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Abstract
Introduction: The aim of this study was to compare childbirth experiences and 
 experience of labor pain in primiparous women who had received high- vs low-dose 
oxytocin for augmentation of delayed labor.
Material and methods: A multicenter, parallel, double-blind randomized controlled trial 
took place in six Swedish labor wards. Inclusion criteria were healthy primiparous women 
at term with uncomplicated singleton pregnancies, cephalic fetal presentation, sponta-
neous onset of labor, confirmed delayed labor progress and ruptured membranes. The 
randomized controlled trial compared high- vs low-dose oxytocin used for augmenta-
tion of a delayed labor progress. The Childbirth Experience Questionnaire version 2 
(CEQ2) was sent to the women 1 month after birth. The CEQ2 consists of 22 items in 
four domains: Own capacity, Perceived safety, Professional support and Participation. In 
addition, labor pain was reported with a visual analog scale (VAS) 2 hours postpartum 
and 1 month after birth. The main outcome was the childbirth experience measured 
with the four domains of the CEQ2. The clinical trial number is NCT01587625.
Results: The CEQ2 was sent to 1203 women, and a total of 1008 women (83.8%) 
answered the questionnaire. The four domains of childbirth experience were scored 
similarly in the high- and low-dose oxytocin groups of women: Own capacity (P = .36), 
Perceived safety (P = .44), Professional support (P = .84), Participation (P = .49). VAS 
scores of labor pain were reported as similar in both oxytocin dosage groups. Labor 
pain was scored higher 1 month after birth compared with 2 hours postpartum. 
There was an association between childbirth experiences and mode of birth in both 
the high- and low-dose oxytocin groups.
Conclusions: Different dosage of oxytocin for augmentation of delayed labor did not 
affect women’s childbirth experiences assessed through CEQ2 1 month after birth, 
or pain assessment 2 hours or 1 month after birth.
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1  | INTRODUC TION

Women’s experiences of childbirth are influenced by various factors 
and can affect both subsequent labors and life in general, in both a 
negative and a positive way.1,2 Persistent intensive fear of childbirth, 
post-traumatic stress disorder and depression are factors that have 
been related to a negative childbirth experience.3,4 Two systematic 
reviews confirmed the impact of a negative childbirth experience on 
women’s decisions related to childbirth. This comprised the decision 
to delay a subsequent pregnancy and preference for a cesarean sec-
tion or a decision to not have another child.4,5

Positive birth experiences have been associated with lower pain 
scores and an ability to forget labor pain over time, whereas for 
women with negative birth experiences, the pain scores were high, 
and the intensity of pain did not change in later years.2,6

Delayed labor progress, a common complication among nullip-
arous women,7 has also been associated with a negative birth ex-
perience. Augmentation with oxytocin, adverse labor outcome such 
as emergency cesarean section or instrumental vaginal birth,7,8 and 
infant transfer to neonatal care are all factors related to a delayed 
labor progress and have been shown to increase the occurrence of 
a negative birth experience.2,9,10 Women with delayed labor also re-
port feelings of loss of control and a distrust in their own body’s 
capacity.11 Primiparous women with delayed labor progress have 
shown an increased risk of negative and depressive memories of 
labor 1 month after birth.12

Use of synthetic oxytocin is the most common treatment for 
delayed labor progress in current practice. Augmentation with oxy-
tocin is known to shorten labor but its impact on labor outcome is 
still questioned.13 Women’s preferences regarding early or expect-
ant augmentation with oxytocin have shown contradictory results. 
Older studies showed a preference among women for an early treat-
ment with oxytocin.14,15 More recent studies have indicated that 
women’s childbirth experiences did not differ in relation to early or 
expectant management of oxytocin use.12,16

There is insufficient knowledge regarding the association be-
tween oxytocin dosage and women’s birth experiences.17,18 In a pilot 
study comparing high-dose vs low-dose oxytocin, women’s percep-
tion of support and control 2 weeks after birth did not differ be-
tween the two groups.18 However, the response rate was low (63%), 
and due to unbalanced data and incompleteness in follow-up, the 
evidence has been considered weak.17

