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ABSTRACT

Background During qualitative improvement work, the
statistics at the hospital reveal prolonged labour as one
of the major causes of secondary fear of childbirth (FOC).
The aim of this improvement work was to develop and
implement a care process for prolonged labour to prevent
secondary FOC.

Materials and methods To explore the factors

behind secondary FOC among multiparous women,

a follow-up of referral reasons for 600 women with
severe FOC was made between 2015 and 2017 ata
Swedish University Hospital. In the group with the most
common factor, namely prolonged labour, 41 women
were interviewed. From their answers, further research
and existing professional knowledge, a care process

to prevent secondary FOC was designed, ‘Time-out in
prolonged labour’ (the Time-out). To improve the quality
of the care process, the functional resonance analysis
method was used. The findings from the interviews were
categorised into three themes: lack of involvement; lack of
communication and information; and lack of care plan. The
women explained that if these areas had been fulfilled, it
may have reduced their FOC.

Result To prevent the above-mentioned themes, ‘Time-
out in prolonged labour’ was developed with supporting
factors such as gathering the interprofessional team,
collecting information, dialogue within the team and the
involvement of the women when deciding the care plan.
Result after implementation shows a reduction of referral
reason due to prolonged labour for women with severe
FOC from 28% in 2016 to 8.5% in 2020.

Conclusions The Time-out is a good model to prevent
secondary FOC. Central aspects of the model are to
ensure women’s involvement, good communication and
a documented care plan for women in prolonged labour.
The supporting factor of interprofessional teamwork is of
importance when using the Time-out in practice.

INTRODUCTION

The goal for maternity care worldwide is
a safe outcome and positive birth experi-
ence for women,1 which is also relevant to
the quality improvement project presented
here. The background statistics at the partic-
ipating hospital revealed prolonged labour
as one of the major causes of secondary fear
of childbirth (FOC) in women. Secondary
FOC occurs in multiparous women with a
previous traumatic birth® and/or previous

WHAT IS ALREADY KNOWN ON THIS TOPIC

= The strongest predictor for fear of childbirth (FOC)
in parous women is a negative previous birth ex-
perience or operative birth. A common birth com-
plication related to a negative birth experience is
prolonged labour, so it is important to find caring
factors to prevent secondary FOC when that situ-
ation occurs.

WHAT THIS STUDY ADDS

= This quality improvement work provides a care
model, ‘Time-out in prolonged labour’ to prevent
secondary FOC. We also found that well-functioning
teamwork is of great importance and listening to
each other with respect for each other’s compe-
tence is crucial. In a well-performed Time-out,
where the woman shares her preferences and in-
formation about her capacity, all perspectives of the
situation are on the table. This enables well-founded
decisions.

= Time-out in prolonged labour: development of a care
model to prevent secondary FOC.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= This work can be used to improve care in labour
when prolonged labour occures. It can also be stud-
ied in different contexts.

negative birth experience.” FOC prolongs
the latent phase, so the time to the active
phase of labour extends and increases the
risk of caesarean section.? A systematic review
shows that the strongest predictor for FOC
in parous women is a negative previous birth
experience or operative birth. One aspect
related to a negative birth experience is
prolonged labour.* Fearful labour experi-
ence may contribute to the risk of developing
postpartum depression and may negatively
impact the upcoming childbirth.” Therefore,
there was a need for a specific care process
to prevent secondary FOC associated with
prolonged labour. This process work is part of
the participating hospital’s strategy for quality
improvement in healthcare.’
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There are different methods to discover and treat
FOC worldwide and comparisons between countries
are therefore problematic. The most validated tool is
Wijma delivery expectancy/experience questionnaire
(W-DEQ), a questionnaire to discover and evaluate the
level of FOC as mild, moderate, severe or phobic fear.
Intense FOC is usually described as a fear that influences
women'’s daily life.” During the past 25 years in Sweden,
women with a severe FOC have been offered counselling
at specialised clinics staffed by midwives.” The midwives’
counselling of women with an intense FOC is described
as ‘striving to create a safe place for exploring the FOC’.”
The quality improvement presented here was based on
statistics and interviews from such a clinic at the partici-
pating hospital.

