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2 Abstract S

Midwives often use non-pharmacological measures (such as Lamaze

techniques) to facilitate comfort for a woman during labor. However,
guidelines for the use of these measures are usually insufficient or absent.
Therefore, This prompted the researcher to study the evaluation of the effect
of an educational program on the knowledge of midwives regarding the

Lamaze method during labor.

A quasi-experimental design used to guide this study was conducted on
a group of midwives in the Holy Kerbala governorate, using the pre and
post-test. Use of an objective sample of 60 midwives divided into two
groups. The educational program was conducted on 30 midwives and they
were compared with 30 midwives in the control group. The credibility of the
guestionnaire was investigated through a pilot study and then presented to
experts to prove its reliability. The total number of items included in the
guestionnaire was 39. The data were collected using the self-report method
and analyzed by applying the descriptive and inferential statistical data

analysis approach.

The results of the study indicated that (83.3%) of the midwives showed a

lack of knowledge and after applying for the educational program and
conducting the post-test, the midwives expressed good knowledge (86.7%).

There are no statistically significant differences between the study group and

the control group in the pre-test for measurement (p = 0.129). While there is a

statistically significant difference between the study group and the control
group in the post-test measurement after implementing the educational
program (p = 0.000).

The study concluded that there is an improvement in the knowledge of

midwives after the post-test of the experimental group due to the educational



program of the Lamaze method. The study recommended training midwives
staff by implementing such a training program that really helps to develop their

knowledge.
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Chapter One
1.1. Introduction

Natural delivery is a lovely experience with so many safe
possibilities and advantages that many women fantasize about having the
perfect birth. The natural transition from pregnancy to parenthood heralds a
significant physical and psychological shift in every woman (O’Connell,
2019).

Labor is a natural physiological process that is accompanied by pain
to some degree. Many things influence this, including a person's physical
structure, emotional state, mental attitude, and associated difficulties,
among others. Because there are so many elements that influence pain
perception, pain can be reduced by modifying one or more of them
(Medrzycka-Dabrowska et al., 2018).

Labor is one of the most important aspects of a woman's life. It is
accompanied by discomfort. Labor pains are nature's method of warning an
expectant mother that she is about to give birth (Samadi et al., 2018).

Pregnant women are frequently concerned about the pain, which
they will feel during labor and delivery, and how they will react to and
manage with it (Colciago et al., 2022).

Despite being one of the most painful experiences in human history,
delivery differs widely from woman to woman and even from conception
through pregnancy (Bellhouse et al., 2019).

Labor pain is experienced differently by women, some women
compare it to menstrual cramps, and others are under a lot of stress, others
have experienced really intense waves that resemble diarrhea cramps
(Jothi, 2019). Many women equate the confidence they receive from
dealing with labor discomfort with having a good birth experience (Olza et
al., 2018).
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Despite advances in physical parts of medical research, which have
resulted in a decrease in maternal mortality rates, the current difficulties in
obstetrics are still a natural process, but we force the use of analgesics and
pain through our medical involvement. The effects of anesthesia on the
mother-child relationship's normal development (Bond et al., 2021).

In the words of Blake (1954), "there is more delay in the
development of feelings of motherhood when the mother endures
significant suffering during labor and requires deep sedation and
anesthesia" (Letsch, 2021).

Most of these women awaken uneasy, terrified, and oblivious to
what has occurred to them. They didn't hear the baby's scream for help and
were unable to carry the youngster (Caplan, 2016).

They typically don't feel love, but rather a deep sense of loss and
emptiness that bothers them and jeopardizes their mental health. Many
moms who were sleeping throughout childbirth react to their kids as if they
were changing, and as a result, they experience remorse, guilt, inadequacy,
and anxiety (Anderson, 2018).

It is known that stress and anxiety during labor increase adrenaline
and the adrenal cortex, which both have an anti-oxytocin effect on uterine
contractions and slow down labor (Sun & Sun, 2022).

These women struggle to believe that their children are theirs. They
get agitated and attempts to repress such feelings are unavoidable due to
the discomfort and anxiety they create (Klein, 2018). These kinds of
emotional events cause insecurities in the mother-child relationship
(Villalobos, 2015).

Childbirth is a difficult process that demands a lot of physical and
mental work. A mother who is unprepared and tries to give birth without

anesthesia is likely to be frustrated (Hutti et al., 2016). As a result, the
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question arises: how can nurses assist moms in preparing for childbirth?
(Navaee & Abedian, 2015)

In recent years, research has focused on the creation of a novel
approach to preparing for childbirth known as the Lamaze method of
partial preconditioning, which is gaining popularity across the world.
During the women's training session, there was a verbal constant (Hossain
et al., 2019). Conditioning can change habitual or reflexive responses to
sensory encounters, according to Lamaze's interpretation of Pavlovian
theory (Gibson & Heap, 2021).

Access to pharmacological painkillers was one of the most
compelling reasons for women to seek maternity care in a hospital. For a
long time, pain after childbirth has been a cause of suffering for women
(Larkin et al., 2017). "Waters break" when the expecting woman doubles
over in pain, and the amniotic fluid surrounding the baby gushes out in a
dramatic gush. The body prepares itself even before labor begins in earnest.
As tissue thins and stretches to allow for dilatation or the opening of the
cervix, the cervix begins to efface (Hill, 2016).

Childbirth is a natural, and healthy process, according to the
Lamaze concept, and women should be equipped to handle it confidently.
Educates women on how to lessen their pain perception, such as by
relaxation techniques, breathing exercises, diversion, or massage from a
supportive and self-imposed individual (Presteena, 2016). The Lamaze
method is a popular choice among many women because it is fully natural
and does not require medical supervision or drugs (Zwier, 2020).

The method's appeal stems in part from its focus on individual
personality and the connection of body, mind, and environment. It educates
women to ignore their concerns and doubts about labor and to treat

contractions as cues rather than agony (Sood & Sood, 2020).
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1.2. Importance of Study

Labor pain can be excruciating, and bodily tension, anxiety, and
fear can exacerbate it. Many women desire to give birth naturally, without
the use of medicines or intrusive procedures like an epidural (Smith et al.,
2018). Complementary therapies are frequently used by these women to
help lower the severity of pain and improve their labor experience
(Bonapace et al., 2018).

Acupuncture, mind-body approaches, massage, reflexology, herbal
medicine or homeopathy, hypnosis, music, and aromatherapy are among
the complementary therapies used by women in childbirth (Hamlin &
Robertson, 2017). Relaxation and mind-body techniques can be taught in
antenatal programs to make relaxation and mind-body techniques more
accessible to women (Oyarzabal et al., 2021).

Guided visualization, relaxation techniques, and progressive
breathing are examples of relaxation techniques. Yoga and music are also
included. Hypnosis in labor, manual treatments (such as massage and
reflexology), aromatherapy, and acupressure/acupressure are also included
in other Cochrane studies (Satija & Bhatnagar, 2017). Many of these
relaxation techniques are coping mechanisms for dealing with discomfort
(Solehati & Rustina, 2015).

Although remembrance fades with time, over 90% of women suffer
severe/unbearable labor agony (Berger, 2007). The pain of labor is real and
not imagined, and it must be managed properly. The physiological and
psychological effects of labor pain are unknown (Bonapace et al., 2018).

Psychologically: Acute labor pain has been linked to long-term
emotional stress in mothers, with potentially harmful repercussions for
their mental health and family connections (Newby et al., 2021).

Although systemic pharmaceuticals and local anesthetics have

gained popularity in recent years, other non-drug approaches have also
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been tried in various centers with differing degrees of effectiveness
(Knotkova et al., 2012). In rare cases, the woman may prefer not to take
drugs or topical analgesics during delivery, or pharmacological alternatives
may be unavailable in certain parts of the world (Thomson et al., 2019). As
a result, non-pharmacological interventions are required.

Other issues linked with pharmacological therapies to pain can have
harmful consequences as well. Patient non-compliance (missed doses and
accidental overdose), a lack of individualized medical care, low self-
efficacy (i.e. feeling out of control and unable to cope), and lastly addiction
and drug abuse are all examples of these issues (Reid et al., 2015).

The Lamaze Method is based on the notion of natural midwife-led
care and a woman's natural ability to give birth with minimum or no regular
interventions (Levett, 2015).

During pregnancy and delivery, the Lamaze method is used to teach
women how to respond positively to labor pain (Cicek & Basar, 2017).
During labor, mothers are taught techniques for concentrated breathing,
movement, posture, massage, and relaxation (Bonapace et al., 2018).

This method tries to aid in the delivery process without requiring
the use of medicines. The method's appeal stems in part from its emphasis
on the individual's personality and the connection of body, mind, and
environment (Hartmann, 2020). It educates women to ignore their concerns
and doubts about labor by treating contractions as stimuli rather than pain.
Lamaze focuses on giving a happy environment and well-being during
labor, therefore its effects are mostly emotional and psychological
(Veringa-Skiba et al., 2022).

From conception until labor, Lamaze's philosophy advocates for a
natural, and more humane birth that respects the newborn, especially
during labor. Women benefit from Lamaze training because it helps them

feel calm during childbirth, actively work for their babies' health, have
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confidence in their bodies and are in tune with their babies, experience less
pain during contractions, and form a much stronger bond with their babies
right after birth (Erkaya & Calik, 2021).

All healthcare systems depend heavily on nurses and midwives.
They assist patients with all facets of their health and well-being, including
chronic disease management, prevention, and specialized services (Perry et
al., 2015). They represent up half of the global professional health
workforce and account for over 90% of patient-health-professional
interactions (Crisp et al., 2018). Furthermore, when preparing pregnant
women for delivery, midwives should be conversant with the Lamaze
method (Coskuner Potur et al., 2017).

A positive delivery experience allows a woman to have enough
information prior to labor to guarantee that she is aware of the changes that
labor will bring and that she has some control over the birth of her child. In
order to get the aid and support she needs during labor, a woman should be
encouraged to trust her instincts, listen to her body, and share her feelings.
A decreased amount of discomfort during labor has been linked to
increased self-confidence (Lamaze). A woman's ability to handle and
operate during labor will improve, resulting in a happy birth experience
(Presteena, 2016).

The Lamaze breathing technique is widely used as a breathing
exercise. Nursing techniques like positional nursing, birthing on balls,
Doula nursing, massage, and psychiatric nursing are frequently employed
during delivery. Lamaze breathing exercises combined with nursing care
have been examined in several clinical studies to see how they affect
maternal pain alleviation and results (Lonnberg et al., 2021).

The Lamaze technique is taught to nurses and midwives for use
during labor. Lamaze breathing instruction and nursing support enhance the

birth process and outcomes by increasing the likelihood of normal
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deliveries, decreasing labor tolerance, reducing pain, and minimizing
postpartum hemorrhage, according to studies. It is beneficial to encourage
Lamaze breathing exercises throughout pregnancy and to provide nursing
while giving birth, given the high cesarean section rate. Additionally,
prenatal nursing and education require specialized personnel (Lonnberg et
al., 2021; Wu et al., 2021).

This study will add to the understanding of the Lamaze method by
allowing the midwives in this study to comprehend the midwives'
knowledge of the method in order to inform education and meet state
standards. Furthermore, the research in the field of education by offering
insight into the expertise of midwives. Practitioners and participants may
find this study useful in a variety of ways. It promotes knowledge by
implementing a Lamaze technique education program.

1.3. Statement of the Problem

Pain is the inevitable reality of labor, and is the most obvious factor
in the labor experience. The contractions of the uterus, cervical dilation, and
uterine expansion for vaginal birth all contribute to the impression of pain
during labor (Tabatabaeichehr, 2020). The facilitation of the childbirth
process is an issue worldwide. To manage labor pain, enhance the delivery
process, and increase pregnant women's satisfaction, numerous techniques
have been devised (Chang, 2022).

In Irag, most women anticipate that labor and delivery would be
painful. Lack of pain is frequently perceived as labor that is not progressing
well (Reid, 2007). 78% of women worldwide give delivery with the
assistance of a skilled midwife. There are numerous opportunities for
healthcare practitioners to raise the standard of care for women as more
women seek maternity care in areas with limited resources (McCauley,
2018).
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A pivotal part in providing obstetric care to women and newborns
around the world is played by midwives. To accomplish safe motherhood,
midwives must be knowledgeable in numerous elements of obstetric care,
such as pain management (Aziato, 2017). Having skilled midwives present
during births is a critical step in lowering mother and neonatal morbidity
and death (Solomon, 2021).

The intensity of pain and how it negatively affects mothers' health
and well-being both during labor and after delivery (McCauley, 2018),
Negative effects on labor outcomes could result from inadequate pain
management during childbirth. For instance, various other researchers have
summarized connections between labor outcomes, labor pain management,

women's quality of life, and contentment with childbirth (Ohaeri, 2019).

Physiological and psychological problems might result from poor
labor pain management (Tabatabaeichehr, 2020). The ideal labor pain
management strategy should be safe, efficient, and in a setting that
prioritizes women. It should also not impair the woman's movement or the
course of labor (Mousa, 2018). Simple and affordable non-pharmacological
interventions show promise in reducing labor pain with little to no negative
effects on the woman, fetus, or the course of labor. These can decrease the
need for analgesics during labor and include massage, breathing exercises,
positioning, hydrotherapy, music, guided imagery, acupressure, and
aromatherapy, among other things (Boateng, 2019).

All categories of nurse midwives should be taught about childbirth
preparation (Shaaban, 2020). Healthcare practitioners (Midwives)
recognize the significance of pain perception reduction during childbirth
and work to build abilities in providing efficient practice for successful
pain management during labor, as well as to improve the curriculum for

non-pharmacological pain management during labor (Ramasamy, 2020).
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To have a successful labor outcome, the Lamaze method and the
techniques utilized in it were effective in lowering pain, anxiety, and
tiredness during childbirth (Kuruvilla, 2019). These health practices that
support, safeguard, and encourage normal birth are recommended by the
World Health Organization (Romano, 2008) . These findings highlight the
potential of the Lamaze method as a supplemental therapy for coping with
labor, and they advise nurses to employ such targeted nursing interventions

to enhance maternity care (Kuruvilla, 2019).

1.4.0bjectives of the Study
The following objectives of the study :
1. To assess the midwives' knowledge regarding the Lamaze method.
2. To evaluate the effect of the educational program on midwives'
knowledge regarding the Lamaze method.
3. To find out the relationship in midwives' knowledge between pre-
post-test with regard to demographic characteristics.
1.5. Hypotheses
It is hypothesized that the result may reveal:
H1: After the post-test, there were statistically significant variations in
knowledge scores between the study group and the control group.
HO: After the post-test, there were no statistically significant variations in

knowledge scores between the study group and the control group.

1.6. Definitions of Terms
1.6.1. Effect

a. Theoretical
the ability of something to produce the desired outcome or leave a
lasting impact (Andadari et al., 2020).

b. Operational:

10
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Achieving the optimal outcomes identified with the educational
program on the information of midwives about the Lamaze method during
labor.

1.6.2. Educational Program
a. Theoretical
a set of educational activities planned and structured to achieve pre-
determined learning objectives (UNESCO, 2012).
b. Operational
To provide knowledge to midwives about the Lamaze method, refer

to a strategically prepared teaching plan.
1.6.3. Knowledge

a. Theoretical
Midwives have the ability to provide pregnant women with
standardized health care. These midwives' abilities are linked to their
knowledge (Hunter et al., 2008).
b. Operational
Knowing something about midwives' knowledge of the Lamaze

method is a fact or condition.

11



Chapter Two

L i1terature Review




Chapter Two Literature Review 13

Outlines of Chapter Two (Literature Review):

2.1. Lamaze Method: An Historical Overview.
2.2. Lamaze Method: An Concepts.
2.3. Labor:
2.3.1.Factors that affect on Labor 5 Ps.
2.3.2. Signs of Labor.
2.3.3. Stages of Labor.
2.3.4. Induction of Labor.

2.3.5. The Mechanism of Labor (cardinal movements of
labor).

2.4. Methods for Relieving Pain During Labor:
2.4.1.Non-Medicated Pain Management.
2.4.2. Medicated Pain Management.
2.5. Lamaze Method Techniques used During Labor.
2.6. Conceptual Framework.
2.7. Midwives' Knowledge with Lamaze Method.

2.8.Previous Studies



Chapter Two Literature Review 14

Chapter Two
Literature Review

2.1. Lamaze Method: An Historical Overview

Although French doctor Fernand Lamaze is sometimes credited
with inventing the Lamaze method of childbirth, the origins of this
birthing style can be traced back to Russia (Ayres et al., 2019).

