withdraw from participating at any
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stage of the study without consequences. Confidentiality was maintained throughout the
study. The participants were offered free transport if they had difficulty coming to the hospital
when their labour started and also at discharge.
3.10 Funding
The cost for the research was borne entirely by the researcher.
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CHAPTER FOUR
RESULTS
The results obtained from the data analysis and their interpretations are presented in this
chapter. The data were analysed item by item using descriptive statistics.
Flow chart of dropout of participant.

Recruited for study (n=610)
Excluded
N=3
Declined to participate
Randomized - 607

Intervention
303
2 C/S
1 IUFD
3 RVD

Control
304
3 C/S
2 PPH
2 RVD

5 lost to follow-up

2 lost to follow-up.
Delivered

292

295
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4.1 Socio-Demographic Characteristics
A total of 587 respondents were used for the statistical analysis. The age range of the
respondents was between 13-41years with mean and standard deviation of 27.19±4.29years.
The age group 20 – 29 years (213, 72.9%) for intervention and (210, 71.2%) for control
constituted the highest proportion of respondents. This was followed by the age group 30- 39
years (69, 23.6%) for the intervention group and (80, 27.1%) for the control group. The age
group > 40 years (2, 0.7%) for intervention and (4, 1.4%) for the control, had the least
proportion of respondents.
Among the intervention group, majority (288, 98.6%) were married, 4 (1.4%) were single and
none of the respondents was divorced. Similarly, among the control, majority (294, 99.7%)
were also married, no unmarried and with divorced only 1 (0.3%).
Majority of the respondents in the intervention group (286, 97.9%) were from the Igbo tribe
which is the dominant tribe in South Eastern Nigeria. Non Igbo tribe (6, 2.1%) were few.
Similar pattern was observed among the control, the Igbo tribe (287, 97.3%) were the
majority and the other tribes (8, 2.7%) were also few.
Almost all the respondents for both intervention and control were Christians (292, 100% for
intervention) and (293, 99.7% for control), with Muslims (2, 0.3%) only amongst the control.
The majority of the respondent in the intervention group (194, 66.4%) and control (197,
66.8%) lived in the urban area, and the remaining (98, 33.6%) for intervention and (98,
33.2%) for control were rural dwellers.
The majority had secondary education (165, 56.5%) for the intervention group and (142,
48.1%) for the control. This was closely followed by respondents with tertiary education (109,
37.3%) for the intervention group and (121, 41.0%) for the control. Among the respondents
with primary education (18, 6.2%) had companions while (31, 10.5%) had no companion.
Only the control group had one illitrate person (1, 0.2%).
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Most of the women in the intervention group were traders (93, 31.8%), followed by
housewives (56, 19.2%), and then artisan (44, 15.1%); others were students (36, 12.3%), civil
servants (9.9%), teachers (20, 6.8%), applicants (14, 4.8%), and farmers (0, 0.0%). An
identical pattern was observed among the control group with traders (83, 28.1%) being the
highest in number, but followed by artisan (44, 14.9%), civil servants (41, 13.9%),
housewives (40, 13.6%), students (38, 12.5%), applicant (23, 7.8%), teachers (21, 7.1%) and
the least as with the intervention group was farmers (5, 1.7%). See table overleaf.
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SOCIO-DEMOGRAPHIC CHARACTERISTICS, CROSS-TABULATIONS AND
LOGISTIC REGRESSION
TABLE 1: SOCIO-DEMOGRAPHIC CHARACTERISTICS
Variable

Intervention (n = 292)
Frequency Percent

Age (year)
< 20
8
2.7
20 – 29
213
73.0
30 – 39
69
23.6
≥ 40
2
0.7
Mean age
26.9 ± 4.4
Student’s t = 1.807, p-value = 0.071
Marital status
Married
288
98.6
Single
4
1.4
Divorced
0
0
Ethnicity
Igbo
286
97.9
Others
6
2.1
Religion
Christianity
292
100
Islam
0
0
Place of
residence
Urban
194
66.4
Rural
98
33.6
Education
Illiterate
0
0
Primary
18
6.2
Secondary
165
56.5
Tertiary
109
37.3
Occupation
Student
36
12.3
Housewife
56
19.2
Teacher
20
6.8
Trading
93
31.8
Applicant
14
4.8
Artisan
44
15.1
Farming
0
0
Civil servant
29
9.9

Control (n = 295)

χ2

df

pvalue

Frequency

Percent

1
210
80
4
27.5 ± 4.1

0.3
71.2
27.1
1.4

6.929

3

0.074

294
0
1

99.7
0
0.3

5.049

2

0.080

287
8

97.3
2.7

0.272

1

0.602

293
2

99.3
0.7

1.986

1

0.159

197
98

66.8
33.2

0.008

1

0.930

1
31
142
121

0.3
10.5
48.1
41.0

6.783

3

0.079

38
40
21
83
23
44
5
41

12.9
13.6
7.1
28.1
7.8
14.9
1.7
13.9

12.545

7

0.084

Fisher
exact p

0.055
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From the table below the Apgar at 1 minute was similar between intervention and control.
Apgar scores of 4-6 were similar between intervention and control (52% vs 48%). Similarly,
Apgar scores of 7 and above was also similar between the intervention and control. Among
the respondents with companion majority had babies with Apgar score of 7 and above at 1
minute (279, 49.7%). The control group had similar result of Apgar score of 7 and above in 1
minute (282, 50.3%). Also the 5-minute Apgar of 7 and above was similar in both groups
(288, 49.8% vs 290, 50.2%) for intervention and control respectively. A comparison of the
mean Apgar score at 1 and 5 minute showed no significant statistical difference (x2=1.041;
df=2; p=0.594) for Apgar at I minute and (x2=1.492; df=2; p=0.474) for Apgar at 5 minute.
TABLE 2: COMPARISON OF THE APGAR SCORE AT 1 AND 5 MINUTES OF BABIES
BORN TO RESPONDENTS