We conducted a randomized controlled trial (RCT) in primiparous 
women and evaluated the effect of a high-dose or low-dose oxyto-
cin regimen for augmentation of a delayed labor progress.19 The pri-
mary outcome was the rate of cesarean section and the hypothesis 
was that a high-dose oxytocin regimen, compared with a low-dose, 
would reduce the number of cesarean sections without a negative 
effect on maternal and neonatal outcomes. The results of the RCT 
were published previously. The cesarean section rate did not differ 
between the high-dose and the low-dose oxytocin groups (12.4% vs 
12.3%). Women with high-dose oxytocin had significantly shorter 
labor duration (mean difference −23.4 minutes), more episodes of 

uterine tachysystole (43.2% vs 33.5%) and a higher frequency of 
instrumental vaginal births due to fetal distress (43.8% vs 22.7%). 
Neonatal outcomes were comparable.19

The aim of the study reported in this paper was to compare 
childbirth experiences and experience of labor pain in primiparous 
women who had received high- vs low-dose oxytocin for augmenta-
tion of delayed labor.

2  | MATERIAL AND METHODS

A multicenter, randomized, parallel, double-blind controlled study 
was conducted in four maternity units in Sweden including six labor 
wards: Sahlgrenska University Hospital (SU) in Gothenburg (SU-
East and SU-Mölndal); Stockholm South General Hospital (SÖS and 
South BB); NU Hospital Group in Trollhättan and Uppsala University 
Hospital.19 Data collection took place between September 2013 and 
October 2016. The wards entered the study at different time points.

Inclusion criteria were healthy, nulliparous women with un-
complicated singleton pregnancies at term (37+0 to 41+6 gestational 
weeks), cephalic presentation, spontaneous onset of labor, active 
phase of labor (regular painful contractions, effaced cervix and di-
lation ≥3 to 4 cm), confirmed delayed labor progress, and ruptured 
membranes.19 Delayed labor was defined using a 3-hour partogram 
action line for delay during the first stage of labor or an arrest of the 
descent of the fetal head for 1-2 hours during the second stage of 
labor.20 Exclusion criteria were as follows: age <18 years, non-Swed-
ish speaking, previous uterine surgery, clinically significant vaginal 
bleeding during labor, delayed labor progress with fetal head station 
below the ischial spines in second stage, suspected disproportion be-
tween fetal head and maternal pelvis, abnormal vertex presentation, 
suspected fetal growth restriction (< −2 standard deviations [SD]), 
abnormal fetal heart rate (suspicious or pathological cardiotocogra-
phy), heavy meconium-stained amniotic fluid, uterine tachysystole 
(defined as >5 contractions in 10 minutes for >20 minutes), maternal 
fever and known hypersensitivity to oxytocin therapy.

Eligible women received written and oral information about 
the study and after consent were randomly allocated to receive a 
regimen of either a high-dose or a low-dose of oxytocin (33.2 µg 
[20 IU] or 16.6 µg [10] IU oxytocin in 1000 mL isotone saline solu-
tion) for augmentation of labor. In the high-dose group, the infusion 
started with 6.6 mU/min (20 mL/h) and could be increased to a max-
imum dose of 59.4 mU/min (180 mL/h). In the low-dose group the 

Key message

Different dosages of oxytocin to treat delayed labor did 
not seem to influence women’s childbirth experiences or 
their pain scores. There was an association between child-
birth experiences and mode of birth in both the high- and 
low-dose oxytocin group.
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infusion started with 3.3 mU/min (20 mL/h) and could be increased 
to a  maximum dose of 29.7 mU/min (180 mL/h). Randomization was 
achieved using a computer-generated randomization sequence. Both 
randomization and preparation of the oxytocin infusion were con-
ducted blind to the women, the responsible staff and the research 
team. Primary outcome in the RCT was the rate of emergency cesar-
ean section. The sample size was calculated for the RCT and based 
on an assumed decrease of the cesarean section rate from 17.5% to 
13%, that is, a reduction of 25%. This required a total sample size of 
2090 women for 80% power at a significance level of P < .05.

An independent Data and Safety Monitoring Board secured the 
project management through periodical reviews (six in total) includ-
ing one interim analysis of study-specific data.