Lamaze was once referred to as the psych-prophylaxis approach
to childbirth  preparation.  Psych-prophylaxis literally  means
"psychological sickness prevention.” In the context of delivery, it
involves employing psychological strategies to prevent or lessen
discomfort during labor (Gilgoff, 2016).

Applying Pavlovian theory to childbirth, Russian psychologist
Vel'vovskii and neurologist Polatono developed psych-prophylaxis.
Knowing the Pavlovian theory from the famous Pavlov's dog
experiments, in which Dr. Pavlov would ring a bell every time he fed a
dog food (Castro & Wasserman, 2010). In reaction to the food dish, the
dog would naturally droll. Dr. Pavlov ultimately rang the bell without
giving food, and the dog continued to slobber (Shawn, 2015).

Psych-prophylaxis was designed to help women feel less or "no
pain" during childbirth by practicing relaxation and distraction tactics
before the delivery day, based on this conditioning idea (Presteena,
2016).

Dr. Fernand Lamaze saw the procedure in action in Russia in
1951. He brought the procedure back to France, where he began teaching
it in his hospital's labor and delivery unit (Gavin-Jones & Handford,
2016). The practice had spread to other European countries, North Africa,
the Middle East, and Latin America by the end of the 1950s. The
procedure was dubbed painless delivery (Klasen, 2019).
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Lamaze returned to France inspired by what he saw at Nikolayev's
clinic, ready to preach the news of mental prophylaxis with missionary
fervor (Michaels, 2014).

The colleagues first presented their case for mental prophylaxis in
a late 1950 paper in the Soviet journal obstetrics and gynecology, and
later in a 1954 textbook aimed at physicians (Michaels, 2014). "A set of
measures intended at preventing the appearance and development of labor
pain effected through influences applied on the higher divisions of the
central nervous system," they defined psych prophylaxis (Macdonald &
Oakman, 2015).

While keeping an eye out for any medical issues that could cause
discomfort, caregivers were to keep a woman's optimistic attitude about
childbirth and instill in her the belief that labor would be painless.
Medical workers resisted "influences by words whose meaning may serve
to condition, trigger, and intensify pain sensations in labor," just as they
did with Hypno-suggestion (Simkin, 2018).

With emphasis on the active, fully conscious participation of the
laboring woman, Vel'vovskii openly distinguished psych prophylaxis
from hypnosis. Psych prophylaxis activated cortical function in the
elimination of pain, whereas hypnosis suppressed it (Michaels, 2014).

Marjorie Karmel, an American actress, gave birth in France
utilizing Dr. Fernand Lamaze's method. In 1959, she wrote a book called
Thank You, Dr. Lamaze, based on her experiences. The approach was
introduced to the United States through this book (Michaels, 2018).

The American Society for Psych prophylaxis in Obstetrics
(ASPO)/Lamaze was formed in 1960 by physical therapists Elisabeth
Bing and Marjorie Karmel. Lamaze International is the new name for the

ASPO/Lamaze organization (Meltzer, 2004). Currently, Karmel and
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Elisabeth Bing's Lamaze International is the world's leading childbirth
education certifying organization (Simonsen, 2015).

The Lamaze taught in the 1960s, 1970s, and even the 1990s is not
the same as the Lamaze taught now. They no longer refer to it as
"painless childbirth,” and the information provided has changed as
attitudes around labor have evolved and research has discovered new
ways to improve the childbirth experience for women and their families
(Autor et al., 2016).

2.2. Lamaze Method: An Concepts

The most frequent type of childbirth preparation is the ‘Lamaze’
method, often known as mental prophylaxis (Lonnberg et al., 2021).
Lamaze training is more of a mindset than a technique when it comes to
childbirth. The Lamaze philosophy encompasses a wide range of
techniques, including educating and informing pregnant women prior to
delivery, assisting them during labor, and giving relaxation and relief
through breathing exercises (Erkaya & Calik, 2021).

Improving the mental and physical awareness of pregnant women,
this ideology aspires to make normal delivery natural, healthy, fearless,
and happy (Buccino, 2016). The Lamaze technique of childbirth
preparation focuses on many of the characteristics that have been shown
to reduce pain perception and hence should help a woman experience less
pain during childbirth (Clark et al., 1981).

The Pavlovian principles of conditioned reflex training are used in
the Lamaze method. Strong positive conditioning is built, according to
the American Society of Psych prophylaxis in Obstetrics (ASPO), so that
each uterine contraction becomes the cue for the patient to commence
certain breathing methods that vary with the stages of labor (Michaels,
2014).
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As a result, distraction (along with relaxation) is achieved.
Effleurage, or mild, rhythmic massaging of the abdomen in a circular
motion, is used to distract the patient (Massage, 2015). By stimulating the
big myelinated nerve fibers, this type of touch can also help to relieve
pain. Lamaze International's philosophy is founded on a set of six
Healthy Birth Practices, four of which were decided by WHO (World
Health Organization) to support, protect, and improve normal births, and
two of which were developed by Lamaze International to aid women's
capacity to give birth (Al-Gailani, 2017).

The Lamaze concept recommends allowing labor to progress at its
own rate, allowing women to walk, move around, and change positions
while in labor, and providing them with a complete explanation of
pregnancy, labor, and delivery (Erkaya & Calik, 2021). As a result, the
ambiguity about future pain is eliminated, and the woman experiences
less anxiety as a result. The husband learns how to actively support his
wife as her coach during labor during the Lamaze classes (Basson, 2019).
Lamaze-trained women have a sense of control over their pain, which
reduces anxiety and pain by allowing a loved one to continuously support
them, avoiding unnecessary medical interventions, using upright pushing
positions and following women's urges to push, and keeping mother and
baby together, which is better for mother, baby, and breastfeeding
(marked practices were added by Lamaze International) (Lothian &
DeVries, 2017).

Lamaze believes that delivery is a natural process, that women are
born with the ability to give birth, and that unnecessary medical
intervention can put the mother and baby at risk. All of their childbirth
knowledge and abilities are designed to promote the natural birthing

process and minimize unnecessary interference (Shanley, 2012).
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At the time of birth, the Lamaze philosophy was followed. The
Mother-Friendly Childbirth Initiative's normal birth guidelines are
likewise based on this principle (MCFI). From pregnancy till labor,
especially at the moment of labor, the Lamaze concept advocates for a
normal, natural, and more compassionate delivery that is respectful of the
newborn baby (Lothian & Devries, 2017).
Lamaze training benefits women by allowing them to feel calmer
throughout childbirth, work actively for their babies' health, trust their
bodies and be in harmony with their kids, experience less pain during
contractions, and form a far stronger attachment with their newborns
shortly after birth (Podgurski, 2016).
The Lamaze childbirth education philosophy is based on six
important principles known as the Lamaze six healthy birth practices
(Lothian & Devries, 2017). They are...
+» Allow labor to start on its own (Amis, 2019).
¢+ Throughout labor, walk, move around, and change positions.
+ Bring a loved one, a friend, or a doula to provide ongoing
support (Siddiqua, 2020).

s Attempt to avoid interventions that aren't medically required.

¢ Whenever possible, avoid giving birth on your back and listen
to your body's wants to push (Mcallister, 2014).

+ Keep the mother and baby together as much as possible; this is
best for the mother, the baby, and breastfeeding (Crenshaw,
2010).

2.3. Labor

The term "labor" refers to the body's natural childbirth process.
Karlstrom et al. (2015) describe how it begins with consistent
contractions and progresses through the delivery of both the infant and

the placenta. For women, labor is both a physiological and psychological
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strain (Karlstrom et al., 2015). As labor approaches, it can be a period of
mixed feelings; anxiety and apprehension can coexist with excitement
and joy (Bala et al., 2017).

The uterus contracts in a sequence of continuous, progressive
contractions that assist the cervix to dilate and efface (thinning out). This
makes it possible for the fetus to pass through the birth canal (Powers,
2021). Labor normally begins two weeks before or after the expected
delivery date. The actual cause of labor, on the other hand, remains
unknown (Shah et al., 2020).

Labor pain has been regarded as one of the most painful forms of
agony that a person may feel (Smith, et al., 2018). On the other hand,
some women do not feel severe pain during labor (Brown, 2017). The
physiologic process by which the fetus, placenta, and membranes are
evacuated through the birth canal is known as delivery (Tribe et al.,
2018).
2.3.1.Factors that Affect on Labor 5 Ps

At least five elements influence the labor and delivery process. The
five Ps are easy to remember: passenger (fetus and placenta), passageway
(birth canal), powers (contractions), mother's position, and psychologic
response (Powers, 2021). Other elements that may have played a role in
the woman's labor experience may also be significant. External forces
noted by VandeVusse (1999) include the place of birth, preparation, kind
of provider (particularly nurses), and procedures (VandeVusse, 1999).
2.3.2. Signs of Labor

Each woman's labor is unique, but the following are some
frequent indicators of labor: A little amount of mucus may be produced
from the vaginal canal, slightly mixed with blood (Jackson, 2019).

Contractions, or uterine muscular spasms that last less than 10 minutes,
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may indicate that labor has begun. As labor continues, these may become
more frequent and painful (Page et al., 2017).

The amniotic sac has ruptured (bag of water). If the amniotic fluid
is flowing or leaking from the vaginal area, go to the hospital right once
and contact with doctor (Simes & Stilwell, 2021). Within hours of the
amniotic sac rupture, the majority of women go into labor (Cohain,
2015). If labor does not start shortly after the amniotic sac ruptures,
pregnant women should be given drugs to induce labor. This is a common
precaution performed to avoid infection and other difficulties during birth
(Abboud, 2017).

2.3.3. Stages of Labor

Labor is divided into four stages (Purnama, 2019) :

e The first stage is classified into three phases, as shown in the
figure (2-1) :

» The initial phase: The cervix will dilate completely when labor

begins (Olufemi T Oladapo et al., 2018). Early on in this stage, it's

difficult to tell if contractions are moderate and irregular (J. Cohen et
al., 2015). There are three stages of early labor.

> The latent phase: is characterized by severe contractions that occur
every five to twenty minutes (Murphy, 2017). The cervix will
dilate by 3 to 4 cm and efface during this stage (Hanley et al.,
2016). This is the most time-consuming and least intense stage of
labor. During this time, may be admitted to the hospital. The doctor
will undertake pelvic exams to determine the cervix's dilatation
(Saccone et al., 2017).

» The active phase: is marked by a cervical dilation of 4 to 10
centimeters; contractions will likely lengthen, become more severe,
and occur at three- to four-minute intervals (W. R. Cohen &
Friedman, 2015).
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The active phase is usually shorter than the latent period. Regular
contractions with increasing strength and frequency, accompanied by
cervical dilatation of at least 4 cm to 6 cm, characterize the active period
of the first stage of labor (Hanley et al., 2016). Between 7 cm and 8 cm
and full dilatation, the transition may or may not be visible (Smith et al.,
2018).

Initial (Latent) Phase >tage 1

Fetus Uterus

Active Phase

Cord

Transition Phase Umbilical

Cord
Fetus ©

Effaced Cerwvix

Umbilical
Cord

Vagina
Figure 2-1:First stage of labor (Smith et al., 2018).

e The second stage This stage of labor is also known as the pushing
stage since it begins when your cervix is fully opened and
concludes when the baby is delivered (Berta et al., 2019). The
mother become more involved in the second stage by pushing the
baby through the birth canal. When the baby's head is seen at the
vaginal entrance, this is known as crowning (Goordyal et al.,
2021).

In first pregnancy, the second stage is usually shorter than the
first, taking anything from 30 minutes to three hours (Perales et al.,
2016). From full cervical dilation till the arrival of the baby, the second
stage of labor begins (Singh, 2019).
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e The third stage: Enter the third and final stage of labor after the
baby is delivered (Kc et al., 2016). The placenta (the organ that
nourished baby inside the uterus) is removed from the uterus and
passed via the vaginal canal during this stage, as shown in figure
(2-2). (Burns, 2014).

The placenta can take up to 30 minutes to deliver. The placenta is
expelled during the third stage of labor (Deneux-Tharaux et al., 2013).
Uterine contractions, cervical dilation, and, in the late first and second
stages, stretching of the vagina, pelvic floor, and perineum to
accommodate the baby, all cause pain for women in labor (Shnol et al.,
2014)

Stage 2 Stage 3

Placenta Placenta

Umbilical
Clamp

Umbilical
Cord

Umbilical
Cord

Crowning Delivery
of the Head of Placenta

Figure 2-2:Second and third stage of labor (Shnol et al., 2014).

Most women will have their baby within 10 hours of being
admitted to the hospital if labor induction is not required. Following
pregnancies, labor is usually shorter (Spong et al., 2012).

e Fourth Stage: The fourth stage of labor occurs between 1 and 4
hours after birth when the mother's body begins to re-adjust
physiologically. Hemodynamic alterations occur as a result of
birth. The amount of blood lost at birth varies between 250 and 500
ml (Davidson, 2014).

2.3.4. Induction of Labor
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Labor must sometimes be induced or stimulated to start, and the

reasons for this vary. Unless there is a concern, as shown in table (2-1),

labor induction is not started before 39 weeks of pregnancy (Bomba-Opo

et al., 2017). The following are the most common reasons for induction:

s+ Complications put the mother or the fetus in danger (Palomba et al.,

2015).

¢ The pregnancy has gone on well beyond its due date.

o,

mother (Churchill et al., 2018).

D)

*

et al., 2015).

>

D)

L)

% Pre-eclampsia, eclampsia, or chronic high blood pressure affects the

The fetus has been diagnosed as having a slow growth rate (Sucksdorff

» In order to encourage contractions, vaginal suppositories containing

prostaglandin might be inserted (Du et al., 2015).

4

,

% Oxytocin (a hormone generated by the pituitary gland that promotes

contractions) or a comparable medication administered intravenously
(IV) (Uvnas-Moberg et al., 2019).

>

D)

*

Rupturing the amniotic sac artificially (Ghafarzadeh et al., 2015).

Table 2-1. Braxton Hicks contractions vs. True Labour (Moscoso,
2015; Raines & Cooper, 2017)

Cervical dilation

Braxton — Hicks
Contractions

True Labor Contractions

Do not cause cervical dilation

Cause cervical dilation

Frequency of contractions

The timing between
contractions is not regular

The timing between contractions
is regular and the contractions
begin to occur closer together
over time

Strength of contractions

They are not usually very
strong

They become stronger over time

Length of contractions

Length is uncertain

The contractions last between 30
— 90 seconds and grow longer as
labor progresses

Location of pain

Usually, the pain is in the
front of the abdomen

The pain starts in the back and
moves around to the front

Change with movement

Contractions may stop if the
woman moves

Contractions will continue and/or
become stronger regardless of the
woman’s movements
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2.3.5. The Mechanism of Labor (cardinal movements of labor)

Engagement, descent, flexion, internal rotation, extension,
external rotation, and expulsion are the seven cardinal movements
(Serrano & Ayres-de-Campos, 2021).

1. Engagement:

In late pregnancy or early labor, the fetal head's greatest diameter
passes through the opening to the pelvis (Muhunthan, 2016). This is the
commencement of the birthing process, as the baby is getting ready to
give birth (Luce et al., 2016).

2. Descent:

It is the downward movement of the bilateral diameter of the fetal
head into the entry pelvis, sometimes known as "lightning"” (Friedman &
Cohen, 2011). When the fetal head emerges out of the dilated cervix and
contacts the bottom of the uterine posterior vagina, it is said to have
completed the descent. The fundus of the uterus exerts pressure on the
fetus, causing descent (Konar, 2018). The fetus is pressing against the
sacral nerves in the pelvic floor, causing the mother to feel thrust. As the
lady pushes, a thorough landing may help her abdominal muscles contract
(Wolf, 2012).

3. Flexion:

When the fetal head lowers and meets resistance from the tissues,
it is said to be flexed. The pelvis, pelvic floor muscles, and cervix are all
loose. The fetus' chin is flexed in the direction of his chest as a result of
the resistance (Estrada Trejo et al., 2021).

4. Internal rotation:

The fetal head is rotated until the diameter of the fetal head of the
longest fetus matches the diameter of the mother's pelvis (Trevathan,
2015).
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5. Extension:

The pelvic floor's resistance aids in the extension of the fetus' head during
its passage beneath the pubic attachment. The occiput of the fetus's head
emerges from the vaginal canal, followed by the eyebrow, face, and chin
(Rankin, 2014).

6. External rotation:

It rotates the infant's head to the inclined or transverse posture
immediately after birth. This causes the back shoulders to be in an
anterior-posterior configuration, with the front shoulder being born first,
possibly due to the infant's head being bowed down (Cymbalist, 2011).

7. Expulsion:

Because of its modest size, the front shoulder is born before the
back shoulder, allowing the rest of the baby's body to be born effortlessly
and smoothly (Laudicina et al., 2019).