Variable

Intervention

Control (n=295)

χ2

df

p-value

( n=292)
Apgar1Min Frequency percent

frequency percent

1 to 3

0

0

1

100

4 to 6

13

52

12

48.0

7&above

279

49.7

282

50.3

1 to 3

1

100

0

0

4 to 6

3

37.5

5

62.5

7&above

288

49.8

290

50.2

1.041

2

0.594

1.492

2

0.474

Apgar5Min
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Among the intervention group, majority of the women had babies with Apgar score of 7 and
above (92, 56.4%). This was followed by Apgar score of between 4 – 6 (10, 66.7%). None
had baby with a 1-minute Apgar lower than that. Among the control group, the majority of
women also had babies with Apgar score of 7 and above (71, 43.6%), followed by between 4
– 6 (5, 33.3%). One person had a baby with an Apgar of 1-3. In the 5-minute Apgar, almost
all in the intervention group had babies with Apgar of 7 and above at 5 minutes (100, 57.5%).
Only two persons had babies with Apgar scores of 4 – 6 at 5 minutes. Similarly, among the
control majority had babies with Apgar score of 7 and above at 5 minutes (74, 42.5%). Only
three had babies with Apgar of 4 – 6. A comparison of the Apgar score between the
intervention and control showed no statistically significant difference at 1 and 5 minutes
(x2=1.918, df=2; p=0.383) for 1 minute and (x2=0.605; df=2; 0.437) for 5 minutes Apgar.

TABLE 3: COMPARISON OF APGAR SCORES AT 1 AND 5 MINUTES AMONGST THE
PRIMIGRAVIDA

Variable

Intervention

Control (n=77)

χ2

df

p-value

( n=102)
Apgar1Min Frequency percent

frequency percent

1 to 3

0

0

1

100

4 to 6

10

66.7

5

33.3

7&above

92

56.4

71

43.6

4 to 6

2

40

3

60.0

7&above

100

57.5

74

42.5

1.918

2

0.383

0.605

1

0.437

Apgar5Min
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.The table below shows the comparison of the Apgar score of the babies born to the
respondents who are multiparous. Majority of the women had babies with Apgar score of 7 or
more at 1 minute (140, 47.9% vs 152, 52.1%). Similarly, the majority of the women in both
intervention and control had babies with Apgar score of 7 or more at 5 minutes (141, 47.5%
vs 156, 52.5%). A comparison of the Apgar score at 1 and 5 minutes amongst the
multigravidas showed no statistical significant difference (x2=0.747; df=2; p=0.387) for
Apgar at 1 minute and (x2=1.347; df=2; 0.510).

TABLE 4: COMPARISON OF APGAR SCORE AT 1 AND 5 MINUTES AMONGST THE
MULTIGRAVIDAS

Variable

Intervention

Control (n=158)

χ2

df

p-value

( n=143)
Apgar1Min Frequency percent

frequency percent

4 to 6

3

33.3

6

66.7

7&above

140

47.9

152

52.1

1 to 3

1

100

0

0

4 to 6

1

33.3

2

66.7

7&above

141

47.5

156

52.5

0.747

1

0.387

1.347

2

0.510

Apgar5Min
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The table below shows the comparison of the Apgar score of babies born to the grand
multiparous women at 1 and 5 minutes. None of the women had babies with Apgar score of 7
and above at 1 minute. Apgar score of 4 – 6 was (47, 44.3%) for intervention group and (59,
55.7%) for control. At 5 minute all the Apgar score was 7 and above for both groups. No
statistically significant difference was observed in Apgar score at 1 minute amongst the
babies born to the parturient.
TABLE 5: COMPARISON OF THE APGAR SCORE OF BABIES AT 1 AND 5 MINUTES
BORN TO THE GRAND MULTIGRAVIDAS

Variable

Intervention

Control (n=60)

χ2

df

p-value

( n=47)
Apgar1Min Frequency percent

frequency percent

1 to 3

0

0

1

1

4 to 6

47

44.3

59

55.7

47

43.9

60

56.1

0.791

1

0.374

Apgar5Min
7 &above
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From the table below, majority of the parturients in the intervention group had low anxiety
(166, 90.7%) followed by those who had moderate anxiety (114, 50.4%). Only few had high
anxiety (12, 4.1%). In contrast, among the parturients without companions, the majority (166,
93.3%) had high anxiety levels. This was followed by moderate anxiety (112, 49.6), while a
small number of the parturient (17, 9.3%) had low anxiety. There is significant statistical
difference in the proportions (x2=254.162; df=2; p<0.001).
TABLE 6: COMPARISON OF THE FEELINGS OF ANXIETY AMONGST THE
PARTURIENTS

Variable

Intervention

Control (n=295)

χ2

df

p-value

( n=292)
Anxiety

Frequency percent

frequency percent

Low

166

90.7

17

9.3

Moderate

114

50.4

112

49.6

High

12

6.7

166

93.3

range
254.162 2

<0.001
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The table shows the anxiety level between primigravidas who had companions and those who
did not. Most of the primigravid women who had companion during labour had moderate
anxiety level (48, 65.8). This was closely followed by low anxiety level (47, 92.2%), while
few (7, 12.7%) of the women had high anxiety during labour. In contrast, the majority of the
primigravida in the control group had high anxiety levels, (48, 87.3%), followed by those with
moderate anxiety (25, 34.2%). Few (4, 7.8%) had low anxiety. The differences in these
proportions show that even among primigravidas there is a statistically significant difference
in anxiety perception between the intervention and control groups (x2=71.978; df=2;
p<0.001).
TABLE 7: COMPARISON OF ANXIETY PERCEPTION AMONG THE PRIMIGRAVIDAS