Prolonged labour or dystocia is a common birth compli-
cation. The prevalence of prolonged labour, according
to a Swedish study, is 35.6% for primiparous women
and 10.2% for multiparous women.” One explanation
is that anxiety and stress increase the level of epineph-
rine, leading to impaired uterine activity which, in turn,
prolongs the labour.'” Women with prolonged labour
score significantly lower in the category’s own capacity
and perceived safety in a Norwegian study.11 Prolonged
labour and operative deliveries including caesarean
sections and other interventions can be reduced, and the
birth experiences could be improved, if women receive
continuous support during the birth."?

The goal of the labour department presented here is to
provide continuous support during labour from health
professionals, midwives and assistant nurses. It is consis-
tent with findings from a systematic review about FOC
that demonstrate the importance of creating woman-
centred birthing environments, where women can feel
free and secure during birth.*"?

However, prolonged labour will always occur to avarying
extent and it’s important to have a good work process
for when it does. At hospitals in Sweden, midwives are
responsible for healthy women with normal labour and
birth. When a complication occurs it’s the obstetricians
who are responsible for the patient, but the midwives
are still involved in the care as part of a team with the
obstetricians.

Involvement in the care and decision-making can be
hampered for women with prolonged labour. Studies
show that women in prolonged labour agree that their
ideals might no longer be feasible and that their choices
are restricted. However, open and respectful communi-
cation between women and care professionals is essential
when making decisions.* 1° Therefore, support and the
involvement of the woman in care is of importance for
reducing the risk of prolonged labour and FOC.

Aim
The aim of this work was to develop and implement a care
model, for prolonged labour to prevent secondary FOC.

Design and settings

This quality improvement work’ was performed in two
steps. The first phase, data collection, took place in the
obstetric department at a University Hospital in Sweden
between 2015and 2017. First, a care model for prolonged
labour was developed at the participating hospital based
on professional knowledge and research. Then, the
Time-out was tested in practice by using functional reso-
nance analysis method (FRAM)."® To develop quality in
healthcare and get a deeper understanding of its patient
processes, the FRAM can be useful.'® Furthermore, it can
be used in analysing the performance of different work
moments (functions) and how they are interrelated and
dependent on each other. Still, implementing new work
processes in healthcare is difficult because of the need for
behavioural change to improve compliance. In a complex
setting such as healthcare, ‘work as done’ in close patient
care will often differ from ‘work as imagined’. The FRAM
method can be used to analyse the variability of situations
and functions and how that might affect the implementa-
tion of a new care process.'®

Follow-Up referrals

To explore the factors behind a secondary FOC among
multiparous women, a follow-up of referral reasons to
the clinic for women with severe FOC was made (n=600).
The referrals were sorted based on the reason and the
numbers in each group. The largest group, 28%, had a
history of prolonged labour, see figure 1.

Interviews

Overall, 41 women from the largest referral reason group

were interviewed when they attended the hospital for

therapeutic consultation. During the structured inter-

view, two questions were asked:

1. What do you think is the main reason for your fear of
the coming childbirth?

2. What could we have done at the hospital, during your
first childbirth, to prevent the fear you feel now?

The answers from the interviews were categorised into

three themes: lack of involvement; lack of communica-

tion and information; and lack of care plan. The women

Most common referral reason in women with
severe fear of childbirth

Prolonged labour  EEEEE——
Emergency caesarean section

Lack of support during labour

"
|
Unbearable pain I
Vacuum extraction [NNEG__g
Unusually rapid labour G
|

Sphincter rupture

0% 5% 10% 15% 20% 25% 30%

Figure 1 Referral reasons for severe fear of childbirth.
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explained that if these areas had been addressed, it may
have reduced their FOC.

Some examples of citations from the women about
involvement were:

‘I had wanted to be involved in decisions’, ‘I know my
own body’, ‘I wish you had asked and told me more’ and
‘I became someone whom one decided upon, over my
head’.

Communication and information issues were described
as:

‘I wanted open communication’, ‘I would like a more
affirmative and supportive attitude’, ‘Please rely on what
the patient says’ and ‘A more reassuring information
about what’s going on’.

Issues surrounding a lack of care plan were described
as:

‘I wanted to get an explanation and a time limit’ and ‘I
lacked a time limit, thought it would never end’.