2.4. Methods for Relieving Pain during Labor

Pain in labor is a fairly common experience for women who are
expecting a child, and it may be excruciating, with tension, anxiety, and
dread exacerbating the situation. Mothers who are giving birth, on the
other hand, have a distinct experience (Abbott et al., 2020). Although the
majority of women require some form of pain treatment during childbirth,
the safety of the infant comes first (Dathe & Schaefer, 2019).

It is not the amount of pain a woman feels that impacts her
assessment of the birth experience as "good" or "bad." It is whether she
fulfills her goals for herself in coping with the pain that influences her
perception of the birth experience as "good" or "poor" (Van der Gucht &
Lewis, 2015). Many women would like to give birth without the use of
medicines and to discover other ways to cope with the discomfort

(Thomson et al., 2019). Acupressure, breathing techniques, massage
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treatment, music, and warm compresses are some of the techniques used
(Mascarenhas et al., 2019).

Childbearing mothers and their families are concerned about labor
pain and ways to alleviate it. This problem affects around 4 million
women and families in the United States alone each year (Sawyer et al.,
2011). There are various pain-control philosophies that entail employing
ways to break what is known as the fear-tension-pain cycle (Smith et al.,
2018). Fear and worry, according to a proponent of “natural childbirth,"
can cause muscle tension, leading to an enhanced impression of pain
(Howland, 2017).

The influence of several components, including past experience
and memory, is understood by the neuromatrix theory of pain. The pain
theory in labor includes parts of the gate control theory, as well as past
experiences, cultural influences, emotional state, cognitive input, stress
regulation, immune systems, and immediate sensory input (Stilwell &
Harman, 2019).

However, eliminating pain completely does not always equate to a
more happy birth experience for women (Karlstrom et al., 2015). A five-
year follow-up study discovered that women who had epidurals were less
pleased about their birth five years later (Maimburg et al., 2016). Pain
management that is effective and satisfying for each woman must be
tailored to her own circumstances, and might be affected by one of two
paradigms: working with pain or pain alleviation (Smith et al., 2018).

The working-with-pain paradigm holds that supporting normal
birth has long-term advantages, and that pain plays a crucial role in this
process (Van der Gucht & Lewis, 2015). Pain treatment can lead to a
variety of positive outcomes, such as a reduction in symptoms and lower
expenditures for the individual, community, and health care system
(Kales et al., 2015).
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2.4.1.Non Medicated Pain Management

Psychological discomfort is more common in both women and
men throughout pregnancy and the postpartum period (Glasheen et al.,
2015), which might impair children's attachment patterns as well as their
emotional and cognitive development (Music, 2016). Dread of childbirth
Is linked to anxiety in women and is classified as an anxiety disorder or
phobic fear in severe situations (Glasheen et al., 2015).

During pregnancy, fear can disrupt daily life and impair one's
ability to focus on job and social activities. Women's fear of childbirth
has been linked to longer labor, a higher chance of elective and
emergency cesarean sections, a negative childbirth experience, and
postnatal post-traumatic stress and depression (Strksen et al., 2015;
Simpson et al., 2018).

Women who get antenatal treatment for delivery anxiety may
have fewer elective cesarean sections and experience less birth-related
anxiety (V. Smith et al., 2019). Men's dread of childbirth is associated
with catastrophic perceptions of risks to the mother's and baby's lives and
health, as well as a fear of being helpless and impotent during the birth
(Raphael-Leff, 2018).

This sense of menace and helplessness is similar to Barlow's
concept of nervous apprehension, which is defined as a state of
helplessness characterized by a perceived incapacity to predict, control,
and achieve desirable results or outcomes in specific forthcoming
personally significant events (Fowles, 1994) Distraction, biofeedback,
self-hypnosis, lowering pain perception, and cutaneous stimulation
(massage, hot bath, hot or cold compress, transcutaneous electric nerve
stimulation) are examples of non-pharmacological therapies (Yanti &
Mardiyana, 2017). The application of pressure to the soft tissues is known

as massage. Effleurage is a technique for relieving pain, improving
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circulation, and relaxing muscles, tendons, and ligaments without causing
movement or change of joints (Yanti & Mardiyana, 2017).

The working-with-pain method provides women with support and
encouragement, and advocates for the use of interventions such as
immersion in water, comfortable positions, and self-help strategies to
help them cope with normal labor discomfort (Smith et al., 2018).

Non-invasive, non-pharmacological treatments are included as a
category by the World Health Organization. This is a categorization.
"Practices that have been shown to be beneficial and should be
promoted.” Massage and relaxation therapies are classified as category A
by the WHO (Houzé et al., 2017). Despite the fact that music therapy is
not specifically listed in the WHO classification of techniques in normal
birth, it is a non-invasive and often calming treatment for labor (Thomson
etal., 2019).

Herbs, immersion in water, and nerve stimulation are examples of
non-pharmacological therapies for which there is inadequate data to make
a firm recommendation (Bhange, 2016). These pain management
measures, which are used as part of natural delivery, provide comfort and
reduce stress without the need for medication (C. A. Smith, Levett,
Collins, Armour, et al., 2018). Many women have found that learning
natural ways to help them feel more at ease and in control throughout
labor and delivery has been beneficial (Campbell & Nolan, 2019). These
techniques include:

1. Relaxation:

This method can help you better detect and release stress. Learn to
relax various muscle groups in order during progressive relaxation (Nasiri
etal., 2018).

2. Touch:
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Massage or mild stroking may be used to ease tension. During
labor, a jetted bath or shower can also assist ease pain and tension
(Gayeski et al., 2015).

3. Hot or cold therapy:

A heated towel or a cold pack might aid in the relaxation of tense

or sore areas (Ganji et al., 2013).

4. Imagery:

Using the mind to produce and promote relaxed feelings could be
beneficial (Mann & Narula, 2017).

5. Meditation or focused thinking:

Instead than focusing on discomfort, meditation helps the mind
focus on an object or action, such as breathing (Zeidan & Vago, 2016).

6. Breathing:

Different breathing patterns and types are used in these
approaches to assist divert attention away from discomfort.
7. Positioning and movement:

Changing positions and moving around during labor can help ease
discomfort and even speed up the process for some women (Bonapace et
al., 2018).

8. Rocking in a rocking chair:

Walking or swaying, as well as sitting in the Tailor sit position or
on a special birthing ball, may help ease discomfort (N. Wu et al., 2022).
A health care provider can assist in locating comfortable postures that are
safe for both the mother and the baby (O T Oladapo et al., 2018).

2.4.2. Medicated Pain Management

Pain can be controlled by pharmacology, which includes
Inhalation analgesia, opioid analgesia, and regional anesthetic, among
other things (Jin et al., 2022). The following five types of medications are

used in pharmacological pain management: narcotics (or opioids), which
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are typically used to treat short-term acute pain (Deyo et al., 2015);
muscle relaxants, which are used to treat contractions and muscle spasms;
and non-steroidal anti-inflammatory medications (NSAIDs), which are
used to treat pain and inflammation (Degray & Seth, 2021); sedatives for
better sleep; and analgesics (e.g., paracetamol or acetaminophen; non-
steroidal anti-inflammatory medications, and tramadol) to treat long-term
discomfort and reduce pain symptoms that recur regularly (Koller et al.,
2019).

2.5. Lamaze Method Techniques used During Labor

Expectant moms learn how to cooperate with the labor process to
lessen discomfort and encourage a normal (physiological) birth, including
the first moments after birth, in modern Lamaze birthing programs
(Landolt & Milling, 2011).

Allowing labor to start on its own, moving and positioning the
mother and baby, massage, aromatherapy, hot and cold packs, breathing
techniques, the use of a "birth ball" (yoga or exercise ball), spontaneous
pushing, upright positions for labor and birth, breastfeeding techniques,
and keeping mother and baby together after childbirth are some of the
techniques used (Yurtsev & Sahin, 2021).

Relaxation, looking at a fixed point, and breathing patterns were
used as conditioned responses in the Lamaze method (Selby-Nelson,
2011). Repetition, or conditioning, was noted to improve secondary
conditioned responses to images of contraction prompted by a coach
using what Pavlov regarded to be the second signal system of language
(Alhadeff, 2020).

It's worth noting that the focal point should be chosen in such a
way that it already induces sensations of well-being, giving the training
session sensory preconditioning. Since the advent of the Lamaze method,
research (albeit limited) has validated its use (Malshe, 2017).
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It was discovered that people who received Lamaze education and
training experienced less dread and anxiety, as well as less discomfort.
Individuals who got Lamaze method training were shown to have
improved mood and pain perception (Landolt & Milling, 2011).

Education, relaxation, the focal point, the establishment of
counter-conditioned reactions, or just interaction with the "coaches"” in a
safe secure setting could have caused the benefits (Selby-Nelson, 2011).

The Lamaze method predicted a lot of recent treatment
approaches. When it comes to childbirth, these methods typically include
giving instruction on the nature and process of labor and delivery
(pregnancy and birth psych education), visual focusing (meditation),
breathing techniques, muscle relaxation, the use of a training coach
(social support), and cognitive restructuring (Al-Gailani, 2017).

Distraction has been shown to be useful in lowering pain when
utilized in pain management (Kenney & Milling, 2016). The Lamaze
method employs distraction to help shift a participant's attention away
from the discomfort she is feeling by requiring the patient to focus on her
breathing patterns and a focal point (Hunter & Hurst, 2016). It may be
successful because pain perception necessitates attention, and there is a
certain amount of attention that can be focused on a single scenario at any
given time (Crofford, 2015).

Individuals who actively participate in a purposeful, deliberate
behavior sustain attention through visual focus and active breathing.
Breathing has been shown to reduce pain perception as a kind of
relaxation (Vidyarthi et al., 2012).

Breathing relaxation is a type of concentrated rhythmic breathing
that has been demonstrated to lessen sympathetic nervous system

reactions by slowing mental and physical activity (Russo et al., 2017).
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High levels of social support have been linked to clinical pain and
disability decreases (Edwards et al., 2016). Others' support can push
patients to seek therapy and recovery, as well as reduce feelings of
loneliness and discouragement (Nystrom et al., 2015).

The Lamaze approach makes use of social support in the form of
coaches who provide encouragement and collaboration in pain
management. Despite the fact that the Lamaze method has stayed in use
and its subcomponents have been highlighted in the study (Selby-Nelson,
2011).

Since its inception, Lamaze's current techniques have evolved as
well. The Lamaze method is currently available in a variety of formats,
including classic Lamaze sessions, brief training modules (one training
session), and a brief review in general birth preparation classes (Hansen,
2016).
2.5.1.Relaxation

It is the relaxation of bodily components in order for the woman
to not remain tight during labor, causing unnecessary muscle stress and
tiredness. This is done both throughout pregnancy and during labor by
relaxing a group of muscles, then another, and another until her entire
body is relaxed (Nathoo, 2016).

The person who is supporting it concentrates on stress symptoms
such as furrowed eyebrows, clenched fists, and tightly grasped arms. By
placing their hand on a tense body part or telling the woman to relax in
that place, they assist her in achieving complete relaxation. Relaxation
improves blood flow in the womb, which is beneficial to both the mother
and the fetus (McCauley et al., 2018).

As a result, it enhances oxygen flow to the fetus, stimulates
successful uterine contractions, and decreases the tension that the fetus is

under. Reduces stress that can impede fetal delivery by increasing pain
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perception (lowering the level of stimulation one finds uncomfortable)
and decreasing pain tolerance (maximum pain willing to endure)
(Bonapace et al., 2018).

2.5.2.Imagery or Focusing:

Another approach of suppressing sensory input from the cerebral
cortex is to use sensory concentration (Faskowitz et al., 2020). A woman
may carry a photograph of her boyfriend or children, a graphic design, or
just something she enjoys into labor. During contractions, she
concentrates on him (Abidin, 2017).

During contractions, do not stand in the way of the woman's
eyesight and disrupt her focus (Faue, 2016). Other women employ the
visuals by visualizing themselves relaxing on a porch swing or at the
beach watching the waves flow in. If you use this strategy to ask
questions or converse with ladies, you will lose their attention (deLeyer-
Tiarks et al., 2020).
2.5.3.Breathing Technique:

Breathing techniques are widely believed to be the most effective,
well-known, and likely to be utilized in the future. These techniques can
be learned during pregnancy or during the latent phase of labor (Cicek &
Basar, 2017).

During labor, rhythmic breathing maximizes the amount of
oxygen accessible to both the mother and the baby. Breathing practices
might also aid in the relief of contraction pain. Women's respiration
becomes shallow and fast when they are nervous and afraid (Lehtinen et
al., 2018).

Advanced breathing methods are included in the Lamaze method.
Deep and slow breaths are used in this strategy to assist people to relax by

boosting oxygen and decreasing tension (Selby-Nelson, 2011).
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The Lamaze method also incorporates a breathing rhythm in
which people take shallow, short breaths (Chapell, 1994). Breathing
pyramids are patterns of shallow breaths that increase and decrease in
frequency (Selby-Nelson, 2011).

Panic breathing reduces the amount of oxygen taken in by the
woman and her baby. The women feel dizzy and uncontrollable (Nestor,
2020). We teach pregnant mothers a set of breathing techniques that are
part of the Lamaze method of birthing (Nagvanshi & Linson, 2020).

With the help of these breathing exercises, the expectant mother is
psychologically and physically prepared to give birth without the need for
painkillers (Manesh et al., 2015).

Lamaze classes are designed to help women identify their
inherent talents to cope successfully with the rigors of labor and birth in
any setting, as well as to assist them in having a stress-free and safe
delivery (Van der Gucht & Lewis, 2015).

It is a non-invasive, non-pharmacologic, supportive education that
is beneficial in lowering labor pain and enhancing women's behavioral
reactions during labor (Yurtsev & Sahin, 2021). Lamaze breathing
techniques are founded on the premise that controlled breathing can help
people relax and feel less pain. Some of the main approaches for
controlled breathing, according to Lothian (2011), include:

e Slow, deep breathing

e Maintaining a rhythm

e Breathing through your mouth or nose

e Keeping your eyes open or closed

e Focusing on one simple physical item, such as a photograph or
your partner.

2.5.4.Muscle Relaxation (Effleurage)
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Massage therapy is the manual manipulation of soft bodily tissues
(muscle, connective tissue, tendons, and ligaments) in order to relieve
pain and anxiety. Another measure of comfort is massage, which is an
ancient technique that ladies have received for relaxation (Chimenti et al.,
2018). It is frequently utilized and, as a result, lowers labor time by
boosting uterine contractions (Pawale & Salunkhe, 2020).

Massage (Gonenc & Terzioglu, 2020), one of the oldest
nonpharmacological methods of treating labor pain, has physiological and
psychological impacts on organisms through methodical manipulations
that mechanically stimulate soft tissues. Massage decreases the severity
of pain, relieves muscle spasms, stimulates physical activity, channels the
mother's focus, and aids to overall calm during labor (Elgin et al., 2021).

Prenatal depression, pre/full-term newborns, autism, skin
diseases, hypertension, aging-related problems like Parkinson's disease
and dementia, and sports-related injuries have all been shown to benefit
from massage therapy (Pawale & Salunkhe, 2020).

Muscle relaxation and regulated breathing assist women in labor
in diverting their attention away from unpleasant emotions to breathing
movements, allowing them to remain calm during labor and boosting
their confidence in their capacity to give birth (Hepburn & McMahon,
2017). Massage promotes uterine contractions and muscle activity, which
can impact delivery time by lowering adrenaline and noradrenaline levels
while raising endorphins and oxytocin levels (Bonapace et al., 2018).

Massage therapy is the most commonly suggested alternative
therapy during labor (Dehcheshmeh & Rafiei, 2015). Prolonged labor has
numerous difficulties for both the mother and the fetus, and massage for
reducing labor duration is simple, economical, safe, and more acceptable
for pregnant women (Yosepha et al., 2020). Another major component of

the Lamaze technique is progressive muscle relaxation, which is a type of
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relaxation that tries to physically and mentally eliminate body tension
(Soliman et al., 2017).

During Lamaze training, progressive muscle relaxation is utilized
to educate people on how to relax and recognize the differences between
tension and relaxation sensations (Bonapace et al., 2018). Subjects
learning progressive muscle relaxation are taught to isolate each muscle
body area (head, face, neck, shoulders, arms, chest, stomach, buttocks,
legs, and feet) by focusing their attention on each area and simultaneously
tensing and relaxing the specific area (head, face, neck, shoulders, arms,
chest, stomach, buttocks, legs, and feet). Progressive muscle relaxation
has been demonstrated to be more effective than other therapies in
relieving pain and discomfort by reducing the amount of tension
experienced by individuals (Tsitsi et al., 2017).
2.5.5.Visualization

Visualization is the use of a focal point to help people relax,
refocus, and picture a depiction of a relevant and meaningful item or
symbol (Lauria et al., 2017). According to Turk, Swanson, and Tunks
(2008), guided imagery and visualization can assist people in pain gain
control, relax, and divert their attention away from their agony. This
visualization is claimed to help with pain management by redirecting the
focus away from the pain and onto a stimulus that has previously elicited
a relaxing and pleasurable sensation or feeling (Turk et al., 2008).