Variable

Intervention (

Control (n=77)

χ2

df

p-value

n=102)
Anxiety

Frequency percent

frequency percent

Low

47

92.2

4

7.8

Moderate

48

65.8

25

34.2

High

7

12.7

48

87.3

range
71.978

2

<0.001
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The table shows the difference in the perception of anxiety amongst the multigravidas. The
majority of the women with labour support (88, 90.7%) felt low anxiety, followed by those
who had moderate anxiety (53, 44.5%), few (2, 2.4%) perceived their anxiety to be high. This
contrasted with the women without companions where majority of them (83, 97.6%) their
anxiety to be high. This was followed by those who had moderate anxiety perception (66,
55.5%), while few (9, 9.3%) felt low anxiety. The difference in these proportions is highly
significant. (x2=142.555; df=2; p<0.001).
TABLE 8: COMPARISON
MULTIGRAVIDAS

OF

Variable

Control (n=158)

Intervention

ANXIETY

PERCEPTION

χ2

AMONGST

df

THE

p-value

( n=143)
Anxiety

Frequency percent

frequency percent

Low

88

90.7

9

9.3

Moderate

53

44.5

66

55.5

High

2

2.4

83

97.6

range
142.555 2

<0.001
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The table below shows the differences in anxiety levels amongst the grand multiparous
women. Majority of those with support person during labour had low anxiety (31, 88.6%),
followed by those with moderate anxiety (13, 38.2%) and mild anxiety perception (3, 7.9%).
On the other hand, majority of the grand multiparous without support persons had high level
of anxiety (35, 92.1%), followed by those with moderate anxiety (21, 61.8%) and few with
low level of anxiety (4, 11.4%). The differences in the proportions is statistically significant
(x2=48.799; df=2; p<0.001).
TABLE 9: COMPARISON
MULTIPAROUS WOMEN

Variable

Intervention

OF

ANXIETY

LEVEL

Control (n=60)

AMONGST

χ2

df

THE

GRAND

p-value

( n=47)
Anxiety

Frequency percent

frequency percent

Low

31

88.6

4

11.4

Moderate

13

38.2

21

61.8

High

3

7.9

35

92.1

range
48.799

2

<0.001
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The table below shows the differences in pain perception between parturients who had
companions during childbirth and those who did not. The majority of parturients who had
companions in labour had moderate pain (128, 59.5%). This was followed by severe pain
(118, 37.3%), while few (46, 82.1%) had mild pain. But among the control majority of them f
(198, 62.7%) had severe pain. This was followed by moderate pain (87, 40.5%). Few had
mild (10, 17.9%). The proportions showed a significant statistical difference in the perception
of pain between the intervention and control groups (x2=51.201; df=2; p<0.001).
TABLE 10: COMPARISON OF PAIN PERCEPTION AMONGST THE
PARTURIENTS
Variable

Intervention

Control (n=295)

χ2

df

p-value

( n=292)
Pain

Frequency percent

frequency percent

Mild

46

82.1

10

17.9

Moderate

128

59.5

87

40.5

Severe

118

37.3

198

62.7

perception
51.201

2

<0.001

66

The table below shows the differences in pain perception between primigravida who had
companion in labour and those who had no companion. Majority of the primigravidas who
had companion in labour had severe pain (60, 50.9%). Followed by moderate pain (32,
65.3%) while few (10, 83.3%) had mild pain. Amongst the control, majority of them (58,
49.1%) had severe pain, followed by moderate pain (17, 34.7%) and mild pain (2, 16.7%).
There was significant statistical difference in the pain perception among the primigravidas
(x2=6.596; df=2; p0.037)
TABLE 11: COMPARISON OF PAIN PERCEPTION AMONGST THE
PRIMIGRAVIDAS
Variable

Intervention (

Control (n=77)

χ2

df

p-value

n=102)
Pain

Frequency percent

frequency percent

Mild

10

83.3

2

16.7

Moderate

32

65.3

17

34.7

Severe

60

50.9

58

49.1

perception
6.596

2

0.037

pain
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The table below shows the pain perception among the multigravidas. Majority of the
multigravid women who had companion had moderate pain (68, 58.6%), followed by those
with severe pain (48, 41.4%). Few of the parturients had mild pain (27, 79.4%). In contrast,
majority of the respondents without labour support had severe pain (103, 68.2%)), followed
by those with moderate pain (48, 41.4%). Few of the control had mild pain (7, 20.6%). The
difference in these proportions is statistically significant (x2=34.584; df=2; p<0.001)
TABLE 12: COMPARISON
MULTIGRAVIDAS

Variable

Intervention

OF

THE

PAIN

Control (n=158)

PERCEPTION

χ2

AMONGST

df

THE

p-value

( n=143)
Pain

Frequency percent

frequency Percent

Mild

27

79.4

7

20.6

Moderate

68

58.6

48

41.4

Severe

48

31.8

103

68.2

perception
34.584

2

<0.001

pain
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Table 13 below shows the differences in pain perception amongst the grand multipara.
Majority of the women in the intervention group had moderate pain (28, 56.0%). This was
followed by severe pain (10, 21.3%) and a few with mild pain (9, 90.0%). But among the
control, majority of them (37, 78.7%) had severe pain, followed by moderate anxiety (22,
44.0%) and mild pain (1, 10%). The difference in these proportions is statistically significant
(x2=21.367; df=2; p<0.001).
TABLE 13: COMPARISON OF THE PAIN PERCEPTION AMONGST THE GRAND
MULTIPAROUS WOMEN

Variable

Intervention

Control (n=60)