Design of the care process for prolonged labour
An interprofessional group developed the care process
based on the interviews and designed it in a structured
way. To address the themes: lack of involvement; lack of
communication and information; and lack of care plan,
the model was designed to identify supporting factors and
prevent the issues that the women had described. This
information together with current research’ **#'#1*15 and
professional knowledge from midwives and obstetricians
formed the basis for the model.

Testing the care process at the labour department
The care process was practically tested in the labour
department of a Swedish University Hospital in 2016.

Evaluate with patients

Three women, who experienced the Time-out, were inter-
viewed early in the implementation phase to contribute
to its improvement.

Further development and implementation

The FRAM was used to follow-up on the implementation
and to find success factors for further improvement of
the Time-out in 2017. These success factors were used
in the training of staff and further implementation of
the Time-out. FRAM was used to reconcile differences
between ‘work-as-imagined’ and ‘work-as-done’. The data
required to develop the Time-out was collected through
interviews with obstetricians, midwives and assistant
nurses and documentation of the procedure. The FRAM
identified activities and functions forming the process
and how the different activities (aspects) are intercon-
nected in the care process.

RESULTS

Care model

A care model was developed, ‘Time-out in prolonged
labour’, to ensure that caring factors that may be
protective against secondary FOC are used, see table 1.
When prolonged labour occurs, the midwife initiates
the Time-out and gathers the interprofessional team
to explore the whole picture of the situation; then, the
woman shares her preferences and information about
her capacity. The team members communicate with
the birthing woman and involve her with the different
options. The participants in the team listen to each other
and use the team’s accumulated knowledge. The shared
care plan, with understandable time limits for the woman,
is documented in the patient chart.

During interviews with three women who experienced
the Time-out model, three success factors emerged:
decided time plan, good communication and being
listened to.

Implementation
To improve the quality and reduce the undesirable vari-
ation in the performance of the model, an analysis was

Table 1 Model of Time-out, steps 1-4 in prolonged labour

1 Gather the team—teamwork when prolonged labour occurs. The midwife is responsible for calling the team but the
obstetrician or the senior responsible midwife of the ward can initiate Time-out when needed. The assistant nurse

stays with the patient

2 Collect information. The midwife reports the situation according to Situation, Background, Assessment and

recidmmendation (SBAR)%®
S—Situation, the reason for Time-out

B—Background, medical history and risk factors

A—Current situation; fetus presentation, external palpation of the fetus, station, progress, status of contractions,
condition of the fetus, cardiotocography, communication and relation with the woman—need for an interpreter, signs of

fear or stress/signs of security and a calm atmosphere

Actions are taken; position changes, emptied bladder, augmentation, woman’s capacity, fatigue, nutrition and pain

management
Dialogue in the team

3 Involve the woman and her partner/relatives. The team gets together with the patient and makes an assessment

R—Do a plan together

4 The plan is documented with a time plan for follow-up, usually by an obstetrician
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Figure 2 Time-out model (functional resonance analysis
method). The letters denote different aspects that are
essential for performing each function (activity) and that are
themselves functions performed in the Time-out process.

C, control (something that rules what should be done); |,
input (the output from another function starts a down-stream
function); O, output (the result of a function); P, precondition
(something that must be done before the functions can be
started).

made according to FRAM and important success factors
were identified, as depicted in figure 2. The success factors
according to FRAM were: assessing the labour progress,
initiating the Time-out, calling the team, securing the
team’s competence, exploring the situation, involving the
patient, ensuring a shared team vision and documenting
a plan with the decisions. Failure to implement success
factors reduced the utility of the model for improving
care. Various reasons such as high workload, work culture
and lack of experience affected implementation success.

Employees who were interviewed emphasised the
importance of wellfunctioning teamwork with mutual
respect. Taking time to listen to each other with respect
for each other’s competence within the team influences
the outcome.

Follow-up referrals
Result shows a reduction of referral reason due to

prolonged labour to the clinic for women with severe
FOC from 28% in 2016 to 8.5% in 2020.

DISCUSSION

Our finding suggests that it is useful to develop and
implement a care model for prolonged labour to prevent
secondary FOC. A group of women with secondary FOC
explained the causes for their fear. As a result, three main
themes related to FOC were highlighted, namely, lack of
involvement; lack of communication and information;
and lack of care plan.