2.6. Conceptual Framework

The impact of the nurse-patient transaction as it relates to
primiparous patient satisfaction with the delivery process was
investigated using the model of the nurse-patient transaction from King's
Theory of Goal Attainment, as shown in figure (2-3), (Karlin, 2011).

Intrapartum nurses were interviewed about their perceptions of
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primiparous patients' birthing experiences in this descriptive study
(Boryri et al., 2016).

The interviews were analyzed to have a better understanding of
how the nurse-patient interaction affects patient satisfaction with coping
techniques (Evans, 2016). The findings demonstrated that, despite the fact
that only half of the patients had attended official childbirth classes,
effective nurse-patient interactions were beneficial in achieving the goal
of satisfaction with labor and delivery coping methods (Karlin, 2011).

Pain in labor is a fairly common experience for women who are
expecting a child, and it may be excruciating, with tension, anxiety, and
dread exacerbating the situation (Raphael-Leff, 2018). Mothers who are
giving birth, on the other hand, have a distinct experience. Although the
majority of women require some form of pain treatment during childbirth,
the safety of the infant comes first (Gagnon & Champagne-Poirier, 2021).

It is not the amount of pain a woman feels that impacts her
assessment of the birth experience as "good" or "bad.” It is whether she
fulfills her goals for herself in coping with the pain that influences her
perception of the birth experience as "good" or "poor" (Pascali-Bonaro &
Kroeger, 2004). The perceptive nurse searches for signs to determine the
women's preferred level of control in pain management and then develops
a pain management strategy that provides appropriate relief for the
mother while avoiding harm to the kid (Cadwell et al., 2004).

Because the ideal answer has yet to be discovered, the safety of
the infant must sometimes take precedence over the comfort of the
mother (Darcy et al., 2014). Many women would want to birth their
babies without the use of medicines and find other ways to cope with the
discomfort. Acupressure, breathing techniques, massage treatment,
music, and warm compresses are some of the techniques used (Smith, et
al., 2018).
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Figure 2-3:King Goal attainment theory model (1999) (King, 1999)
2.7.Midwives Knowledge with Lamaze Method

Midwives must be familiar with a variety of techniques for
dealing with discomfort and agony during labor (Close et al., 2016). The
desire to try a variety of tactics, adapt the ones that work and eliminate
the ones that don't are all crucial components of care. In most cases, there
Is no strategy for working a lengthy period of time in labor, therefore the
main midwife of employees in the antenatal unit and the delivery room
must be flexible and adaptable (Sabzevari & Rad, 2019).

During labor, nursing and midwifery professionals frequently give
nursing intervention; the specifics of the intervention vary but typically
include postural nursing, delivery ball, doula nursing, massage, and
psychological nursing (Wu et al.,, 2021). The efficacy of Lamaze
breathing training combined with nursing care on maternal pain relief and
outcome improvement has been studied in a number of clinical studies

(Wei et al.,, 2021). A good understanding of the labor and delivery
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process can give you a sense of emotional well-being and confidence,
which will help you have successful labor (Weare, 2015).

Nonpharmacological applications can be carried out
independently by a midwife and a nurse in collaboration with the
pregnant woman (Domnguez-Sols et al., 2021). Because assessing labor
pain and implementing appropriate nonpharmacologic therapies makes
midwives and nurses responsible for managing the labor process, using
nonpharmacologic pain relief techniques such as touch, massage,
aromatherapy, and acupressure is vital (Gonenc & Terzioglu, 2020).

The benefits of massage treatment are not well understood by
staff nurses, and parturient mothers are unaware of them. By naturally
adjusting hormones, you can minimize the severity of labor pains and
anxiety (Desmawati & Chatchawet, 2019). When pharmaceutical pain
relievers are used, there is a 60% likelihood of increased instrumental
vaginal delivery (Adams et al., 2015).

It is critical to provide breathing methods instruction to midwives
and nurses who work in delivery services in order to create awareness and
urge them to teach these techniques to pregnant women (Cicek & Basar,
2017).

Observant midwives seek for clues to determine the women's
preferred level of control in pain management and then construct a pain
control approach that provides adequate comfort for the mother while
avoiding injury to the kid. Because the ideal answer has yet to be
discovered, the safety of the infant must sometimes take precedence over
the comfort of the mother (Csikszentmihalhi, 2020).

According to the Iraqi Ministry of Health's requirements for the
role of midwives in the delivery room, women should be able to give

birth easily, safely, and without complications. This is due to primi
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mothers' lack of experience with breathing exercises in the delivery room,
as well as their suffering from pain and fear (Nattah & Abbas, 2016).

Maternal education is delivered by skilled health care
practitioners (midwives or nurses). Non-pharmacological therapies are
not offered to pregnant women in Iraq because they are not taught about
the availability of pain management during labor and delivery in the
primary health care system. Nonpharmacological therapy and
pharmacological therapy are not used in Iraqi state maternity hospitals to
relieve pain and discomfort during labor (Ali & Ahmed, 2018).

The majority of patients do not have access to any analgesic
drugs, and those who do are given primarily pharmacological analgesia
such as tramadol or meperidine. Pregnant women are unfamiliar with
pain management measures during labor and delivery because there is no
antenatal training or childbirth classes in Iraqi primary health care
centers' Maternal and Child Health (MCH) sections. Furthermore, our
women believe that pain during labor is an unavoidable part of the
process (Ali & Ahmed, 2018).

2.8.Previous Studies

Fahami et al (2008)

"The effect of Lamaze practices on the outcome of pregnancy and
labor in primipara women".

Obijectives: In this study, the impact of Lamaze practices on the
outcome of pregnancy and labor in primipara women referred to a Tehran
university of medical sciences hospital in 2005 was examined.

Methods: A controlled semi-experimental clinical trial was used
in this study. Seventy women were chosen at random from referrals to
several hospitals in Tehran. The participants were split into two groups:
control and study. The study group was given the Lamaze technique,

which included a six-session training program. Various subjects from the
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educational program were taught in each session. From 24-26 weeks of
pregnancy to 24 hours after delivery, the subjects were monitored. The
data was gathered using a checklist and a questionnaire. SPSS software
was used to examine the data.

Results: The findings revealed that the respondents had similar
demographic profiles and levels of knowledge about various labor
methods and the Lamaze technique. The type of birth, the length of the
first stage of delivery, the first and fifth minute APGAR scores, and the
mean gestational age did not differ significantly between the two groups.
However, there was a significant difference in the incidence of normal
vaginal delivery and the use of forceps or vacuum between the two
groups (p 0.05). The duration of the second stage of delivery was shorter
in the study group, although the mean weight of the babies was higher (p
0.05). The research group was happier with their work (p 0.05).

Tabssum et al. (2013)

"Measuring the Effectiveness of Planned Teaching Programme on
Lamaze Technique in terms of Knowledge and Skill of Staff Nurses
Working in Antenatal Ward and Labour Room in a Maternity Hospital of
Kashmir".

Objectives: The study's major goals were to see how successful a
planned teaching program (PTP) on the Lamaze technique was at
improving the knowledge and skills of staff nurses.

Methods: A pre-post experimental design was used in this study.
The total enumerative sampling strategy was used to pick 30 participants.
A pre-test was used to assess knowledge and skill in the areas of the
Lamaze technique structured knowledge questionnaire and structured
observation checklist. A PowerPoint presentation was used to give a
verbal introduction to the Lamaze technique, which was followed by a

demonstration of the technique. The staff nurses took an hour on average
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to learn the Lamaze technique. On the seventh day after adding the
treatment variable, a post-test was conducted using the same methods to
measure knowledge and skill.

Results: At the 0.05 level of significance, the mean post-test
knowledge (23.6) and skill (102.3) scores were greater than the mean pre-
test knowledge (18.03) and skill (55.3) values. The findings of the study
demonstrated that staff nurses had a low level of knowledge and skill in
regards to the Lamaze technique, but that this knowledge and skill
improved following the administration of PTP.

Nilima (2016)

"A study to assess the effectiveness of selected aspects of Lamaze
methods on pain among primigravida mothers during the first stage of
labor in selected hospital of Sangli*

Objectives: The purpose of this study was to see how helpful
breathing exercises and massage were at reducing labor pain in
primigravida moms in Sangli's hospitals.

Methods: With an experimental and control group, a real
experimental study design was used.

Results: Breathing exercises and massage were found to help
reduce pain scores in the experimental group, and the mother reported
feeling less discomfort.

Conclusion: The use of breathing techniques and massage to
relieve labor pain proved successful.

Wu et al.. (2021)

"The combined effects of Lamaze breathing training and nursing
intervention on the delivery in primipara: A PRISMA systematic review
meta-analysis".

Objectives: The researchers looked into the impact of Lamaze

breathing training paired with nursing intervention on maternal pain
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management and outcomes. However, several academics were opposed to
it.

Methods: Searched PubMed, Cochrance Library, Medline, Web
of Science, Embase, Chinese Academic Journals, Chinese Biomedical
Literature Database, VIP Database, and Wanfang Database for
randomized controlled trials published between January 2000 and
November 2019. The literature was screened by two researchers
independently according to the criteria. The researchers used the
Cochrane approach to assess the quality of the literature after collecting
the data. Comprehensive Meta-Analysis V2 software was used to conduct
statistical studies.

Results: A total of 22 randomized controlled studies including
7035 primiparas were considered. The findings revealed that Lamaze
breathing training combined with nursing intervention increased the rate
of natural delivery ([RR] = 2.97, 95 percent confidence interval),
shortened labor length (2.604, 95 percent confidence interval [3.120,
2.087], alleviated labor pain (RR = 0.194, 95 percent confidence interval
[0.115, 0.325), and reduced postpartum bleeding (2.966, 95 percent
confidence interval [4.056, 1.877).

Conclusions: The combination of Lamaze breathing training and
nursing care improved the process and outcomes of childbirth in
primiparae, and it needs to be promoted and used in clinical practice.
Hasan. (2020)

" Effectiveness of an Educational Program on Nurses- midwives'
Knowledge about Pain Management during Labor in Baghdad Maternity
Hospitals™.

Objectives: To assess nurses-midwives' knowledge about pain
management during labor before and after the implementation of an

educational program and to determine the effectiveness of an educational
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program on nurses-midwives' knowledge about pain management during
labor in Baghdad Maternity Hospitals.

Methodology: A quasi-experimental design has been conducted
during the period of (February 27th, 2019 through 2nd June 2019) on the
non-probability sample (purposive) consisting of (44 Nurses/midwives)
who work in a delivery room, the sample was exposed to a pretest,
educational program, posttest. The study was conducted in three
Directories, (Baghdad Teaching Hospital) at the medical city health
directorate, (Al-Elwia Maternity Teaching Hospital, Ibn Al -Balidy for
Maternity and Pediatric Hospital, Fatima Al-Zahra for Maternity and
Pediatric Hospital) at AL-Russafa/Health directorate, and (Al —Karckh
Maternity Hospital and AL - Yarmouk Teaching Hospital - Maternity
Department) at Akarkh/Health Directorate. A questionnaire has been used
as a tool for data collection. Data were analyzed through the application
of descriptive and inferential statistical data analysis approach through
the use of (SSPS) version 22.0 and the Excel system.

Results: The results of the study revealed that the highest
percentage (25%) of the nurses-midwives' is (20-24) years old, (77.3%)
of the sample were skilled midwives and there is a significant correlation
between pretest and post-test periods after the implementation of
education program for nurse-midwives regarding knowledge about labor
pain and non-pharmacological management in reducing labor pain in
pregnant women.

Nagvanshi. (2020)

"Effect of Video-assisted Teaching on Knowledge of Staff Nurses
regarding Lamaze Breathing Exercises during the First Stage of Labour to
Improve Maternal and Foetal Outcome among Primi Parturient Mothers".
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Background: The present study was conducted to assess the
Impact of video-aided teaching on the knowledge gained by staff nurses
regarding Lamaze breathing exercises throughout the first stage of labor.

Method: An experimental research design was chosen with pre-
test and post-test of experimental and control groups. The sample size
was sixty registered staff nurses divided into two groups, thirty in the
experimental and thirty in the control group. The tools used for
conducting the study included demographic data and a self-structured
guestionnaire to assess knowledge of experimental and control groups.
The experimental group was given video-assisted teaching as an
intervention and the control group was used for comparison without
Intervention.

Result: The data were analyzed with the help of descriptive and
inferential statistics. The study clearly shows that there was a significant
gain in knowledge of staff nurses of the experimental group with video-
assisted teaching that emphasizes the Lamaze breathing exercises during
the first stage of labor are safety measures to enhance maternal and fetal
outcomes.

Conclusion: The staff nurses are benefited from video-assisted
teaching to enhance knowledge and they can use breathing exercises
during the first stage of labor to promote comfort to laboring women and
also minimize the use of medication and risk of LSCS during labor.
Geranmayeh. (2011)

"Effect of education on midwives' knowledge, attitude and
practice about non-pharmacologic labor pain relieving methods".

Objective: This study was designed to evaluate the role of
education on midwives' knowledge, attitude, and practice toward pain-

reducing approaches during labor.
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Methods: This was a quasi-experimental study carried out at
labor wards within the hospitals affiliated with Gilan University of
Medical Sciences, Iran. Data were collected using a questionnaire
confirmed by a panel of experts and a test-retest method for its validity
and reliability, respectively. A total of 59 midwives were chosen by quota
sampling and participated in a one-day workshop. Pretest and post-test
questionnaire were completed before and four months after education.
Data were analyzed by descriptive and inference statistical methods using
SPSS.

Findings: Results showed that the midwives' knowledge, attitude,
and practice of pain-relieving methods changed significantly following
the workshop (p <0/005). No significant difference between the mean
knowledge, attitude, and practice scores and demographic characteristics
were found .

Conclusion: Although education caused a significant effect on the
knowledge, attitude, and practice of midwives in using different labor
pain relieving approaches as well as a positive attitude towards these
approaches nevertheless the health manager's support plays an important
role in the regular practice of such approaches in labor wards.

Jira et al.,(2020).

" Knowledge and Attitude Towards Non-Pharmacological Pain
Management and Associated Factors Among Nurses Working in
Benishangul Gumuz Regional State Hospitals in Western Ethiopia,
2018".

Objective: The study aimed to assess knowledge and attitude
toward non-pharmacological pain management and associated factors
among nurses working in Benishangul Gumuz Regional State Hospitals,

western Ethiopia, 2018.
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Methods: Institution-based cross-sectional study was conducted
from April 1st to May 1st, 2017. Two hundred sixteen nurses were
selected by using simple random sampling. Data were collected by using
a pretested self-administered structured questionnaire. Collected data
were checked, coded, and entered into Epi-Info version 7 and exported to
SPSS version 20 for further analysis. Bivariable and multivariable logistic
regression was used.

Results: A total of 209 professional nurses participated in the
study, with a 96.7% response rate. This study shows that 51.2% (95% CI:
51.1-51.3) of nurses had adequate knowledge and 47% (95% CI: 46.9—
47.06) of nurses had a favorable attitude toward non-pharmacological
pain management. The findings reveal that level of qualification
(AOR=12.2 (3.05, 48.4), taking educational courses (AOR=7.5 (2.7,
21.24)), nurse-to-patient ratio (AOR=4.9 (1.64, 14.55) and work
experience were factors significantly associated with knowledge.
Findings also show that nurse-to-patient ratio (AOR=10.36 (2.8, 38.4)),
training (AOR=4.6 (1.4, 15.4)) and knowledge of non-pharmacological
pain management (AOR=4.3 (1.74, 10.56) were significantly associated
with nurses' attitude to non-pharmacological pain management.

Conclusion: Nurses in Benishangul Gumuz regional state
hospitals have unfavorable attitudes, but they have relatively adequate
knowledge about non-pharmacological pain management. Work
experience, level of education, nurse-to-patient ratio, and taking
educational courses were associated with nurses’ knowledge, and nurse-
to-patient ratio, training, and knowledge of non-pharmacological pain

management were associated with nurses’ attitudes.
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Methodology

In this chapter, the study design and all other scientific steps that
were followed by the researcher from the beginning of the study until its
completion will be covered.
3.1.Study Design

To achieve the aims of this study, a quasi-experimental study
design was used with an adopted pre and post-test approach for both study
and controlled groups which were conducted for the period of December
1t, 2021 to July 3794, 2022.