χ2

df

p-value

( n=47)
Pain

Frequency percent

frequency Percent

Mild

9

90.0

1

10.0

Moderate

28

56.0

22

44.0

Severe

10

21.3

37

78.7

perception
21.367

2

<0.001

pain
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There were no significant associations between age (p = 0.475), religion (p = 0.544), ethnicity
(p = 0.139), marital status (p = 0.673), place of residence (p = 0.914), level of education (p =
0.809) and level of anxiety.
TABLE 14: LEVEL OF ANXIETY AND ASSOCIATED FACTORS 1

Variable

High level of anxiety (%)
Yes

No

χ2

df

p-value

exact p

Total

n = 178

n = 409

n = 587

< 20

2 (22.2)

7 (77.8)

9

20 – 29

123 (29.1)

300 (70.9)

423

30 – 39

50 (33.6)

99 (66.4)

149

> 40

3(50.0)

3(50.0)

6

Christianity

177 (30.3)

408 (69.7)

585

Islam

1 (50.0)

1 (50.0)

2

Igbo

171 (29.8)

402 (70.2)

573

Others

7 (50.0)

7 (50.0)

14

Married

177 (30.5)

404 (69.5)

581

Others

1 (16.7)

5 (83.3)

6

Urban

118 (30.2)

273 (69.8)

391

Rural

60 (30.6)

136 (69.4)

196

Illiterate

0 (0)

1 (100)

1

Primary

15 (30.6)

34 (69.4)

49

Secondary

89 (29.0)

218 (71.0)

307

Tertiary

74 (32.2)

156 (67.8)

230

Fisher

Age (year)
3.940

3

0.685

1

0.544

0.381

1

0.105

0.139

1

0.464

0.673

0.012

1

0.914

1.068

3

0.785

Religion

Ethnicity

Marital status

Place of
residence

Education
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There were significant associations between category of health provider (p < 0.001), use of
analgesia (p = 0.016), presence of companion (p < 0.001) and level of anxiety.
Those who were attended to by doctors were more likely to have high level of anxiety
(65.2%) than those who were attended to by nurses/midwives (28.9%).
Those who received analgesia were more likely to have high level of anxiety (34.5%) than
those who did not receive analgesia (25.3%).
Those who did not have companion were more likely to have higher level of anxiety (56.3%)
than those who had companion (4.1%).
There were no significant associations between number of ANC visit (p = 0.303), gestational
age (p = 0.480) and level of anxiety.
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TABLE 15: LEVEL OF ANXIETY AND ASSOCIATED FACTORS 2

Variable

High level of anxiety (%)
Yes

No

χ2

df

p-value

1.060

1

0.303

0.500

1

0.480

13.795

1

< 0.001

4.800

4

0.308

3.778

1

0.052

5.809

1

0.016

Total

n = 178

n = 409

n = 587

<4

44 (27.2)

118 (72.8)

162

≥4

134 (31.5)

291 (68.5)

425

< 40

65 (28.6)

162 (71.4)

227

≥ 40

113 (31.4)

247 (68.6)

360

Nurse/midwife

163 (28.9)

401 (71.1)

564

Doctor

15 (65.2)

8 (34.8)

23

1

55 (30.7)

124 (69.3)

179

2

35 (28.5)

88 (71.5)

123

3

23 (23.0)

77 (77.0)

100

4

27 (34.6)

51 (65.4)

78

≥5

38 (35.5)

69 (64.5)

107

Yes

103 (33.9)

201 (66.1)

304

No

75 (26.5)

208 (73.5)

283

Yes

111 (34.5)

211 (65.5)

322

No

67 (25.3)

198 (74.7)

265

Yes

12 (4.1)

280 (95.9)

292

No

166 (56.3)

129 (43.7)

295

Primipara

55 (20.7)

124 (69.3)

179

Multipara

104 (29.2)

252 (70.8)

356

Grand multipara

19 (36.5)

33 (63.5)

52

Number of ANC visits

Gestation age (week)

Category of health provider

Number of pregnancies

Labour augmented

Analgesia used

Presence of companion
188.974 1

< 0.001

1.172

0.557

Category of pregnancy
2
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Those who had no companion were 29 times more likely to have severe anxiety than those
who had companion. It could be as low as 16 times and as high as 54 times. (OR = 28.98;
95% CI = 15.55 to 54.04).
TABLE 16: SIMPLE AND MULTIPLE LOGISTIC REGRESSIONS OF HIGH LEVEL OF
ANXIETY AND ASSOCIATED FACTORS

Predictor
variable

Presence of

Simple logistic regression
p-value

Crude

95% CI

OR

Lower

Upper

< 0.001*

30.03

16.12

55.92

0.001*

4.61

1.92

11.09

Multiple logistic regression
p-value

Adj

95% CI

OR

Lower

Upper

< 0.001*

28.98

15.55

54.04

0.058

2.72

0.97

7.67

< 0.001*

0.04

-

-

companion
(No/Yes)
Health provider
(Doctor/Nurse)
Constant
\*Statistically significant

Adj = Adjusted; OP = Odds ratio
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There was a significant association with level of education and pain perception (p = 0.022).
The proportion of the respondents who perceived severe pain increased with increase in their
level of education. Those who had tertiary education were most likely to perceive severe pain
(60.9%), followed by those with secondary (49.8%) and primary (46.9%) education.
There were no significant associations between age (p = 0.432), religion (p = 0.502), ethnicity
(p = 0.181), marital status (p = 1.000), address (p = 0.659) and pain perception
TABLE 17: PERCEPTION OF PAIN AND ASSOCIATED FACTORS 1

Perceived severe pain (%)
Yes
No
Total
n = 316
n = 271
n = 587
Age (year)
< 20
20 – 29
30 – 39
≥ 40
Religion
Christianity
Islam
Ethnicity
Igbo
Others
Marital
status
Married
Others
Address
Urban
Rural
Education
Illiterate
Primary
Secondary
Tertiary

χ2

df

p-value

3 (33.3)
228 (53.9)
83 (55.7)
2 (33.3)