To prevent upcoming fear, we found the Time-out to
be a useful way of working. The model was designed to
ensure involvement, communication of information
and a shared care plan when prolonged labour occurs.
Women who participated in the Time-out described that

they had experienced a decided time plan, good commu-
nication and being listened to.

In addition, we realised implementing a care process
in a large labour department setting is demanding. The
interviews with the staff revealed that ‘work as done’ in
close patient care will often differ from ‘work as imag-
ined’. The importance of teamwork when prolonged
labour occurs, as shown in the Time-out model, has not
been previously studied, as far as we are aware.

The Time-out can reduce the undesirable variation of
care during prolonged labour. Moreover, this model is in
line with the Swedish law, Patient Act (2014:821), which
has strengthened the patient’s position and the opportu-
nity to be more involved in their care. Furthermore, the
relationship between the midwife and the woman and her
partner is a central dimension in midwifery guidelines'”'®
and the framework for care,' which is strengthened by
the Time-out model.

The findings, regarding our Time-out in prolonged
labour consisting of support, women’s involvement,
a plan with time limits during prolonged labour and
woman-centred care'” are consistent with previous studies
about factors associated with reduced prolonged labour
and reduced FOC.* "

Moreover, to be more involved in decision-making, the
interviewed women in this work described their need for
information about the situation and the possible options.
This is consistent with Elwyn et al,*” where the three steps in
shared decision-making are described, namely choice talk,
options talk and decision talk. The information must be
accurate, evidence based and understandable. It is important
to consider and support patients’ preferences when making
decisions regarding prolonged labour.” In childbirth situ-
ations, decisions may need to be taken urgently. Shared
decision-making can be difficult in acute situations. However,
the patient seems to place more value on being involved in
the process of decision-making than on who makes the deci-
sions."*?' In a well-performed Time-out, all perspectives of
the situation are on the table, and this enables wellfounded
decisions. Therefore, the improvement of teamwork in
healthcare is crucial to increasing patient safety and better
outcomes.” Lack of time, hierarchy and work culture in
obstetric care can influence teamwork negatively, which was
a problem in our study and also described by Nieuwenhuijze
et al™ In addition, research has shown that strengthening
interprofessional teamwork improves patient outcomes and
reduces the frequency of medical errors.” ** Team members
must have good competence in their various professions.

It is always challenging to implement a new care process
in a hospital setting. A new process can contribute to poor
performance if a deeper understanding of the purpose of
certain functions is missing, even when the work process is
developed together in a multidisciplinary team.” When
a new policy or procedure is defined, there is often a gap
between ‘work as imagined’ and ‘work as done’ due to a lack
of compliance and understanding of potential benefits. The
FRAM was a suitable method to evaluate how the Time-out
model worked in practice. Identifying success factors and
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raising awareness of their importance had a positive effect on
the outcome.

Undoubtedly, the number of referrals, to the clinic for
FOC, with a history of prolonged labour has decreased after
implementation of the model.

For that reason, the Time-out is suggested to be useful
to manage prolonged labour. However, it is important to
promote a safe and trustful birth environment and compre-
hend the birthing woman holistically and identify what might
disturb the birth process.'”” '® This may prevent prolonged
labour from occurring.

Limitation
This article describes an improvement work and needs to be
studied in a research project.

Further research

Interprofessional teamwork has not been described in earlier
research about prolonged labour and FOC. For this reason,
these findings need to be studied.

CONCLUSION

This quality improvement carried out at a labour ward at
a Swedish University Hospital suggests that ‘“Time-out in
prolonged labour’ is a good model to prevent secondary
FOC. Central aspects of the model are to ensure women’s
involvement, good communication and a documented
care plan for women in labour. The supporting factor
of interprofessional teamwork is of importance when
using the model in practice. More research is needed for
further implementation of the model at labour wards.

Acknowledgements Thanks to the women who have contributed with their birth
experiences to this work. Thanks also to the staff at the clinic for fear of childbirth
and the improvement team for the Robson 1 group.

Contributors A-KR is responsible for the overall content. A-KR and LB were the
principal performers of this imrovement work and were responsible for the writing
of this manuscript. TB and IL contributed with their expertise and helped to revise
the manuscript.