A quasi-experiment is an empirical interventional study used to
estimate the causal effect of an intervention (education program) on the
target population (Midwives) without random assignment, as indicated in
the figure (3-1). Quasi-experimental research shares similarities with the
traditional experimental design or randomized controlled trial, but it
specifically lacks the element of random assignment to treatment or
control. Instead, quasi-experimental designs typically allow the researcher
to control the assignment to the treatment condition but using some

criterion other than random assignment (Polit, 2010)
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Figure 3-1:Steps of quasi-experimental study



3.2.Administrative Arrangements

The official permissions were obtained from relevant authorities

before collecting the study data as follows:

1.

Protocol of research and official permission was taken from the
University of Kerbala/ College of Nursing to conduct the study.

The title, constructed educational program, and questionnaire were
presented to the Ethics Committee formed within the College of
Nursing, which reviewed the study tools (program and questionnaire)
and therefore agreed to conduct the study (Appendix Al).

In the last step of the administrative arrangements, an official letter
by the (Training Department and Development) Kerbala Health
Directorate (Appendix A2).

Official permission presented at Obstetrics and Gynaecology
Teaching Hospital is selected to present the study (Appendix A2).

In addition, the consent of the midwives to participate in the study,
after explaining the objectives and usefulness of the study to them
and assuring that all information provided will be confidential and

for scientific and research purposes (autonomy and privacy).

3.3.Setting of the Study

In order to obtain valid and comprehensive data, the study is

conducted at Obstetrics and Gynaecology Teaching Hospital in Kerbala

Province was the designated site for data collection. This hospital was

chosen for the following reasons:

1. There is only this teaching hospital that is related to maternity and

has delivery rooms and includes large numbers of midwives.

2. Cooperative midwives for implementation of the educational

program.



3. Availability of physical requirements in hospitals such as
classrooms, chairs, tables, data show, computers, speakers, and lights

during the implementation of the program.
3.4.Sample of study

A non-probability "purposive” sample had been consisted of (60)
midwives have been selected to obtained represent and accurate data. The
size of sample is (60) subjects divided into two groups reach one consists
of (30) midwives as study group and (30) midwives as control group. The
study group is exposed to the study program deals with Lamaze method,
while the control group has not been exposed to the education program and
chose only for comparison.

3.4.1. Inclusion Criteria:
1. Midwives who scored less than 60% in the assessment need
(Appendix B).
3.4.2. Exclusion Criteria:
1. Midwives who are selected for the pilot study and assessment need.
3.5.Steps of the Study

The present study was conducted as targeted midwives who are
work in maternity and pediatric hospital at the following steps:
3.5.1.Preliminary Assessment of Midwives' Knowledge towards

Lamaze Method during Labour

The objective of this assessment was to evaluate the knowledge of
midwives' needs about the Lamaze method. To accomplish this phase of
the study, the researcher used a closed questionnaire format (Appendix
B2). The content of the format was based on the review of related literature
and subjective experiences of the knowledge questions.

A test was applied on a sample consisting of (10) midwives. Each
midwife was given a time period between (10-15) minutes to answer the

questions. The results of the assessment revealed that the majority (80%) of



the midwives displayed a knowledge deficit about application of the
Lamaze method during labor.
3.5.2.Construction of the Instruction program

The education program design was based on the results of
midwives' needs assessment; and information gained from reviewing the
relative scientific literature, previous studies and through the researcher's
experience.

The content of the program evaluated by experts in different field of
nursing sciences (Appendix E). Revision was made on the contents of the
program form based on these experts' recommendations and suggestions.

They have agreed that the program was designed efficiently to
improve midwives' knowledge towards the Lamaze method during labor.
The education program was designed to provide the improvement the
midwives' knowledge (Appendix C).
3.6.Group Assignment
3.6.1.Control Group:

Midwives in the control group were selected from Obstetrics and
Gynaecology Teaching Hospital and exposed only to the usual activities of
teaching and their information according to their profession and academic
study. In this study, only two tests were taken (pre-post tests).
3.6.2.Study Group:

The study group got the same information as the control group, as
well as an education program aimed at improving the midwives' knowledge
towards the application of the Lamaze method during labor.

The program consisted of three sessions and was implemented for
one week period (between day to day) at the hospital hall, which has the
educational means required by the educational program. Each session deals

with the following:



Educational Program
1% Sessions:- Normal labor
Definition of Normal labor
Labor stages
Theories of labor onset
Signs of labor
Differentiation Between True and False Labor
Factors affecting labor process.
The mechanism of labor (the cardinal movements of labor)

2" Sessions:- Gate Control Theory of Pain Control

Pain during labor

Pain assessment

Factors affecting pain response

Gate Control Theory of Pain Control

3" Sessions:- Methods of Pain Relief During Labour

The methods of pain relief during labor

The Lamaze method

The principles of the Lamaze method

The effect of the Lamaze method on the pregnant mother and

fetus.

3.7.Study Instrument

The questionnaire is one of the means to help collect data that
contribute to achieving the results expected by the study, so the researcher
designed this questionnaire, which aims to clarify the study’s objectives
and significance by obtaining answers to the study’s questions.

The questionnaire consists of two parts to collect data from study

participants as follows:



The first part is the socio-demographic variables such as (age,
education level, years of experience, experience in labor wards, and
training sessions).

The second part deals with study knowledge of the Lamaze method,
it was constructed by the researcher through a review of literature, which
consist of 39 items MCQ measured on 2-point such as (correct and
incorrect):

The researcher adhered to the rules of writing the questionnaire due
to the importance of the type of information that the researcher is keen to
be sufficient and comprehensive for all aspects of the problem and can be
relied upon and trusted. To vague and complex answers. The type of
questions was of the closed type, which required answering with reference
to what was appropriate.
3.8.Validity of the Questionnaire

The validity of the questionnaire means making sure that it will
measure what it was prepared to measure (Polit, 2010), as is meant by
honesty (the questionnaire’s inclusion of all the elements that must be
included in the analysis on the one hand, and the clarity of its paragraphs
and vocabulary on the other, so that it is understandable to everyone who
uses it).

In order to test the validity of the questionnaire, the instrument was
presented to 11 experts in different fields to make it more valid. They were
experts from different specialties, two PhDs in Psychiatric and Mental
Health Nursing, five PhDs in Maternal and Neonatal Health Nursing, two
PhDs in Adult Nursing, and two doctors specializing in obstetrics and
gynecology. Experts were requested to provide their views and suggestions
on each of the items of the study questionnaire in terms of its linguistic
appropriateness, its association with the dimension of study variables it was

assigned, and its suitability for the study population context.



The experts' responses indicated that minor changes should be done
to some items and it's were made according to their suggestions, then the

final draft was completed to be ready for conducting the study.
3.9.Pilot Study

This preliminary study was conducted to determine the stability and
credibility of the study tool, clarity and its efficiency which confirmed, and
the standard time required to collect data for each subject which can be
estimated during the interview procedures and difficulties identification
that may encounter.

The pilot study aimed to achieve the following objectives.

1. Developing and testing the adequacy of research instruments.
2. Assessing the feasibility of the instrument.
3. lIdentifying logistical problems which might occur using proposed
methods.
4. Assessing the proposed data analysis techniques to uncover potential
problems.
5. Estimate the time during collected data by the researcher.
Results of the pilot study
1. The questionnaire is reliable.
2. The time required for answering the questionnaire ranged from
(15-20) minutes.
3. The instrument items were clarified and understood the
phenomenon underlying of the study (Table 3-1).

Before the questionnaire reached its final form, it went through the
following stages:

1. Determining the data that will be collected through the questionnaire
according to the study questions.

2. Determining the method and format of the questionnaire.



3. Determining the type of criterion that determines the type of answer
in the questionnaire.

4. Presenting the questionnaire to the supervising to express his opinion
and observations in developing the questionnaire and modifying it
based on his observations.

5. Presenting the questionnaire to a number of panel of experts to
express their opinion and observations in developing the
questionnaire and modifying it based on what they submitted.

6. Conducting a reliability test on it by distributing the questionnaire to
a sample of 5 midwives.

7. Writing the questionnaire in its final form, then printing, reviewing,
and distributing it in the same formula before and after the education
program.

Reliability of the Questionnaire:

The reliability of the study instruments means making sure that the
answer will be almost the same, if it is repeatedly applied to the same
people, at different times.

The same people the second time, after confirming the apparent
validity of the study tool, the researcher applied it to a random exploratory
sample of 5 midwives, using the test-retest method, where each midwives
from the sample was given a number from 1 to 5 and the questionnaire was
distributed to them without prior known of them that they are a sample to
measure the stability of the tool, and after an interval of about two weeks, 5
questionnaires were redistributed to the same exploratory sample, where
the members of this sample were later excluded from the original sample
on which the final study was conducted. Reliability coefficient using the

sample coefficient of Alpha Cronbach as shown below.



Table 3-1:Reliability of the Studied Questionnaire (n=5)

Reliability
Knowledge 39 — items Test Re-test
0.71 0.78

3.10.Ethical Considerations

Ethical obligations are one of the most important things that the
researcher must follow and abide it when doing the study. Before starting
of collect the data from the community that has been identified for the
study, the researcher should clarify the main purpose and desired goal of
conducting this study for the sample to be included in the study, as well as
adhere to the strict confidentiality of the data taken from the study sample
and pledge to use it for scientific purposes related to the study only.

Before starting of gathering the data from the sample who are
participating in the study, the researcher gives a brief explanation about the
scientific background of the research and the purpose of conducting it, and
what is the role of the midwives in antenatal and labor wards who
participate in this study, to give them a complete and clear picture about the
study to be carried out.

On the other hand, the researcher emphasized that all midwives
who are participating in the study had the right to not complete their
participation and withdraw from this study in the event that they felt
uncomfortable or annoyed with some of the items in the questionnaire that
was prepared as a research tool or the researcher’s method of collecting
data or anything else.
3.11.Methods of Data Collection

The implementation was carried out throughout the period from
December 5", 2021 to February 27", 2022.

The implementation of the program which was introduced to the
study group included the following:




. Each midwives in the experimental and control groups completed a

demographic data form.

. All midwives were given a pre-test to measure their knowledge on an

individual basis; the pre-test lasted 15-20 minutes.

. They were summoned to the same classroom sessions to participate

in a program of intervention.

. There were thirty questions about the knowledge of the midwives.

Various options were presented to the experimental group. The test
was created to assess the knowledge of midwives concerning the

Lamaze method.

. Each class will last between 60 and 90 minutes.

. All respondents in the experimental and control groups were given a

post-test after two weeks of the end education program.

. The experimental group and after one month was exposed to post-

test 11 to see the effect of the tutorial.

. With the exception of the education program and post-test Il, the

control group followed the same procedures as the experimental

group.

. The following teaching resources were used in these sessions:

(classroom, lectures, whiteboard, computer, data show, and

notebook).

3.12.Statistical Analysis Approach

In order to statistically analyze the data collected from the study

sample to arrive at the results, the researcher used the SPSS-20 and

Microsoft Excel (2010) package to analyze this data and deal with it

statistically, to find the relationships between the variables, and obtain the

final results of the research based on a set of statistical tests.

3.12.1.Descriptive approach



Descriptive statistics includes a set of mathematical and statistical
methods that are adopted to describe the main features of data
quantitatively by using tables and charts. Descriptive statistics always aim
to present and describe the data which is required to be processed,
organized, summarized, and categorized, as well as presenting them in a
simple and clear manner that makes it easier for the recipient to recognize
and understand its content. The analysis was performed through the use:

A. Statistical tables "Frequencies and percent” .

B. Statistical Mean (M).

The overall responses of knowledge according to the total mean of
the score which follows:

M=39-52 refers to Poor Knowledge

M=52.1-65 refers to Fair Knowledge

M=65.1-78 refers to Good Knowledge

C. Standard Deviation (£SD).

D. It uses a correlational coefficient "Cronbach alpha” used in estimating
the internal consistency of the study tool, which can be calculated by
using the following:

3.12.2.Inferential approach
1. Paired Sample t-test

To determine the significance of a difference between pre-test and
post-test scores in a single group, such as a pre-post study group.
2. Independent Sample t-test
The unrelated sample The t-test examines the means of two
independent groups to see if statistical evidence exists that the related
population means are significantly different.

3. Analysis of Variance



For equality of means, is used (ANOVA test when the mean

parameter varies).

Source of
) Sum of square d.f Mean square F
varance
Between (ExPIf  (ZxFPF MSg
dfs= K-{
Groups S5:=Y n — =n MSE
SS5e=3 (TxPIF (TxPF S5w MEE
Within Groups dfn= N-
N DFw IEW

LN

SS=Y.(XxPIy (ExFF

Total df= N

Pvalue (<0.05)
Shortcuts for measuring importance compared to the level, are used
as follows:

1. NS:>0.05 Non-significantly-differences.
2. S:<0.05 Significantly differences.



Chapter Four
Results of the Study




Chapter Four
Under the objectives of the current study findings, the descriptive
and inferential statistic approach is organized in tables and figures that
include the followings:

Table 4.1.Distribution of Study Sample according to their
Socio-Demographic Variables (SDV5s)

Study Control
SDVs Classification p-value
Freq. % Freq. %
21-29 years old 14 46.7 16 53.3
30-39 years old 9 30.0 8 26.7
Age 40 and older 7 23.3 6 20.0 .062
Total 30 100.0 30 100.0
M+ SD 29.7+8.21 30.4+9.94
Midwifery secondary school 17 46.7 15 50.0
Education Level Diploma midwifery 13 43.3 15 50.0 167
Total 30 100.0 30 100.0
<5 years 2 6.7 2 6.7
Years of 5-10 years 27 90.0 25 83.3
274
Experience >10 years 1 3.3 3 10.0
Total 30 100.0 30 100.0
<1 year 5 16.7 9 30.0
Experience in
1-3 years 10 33.3 10 33.3
antenatal/ labor .109
>3 years 15 50.0 11 36.7
ward
Total 30 100.0 30 100.0
Training courses No 22 73.3 28 93.3
in pain Yes 8 26.7 2 6.7
741
management
Total 30 100.0 30 100.0

during labor




The average age of midwives in the study group is 29.21 years old,
whereas the average age in the control group is 30.94 years old. The age
group 21-29 years old had the highest percentage in both groups (46.7
percent and 53.3 percent, respectively). There were no statistically
significant variations in age between the two groups (p=0.062).

In terms of education, midwives in the study group had a midwifery
secondary school (46.7 percent), whereas those in the control group had a
midwifery secondary school (50 percent) and a diploma in midwifery (50
percent). In terms of education level, there were no significant differences
between the two groups (p=0.167).

In terms of experience, the majority of midwives in both the
research and control groups (90.0 percent and 83.3 percent, respectively)
had 5-10 years of experience in the field of maternity nursing. In terms of
experience, there were no significant differences between the two groups
(p=0.274).

Years of experience in labor wards were linked to findings, with
half of the respondents in the study group having more than three years. In
the control group, one-third of the respondents had a response time of more
than three years. When it came to experience in labor wards, there were no
significant differences between the two groups (p=0.109).

In terms of training courses, the findings show that the majority of
midwives in the study (73.3%) and control (93.3%) groups did not attend
any training sessions. In terms of training courses, there were no significant
differences between the two groups (p=0.741).

4-2: Midwives’ Knowledge of the Lamaze Method during Labour
(Study Group)
Table 4-2-1: Midwives’ Knowledge Responses at Pre and Post Test

Pre-test Post-test p-

Study Group Knowledge

Ms

Ass.

Ms

Ass.

value

Which of the following paragraphs is correct regarding the normal
duration of pregnancy?

1.36

Fair

1.80

Pass

.051




Table 4-2-1: Midwives’ Knowledge Responses at Pre and Post Test

2 | Normal labor is known as 1.33 | Fail | 1.83 | Pass | .008

3 | How many stages are there in normal labor? 1.50 | Fair | 1.73 | Pass | .005

4 | The first stage of labor starts with the onset of 1.40 | Fair | 1.76 | Pass | .003

5 Which of the following p_aragraphs is correct in terms of the true 133 | Fail | 170 | Pass | .000
characteristics of labor pain?

6 Which of the following is a major contributor to pain in the first 120 | Eail | 163 | Fair | 000

stage of labor?

7 | Which of the following is not a technique of the Lamaze method? 1.26 | Fail | 1.73 | Pass | .000

The most important aspect of nursing care during the first stage of

8 labor is: 1.40 | Fair | 1.56 | Fair | .010

9 What th_e _m.ldW|fe should do first when a woman complains of 126 | Eail | 1.70 | pass | 000
labor pain is:

10 | Which of the following factors can make labor pain worse: 1.30 | Fail | 1.66 | Fair | .000
Which of the following parts contains special neurons that make up .