After the sixth planned safety review, the Data and Safety 
Monitoring Board recommended termination of the inclusion prior 
to completion, due to futility. That interim analysis, which included 
72 primary endpoint events (including cesarean section) in the high-
dose group and 66 in the low-dose group (44% of those projected), 
demonstrated a less than 5% conditional power to demonstrate 
superiority to a P value <.05 if the trial was carried to completion. 
Further details on the study design are reported elsewhere.19

Women’s childbirth experiences related to oxytocin dosage 
were assessed by the Childbirth Experience Questionnaire version 
2 (CEQ2). CEQ2 is validated in Sweden21 and in the UK22 and com-
prises 22 items aggregated into the same four domains as in the first 
CEQ version: Own capacity (8 items regarding sense of control, per-
sonal feelings during childbirth and labor pain), Perceived safety (6 
items regarding sense of security and memories of the childbirth) 
Professional support (5 items about midwifery care) and Participation 
(3 items regarding possibilities to influence one’s own birthing situa-
tion) (Figure 1). The two subscales Perceived safety and Own capacity 
have remained unchanged from the first CEQ.23

Most of the items in the four subscales of the CEQ2 were rated 
on a 4-point Likert scale as follows: 1 (Totally disagree), 2 (Mostly 
disagree), 3 (Mostly agree) and 4 (Totally agree). Experience of 
labor pain, sense of security and control were rated on a 0-100 vi-
sual analog scale (VAS). The VAS scores were classified as 0-40 = 1, 
41-60 = 2, 61-80 = 3, and 81-100 = 4. For the negatively worded 
items and the pain item, scores were reversed, which gave higher 
scores for a more positive experience. For each domain a mean score 
was calculated. The minimum score in each domain was 1 and the 
maximum score was 4.

Women’s self-reported experience of labor pain was also as-
sessed 2 hours postpartum at the labor ward with VAS scores 
0-100. This was compared with the self-reported experience of 
labor pain 1 month after birth using the VAS scores in the question-
naire. Anchors of both VAS scales were worded as 0 = no pain and 
100 = worst possible pain.

The women received a web-based form of the CEQ2 by email 
1 month after birth. The questionnaire was not sent to women ex-
cluded from the RCT or to women who did not receive the oxytocin 
infusion (Figure 2). To ensure that the questionnaire reached the 
women, we also sent an SMS text message simultaneously with the 

email. We tried to reach all women who did not answer, either with a 
phone call or a text message.

2.1 | Statistical analyses

Statistical analyses were performed using SPSS 26.0 for Windows 
(SPSS Inc., Chicago, IL, USA). Categorical variables were presented 
with n (%) and continuous variables with mean and standard devia-
tion (SD). Additionally, for variables presenting characteristics for the 
study groups, median, first quartile (q1) and third quartile (q3) were 
reported. For the comparison between groups, the Mann-Whitney U 
test was used for continuous variables, Fisher’s Exact test was used for 
dichotomous variables, and Chi-square test was used for nonordered 
categorical variables. Cronbach’s alpha was used to assess the internal 
consistency reliability of the CEQ2 domains and to compare our results 
with the recently validated revised instrument CEQ2 questionnaire.21 
Childbirth experiences of women who had spontaneous vaginal births, 
instrumental vaginal births or cesarean sections in high- and low-dose 
groups, respectively, were compared with the Kruskal-Wallis test. 
Wilcoxon signed rank test was used to analyze change in self-reported 
experiences of labor pain at the two occasions (2 hours postpartum 

F I G U R E  1   Domains and items included in the Childbirth 
Experience Questionnaire 2 (CEQ2)

Own capacity

Labor and birth went as I had expected

I felt strong during labor and birth

I felt capable during labor and birth

I felt happy during labor and birth

I felt that I handled the situa�on well

I was �red during labor and birth

As a whole, how painful did you feel childbirth was (VAS)

As a whole, how much control did you feel you had during childbirth (VAS)

Perceived safety

I felt scared during labor and birth

My impression of the team’s medical skills made me feel secure

I have many posi�ve memories from childbirth

I have many nega�ve memories from childbirth

Some of my memories from childbirth make me feel depressed

As a whole, how secure did you feel during childbirth (VAS)

Professional support

Both my partner and I were treated with warmth and respect

I would have preferred the midwife to be more present during labor and birth

I would have preferred more encouragement from the midwife

The midwife conveyed an atmosphere of calm

The midwife helped me to find my inner strength

Par�cipa�on

I wish the staff had listened to me more during labor and birth

I took part in decisions regarding my care and treatment as much as I wanted

I received the informa�on I needed during labor and birth
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and 1 month after birth). All significance tests were two-tailed and a 
significance level of 0.05 was used.

2.2 | Ethical approval

The study was approved by the Regional Ethics Board in Gothenburg 
(Dnr: 090-12) on 23 March 2012 and by the National Medical 
Product Agency (Eudra-CTnr: 2012-000356-33). Clinical trial regis-
tration number: NCT01587625.