6 (66.7)
195 (46.1)
66 (44.3)
4 (66.7)

9
423
149
6

2.747

3

0.432

314 (53.7)
2 (100)

271 (46.3)
0 (0)

585
2

1.721

1

0.190

306 (53.4)
10 (71.4)

267 (46.6)
4 (28.6)

573
14

1.787

1

0.181

313 (53.9)
3 (50.0)

268 (46.1)
3 (50.0)

581
6

0.036

1

0.850

213 (54.5)
103 (52.6)

178 (45.5)
93 (47.4)

391
196

0.195

1

0.659

0 (0)
23 (46.9)
153 (49.8)
140 (60.9)

1 (100)
26 (53.1)
154 (50.2)
90 (39.1)

1
49
307
230

8.658

3

0.034

Fisher
exact p

0.502

1.000

0.022
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There were significant associations between category of health provider (p = 0.017), number
of pregnancies (p = 0.001), labour augmentation (p = 0.001), use of analgesia (p < 0.001),
presence of companion (p < 0.001), category of pregnancy (p < 0.001), level of anxiety
(p<0.001) and pain perception.
Those who were attended to by doctors were more likely to have severe pain (78.3%) than
those who were attended to by nurses/midwives (52.8%).
The severity of pain perception decreased with increasing number of pregnancies amongst the
parturients. The primigravidas were most likely to perceive severe pain (65.9%), followed by
those who had had two pregnancies (52.0%) and three (53.0%) pregnancies, while the grand
multiparous women (five or more pregnancies) were least likely (43.9%), followed by those
who had had four pregnancies (44.9%).
Those whose labour was augmented were more likely to have severe pain (60.2%) than those
who did not have augmented labour (47.0%).
Those who received analgesia were more likely to have severe pain (64.6%) than those who
did not receive analgesia (40.8%).
Those who did not have companion were more likely to have severe pain (67.1%) than those
who had companion (40.4%).
The primigravidas were most likely to have severe pain (85.9%), followed by multigravidas
(49.1%), while the grand multigravidas were least likely (42.3%).
Those who had high level of anxiety were more likely to have severe pain (87.6%) than those
who did not have high level of anxiety (39.1%).
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There were no significant associations between number of ANC visit (p = 0.823), gestational
age (p = 0.634) and pain perception.
TABLE 18: PERCEPTION OF PAIN AND ASSOCIATED FACTORS 2

Variable

Number of ANC visits
<4
≥4
Gestation age (week)
< 40
≥ 40
Category of health provider
Nurse/midwife
Doctor
Number of pregnancies
1
2
3
4
≥5
Labour augmented
Yes
No
Analgesia used
Yes
No
Presence of companion
Yes
No
Category of pregnancy
Primipara
Multipara
Grand multipara
High level of anxiety
Yes
No

Perceived severe pain (%)
Yes
No
Total
n = 316
n = 271
n = 587

χ2

df

p-value

86 (53.1)
230 (54.1)

76 (46.9)
195 (45.9)

162
425

0.05

1

0.823

125 (55.1)
191 (53.1)

102 (44.9)
169 (46.9)

227
360

0.226

1

0.634

298 (52.8)
18 (78.3)

266 (47.2)
5 (21.7)

564
23

5.738

1

0.017

118 (65.9)
64 (52.0)
52 (52.0)
35 (44.9)
47 (43.9)

61 (34.1)
59 (48.0)
48 (48.0)
43 (55.1)
60 (56.1)

179
123
100
78
107

17.568

4

0.001

183 (60.2)
133 (47.0)

121 (39.8)
150 (53.0)

304
283

10.277

1

0.001

208 (64.6)
108 (40.8)

114 (35.4)
157 (59.2)

322
265

33.247

1

< 0.001

118 (40.4)
198 (67.1)

174 (59.6)
97 (32.9)

292
295

42.117

1

< 0.001

118 (85.9)
176 (49.1)
22 (42.3)

61 (34.1)
180 (50.6)
30 (57.7)

179
356
52

16.071

2

< 0.001

156 (87.6)
160 (39.1)

22 (12.4)
249 (60.9)

178
409

117.484

1

< 0.001
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Those who had high level of anxiety were 11 times more likely to have severe pain than those
who did not have high level of anxiety. It could be as low as 6 times and as high as 19 times.
(OR = 10.92; 95% CI = 6.15 to 19.40)
TABLE 19: SIMPLE AND MULTIPLE LOGISTIC REGRESSIONS OF PERCEPTION OF
SEVERE PAIN AND ASSOCIATED FACTORS
Predictor variable

Simple logistic regression
p-value

Crude

95% CI

OR

Lower

Upper

< 0.001*

3.01*

2.15

4.22

0.006*

1.44*

1.11

0.023*

3.21*

Number of pregnancies

< 0.001*

Augmented labour

Presence of companion

Multiple logistic regression
p-value

Adj.

95% CI

OR

Lower

Upper

0.319

1.25

0.81

1.92

1.88

0.064

1.34

0.98

1.84

1.18

8.77

0.375

1.72

0.52

5.65

0.84*

0.77

0.92

0.196

0.87

0.71

1.07

0.001*

1.71*

1.23

2.37

0.216

1.28

0.87

1.90

< 0.001*

0.57*

0.43

0.76

0.318

0.73

0.39

1.36

< 0.001*

11.04

6.77

17.99

<

10.92

6.15

19.40

0.69

-

-

(No/Yes)
Level of education
(1,2,3,4)
Health provider
(Doctor/Nurse)

(Yes/No)
Category of pregnancy
(1,2,3)
High level of anxiety
(Yes/No)