11 the neural gateway through which pain stimuli pass to the brain 140 | Fair | 173 | Pass | 000

12 | The Lamaze method means 1.36 | Fair | 1.63 | Fair | .001

13 sz;\r?g does Lamaze method during labor help in minimizing labor 120 | Eail | 1.70 | Pass | 000

14 | The Lamaze method involves 1.23 | Fail | 1.70 | Pass | .000

15 Which of the following paragraphs is one of the basic principles of 130 | Fail | 1.76 | Pass | 000
the Lamaze method?

16 | Among the advantages of the Lamaze method during labor are 1.26 | Fail | 1.86 | Pass | .000

17 | Relaxation techniques in any way that help the pregnant womanto | 1.40 | Fair | 1.60 | Fair | .007

18 | One of the most effective pre-labor relaxation techniques is 1.16 | Fail | 1.90 | Pass | .000

19 Which of the following types of breathing patterns are used in the 136 | Fair | 1.63 | Fair | 004

Lamaze method during labor?

20 | How many levels of breathing are used in the Lamaze method 1.10 | Fail | 1.80 | Pass | .003

21 | All levels of the Lamaze Breathing Technique begin and end with: | 1.16 | Fail | 1.76 | Pass | .022

How can breathing exercises during labor be beneficial for a

22 ) 1.23 | Fail | 1.83 | Pass | .000
mother:

23 | How are breathing exercises beneficial to the fetus? 1.23 | Fail | 1.86 | Pass | .000

24 }/a\llbhgrt?ls the ideal time to do breathing exercises at all levels during 110 | Eail | 1.83 | Pass | 000

25 How much does a woman’s respiration rate in the first level of the 120 | Eail | 1.83 | pass | 000
Lamaze method respiration patterns
What is the respiratory rate of a woman in the fifth level of the .

26 Lamaze method of breathing patterns 116 | Fail | 173 | Pass | 000

27 \é\ég?r:ols the sequence of breathing patterns when contractions 113 | Eail | 186 | Pass | 000

28 What is the sequence of breathing patterns when contraction is 123 | Eail | 183 | Pass | 001
lessening?

29 Wh_en should a pregnant woman use level 4 of breathing levels 126 | Eail | 1.90 | Pass | 000
during labor?

30 Which of the following paragraphs is one of the benefits of 123 | Eail | 170 | Pass | 016

walking or sitting upright:

Which of the following paragraphs is considered one of the
31 | benefits of changing the position and movement of the mother | 1.30 | Fail | 1.73 | Pass | .000

during labor:
32 | Effleurage is defined as: 1.06 | Fail | 1.56 | Fair | .000
33 | Effleurage is considered one of the techniques: 1.40 | Fair | 1.70 | Pass | .002
34 | Effleurage helps in minimizing labor pain by : 1.23 | Fail | 1.76 | Pass | .000
35 | Focusing or Imagery is mean: 1.23 | Fail | 1.70 | Pass | .001
36 | What is the main principle of Focusing or Imagery? 1.10 | Fail | 1.66 | Fair | .000
37 | The best type of breathing during the second stage of labor is: 1.13 | Fail | 1.60 | Fair | .000

Reasons why a woman is not encouraged or allowed to push during

38 labor:

1.16 | Fail | 1.86 | Pass .000




Which of the following is a good position for the mother when

pushing during labor: 1.26 | Fail | 1.70 | Pass .000

39

"Level of Assessment (Fail=1-1.33, Fair=1.34-1.67, Pass > 1.68"
The findings revealed a pre-post test assessment of the study sample

responses with relation to an understanding of the Lamaze method during
labor in the study group. The results show that the midwives failed all of
the pre-test questions, as evidenced by low mean scores, with the exception
of items 1, 3, 4, 8, 11, 12, 17, 19, and 33, where replies were fair, as seen
by moderate mean scores. While midwives reported a substantial gain in
knowledge in post-test scores compared to pre-test scores (p 0.05) after
implementing the education program.
Table4-2-2.0verall Midwives' Knowledge towards Lamaze Method
during Labour in Study Group

Pre-scores Post-scores
Knowledge

% M £SD F % M £SD
Poor 25 83.3 1 3.3
Fair 4 13.3 3 10.0

49.03 +5.91 67.93+ 4.60

Good 1 3.3 26 86.7
Total 30 100.0 30 100.0

"M: Mean of total Scores, SD: Standard Deviation for total scores
(Poor=39-52; Fair= 52.1-65, Good=65.1-78)"
The results showed that 83.3 percent of midwives had poor

knowledge of the Lamaze method during labor during the pre-test.
Following the implementation of the education program, findings revealed
that 86.7 percent of midwives had good knowledge at the post-test.

Table 4-2-3: The Difference between Pre and Post-Test by Overall

Responses to the Knowledge Scores in Study Group
Periods Mean SD t Df P

Experimental

Pre 1.25 151
Group

13.286 29 .000
Knowledge Post 1.74 118




Findings demonstrated that there were significant difference in
knowledge scores in two periods of measurements as pre-test (1.25) before
the education program and post-test (M=1.74) after the education program
(t=13.286; p=0.000).

Table 4-2-4: Midwives’ Knowledge Responses at Post-test | and Post-
test 11 (After One Month has been Passed)

Post I Post 11 -
p
Study Group Knowledge (Post-1 and I1) Vs | Ass | Ms | Ass | value

1 Whlc_h of the following paragraphs is correct regarding the normal 180 | Pass | 1.73 | pass | 122
duration of pregnancy?

2 | Normal labor is known as 1.83 | Pass | 1.76 | Pass | .512

3 | How many stages are there in normal labor? 1.73 | Pass | 1.70 | Pass | .420

4 | The first stage of labor starts with the onset of 1.76 | Pass | 1.70 | Pass | .089

5 Which of_ the following paragraphs is correct in terms of the true 170 | pass | 166 | Fair | 211
characteristics of labor pain?

6 Which of the following is a major contributor to pain in the first 163 | Eair | 160 | Fair | 270
stage of labor?
Which of the following is not a technique of the Lamaze method? 1.73 | Pass | 1.70 | Pass | .110

8 ITa?)% rni]s(,)-St important aspect of nursing care during the first stage of 156 | Eair | 150 | Fair | 161

9 What th_e _mldW|fe should do first when a woman complains of 170 | Pass | 166 | Fair | 161
labor pain is:

10 | Which of the following factors can make labor pain worse: 1.66 | Fair | 1.63 | Fair | .083

11 Which of the following parts cqntam; spgmal neurons that ma_tke UP | 473 | pass | 1.70 | Pass | 161
the neural gateway through which pain stimuli pass to the brain

12 | The Lamaze method means 1.63 | Fair | 1.60 | Fair | .161

13 IF;|ac;\r/]\gdoes Lamaze method during labor help in minimizing labor 170 | pass | 166 | Fair | 327

14 | The Lamaze method involves 1.70 | Pass | 1.66 | Fair | .327

15 Which of the following paragraphs is one of the basic principles of 176 | pass | 1.73 | Pass | 161
the Lamaze method?

16 | Among the advantages of the Lamaze method during labor are 1.86 | Pass | 1.83 | Pass | .161

17 | Relaxation techniques in any way that help the pregnant womanto | 1.60 | Fair | 1.60 | Fair | .161

18 | One of the most effective pre-labor relaxation techniques is 1.90 | Pass | 1.86 | Pass | .327

19 Which of the foIIovx_/lng types of breathing patterns are used in the 163 | Fair | 160 | Fair | 327
Lamaze method during labor?

20 | How many levels of breathing are used in the Lamaze method 1.80 | Pass | 1.80 | Pass | .327

21 | All levels of the Lamaze Breathing Technique begin and end with: | 1.76 | Pass | 1.73 | Pass | .161

29 How c.an breathing exercises during labor be beneficial for a 183 | pass | 1.80 | pass | 327
mother:

23 | How are breathing exercises beneficial to the fetus? 1.86 | Pass | 1.86 | Pass | .327

24 Y:bh:rt’;s the ideal time to do breathing exercises at all levels during 183 | Pass | 1.80 | Pass | 043

o5 How much does a woman's respiration rate in the first level of the 183 | Pass | 180 | pass | 161
Lamaze method respiration patterns

26 What is the respiratory rate of a woman in the fifth level of the 173 | Pass | 1.73 | pass | 083
Lamaze method of breathing patterns

27 z\ég?r:ols the sequence of breathing patterns when contractions 186 | Pass | 183 | pass | 327




Table 4-2-4: Midwives’ Knowledge Responses at Post-test | and Post-test |1 (After One
Month has been Passed)

What is the sequence of breathing patterns when contraction is

28 . 1.83 | Pass | 1.83 | Pass 161
lessening?

29 Wh_en should a pregnant woman use level 4 of breathing levels 190 | pass | 1.86 | Pass | 327
during labor?

30 Which of the following paragraphs is one of the benefits of 170 | pass | 166 | Fair | 327

walking or sitting upright:

Which of the following paragraphs is considered one of the
31 | benefits of changing the position and movement of the mother | 1.73 | Pass | 1.70 | Pass | .327

during labor:
32 | Effleurage is defined as: 1.56 | Fair | 1.53 | Fair | .327
33 | Effleurage is considered one of the techniques: 1.70 | Pass | 1.63 | Fair | .161
34 | Effleurage helps in minimizing labor pain by : 1.76 | Pass | 1.70 | Pass | .083
35 | Focusing or Imagery is mean: 1.70 | Pass | 1.63 | Fair | .327
36 | What is the main principle of Focusing or Imagery? 1.66 | Fair | 1.56 | Fair | .161
37 | The best type of breathing during the second stage of labor is: 1.60 | Fair | 1.50 | Fair | .327
38 Ezzsr(?ns why a woman is not encouraged or allowed to push during 186 | Pass | 1.80 | Pass | 161
39 Which of the following is a good position for the mother when 170 | Pass | 1.60 | Fair | 161

pushing during labor:

"Level of Assessment (Fail=1-1.33, Fair=1.34-1.67, Pass > 1.68"
The findings revealed an assessment of the study sample's

responses in the first and second subsequent tests in terms of understanding
of the Lamaze method during labor in the study group. According to the
findings, there are statistically significant differences in knowledge scores
between the first post-test and the second post-test after one month (p >
0.05).

Table4-2-5.0verall Midwives' Knowledge towards Lamaze Method

during Labour in Study Group at Post I and |1

Post-scores | Post-scores Il
Knowledge
Freq. % M £ SD Freq. % M £ SD

Poor 1 3.3 2 6.7

Fair 3 10.0 5 16.7

67.93+ 4.60 66.33+7.21

Good 26 86.7 23 76.7

Total 30 100.0 30 100.0

M: Mean of total Scores, SD: Standard Deviation for total scores ”
(Poor=39-52; Fair=52.1-65, Good=65.1-78)"
The results showed that the majority of midwives (86.7 percent)

had a solid understanding of the Lamaze method during labor at the post-




test I. After a month, statistics revealed that the majority of midwives (76.7
percent) had an excellent understanding of the post-test II.
Table 4-2-6: The Difference between Post-test | and Il Test by Overall

Responses to the Knowledge Scores in Study Group

Experimental Periods Mean SD t df P
Group Post- | 1.74 118
1.427 29 164
Knowledge Post- 11 1.70 .158

Findings demonstrated that there were no significant difference in
knowledge scores in two periods of measurements as post-test | (1.74)
after application of an education program and post-test Il (M=1.70) after
one month has been passed (t=1.427; p=0.164).
4-3.Midwives' Knowledge of the Lamaze Method during Labour

(Control Group)

Table 4-3-1:Midwives' Knowledge Responses at Pre and Post Test

Pre-test Post-test -
p
Control Group Knowledge Vs | Ass | Ms | Ass | value

1 WhIC.h of the following paragraphs is correct regarding the normal 156 | Fair | 156 | Fair | 103
duration of pregnancy?

2 | Normal labor is known as 150 | Fair | 1.53 | Fair | .327

3 | How many stages are there in normal labor? 1.40 | Fair | 1.43 | Fair | .024

4 | The first stage of labor starts with the onset of 1.53 | Fair | 1.53 | Fair | .327

5 Which of tr_]e following paragraphs is correct in terms of the true 153 | Fair | 153 | Fair | 327
characteristics of labor pain?

6 Which of the following is a major contributor to pain in the first 196 | Eail | 126 | Eail | 327
stage of labor?

7 | Which of the following is not a technique of the Lamaze method? 1.46 | Fair | 1.46 | Fair | .538

8 EE)% rrrils(,)-St important aspect of nursing care during the first stage of 130 | Eait | 1.30 | Fait | 185

9 What th_e _m.ldW|fe should do first when a woman complains of 150 | Eair | 150 | Fair | 321
labor pain is:

10 | Which of the following factors can make labor pain worse: 1.30 | Fail | 1.30 | Fail | .322

11 Which of the following parts contains spgual neurons that me_lke UP | 133 | Fail | 133 | Fail | 333
the neural gateway through which pain stimuli pass to the brain

12 | The Lamaze method means 1.16 | Fail | 1.16 | Fail | .321

13 pH;i\r/]\;does Lamaze method during labor help in minimizing labor 133 | Fail | 133 | Eail | 324

14 | The Lamaze method involves 1.30 | Fail | 1.30 | Fail | .337

15 Which of the following paragraphs is one of the basic principles of 116 | Eail | 116 | Eail | 327
the Lamaze method?

16 | Among the advantages of the Lamaze method during labor are 1.20 | Fail | 1.20 | Fail | .327

17 | Relaxation techniques in any way that help the pregnant womanto | 1.13 | Fail | 1.13 | Fail | .127

18 | One of the most effective pre-labor relaxation techniques is 1.36 | Fair | 1.40 | Fair | .126




Table 4-3-1:Midwives' Knowledge Responses at Pre and Post Test

Which of the following types of breathing patterns are used in the

19 Lamaze method during labor?

1.33 | Fail | 1.36 | Fair | .327

20 | How many levels of breathing are used in the Lamaze method 1.33 | Fail | 1.36 | Fair | .227

21 | All levels of the Lamaze Breathing Technique begin and end with: | 1.30 | Fail | 1.33 | Fail | .317

29 How can breathing exercises during labor be beneficial for a 120 | Eait | 123 | Fait | 311

mother:
23 | How are breathing exercises beneficial to the fetus? 1.33 | Fail | 1.33 | Fail | .326
24 }/a\llbh:rt?ls the ideal time to do breathing exercises at all levels during 110 | Eait | 113 | Fait | 326
25 How much does a woman's respiration rate in the first level of the 136 | Fair | 1.36 | Fair | 323
Lamaze method respiration patterns
What is the respiratory rate of a woman in the fifth level of the . .
26 Lamaze method of breathing patterns 140 | Fair | 140 | Fair | 322
27 \é\ég?r'gols the sequence of breathing patterns when contractions 130 | Fail | 1.33 | Fail | 327
28 What is the sequence of breathing patterns when contraction is 133 | Fail | 1.36 | Fair | 321
lessening?
29 Whgn should a pregnant woman use level 4 of breathing levels 123 | Fail | 1.26 | Fail | 324
during labor?
30 Which of the following paragraphs is one of the benefits of 116 | Eail | 120 | Eail | 328

walking or sitting upright:

Which of the following paragraphs is considered one of the
31 | benefits of changing the position and movement of the mother | 1.50 | Fair | 1.53 | Fair | .321

during labor:
32 | Effleurage is defined as: 1.20 | Fail | 1.23 | Fail | .327
33 | Effleurage is considered one of the techniques: 1.16 | Fail | 1.20 | Fail | .337
34 | Effleurage helps in minimizing labor pain by : 1.23 | Fail | 1.26 | Fail | .327
35 | Focusing or Imagery is mean: 1.33 | Fail | 1.36 | Fair | .127
36 | What is the main principle of Focusing or Imagery? 1.30 | Fail | 1.33 | Fail | .185
37 | The best type of breathing during the second stage of labor is: 1.20 | Fail | 1.20 | Fail | .321
38 E%%srgns why a woman is not encouraged or allowed to push during 133 | Eail | 120 | Eail | 322
39 Which of the following is a good position for the mother when 136 | Eair | 143 | Fair | 333

pushing during labor:

"Level of Assessment (Fail=1-1.33, Fair=1.34-1.67, Pass > 1.68"
The results showed that the study sample responses at the pre-post

test with relation to knowledge of the Lamaze method during labor in the
control group were assessed. The results show that the midwives failed all
of the pre-test questions, as evidenced by low mean scores, with the
exception of items 1, 2, 3, 4, 5, 7, 9, 18, 25, 26, 31, and 39, where replies
were fair, as seen by moderate mean scores. While there were no
significant differences in knowledge scores in the post-test compared to the
pre-test scores (p > 0.05), midwives revealed no significant differences in

knowledge scores in the pre-test.