3  | RESULTS

Of the 1351 women randomized in the RCT, 671 were allocated to 
a high-dose oxytocin regimen and 680 to the low-dose regimen. Of 
these, 1203 women (601 in the high-dose and 602 in the low-dose 
group) received the questionnaire 1 month after birth (Table S1). A 
total of 1008 women answered and returned the questionnaires 
(83.8% response rate), 497 (82.7%) in the high-dose group and 511 
(84.9%) in the low-dose group (Figure 2). Nine incorrectly randomized 
women without a defined delay in labor were included in the analysis.

Maternal characteristics divided into high- vs low-dose groups 
are shown in Table 1. The total amount of oxytocin given and the 
maximum dose of oxytocin per minute were higher in the high-dose 

group (P = <.001) and labor duration was 29 minutes shorter than in 
the low-dose group (P = .018) (Table 1). Mode of delivery, neonatal 
outcome and other outcomes were similar. Cronbach’s alpha coeffi-
cients were compatible with those reported in the CEQ2 validation 
study21 and were high for the four subscales Own capacity (0.80), 
Perceived safety (0.84), Professional support (0.81) and Participation 
(0.77), and for the total scale (0.83).

Childbirth experiences in the four subscales Own capacity, 
Perceived safety, Professional support and Participation did not differ 
between the high- and low-dose oxytocin groups (Table 2).

In comparisons between groups with different modes of birth 
(spontaneous vaginal birth, instrumental vaginal birth and cesarean 
section), women with spontaneous vaginal birth had significantly 
higher mean scores in all four subscales, compared with instrumental 
vaginal birth and emergency cesarean (Table 2). Additionally, when 
comparing childbirth experiences between the groups of women 
with spontaneous vaginal birth and operative birth (instrumental 
vaginal birth and cesarean section), the group of women with spon-
taneous vaginal birth scored significantly higher in all four subscales 
(data not shown).

There was no difference in reported labor pain between high- vs 
low-dose oxytocin, reported either 2 hours postpartum (mean score 
65.9 in high dose [n = 329] vs 67.5 in low dose [n = 346]; P = .67) or 
1 month after birth (mean score 73.4 in high dose [n = 497] vs 71.7 
in low dose [n = 511]; P = .25). Women who reported labor pain at 

F I G U R E  2   CONSORT flow diagram of participants [Color figure can be viewed at wileyonlinelibrary.com]

www.wileyonlinelibrary.com
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both occasions (n = 565) reported a significantly higher mean score 
of experienced pain 1 month after birth compared with 2 hours post-
partum (mean score 73.1 vs 66.9; P = .012).

4  | DISCUSSION

In a parallel, double-blind RCT, primiparous women with delayed 
labor progress received a high-dose vs a low-dose of oxytocin for 
augmentation. In this report of the RCT, we compared women’s 

childbirth experiences measured with the CEQ2 and the experience 
of labor pain in the two oxytocin dose groups.

The analysis showed that childbirth experience measured by the 
CEQ2, did not differ significantly between the two groups of women 
in the four domains Own capacity, Perceived safety, Professional sup-
port, and Participation, with a defined delayed labor progress re-
ceiving either a high dose of oxytocin or a low dose of oxytocin. 
Furthermore, no difference in reported labor pain was found be-
tween the two oxytocin groups, at either 2 hours postpartum at the 
labor ward or 1 month after birth.

TA B L E  1   Characteristics of study groups

Variable
High dose of oxytocin
(n = 497)

Low dose of oxytocin
(n = 511) P value

Maternal age (years) 29.4 (4.7)
29.0 (26; 32)

29.4 (4.7)
29.0 (26; 32)

.96a 

Gestational age (days) 282.0 (7.4)
283.0 (277; 287)

281.6 (6.9)
282.0 (278; 287)

.24a 

Epidural anesthesia 432 (86.9) 438 (85.7) .58b 

Cervical dilation at defined delayed labor (cm) 6.97 (2.48)
6.00 (5.00; 9.00)
n = 478

6.92 (2.46)
6.00 (5.00; 9.00)
n = 501

.75a 

Duration of labor (min)
From active phase of labor to birth

744 (205)
732 (607; 876)
n = 495

773 (198)
762 (639; 899)
n = 511

.018a 

Maximum dose of oxytocin
(mU/min)
(µg/min)

30.61 (22.89)
26.67 (13.33; 39.83)
0.05(0.04)
0.04 (0.02; 0.07)

19.50 (11.69)
16.67 (10.00; 26.67)
0.03 (0.02)
0.03 (0.02; 0.04)

<.001a 

Total oxytocin dose
(mU)
(µg)