0.001*

Constant

0.656

*Statistically significant

Adj. = Adjusted; OR = Odds ratio
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CHAPTER FIVE
DISCUSSION
Childbirth is an important event in the life of any woman. Companionship plays an important
role and its impact forms the basis for the assessment of birth experiences by many women.13
Despite the technological advancement in modern medical practices in the developed
countries, companionship in labour is an integral part of management protocol because of the
overwhelming evidence of its benefits.5,30, Companionship in labour has been found to have
positive effect on different aspects of labour events and outcomes. The findings from the
present study are discussed below.
5.0 Sociodemographic Characteristics of the Study Population
There was no statistically significant difference in most of the demographic characteristics of
the study population when the demography of the intervention group was compared to the
control group. Only in the education level was a statistical difference observed. The
difference observed in the educational level of the parturients is discussed under pain.
However multiple regression analysis showed that it was only anxiety that was independently
significantly correlated with pain perception. Therefore, the differences observed in the study
may probably be due to other variables rather than the demographic variables.
Age: The women in the study were young. The overall mean age was 27.19+ 4.29 and almost
all the women were married. No statistical differences were observed between intervention
and control with regards to age (p-value= 0.074). The majority of the respondents fell within
the age range of 20– 29 years. The average age of the parturients was similar to that in the
study by Morhanson-Bello et al13 and Umeora and Obuna. 92 The average age in the study by
Morhanson-Bello was 29.5 years while that of Umeora and Obuna was 27.5 years. But the
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finding contrasted with the study done in Iran by Kashanian et al93 who found an average of
22 years. The difference in the average age could be as a result of cultural differences.
Marital status: Most of the women were married. Both intervention and control were similar
in their marital status. No significant difference was observed between them (p-value = 0.085)
Onyekwulu et al94 had similar finding in the marital status of the parturient. And there was no
significant effect of marital status on the outcome of the study similar to the present study.
The similarity could be because both studies were conducted in the South Eastern part of
Nigeria inhabited predominantly by the Igbo ethnic group where women who get pregnant
outside wedlock are stigmatised.
Ethnicity: More than 90% of the respondents are from Igbo ethnic group South Eastern
Nigeria. No difference was observed between the two groups (p-value = 0.602). In contrast, a
study in Zaria by Ogboli-Nwasor et al95 found a predominance of Hausa and Fulani ethnic
groups. However, similar to the present study the ethnicity of the parturients had no
significant impact on the study. The difference in ethnicity is a reflection of the different
regions of Nigeria.
Religion: More than 90% of the women were Christians. This is a reflection of the dominant
religion in the South Eastern part of Nigeria. There was no statistical difference between
intervention and control (p-value = 0.159). The present finding is similar to the finding by
Morhason-Bello et al96 who also found majority of the respondents in their study to be
Christian though the percentage was 78%. In contrast the study by Adeniran et al35 done at the
University of Ilorin found a predominance of Moslems at 57%. This difference reflects the
regionalism in religious practices in Nigeria.
Occupation: Most of the women were traders. There was no statistical difference between
intervention and control groups (p-value = 0.084). However, the present study is in contrast
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with the study by Audu et al97 who found majority of the parturients to be housewives. The
difference could be explained by cultural practices in the Northern part of Nigeria where a lot
of women are housewives.
5.1 Apgar Score
The study found no statistically significant difference in the Apgar score at 1-minute between
the babies in the intervention and control groups (P- value = 0.594). It would appear that
African culture with its strong family support system especially during pregnancy98 may have
acted as a boost to the condition of the baby in utero. This could have impacted on the Apgar
score of the babies at birth thereby obliterating any difference companionship in labour may
have impacted on the Apgar score at 1 minute. A study by Mballe and Yohanna99 showed that
the intrapartum period is a function of the prenatal period. The study found that strong family
support impacted positively on the delivery outcomes including the Apgar score while no
family support impacted negatively. Ibuaku et al100 similarly showed that Apgar score has a
direct relationship with perceived family support during the prenatal period.
The non statistical difference in Apgar at 1 minute between intervention and control is
supported by the work done by Bruggemann et al27 and O’Brien et al11 who in their study
found no difference in Apgar at l and 5 minutes between intervention and control. The result
of the study by Bruggemann et al may have been because active management of labour was
adopted for both intervention and control. Although Bruggemann et al noted that fewer
women gave birth to babies with low Apgar score when there was social support in labour.
The studies by Bruggemann and O’Brien were similar to the present study in that they were
carried out in institutions where labour support was not practised. In addition, female relatives
and friends were used as labour support instead of professional support persons. Senanayake
et al101 reported similar finding but also noted in their study that none of the women with
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companionship in labour had babies with Apgar score of less than 7. The study similarly used
female relatives as companions.
However, the finding of the present study is at variance with the study by Campbell et al, 39
and Reis et al102 who in their studies found that women who were supported during labour
experience healthier birth outcomes and higher Apgar score at 1 minute. In the study
conducted by Campbell professionally trained labour support persons called doulas were used
as companions. This may have contributed to better Apgar score as the doulas may have been
better at providing labour support. Bolbol-Haghighi et al103 found a shorter duration of first
and second stage of labour and better Apgar score at 1 and 5 minutes but no difference in
other variables. Reis et al102 reported better Apgar score when social support for the woman
started during pregnancy which contrasted with the present study where support started during
labour. The reason for the better Apgar score could be because women who had support
during pregnancy experience better psychological and emotional state and fewer
complications during pregnancy and childbirth.
The study also did not find any statistical difference in Apgar score at 5 minutes between the
intervention and control groups (P-value 0.474). The similarity in the Apgar at 1 and 5
minutes could be because of the temporal process involved in moving from 1 to 5 minutes. A
neonate must pass through the first minute to reach the fifth minute. The studies by
Bruggemann et al, O’Brien et al and Senanayke et al similarly found no difference in the 5
minute Apgar between intervention and control.
The study by Campbell et al39 however, is at variance with the present study. They found a
statistical difference in the Apgar at 5 minutes. The study equally found a statistical difference