Table4-3-2.0verall Midwives' Knowledge towards Lamaze Method

during Labour in Control group

Pre-scores Post-scores
Knowledge
F % M £SD f % M £SD

Poor 19 63.3 18 60.0

Fair 10 33.3 10 33.3

51.26 + 5.27 51.9+5.93

Good 1 3.3 2 6.7

Total 30 100.0 30 100.0

Mean of total Scores, SD: Standard Deviation for total scores
(Poor=39-52; Fair=52.1-65, Good=65.1-78)"
The results showed that 63.3 percent of midwives had poor

knowledge of the Lamaze method during labor during the pre-test. After a
length of time had passed, studies revealed that 60% of midwives had
insufficient knowledge at the post-test.

Table 4-3-3: The Difference between Pre and Post-Test by Overall

Responses to the Knowledge Scores in Control Group

Periods Mean SD T df P
Control

Pre-test 1.31 135
Knowledge 1.049 29 .303
Post-test 1.33 152

Findings demonstrated that there were no significant difference in
knowledge scores in two periods of measurements as pre-test (M=1.31)
and post-test (M=1.33) after time has been passes (t=1.049; p=0.303).
Table 4-4: Differences in pre-post test responses between the Two

Groups Knowledge of the Lamaze Method

Periods Groups Mean SD t-value d.f p-value

Study 1.25 151
Pre-test 1.540 58 0.129
Control 1.31 135

Study 1.74 118
Post-test 11.696 58 0.000
Control 1.33 152




In the pre-test period of assessment, there were no statistically

significant differences between the study-control (p=0.789). While there

are statistically significant differences between the study-control groups at

the post-test measurement time (p=0.000).

4.5. The Differences in Midwives' Knowledge towards the Lamaze

Method with regards to their Socio-Demographic Characteristics

Table 4-5-1: The Differences in Midwives' Knowledge with regard to

Age (n=30)
Squares Square E p-
Age Variance Source df
Sum Mean statistic value
Between Groups .038 2 .019
Pre-test
Within Groups .628 27 .023 .820 451
knowledge
Total .666 29
Between Groups .002 2 .001
Post-test | Within Groups 403 27 .015 .063 .939
Total 405 29
Between Groups .025 2 012
Post-test 11 Within Groups .969 27 .036 344 712
Total 993 29

Findings illustrated there were no significant differences in

midwives' knowledge towards the Lamaze method with regard age groups

at pre-test, post-test I, and Il (p > 0.05).



Table4-5-2: The Differences in Midwives' Knowledge with regard to

Education Level (n=30)

Education Squares Square = p-
Variance Source Df
level Sum Mean statistic value
Between Groups .019 2 .009
Pre-test
Within Groups .647 27 024 .390 .681
knowledge
Total .666 29
Between Groups .018 2 .009
Post-test | Within Groups .387 27 014 .626 .542
Total 405 29
Between Groups .032 2 .016
Post-test 11 Within Groups .962 27 .036 444 .646
Total .993 29

Findings illustrated there were no significant differences in

midwives' knowledge towards the Lamaze method with regard to education

level at pre-test, post-test I, and Il (p > 0.05).

Table 4-5-3: The Differences in Midwives' Knowledge with regard to

Years of Experience (n=30)

Years of Squares Square E p-
Variance Source Df
Experience Sum Mean statistic value
Between Groups .000 1 .000
Pre-test
Within Groups .666 28 .024 .017 .898
knowledge
Total .666 29
Post-test | Between Groups .006 1 .006 422 521




Within Groups .399 28 014
Total 405 29
Between Groups .019 1 .019
Post-test 11 Within Groups 974 28 .035 544 467
Total .993 29

Findings illustrated there were no significant differences in

midwives' knowledge towards the Lamaze method with regard to years of

experience at pre-test, post-test I, and Il (p > 0.05).

Table 4-5-4: The Differences in Midwives' Knowledge with regard to

Years of Experience in Labour Wards (n=30)

Experience in Squares Square E p-
Variance Source df
Labour Sum Mean statistic value
Between Groups .076 3 .025
Pre-test
Within Groups .590 26 .023 1.117 .360
knowledge
Total .666 29
Between Groups .014 3 .005
Post-test | Within Groups 391 26 .015 299 .826
Total 405 29
Between Groups .047 3 .016
Post-test 11 Within Groups .946 26 .036 435 730
Total .993 29

Findings illustrated there were no significant differences in

midwives' knowledge towards the Lamaze method with regard to years of

experience in antenatal and labor wards at pre-test, post-test I, and Il (p >

0.05).



Training Courses (n=30)

Table 4-5-5: The Differences in Midwives' Knowledge with regard to

Training Squares Square = p-
Variance Source df
Courses Sum Mean statistic value
Between Groups .048 1 .048
Pre-test
Within Groups .618 28 .022 2.183 151
knowledge
Total .666 29
Between Groups .000 1 .000
Post-test | Within Groups 405 28 014 .018 .894
Total 405 29
Between Groups .000 1 .000
Post-test 11 Within Groups .993 28 .035 .009 .926
Total .993 29

Findings illustrated there were no significant differences in

courses in pre, the post I and Il (p > 0.05).

midwives' knowledge towards the Lamaze method with regard to training
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Chapter Five

Discussion of the Study Results

Healthcare providers (midwives) have a key role in pain
management. Midwives often use non-pharmacological measures (Lamaze
techniques) to facilitate comfort for women during labor (Aziato, 2017).
However, guidelines for use of these measures are commonly inadequate or
absent. The medical education implication of knowledge is important in
addressing the consequence of how the mother’s labor pain is going to be
managed. If the training is not comprehensive enough, there is a likelihood
of a discrepancy in labor pain management. Knowledge and barriers can
affect the quality of care provided to a pregnant mother in labor, especially
when pain during labor has to be addressed (Ramasamy, 2020).

Midwives knowledge questionnaire items towards Lamaze method,
using MCQ questionnaire's items technique for knowledge which were
classified into two categories responses, such as "Correct and Incorrect"
along studied (Pre and Post) periods due to application an educational
program for study group, as well as controlled group, are chosen for
comparisons significant.

Results of testing significantly with reference of the questionnaire's
items are reported mostly highly significant differences at p-value <0.05,
which assigned effectiveness of the studied educational program through
raising knowledge in the study group, and that enables to confirms
importance or successfulness of applying for the suggested program. And
vice versa when there are no significant differences at p-value >0.05 and it
IS not possible applying for the suggested program. This chapter
extensively introduces the outcomes of the research in tables and these

refer to the objectives of this report, which are as follows:



5.1.Socio-Demographic Characteristics
5.1.1.Midwives Age

Findings show participants' age, the mean age for midwives in the
study group is 29 (£8.21) and the mean age in the control group is 30
(£9.94), the ages 21-29 years old were recorded as the highest percentage
in both groups (46.7% and 53.3%) respectively. There were no significant
differences in age for both groups (p=0.062) which indicated the
homogeneity of the studied sample. Agnes et al. (2020), these findings
revealed that 36.7% of the study sample were aged (30 — 40) years old,
(and 53.3% of) the study sample their experience (of 10 years). Most
midwives show up at a young age due to, the delivery rooms needing to be
the workload. Moreover, The results of the study conducted in Baghdad
maternity hospitals revealed that the highest percentage (25%) of the nurses
midwives is (20-24) years old, (77.3%) (Hasan & Hussein, 2020).
5.1.2.Midwives Education Level

Respected to the education level, midwives in the study group
exhibited midwifery secondary school (50%), and in the control group
exhibited Diploma midwifery (50%). There were no significant differences
in both groups with regard to education level (p=0.167). The majority of
nurses midwives were diploma in Ethiopia (Getu et al., 2020). The
differences may be due to the difference in the size of the sample, as well
as the institutions that graduate with such an educational degree, as there
are no educational institutions in Ethiopia that graduate nursing schools.
5.1.3.Midwives Experience

In terms of experience, most of the midwives in the study and
control groups expressed 5-10 years of experience in the maternity nursing
field (90% and 83.3%) respectively. Half of the respondent in the study
group exhibited >3 years. While one-third of the respondent in the control

group exhibited >3 years. There were no-significant differences in both



groups with regard to experience in labor wards (p=0.109). These findings
Is supported by Zeleke et al. (2021), who demonstrated in their findings
that the nurses who are working in the antenatal hospital had 5-10 years of
experience and insufficient experience in deliveries room due to rotation
within the hospitals' units. The years of experience are significantly
associated with participants’ age (midwives who are young were
accompanied by a few in their years of experience).
5.1.4.Midwives Training Courses

In terms of training courses, it is obvious from the findings that the
majority of midwives were no attend training sessions in the study (73.3%)
and control (93.3%) respectively. There were no significant differences in
both groups with regard to training courses (p=0.741). These findings are
supported by finding from Debre Tabor Comprehensive Specialized
Hospital, Ethiopia. Depicted findings that (85.8%) were not attended
training courses related to non-pharmacological pain management due to

such topics are not included in the curriculum (Zeleke et al., 2021).

5.2.Midwives Knowledge towards Lamaze Method during
Labor

5.2.1.Midwives Knowledge towards Lamaze Method at Pre-Test for
both Groups (Study and Control)

A total of 39 multiple choice questions were used to measure the
knowledge of respondents regarding the Lamaze method and the mean
score was 65.1-78 as a greater level, 52.1-65 as a moderate level, and 39-52
as a lower level. In the current study findings, midwives expressed a poor
level of knowledge with regard Lamaze method at the pre-test period of
measurement for both the study group (M + SD=49.03 + 5.91) (table 4-2-2)
and control group (M £ SD=51.26 + 5.27) (table 4-3-2). These are

worrisome outcomes in healthy labor management.



There was no statistically significant difference between study (M +
SD= 1.25+0.151) and control (M + SD= 1.31+0.135) groups in the pre-test
period of measurement (t=1.540; p=0.129) with regards to knowledge
towards Lamaze method (table 4-4). With respect to the statistical mean,
the study results indicate that the midwives in the study group have poor
knowledge to the same degree as the midwives in the control group, which
means an evaluation of 60 midwives who had unsatisfactory knowledge
associated Lamaze method.

The deficit of knowledge regarding the Lamaze method among
midwives might be due to several reasons; the midwives do not develop
and update their knowledge continuously, most midwives who work in
health institutions (deliveries rooms) quit book reading so they do not
follow up and only indulge in practices, consequently, they became unable
to remember some information. Also, lack of training related to Lamaze
and the absence of such subjects in the academic curricula that graduate
midwives and nurses.

In agreement with current findings, Healy et al. (2020),
demonstrated in their findings that midwives with limited practices and
perspective reduce pain during the second stage of labor. The increase in
cesarean sections in India is because midwives are not well-qualified to
deal with labor stages (Choudhary et al., 2018).

Also, the findings were consistent with the findings of the study
done by SK Dnazigar (1979), which showed that nurses were found to offer
arbitrary and often inappropriate responses to birthing women that may
inhibit well-being, due to knowledge deficit.

The importance of movement to facilitate labor progress as well as
the lack of knowledge among nurses on the subject have contributed to
immobility. Amniotomy, oxytocin induction, and epidural anesthesia and

these interventions can interfere with movement and position changes,



necessitating immobility during labor which can increase the length of
labor followed by a complication. Knowledge plays a major role in
managing labor, and working to improve nurses’ knowledge is one of the
most important factors that maintaining reproductive health (Andrews &
Chrzanowski, 1990).

The findings of Begley et al. (2019), deals with how to preserve the
perineum intact during spontaneous birth. Midwives had an average ability
to keep the perineum intact because of their many training sessions.

The inadequate knowledge towards the Lamaze method or non-
pharmacological pain relieves during labor. The findings of Winslow &
Bhattacharjee (2017), confirmed the necessity of conducting training
programs to improve the knowledge and practices of midwives in labor
management.

Moreover, the poor knowledge associated with Lamaze (non-
pharmacological) pain management. Ramasamy (2020) and Zeleke et al.
(2021), confirmed that the training aspects should focus more on the
healthcare providers about various complementary and alternative therapies
for pain management in labor; healthcare providers understand the
importance of reduction of pain perception during labor and develop skills
in providing efficient practice for effective pain management during labor;
collaborate with governing bodies to formulate standard policies and
protocol to emphasize care during labor. Finally, to improve the curriculum
for non-pharmacological pain management during labor.

Midwives have a vital role in providing safe and effective care to
enhance the reduction of labor pain perception. This can be done by
motivating the midwives through continuous education training to
understand the importance of reduction of pain and develop skills in
providing efficient care for effective pain management during labor.

Educate the students about various complementary and alternative



therapies for pain management during labor and Encourage the students to

effectively utilize research-based studies.

5.2.2.Midwives Knowledge towards Lamaze Method at Post-Test for
both Groups (Study and Control)

In the current study findings, midwives expressed a good level of
knowledge with regard Lamaze method at the post-test period of
measurement (M £ SD=67.93+ 4.60) after the application of the education
program (table 4-2-2). While midwives in the control group expressed a
poor level of knowledge (M + SD=51.9 + 5.93) with regard Lamaze
method during the post-test period of measurement (table 4-3-2). These
findings mean effective with an education program, midwives in the study
group expressed a benefit.

There is a highly statistically significant difference between the
intervention (M £ SD= 1.74+0.118) and control (M = SD= 1.33+0.152)
groups at the post-test period of measurement (t-test= 11.696; p=0.000)
with regards knowledge towards Lamaze method (table 4-4). With respect
to the statistical mean, the study results indicate that there is an
improvement in the knowledge scores among the studied sample in the
study group after the application of the education program compared with
the control group.

The findings of the present study come consisting with the findings
Tabssum (2016), from Conference room of Sher-1-Kashmir Institute of
Medical Sciences SKIMS, Kashmir. The average time taken by the staff
nurses to learn Lamaze technique was 1 hour. On the 7" day of introducing
the treatment variable, a post —test to assess knowledge and skill using
same tools was conducted. The mean post-test knowledge (23.6) and skill
(102.3) scores were higher than the mean pre-test knowledge (18.03) and
skill (55.3) score at 0.05 level of significance. The study findings revealed

that staff nurses had low level of knowledge and skill regarding Lamaze



technique and that there was improvement in the knowledge and skill of
staff nurses regarding Lamaze after the administration of PTP.

Also, the findings come in line with findings from Bhopal district in
Madhya Pradesh. The experimental group was given video-assisted
teaching as an intervention and the control group was used for comparison
only. The data were analyzed with the help of descriptive and inferential
statistics. The study clearly shows that there was a significant gain in
knowledge of staff nurses in the experimental group with video-assisted
teaching which emphasizes that nonpharmacological interventions during
the first stage of labor are safe and improve maternal and fetal outcomes.
Therefore the staff nurses can be benefited from video-assisted teaching to
improve their knowledge and practice of non-pharmacological
interventions during the first stage of labor and they can practice these
interventions in the clinical areas in the future (Nagvanshi & Linson, 2020).

Moreover, findings from Baghdad Maternity Hospitals revealed that
the skilled midwives and there is a significant correlation between pretest
and posttest periods after the implementation of an education program for
nurse-midwives regarding knowledge about labor pain and non-
pharmacological management in reducing labor pain in pregnant women
(Hasan & Hussein, 2020).

The study showed that there was a significant improvement in the
knowledge scores after the administration of a structured teaching program.
Hence it can be concluded that the structured teaching program was
effective in improving the knowledge of staff nurses on alternative and
contemporary modalities of pain relief during the first stage of labor
(Amul, 2020).

There is an accepted hypothesis that states (There were significant
differences in midwives' knowledge between the study group and control

group), midwives in the study group achieved considerable benefit from the



education program concerning the Lamaze method. The education program
caused a significant effect on the knowledge of midwives in using Lamaze
approaches. Health directorate and Decision-makers need to be adopted
those findings underlying the study phenomenon. Likewise, Indra (2016),
accepted his hypothesis, which was the mean post-test knowledge scores of
the midwives regarding the modified Lamaze method were significantly
higher than the mean pre-test knowledge.

Based on this regard, the rate of midwives who were willing to give
support during labor by the Lamaze techniques was 86.7%, also, those
knowledge levels were not influenced by the passage of time (t=1.427;
p=0.164) (table 4-2-6). Therefore, it demonstrated that an important ratio
of midwives will attend and benefit from training programs designed for
them. However, studies have also achieved high rates of improving
knowledge, and it is recommended that such programs be conducted on a
large scale for reproductive health (Tabssum et al., 2013; Nagvanshi &
Linson, 2020; Amul, 2020; Hasan & Hussein, 2020).