4816 (5505)
3080 (1620; 5960)
7.92 (8.28)
5.20 (2.70; 10.00)
n = 497

3613 (3465)
2540 (1300; 4910)
6.01 (5.75)
4.25 (2.20; 8.23)
n = 510

<.001a 

Total duration of oxytocin infusion (hr) 4.64 (2.98)
3.90 (2.50; 6.30)

5.29 (3.18)
4.70 (2.90; 7.20)

<.001a 

Mode of delivery .96b 

Spontaneous vaginal birth 364 (73.2%) 373 (73.0%)

Instrumental vaginal birth 74 (14.9%) 79 (15.5%)

Cesarean section 59 (11.9%) 59 (11.5%)

Postpartum hemorrhage >1000 mL 67 (13.5%) 72 (14.1%) .79c 

Anal sphincter injury (grade 3 or 4)d  23 (5.3%)
n = 438

23 (5.1%)
n = 452

1.00c 

Birthweight (g) 3662 (441)
3650 (3340; 3961)

3628 (428)
3605 (3330; 3900)

.24a 

Apgar score 5 min < 4 1 (0.2%) 0 (0.0%) 1.00c 

Apgar score 5 min < 7 4 (0.8%) 9 (1.8%) .26c 

Admission to neonatal intensive care unit (NICU) 39 (7.8%) 37 (7.2%) .72c 

Note: For categorical variables, n (%) is given.
For continuous variables, mean (SD)/median (Q1; Q3)/ n = is given.
aMann-Whitney U test. 
bChi-square test. 
cFisher’s Exact test. 
dPercentage of vaginal deliveries. 
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Both the first version CEQ and its revised form CEQ2 have shown 
good measurement qualities and ability to distinguish between 
known groups (eg those with instrumental births, those in labor in 
excess of 12 hours and those who had their labors augmented with 
oxytocin).21,23 The high quality in terms of validity and reliability of 
the first version (CEQ) has been identified in a systematic review of 
existing questionnaires measuring women’s childbirth experiences, 
and it has been suggested for use in identifying women with neg-
ative experiences of childbirth and for evaluating quality of care.24 
In this study, all four domains of the CEQ2 showed good reliability. 
Cronbach’s alpha coefficients were high in all four domains.

The study has several strengths. With the RCT design, the risk 
for bias and skewed distribution of confounders was reduced. The 
large number of included women and the high response rate among 
these women also reduced the risk for bias in results.

A weakness of the study was the low response rate postpartum 
at the labor ward, according to self-reported experienced pain during 
labor. Just over half of the women were asked by their midwife in 

charge to evaluate their experience of pain during labor, a situation 
that might reflect a heavy workload at the labor ward. A further 
weakness of the study was that the questionnaire was not sent to 
those of the randomized women who did not receive oxytocin for 
augmentation but who were included in the original study in an in-
tention-to-treat analysis. Furthermore, the high-dose regimen was 
changed to a standard regimen (equivalent to a low-dose regimen) 
after 1000 mL; however, this was done only in nine women, and we 
therefore do not think that this has affected the results.

There is little research regarding experience of childbirth and 
dosage of oxytocin, but in an early study of the package of active 
management of labor, a high dose of oxytocin for augmentation to-
gether with an early intervention was compared with a low dose of 
oxytocin together with a more expectant intervention. No differ-
ences were seen in women’s satisfaction with labor between the two 
groups.25,26 Effects of early or expectant oxytocin augmentation on 
different aspects of the childbirth experience have been investigated 
as a single agent and have shown similar results.12,16,27 Our findings 
for the domains, when comparing high dose vs low dose of oxytocin, 
were consistent with the pilot study of Kenyon, where no differences 
in perception of support and control were seen between the dosage 
groups.18 The dose of oxytocin in our RCT was titrated according to 
perceived and registered adequacy of uterine contractions. Results 
from the first report of the RCT showed that women in the high-dose 
group received an increased total amount of oxytocin and a higher 
amount of oxytocin per minute compared with women in the low-dose 
group with little or no effect on the progress of labor, indicating that 
the titration process is imprecise and the response to oxytocin is very 
much individual.19 Additionally, more episodes of uterine tachysystole 
occurred, and oxytocin infusion was stopped or reduced temporar-
ily due to uterine tachysystole together with suspicious or patholog-
ical fetal heart rate pattern more often than in the low-dose group.19 
Neither of these findings seemed to have an impact on childbirth ex-
periences in the randomized groups with different oxytocin dosage.