Funding The authors have not declared a specific grant for this research from any
funding agency in the public, commercial or not-for-profit sectors.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants. Ethics approval is
not needed for improvement work. This improvement work was approved by the
management of obstetric department at Sahigrenska University Hospital. Written
consent is not needed for improvement work. This improvement work was approved
by the management of obstetric department at Sahlgrenska University Hospital.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement All data relevant to the study are included in the
article or uploaded as online supplemental information.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

REFERENCES
1

2

10

20

21

22

23

24

WHO. WHO recommendations Intrapartum care for a positive
childbirth experience; 2018.

Sydsjoé G, Angerbjoérn L, Palmquist S, et al. Secondary fear of
childbirth prolongs the time to subsequent delivery. Acta Obstet
Gynecol Scand 2013;92:210-4.

Nilsson C, Lundgren |, Karlstrdm A, et al. Self reported fear of
childbirth and its association with women's birth experience and
mode of delivery: a longitudinal population-based study. Women
Birth 2012;25:114-21.

Dencker A, Nilsson C, Begley C, et al. Causes and outcomes in
studies of fear of childbirth: a systematic review. Women Birth
2019;32:99-111.

Waldenstrdm U, Hildingsson I, Rubertsson C, et al. A negative birth
experience: prevalence and risk factors in a national sample. Birth
2004;31:17-27.

Bergman B, Klevsjo B. Quality from customer needs to customer
satisfaction. 3 ed. Lund, Sweden: Studentlitteratur AB, 2010 . : 658
p20101005.

Areskog B, Uddenberg N, Kjessler B. Fear of childbirth in late
pregnancy. Gynecol Obstet Invest 1981;12:262-6.

Wulcan A-C, Nilsson C. Midwives' counselling of women at
specialised fear of childbirth clinics: a qualitative study. Sex Reprod
Healthc 2019;19:24-30.

Nystedt A, Hildingsson I. Diverse definitions of prolonged labour
and its consequences with sometimes subsequent inappropriate
treatment. BMC Pregnancy Childbirth 2014;14:233.

Hosseini Tabaghdehi M, Kolahdozan S, Keramat A, et al.
Prevalence and factors affecting the negative childbirth
experiences: a systematic review. J Matern Fetal Neonatal Med
2020;33:3849-56.

Gaudernack LC, Michelsen TM, Egeland T, et al. Does prolonged
labor affect the birth experience and subsequent wish for cesarean
section among first-time mothers? A quantitative and qualitative
analysis of a survey from Norway. BMC Pregnancy Childbirth
2020;20:605.

Bohren MA, Hofmeyr GJ, Sakala C, et al. Continuous support

for women during childbirth. Cochrane Database Syst Rev
2017;7:CD003766.

Lundgren |, Dencker A, Berg M, et al. Implementation of a midwifery
model of woman-centered care in practice: impact on oxytocin use
and childbirth experiences. Eur J Midwifery 2022;6:16.
Nieuwenhuijze MJ, Korstjens |, de Jonge A, et al. On speaking terms:
a Delphi study on shared decision-making in maternity care. BMC
Pregnancy Childbirth 2014;14:223.

Armstrong N, Kenyon S. When choice becomes limited: women's
experiences of delay in labour. Health 2017;21:223-38.

Hollnagel E. FRAM: the functional resonance analysis method.
modelling complex socio-technical systems. Surrey, UK: Ashgate
Publishing Limited, 2012.

ICM. Philosophy and model of midwifery care, 2014. Available:
https://www.internationalmidwives.org/assets/files/definitions-files/
2018/06/eng-philosophy-and-model-of-midwifery-care.pdf

Eri TS, Berg M, Dahl B, et al. Models for midwifery care: a mapping
review. Eur J Midwifery 2020;4:30.

et alRenfrew M, Homer C, Downe S. Midwifery: an executive
summary for Lancet series. Available: https://www.thelancet.com/pb/
assets/raw/Lancet/stories/series/midwifery/midwifery_exec_summ.
pdf2014

Elwyn G, Frosch D, Thomson R, et al. Shared decision making: a
model for clinical practice. J Gen Intern Med 2012;27:1361-7.
Edwards A, Elwyn G. Inside the black box of shared decision making:
distinguishing between the process of involvement and who makes
the decision. Health Expect 2006;9:307-20.