in the Apgar at 1 minute. Therefore, the finding could be assumed to be as a result of the
temporal process of moving from 1 to 5 minutes. The study by Bolbol-Haghighi103 found a
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better Apgar at 1 and 5 minutes. The study differed from the present study because trained
freshly graduated midwives were used as labour companions.
5.2 Anxiety
In the present study, there was statistically significant difference in anxiety perception
between the intervention and control groups (p-value <0.001). Those in the intervention group
were more likely to report mild to moderate anxiety compared to the control group. This
anxiolytic effect of labour companion may be because parturients with companions tended to
be more relaxed resulting in increased release of oxytocin according to the study by
Neumann.58 Buckley59 also noted that oxytocin has a direct anxiolytic effect on the
parturients.
This finding is supported by work done by Mortazavi et al55 who noted that women with
companion experienced less anxiety than women without companion in labour. Low risk
pregnant women were studied similar to the present study. Also untrained women were used
as labour companions and Visual Analogue Scale was used to assess for anxiety. Sopen et al54
also used untrained women to achieve similar result. In addition, the demography of the
women in the study was similar to the present study in terms of age, marital status, and
educational attainment.
Simple logistic regression analysis of the present study showed that the type of healthcare
provider significantly affected levels of anxiety during labour. The anxiety level of the
labouring woman was found to be higher if the healthcare provider is a doctor compared to a
nurse (p-value <o.oo1). This could be explained by the fact those who were attended to by
doctor in this study were more likely to be without companion and they were more likely to
have increased medical intervention during labour. Moreover, Iliadou6 found that unlike
nurses who tended to be with the parturients most of the time, there was lack of continuity of
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care when the parturient is attended to by doctors. Also Conesa et al104 found that parturients
who were attended to by nurses tended to be more relaxed as the nurses often practised
humanised model of care with less medical interventions. The study is similar to the present
study in its design and recruitment of both primiparous and multiparous women for the study.
The analysis also showed that anxiety level was higher in those who received analgesia
compared to those who did not receive any pain medication (p-value 0.016). This may be
because in the present study women who were unaccompanied and had severe anxiety are
more likely to have severe pain. And they were more likely to request for pain relief. In the
institution where this study was carried out only systemic opioids was used as a form of pain
relief in labour and this may not provide adequate or satisfactory pain relief to the parturients
which may have led to their increased anxiety. This view on pain relief during labour is
supported by a Cochrane review by Jones et al83 who found that up to two-thirds of women
who receive systemic opioids reported poor or at most moderate pain relief.
However, when the odds were adjusted through multiple regressions, only companionship in
labour was found to be negatively correlated to anxiety during childbirth (OR=28.98; 95%CI
15.55-54.04).
The subgroup analysis showed that amongst the primiparous women, anxiety was
significantly less in the women who had companions (p-value <0.001). This finding was
supported by the work done by Mortazavi et al55 who found that the presence of a companion
led to reduced feeling of anxiety during labour amongst the primigravid women.
This effect was noted among the multiparous women. Those who had companions during
labour reported less anxiety than those who did not (p-value <0.001). The study by Harsanti
and Rahmilasari found that companionship in labour led to a significant reduction in anxiety
perception of multiparous women. The study used primiparous, multiparous and grand
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multiparous women who were low risk. Their demographic characteristics in terms of age and
education were similar to the present study.
5.3 Pain Perception
Pain is a subjective experience. The pain experience during labour has multiple physiological
and psychological dimensions and its intensity can vary from one woman to another. The
present study found that more women in the control group (62.7%) perceived their pain as
severe compared to the intervention group (37.3%). This finding was statistically significant
(p-value; <0.001). The differences in pain perception amongst the two groups may stem from
the specific actions of the companion such as soothing massage which may relax the
woman.105 When the woman is relaxed natural oxytocin which acts through endomorphs106 to
exert a direct analgesic effect on the parturients is maximally released. According to the study
by Tournaire and Theau-Yonneau,107 massage by the companion helps to lower the pain
perception of the parturients. Also the study by Aduloju,111 found that although women
reported their pain as severe, majority of those who had companions reported that it helped
them cope better with the labour pain, while some felt reduction in their pain perception. The
demographic characteristics of the study and the present study are similar in terms of age
range, parity, educational level and marital status.
However, the finding of the present study differed from that by Sopen et al54 who found no
impact of continuous support during labour on severe labour pain. The study used labour
companions only in the first stage of labour unlike the present study where labour support
started from active labour until two hours’ post-partum. This could have accounted for the
difference pain perception.
The present study also found that more in the intervention group reported mild pain (82.1%)
compared to the control (17.9%). Similar finding was reported in the study by Akbarzadeh 108
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comparing the intensity of pain between supported and unsupported women in labour.
According to the study, women who had support during labour reported less pain than those
who had no support. Similar to the present study, low risk women were used and pain was
assessed using VAS for pain. Demographic characteristics were also similar in terms of age
range and educational background. The finding is at variance with the study by Sopen et al54
who only found a difference in the anxiety levels of the parturients and no significant
difference in any other variables. As stated earlier labour support in the study occurred only
during the first stage of labour.
Simple logistic regression revealed that educational level of the parturients was positively
correlated with pain perception; the higher the educational level, the more the pain perception.
The higher pain score among those with higher education may be due to easy lifestyles of
those with higher education, thus not being able to tolerate much pain.110 In addition, higher
education was found out as a predictor of pain perception amongst parturients because
education exposes them to educational material that change their perception that labour pain
is a myth and with improved knowledge about the availability of modern methods of pain
relief in labour. 109 The finding is supported by a study by Umeora and Obuna92 who similarly
found that higher educational level was positively correlated with pain perception. The reason
for their finding is that education tended to create more awareness of the need for and
availability of obstetric analgesia. Educated women demand for more pain relief during
labour more than the less educated ones. Their study though, was on pain perception with