From the other side, according to the outcome of the evidence-
based study: antenatal education towards Lamaze techniques has important
clinical benefits for women both during pregnancy and in the postpartum
period and all pregnant women should receive this education (Cankaya &
Simsek, 2021).

By the effectiveness of education program regarding pain
management (Lamaze). It is recommended in-service education for the
nurses- midwives' regarding knowledge of the current evidence, and
provides experience in the skills necessary to fulfill their responsibility to
support pain management during labor training primary health care nurses
in improved pain management is an important part of multi-faced approach
towards improving and helping women's to reduce pain during labor
(Hasan & Hussein, 2020).



Lamaze breathing training combined with the nursing intervention
was effective for ameliorating the process and outcomes of childbirth in
primiparae and deserves to be promoted and applied in clinical practice
indeed showed a positive influence on the process and outcomes of
delivery by increasing the natural delivery rate, shortening labor endurance,
relieving pain, and reducing postpartum hemorrhage (Wu et al., 2021).

The importance of improvement of knowledge and skill of staff
nurses regarding the Lamaze technique is supported by the study done by
Hardin and Buckner (2004), that showed that patients found the help of an
experienced staff nurse with knowledge of the Lamaze technique
important. Many were willing to change care providers to gain support for
their desire for an un-medicated birth.

The findings were found similar to the findings of the study done by
Tabssum Irshad et al (2013) that reveals, "when labor birth nurses are asked
to support an un-medicated birth, some are unprepared to assist and express
concern about a woman’s choice implying woman would be ‘better off
with aesthesia or medication”. Further, education may give healthcare
providers further knowledge in assisting a woman who chooses un-
medicated labor and birth.

One of the study evaluated the effectiveness of the Lamaze method,
a method of natural childbirth that implies having one’s baby the natural
way, that is, in a relaxed attitude, without anesthesia or analgesics and
without any mechanical aid to birth and reported that majority (45%) of
women who were taught Lamaze method were prepared and managed well
during their childbirth (lyengar & lyengar, 2004).

In our study by the importance of the Lamaze method, Nurse and
midwives educators should pay more attention towards teaching the
Lamaze technique to student nurses at their graduate and postgraduate

levels. The lamaze technique should be included in the curriculum along



with other antenatal exercises. Awareness needs to be generated among the
student nurses regarding the importance of the Lamaze technique in
reducing maternal and fetal complications during the labor process. Nurse
educators need to organize short-term training programme or workshops on
the Lamaze technique for the staff nurses working in the antenatal ward
and labor room.

Research has a vital and significant role in nursing in terms of
quality and cost-effective service. The Lamaze technique of childbirth
preparation can be considered one of the quality and cost-effective services.
Emphasis should be given to the publication of research findings on the
Lamaze technique in professional journals, periodicals, and books to
disseminate the research-based evidence for introducing the practice of the
Lamaze technique.

Moreover, Staff nurses and midwives working in the antenatal ward
and labor room should be able to demonstrate their ability in providing
need-based care including Lamaze techniques. Quality nursing care
depends on the skill and knowledge of the staff. Staff midwives must keep
updated with the latest development and trends in field so that provides

quality-nursing care related to labor.
5.3.Socio-Demographic  Variables influencing Midwives'
Knowledge towards Lamaze Methods before and After

Education Program
5.3.1.Midwives Knowledge and Age
The analysis of variance illustrated there were no significant
differences in midwives' knowledge towards the Lamaze method with
regard to age groups (p > 0.05) (table 4-5-1). These results mean that there
Is no difference in knowledge for the young or old midwives, meaning that

working on the age variable in improving knowledge is not feasible.



These findings are supported by Geranmayeh et al. (2011), the age
of respondents has not influenced their knowledge towards pain
management through the use of non-pharmacological management during
labor. If we replace the large ages of midwives with younger ages or vice
versa in the maternity wards, it does not improve their knowledge of
managing the mother during labor.
5.3.2.Midwives Knowledge and Education Level

Findings illustrated there were no significant differences in
midwives' knowledge towards the Lamaze method with regard to education
level (p > 0.05) (table 4-5-2). With this result, all educational levels can be
included in the educational program, and midwives cannot be taken into
consideration for school nursing, diploma, and BSc.

Knowledge does not differ at different educational levels because
the Lamaze method is not covered in the academic curriculum. Therefore,
relying on the educational level does not improve their knowledge. It needs
to be cooperating with the Ministry of Education to include pain
management using the Lamaze method in all academic levels at the
diploma and bachelor levels. There was no significant correlation between
nurses' knowledge and their education level with regard to non-
pharmacological pain management during labor because the different
education levels (BSc and Diploma) had the same level of knowledge,
which means the education level did not affect the pain management (Jira
et al., 2020).
5.3.3.Midwives Knowledge and Years of Experience

Findings illustrated there were no significant differences in
midwives' knowledge towards the Lamaze method with regard to years of
experience (p > 0.05). also, no significant differences in midwives'
knowledge towards the Lamaze method with regard to years of experience

in antenatal and labor wards (p > 0.05). These findings consisting with the



findings of Yadav and Dhanawade (2020), showed that the midwives
knowledge is no associated with their years of experience. The years of
experience not influenced knowledge towards Lamaze methods because
this topic is not applied in hospitals and midwives do not work on it.
5.3.5.Midwives Knowledge and Training Courses

Findings illustrated there were no significant differences in midwives'
knowledge towards the Lamaze method with regard to training courses (p
> 0.05). Also, training courses on such technologies (Lamaz) were not
conducted due to the lack of training trainers. The majority of the
respondent in the study of Zeleke et al. (2021), were not trained and those
make insignificant associated with pain management-related labor. Also, in
the study of Rabea'a (2010), there was no significant association between
knowledge regarding labor management and midwives' number of training,
as the knowledge depends on intensive courses of training and also needs

to follow up in their application in the field of work.
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Chapter Six

Conclusions and Recommendations

6.1. Conclusions

In view of the findings and their discussion, this quantitative study

adopts a pre-post-tests approach to midwives' knowledge towards the

Lamaze method and concludes that:

6.1.1.

6.1.2.

6.1.3.

6.1.4.

6.1.5.

Before the implementation of the educational program, the results of
the present study reveal that the midwives® knowledge about the
Lamaze method has become clear that the majority had poor
knowledge.

The study concludes There are no differences in knowledge scores
between the study and control groups in the pre-test.

There were improving in midwives' knowledge after the post-test for
the study group due to the educational program concerning the
Lamaze method. While the control group did not present any
improvement in their knowledge at post-test.

Training the midwives staff by the implementation such education
program which indeed helps to develop their knowledge.

Thus accepting the research hypothesis, and demonstrating that the
midwives in the study group achieved considerable benefit from the

education program regarding the Lamaze method during labor.
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6.2. Recommendations

According to the findings and stated conclusions, the following

could be recommended for future work:

6.2.1.

6.2.2.

6.2.3.

6.2.4.

6.2.5.

Provide opportunities for the health care providers to attend training
programs on complementary and alternative therapies for pain
management during labor and improve the curriculum for non-
pharmacological pain management during labor.

Collaborate with governing bodies to formulate standard policies and
protocols to emphasize the Lamaze method in pain management
during labor.

Arrange and conduct workshops, conferences, and seminars on
Lamaze methods to reduce labor pain perception.

More research and effective utilization of study findings on labor
pain management.

Further studies need to be conducted to involve a large sample to
teaching pregnant women on how to apply Lamaze techniques

during labor.
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Appendix B1

Preliminary Study

The objective of this assessment is to assess the need for midwives for
the program. The data have been collected from (10) midwives who are
working in delivery rooms at Obstetrics and Gynaecology Teaching Hospital.
Each midwife has been given (10-15) minutes to respond to the instrument.
The answers to questionnaire items were (true and false) for each item and the

results as shown below:

Level of knowledge Frequencies Percentage %
Fail (<59) 8 80.0

Moderate (60-69) 2 20.0
Good (>70) 0 0.0
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Preliminary Assessment Tool

Assessment Needs of Midwives toward Lamaze method during
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Figure [ 1] https://www.bing.com/images/blob?bcid
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Figure 2 from [7].
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Figure (16) from [6]. Figure (17) from [6].

Figure (18) from [6].
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Figure (20) : A from [6], B from [1]
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Appendix D1
Questionnaire of the Study- Arabic
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Appendix D2

Questionnaire of the Study- English

PART - |
Instructions:

The following statements relate to the demographic and
occupational variables of the participants.

Please mark the answers that you think are appropriate. The
obtained information will be kept confidential. The information
collected will be used for the purpose of scientific research only.

Code No: Date:
1. Age (in years)
2. educational level:

1. Diploma in midwifery

2. midwifery secondary school

3. Number of years worked in hospital

4. Number of years working in the antenatal / labor ward:

5. Have you participated in a training course on nursing care for
pain during labour ¢

. Yes No



- If the answer is (yes): the number of courses
* Place of courses:

inside Iraq outside Iraq

PART - 11
Midwives' knowledge of the Lamaze method during labour.

* Read the questions carefully, and please put a check mark (\) in
the space to get the appropriate answer.

Choose the correct answer for each paragraph and the necessity of not leaving a question, please

No. | Question Answer

1. Which of the following paragraphs is a 28 weeks
correct regarding the normal duration of | b 32 weeks
pregnancy? C. 36 weeks
d 40 weeks.

2. Normal labor is known as: a. It is the expulsion of viable products of

conception through the vagina.

b. It is the expulsion of viable products of
conception through the uterus

c. It is the removal of viable products of
conception through the abdomen.

d. It is the expulsion of products of
conception before 28 wks.

3. How many stages are there in normal a. five stages
labor? b. four stages
c. three stages
d. six stages




4, The first stage of labor starts with the a. Cervical effacement
onset of: b. True uterine contractions
c. Rupture of membranes
d. bloody Show (mucous plug)
5. Which of the following paragraphs is a. Pain is from the abdomen, back, and then
correct in terms of the true characteristics | thigh
of labor pain? b. Pain is from the back, abdomen, and then
thigh
c. Pain is felt over the lower abdomen and
then thigh
d. Pain is felt from the lower back to thigh
6. Which of the following is a major a. The stretching of the perineal tissue.
contributor to pain in the first stage of b. The constriction of the blood vessels.
labor? c. The anoxia to the cells.
d. The pressure of the fetal presenting part
against the tissues.
7. Which of the following is not a technique | a. Breathing techniques
of the Lamaze method? b. Focusing and imagery
c. Relaxation
d. transcutaneous electrical nerve
stimulation (TENS).
8. The most important aspect of nursing care | a. aseptic management
during the first stage of labor is: b. psychological support
. minimizing labor pain
d. maintaining body temperature
9. What the midwife should do first whena | a. assess severity of pain
woman complains of labor pain is: b. administer anesthetics
c. inject analgesics
d. conduct delivery
10.| Which of the following factors can make . bitter experience of previous pregnancy

labor pain worse:

. having an abnormal pregnancy
. low knowledge
. all of the above
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11.| Which of the following parts contains a. cerebrum
special neurons that make up the neural b. cerebellum
gateway through which pain stimuli pass | c. spinal cord
to the brain d. medulla oblongata
12.| The Lamaze method means : a. Medical interventions
b. Medical interventions along with other
methods
c. Methods other than medical interventions
d. Pain relief methods
13.| How does Lamaze method during labor a. By blocking pain receptors
help in minimizing labor pain? b. By blocking pain modulation gate
c. By blocking nerve impulses
d. By using medical interventions
14.| The Lamaze method involves: a. breathing and relaxation
b. massage therapy
c. focusing or imagery
d. all of the above
15.|  Which of the following paragraphs is one | a. Labor should begin on its own, not be
of the basic principles of the Lamaze artificially induced.
method? b. Women should be able to move about
freely during
labor, not be confined to bed.
c. Women should receive continuous
support during labor.
d. All of the above
16.| Among the advantages of the Lamaze a. Low cost
method during labor are: b. Effective method
c. A non-surgical procedure
d. All of the above
17.| Relaxation techniques in any way that help | a. relax

the pregnant woman to:

b. reduce pain and anxiety level
c. attain a state of increased calmness
d. all of the above




18.| One of the most effective pre-labor a. deep breathing
relaxation techniques is: b. hot compresses
c. cold compresses
d. music therapy
19.| Which of the following types of breathing | a. Slow-Paced Breathing
patterns are used in the Lamaze method | b. Patterned-Paced Breathing
during labor? c. cleansing breathing
d. all above
20.| How many levels of breathing are used in | a. 3 levels
the Lamaze method: b. 6 levels
c. 10 levels
d. 5 levels
21.| All levels of the Lamaze Breathing a. Slow-Paced Breathing
Technique begin and end with: b. Patterned-Paced Breathing
c. cleansing breathing
d. deep breathing
22.| How can breathing exercises during labor | a. relieves anxiety and pain
be beneficial for a mother: b. relaxes the mother
c. redirects the mother
d. reduces pain
23.| How are breathing exercises beneficial to | a. decreases APGAR score
the fetus? b. decreases fetoplacental circulation
c. provides more oxygen to the baby
d. leads to fetal distress
24. What is the ideal time to do breathing a. at the end of each contraction
exercises at all levels during labour? b. at the beginning and end of each
contraction
c. at the beginning of each contraction
d. in between contractions
25.| How much does a woman's respiration rate | a. At a rate of 4-7 breaths per minute

in the first level of the Lamaze method
respiration patterns¢

b. At a rate of 3-5 breaths per minute
c. At a rate of 6-9 breaths per minute
d. At a rate of 12-24 breaths per minute




26.| What is the respiratory rate of a woman in | a. At a rate of 40-50 breaths per minute.
the fifth level of the Lamaze method of | b. At a rate of 60 breaths per minute.
breathing patterns¢ c. At arate of 20-30 breaths per minute.
d. At a rate of 70 breaths per minute.
27.| What is the sequence of breathing patterns | a.cleansing breath, level 1 breathing, level 2,
when contractions begin? level 3.
b. level 1 breathing, level 2, level 3,
cleansing breath.
C. cleansing breath, level 1 breathing, level
2, level 3, cleansing breath.
28.| What is the sequence of breathing patterns | a. shift down to level 3 breathing, level 2,
when contraction is lessening? cleansing breath.
b. shift down to level 2 breathing, level 1,
cleansing breath.
c. shift down to level 1 breathing, level 2,
cleansing breath.
29. When should a pregnant woman use level | a. When the uterine contractions are the
4 of breathing levels during labor? longest and the strongest.
b. When uterine contractions decrease.
¢. When uterine contractions begin.
d. Between uterine contractions.
30.| Which of the following paragraphs is one | a. speeds the rate of labor
of the benefits of walking or sitting b. delays labor
upright: c. leads to premature delivery
d. leads to malpresentation of the fetus
31.| Which of the following paragraphs is a. enhance uterine blood flow

considered one of the benefits of
changing the position and movement of
the mother during labor:

b. prevents muscle spasms
C. speeds up the rate of labor
d. prevents fetal descend




32.

effleurage is defined as:

a. Muscle stroking

b. Light pressure on the muscles of the body
c. Strong abdominal massage

d. Light superficial touch of the abdomen,
back, and thigh

33.

effleurage is considered one of the
techniques:

a. distraction technique

b. Recovery method

c. deep palpation technique
d. direct percussion technique

34,

effleurage helps in minimizing labor pain
by :

a. stimulating release of endorphins

b. blocking the production of adrenaline
c. promoting uterine contractions
d.promoting muscle relaxation

35.

Focusing or Imagery is mean:

a. Move freely during labor.

b. Use of complementary or herbal remedies
c. Distracting the attention from the pain and
directing it to another stimulus such as
massage, or music.

d. Changing position

36.

What is the main principle of Focusing or
Imagery?

a. keeping sensory input from reaching the
cortex of the brain.

b. Women should receive continuous
support during labor.

c. No routine interventions such as
intravenous fluid are needed.

d. Labor contractions aren't painful

37.

The best type of breathing during the
second stage of labor is:

a. slow-paced breathing

b. deep breathing

c. The fifth level of breathing patterns.
d. Patterned-Paced Breathing

38.

Reasons why a woman is not encouraged
or allowed to push during labor:

a. Rupture of the amniotic membranes

b. The cervix is not fully dilated

c. Complete effacement of the cervix

d. Increasing regular uterine contractions




39.

Which of the following is a good position
for the mother when pushing during
labor:

a. squatting, sitting upright position
b. supine position

c. all fours position

d. standing position
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