Weller J, Boyd M, Cumin D. Teams, tribes and patient safety:
overcoming barriers to effective teamwork in healthcare. Postgrad
Med J 2014;90:149-54.

Leonard MW, Frankel AS. Role of effective teamwork and
communication in delivering safe, high-quality care. Mt Sinai J Med
2011;78:820-6.

Salas E, DiazGranados D, Klein C, et al. Does team training improve
team performance? A meta-analysis. Hum Factors 2008;50:903-33.
Hysong SJ, Best RG, Pugh JA, et al. Not of one mind: mental models
of clinical practice guidelines in the Veterans health administration.
Health Serv Res 2005;40:829-47.

Haig KM, Sutton S, Whittington J. SBAR: a shared mental model
for improving communication between clinicians. Jt Comm J Qual
Patient Saf 2006;32:167-75.

Ringquist A-K, et al. BMJ Open Quality 2022;11:¢001853. doi:10.1136/bmjog-2022-001853

"ybBuAdoo Aq paroslold 1sanb Aq €202 ‘€T AInc uo ywod fwg Apenbuadolwg//:dny wol) papeojumoq "2z0z 412qo100 ZT U0 £68T00-220z-bolwa/oeTT 0T Se paysignd 1sii ;jend uado rINg


http://creativecommons.org/licenses/by-nc/4.0/
http://dx.doi.org/10.1111/aogs.12034
http://dx.doi.org/10.1111/aogs.12034
http://dx.doi.org/10.1016/j.wombi.2011.06.001
http://dx.doi.org/10.1016/j.wombi.2011.06.001
http://dx.doi.org/10.1016/j.wombi.2018.07.004
http://dx.doi.org/10.1111/j.0730-7659.2004.0270.x
http://dx.doi.org/10.1159/000299611
http://dx.doi.org/10.1016/j.srhc.2018.12.001
http://dx.doi.org/10.1016/j.srhc.2018.12.001
http://dx.doi.org/10.1186/1471-2393-14-233
http://dx.doi.org/10.1080/14767058.2019.1583740
http://dx.doi.org/10.1186/s12884-020-03196-0
http://dx.doi.org/10.1002/14651858.CD003766.pub6
http://dx.doi.org/10.18332/ejm/146084
http://dx.doi.org/10.1186/1471-2393-14-223
http://dx.doi.org/10.1186/1471-2393-14-223
http://dx.doi.org/10.1177/1363459315617311
https://www.internationalmidwives.org/assets/files/definitions-files/2018/06/eng-philosophy-and-model-of-midwifery-care.pdf
https://www.internationalmidwives.org/assets/files/definitions-files/2018/06/eng-philosophy-and-model-of-midwifery-care.pdf
http://dx.doi.org/10.18332/ejm/124110
https://www.thelancet.com/pb/assets/raw/Lancet/stories/series/midwifery/midwifery_exec_summ.pdf2014
https://www.thelancet.com/pb/assets/raw/Lancet/stories/series/midwifery/midwifery_exec_summ.pdf2014
https://www.thelancet.com/pb/assets/raw/Lancet/stories/series/midwifery/midwifery_exec_summ.pdf2014
http://dx.doi.org/10.1007/s11606-012-2077-6
http://dx.doi.org/10.1111/j.1369-7625.2006.00401.x
http://dx.doi.org/10.1136/postgradmedj-2012-131168
http://dx.doi.org/10.1136/postgradmedj-2012-131168
http://dx.doi.org/10.1002/msj.20295
http://dx.doi.org/10.1518/001872008X375009
http://dx.doi.org/10.1111/j.1475-6773.2005.00387.x
http://dx.doi.org/10.1016/s1553-7250(06)32022-3
http://dx.doi.org/10.1016/s1553-7250(06)32022-3
http://bmjopenquality.bmj.com/

	Time-­out in prolonged labour: development of a care model to prevent secondary fear of childbirth
	Abstract
	Introduction﻿﻿
	Aim
	
Design and settings
	Follow-Up referrals
	Interviews
	Testing the care process at the labour department
	Evaluate with patients
	Further development and implementation

	Results
	Care model
	Implementation
	Follow-up referrals

	Discussion
	Limitation
	Further research

	Conclusion
	References