Almost all of the women (99%) participating in our study suf-
fered from a delayed labor progress with an increased risk for an 
adverse outcome, including a negative childbirth experience.28 
Management of a delayed progress includes medical and techno-
logical interventions, such as augmentation with oxytocin together 
with continuous monitoring of both mother and child, factors that 
can influence the woman’s choices with regard to mobility and pain 
relief options. Furthermore, with the occurrence of a delayed prog-
ress, the control of the birthing process is shifted from the woman 
to her caregivers. When comparing the four domains Own capacity, 
Perceived safety, Professional support and Participation in our study, 
the lowest mean score was found in Own capacity. This domain in-
cluded items regarding sense of control, personal feelings during 
childbirth and labor pain. According to earlier findings, the degree 
of choice and control is an important factor for how birth will be 
experienced.29 Women want to be in control of their birthing pro-
cess30 and our result may reflect women’s feelings when the birth-
ing progress is taken over by caregivers. Women with a delayed 
labor, with the risk of feelings of losing control during labor, are 

TA B L E  2   Comparisons between high-dose and low-dose 
oxytocin and between modes of birth in relation to four domains of 
Childbirth Experiences Questionnaire 2 (CEQ2)

Variable

High dose 
of oxytocin
(n = 497)

Low 
dose of 
oxytocin
(n = 511)

P 
valuea 

Own capacity 2.43 (0.55) 2.46 (0.56) .36

Spontaneous vaginal birth 2.49 (0.55) 2.56 (0.54)

Instrumental vaginal birth 2.30 (0.54) 2.16 (0.57)

Cesarean section 2.19 (0.50) 2.29 (0.50)

P valueb  <.001 <.001

Perceived safety 3.03 (0.72) 3.06 (0.71) .44

Spontaneous vaginal birth 3.15 (0.66) 3.17 (0.65)

Instrumental vaginal birth 2.81 (0.74) 2.81 (0.76)

Cesarean section 2.54 (0.76) 2.67 (0.80)

P valueb  <.001 <.001

Professional support 3.52 (0.57) 3.53 (0.52) .84

Spontaneous vaginal birth 3.55 (0.55) 3.58 (0.49)

Instrumental vaginal birth 3.47 (0.59) 3.45 (0.58)

Cesarean section 3.37 (0.62) 3.29 (0.58)

P valueb  .022 <.001

Participation 3.50 (0.65) 3.53 (0.60) .49

Spontaneous vaginal birth 3.56 (0.62) 3.60 (0.53)

Instrumental vaginal birth 3.34 (0.74) 3.37(0.75)

Cesarean section 3.28 (0.67) 3.27 (0.70)

P valueb  <.001 <.001

Note: Data are given as mean (SD). Minimum value = 1, maximum 
value = 4.
aMann-Whitney U test, P value between high-dose group and low-dose 
group. 
bKruskal-Wallis test, P value comparing spontaneous vaginal birth, 
instrumental vaginal birth and cesarean section. 
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therefore in special need of extra support, an important factor to 
consider when planning care on the labor ward.11,28

Additionally, with a delayed labor progress associated with pain, 
women are more vulnerable to having a negative birth experience.28 
Women in our study scored experienced greater labor pain 1 month 
after birth higher than postpartum after birth; however, the result 
should be interpreted with caution, if it has any clinical importance, 
due to a small mean score difference (6.1) together with the low 
response rate of postpartum pain assessment. The use of epidural 
analgesia as pain relief during labor was high in both the high-dose 
and the low-dose group (86.9% and 85.7%, respectively). Despite 
this, experienced labor pain was reported as high, with mean scores 
of 73.4 and 71.7, respectively, 1 month after birth.

The high incidence of cesarean section among primiparous 
women and its association with a delayed labor progress is of major 
concern in childbirth care.31,32 Women in our study with an adverse 
labor outcome of emergency cesarean or instrumental vaginal birth 
scored lower than women with a spontaneous vaginal birth in all 
subdomains and in both dosage groups. This result corresponds well 
with earlier findings on mode of birth and its impact on a birth expe-
rience, where both cesarean section and instrumental vaginal birth 
have been associated with a negative birth experience.2,10,33

5  | CONCLUSION

According to our study, women’s experience of childbirth is not af-
fected by the dosage of oxytocin given for augmentation of a de-
layed labor. Considering the lack of advantages for mother and child 
using a high dose of oxytocin, use of low-dose oxytocin is preferable 
to avoid unnecessary events of tachysystole and fetal distress.
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