labour support as a secondary outcome measure. But the present study was at variance with a
study by Iliadou6 which found that parturients with a low education background had more
pain perception. The reason may be their inability to understand coping mechanism.
However, Audu et al97 found no relationship between educational level and labour pain. The
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fact that education had no influence on pain perception in their study may suggest some
ethno-cultural influence on pain perception.
The present study also found that the parity of the woman has an inverse significant
association with pain perception (p-value < 0.001). This may be because the affective
component of pain which refers to the unpleasantness or emotional distress seems to be
greater throughout the first stage of labour for nulliparous as compared to the multiparous
parturients, but tended to decrease in both during the second stage. The nulliparous women
experiencing the pain for the first time go through greater emotional distress compared to the
multiparous women. 110 This finding is supported by the study by Onah et al109 and Audu et
al97 who found a significant negative correlation between pain scores and parity. The reason
for their finding may be because the experience of the multiparous women may enable them
to have reduced pain perception or to adapt to pain. However, the present study contrasted
with that of Aduloju111 who reported a positive correlation between labour pain and parity.
While no reason for the discordance in the finding between the two studies could be
proffered, it may be because the questionnaires were completed two hours’ post-partum. The
findings of other studies indicated that during early labour (before 5cm dilatation), nulliparous
women on average experience greater sensory pain than multiparous women while as labour
progresses, these differences were less pronounced, except for a possible increase in pain
intensity during the pelvic phase of labour in multiparous women.110
Parturients who were attended to by doctors were also more likely to report severe pain
compared to those attended to by nurses or midwives (p-value 0.023). It should however be
pointed out that in the present study, doctors were more likely to attend to the parturients
without labour companions. This was probably a chance occurrence.
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Labour augmentation with oxytocin was also found to increase pain perception. This may be
because synthetic oxytocin may lack the analgesic effect of natural oxytocin. Similar finding
was reported by Onah et al109 who found that parturients whose labour were augmented had
significant higher perceived mean pain score than those who had spontaneous labour. The
study is similar to the present one in terms of demographic characteristics and use of systemic
analgesia for pain relief.
However multiple logistic regressions showed only anxiety as the independent factor
affecting pain perception in labour. The reason for this finding could be because anxiety
causes an increase in catecholamine levels which cause increased pain perception.5 Similar
finding was reported by Iliadou6 who found that pain levels seem to be influenced by fear and
anxiety level of the parturients. And increase in anxiety level results in severe pain due to a
decrease in pelvic blood flow and increased muscle tension as a result of increase in the
secretion of catecholamines.
Subgroup analysis also showed that the effect of companionship in labour on the subgroups
was statistically significant. Among the primigravidas comparison between intervention and
control the difference was statistically significant (p-value 0.037). The pain perception was
also statistically different among the multigravidas (p-value < 0.001) and also among the
grand multigravidas (p-values < 0.001).
5.4 Limitations of the study:
1. The study was conducted in a general hospital setting, thus the same result may not be
consistent with majority of the population due to the clientele that such hospital as this
may have.
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2. Different individuals have different thresholds for pain, and it was impossible to know
the pain threshold for the different participants and so group participant with identical
pain thresholds together.
3. Inability of some respondents to perceive the visual analogue scale as a representation
of an internal state, understand what is required of them, or have the confidence to
make the mark on the paper.
4. The use of a calibrated visual analogue scale may have allowed clustering of scores
around a preferred numerical value.
5. The visual analogue scale is highly subjective and therefore of most value when
looking at changes within individual and of less value for comparing across a group of
individual at one-time point.
6. Only parturients who were low risk for complication participated in the study,
therefore, the results of the study would not pertain to parturients of high risk.
5.5 Conclusion
The results of this study highlighted several significant findings regarding the effect of
companionship during labour and delivery.
Supportive care is beneficial for women during labour as it positively affected pain perception
and feelings of anxiety of the parturients.
Women can obtain support from friends and relatives. The companion focuses on
individualised support before, during and after birth; whereas nurses often attend to several
women in labour. Nurses are also responsible for many clinical and administrative tasks
besides labour support.
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Although the women in the study may have received support from the nursing staff during
labour, the extra dimension of a support person may have increased the empowerment and
motivation of the women.
Women are motivated to keep going when there was a positive feedback from their support
person, regarding their efforts to cope with the pain of contractions or while pushing. Offering
positive reinforcement may assist a woman with more effective pushing efforts or confirm the
confidence she has in herself so that she can keep going. They are also motivated to have
manageable labour and birth experience.
5.6 Implication for childbirth
This study reinforces the case that the involvement of a support person is a cost-effective
method to improve outcomes for mothers and babies.
Support from a companion and the knowledge that she would be present at all times during
the process of childbirth may have reduced a measure of anxiety and stress experienced by the
mother.

5.7 Recommendations:
The following recommendations are put forward based on the outcome of this study:
1. Practioners should consider labour support as a part of an enhanced prenatal group
care programme. This is more so in developing nations like Nigeria where there is
perennial shortage of staff.
2. Hospitals should be encouraged to change their policies of not allowing parturients to
have support persons during their labour, in view of the benefits of such
companionship as found in this study.
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3. The support that women receive during each phase of labour is complex, and
constantly changes, it is therefore necessary for support persons to understand the
transition needs of the women they care for. This can help in positively enhancing the
childbirth experience as the supportive care will help increase the woman’s comfort
during labour and may possibly improve outcomes for the mother and baby.
4. There may be the need to redesign the labour room in our hospitals to accommodate
the presence of a support person, including the parturients’ spouses, in a manner that
will not constitute invasion of privacy.
5. More studies are needed to find the optimal time for companionship involvement.
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