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Q. What is the safest, most effective approach to prodromal labor?

A. First, be sure of the diagnosis, and then there are a variety of appropriate options.
“…..we seem to get these primigravidas who have prolonged latent phase which doesn't resolve with morphine sleep (10mg IM or IV with-or-without 25 mg phenergan IV). They are miserable, but not changing their cervix.  They often do not want to go home to await active labor.

-Is there any evidence about what is the safest, most effective approach?

-Is this kind of pattern associated with complications later in labor?

-Some claim there are more subsequent dystocia & meconium stained amniotic fluid later….”
The diagnosis of prolonged latent phase must not be confused with a protraction or arrest disorder in the active phase of labor. Otherwise, an unwarranted cesarean delivery may be performed during false labor or latent labor. 
Time or interventions such as therapeutic rest, oxytocin, amniotomy, and cervical ripening are appropriate therapeutic options. (See below)
Women with prolonged latent phase labor are at higher risk of cesarean delivery and longer hospital stay. Their newborns are more likely to require neonatal intensive care unit admission, have meconium at birth, and have depressed Apgar Score, but perinatal mortality is not affected.
Women with prolonged latent phase are not more prone to developing subsequent protraction and arrest disorders than parturients with a normal latent phase.
Background
Normal labor refers to the presence of regular uterine contractions that cause progressive dilation and effacement of the cervix and fetal descent. The initial stage of this process is the latent phase, which begins as short, mild, irregular uterine contractions that soften, efface, and begin to dilate the cervix. This is followed by an active phase during which changes in cervical dilation accelerate to at least 1 to 2 cm per hour and the fetus descends into the birth canal. The active phase usually starts at 3 to 5 cm dilation and ends when the cervix is fully dilated. In one study, for example, 60 percent of normal patients had reached the latent-active transition by 4 cm and 90 percent by 5 cm. A short deceleration phase occurs during the end of the active phase (at 8 or 9 cm) and terminates at complete dilation of the cervix (10 cm), thus ending the first stage of labor.
These simple definitions belie a complex process not completely understood by modern science. Women have irregular contractile activity from the midtrimester accompanied by gradual alterations in the size, shape, and consistency of the cervix. These factors are problematic for accurate assessment of the onset of latent phase since determining exactly when a patient has entered latent phase is primarily based upon the woman's history and the judgment of the attending provider.

Normal and prolonged latent phase of labor will be reviewed here. Normal labor and other abnormalities in the first and second stages of labor are discussed separately.
DEFINITION AND INCIDENCE — The average duration of latent phase in nulliparous and multiparous women is 6.4 and 4.8 hours, respectively, and is not influenced by maternal age, birth weight, or obstetric abnormalities. An abnormally long latent phase is defined as 20 hours for the nullipara and 14 hours for the multiparous woman. These criteria are based upon the average duration and rate of cervical change in women with spontaneous labor and reflect four standard deviations from the mean duration of latent phase in the women.
The incidence of prolonged latent phase in spontaneously laboring women should be 4 to 6 percent, if duration of latent phase follows a normal distribution. Prolonged latent phase is responsible for 30 percent of labor abnormalities in nulliparas and over 50 percent of such abnormalities in multiparous women.

The duration of latent phase in the induced labor is controversial. In these pregnancies, the normal biochemical and biomechanical processes occurring during spontaneous labor are distorted and heterogeneity of induction methods, indications, and socioeconomic factors complicate any retrospective analysis of latent phase duration
RISKS — Women with prolonged latent phase labor are at higher risk of cesarean delivery and longer hospital stay. Their newborns are more likely to require neonatal intensive care unit admission, have meconium at birth, and have depressed Apgar Score, but perinatal mortality is not affected.
CONTRIBUTING FACTORS — The duration of the latent phase is variable and affected by internal and external factors. Women with more favorable cervices at the onset of labor appear to have a shorter latent phase. In one study, one-half of women who entered latent phase with an unfavorable cervix developed prolonged latent phase. Sedation and analgesia/anesthesia may slow the latent phase, while myometrial stimulants and active management (amniotomy and oxytocin) can accelerate it

The effects of epidural analgesia administered during the latent phase of labor on the time to delivery are controversial. A Cochrane review of 11 studies including over 3000 women concluded epidural block was likely to provide more effective pain relief during labor than alternative methods, but may lengthen labor and result in increased rates of operative vaginal delivery, but not of caesarean section. However, epidural advocates argue that dysfunctional labor is particularly painful and patients with dysfunctional labor are more apt to request epidural at an earlier point in their labor. This argument is supported by the finding that early epidural does not appear to increase the cesarean delivery rate when patients are stratified by initial pain score.
MANAGEMENT — A prolonged latent phase can be exhausting for the parturient and result in unindicated cesarean delivery. There are a number of management options for spontaneously laboring women with a protracted latent phase:
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 Therapeutic rest

   Oxytocin
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 Amniotomy
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 Cervical ripening
Therapeutic rest involves administration of parenteral analgesics to relieve the patient's discomfort and allow for progression of labor while she rests or sleeps. Subcutaneous morphine (0.15 mg/kg) or other opioid analgesics have been used in the past, but the efficacy of these agents as pain relievers as opposed to sedatives has been disputed. Approximately 85 percent of women treated with this regimen will wake up in the active phase of labor, 10 percent will not be in labor (suggesting a diagnosis of false labor), and 5 percent will have a persistent dysfunctional pattern.
Stimulation with oxytocin also results in progression of labor from the latent to active phase. This may be particularly useful for a prolonged latent phase in a woman who is well rested or has already received therapeutic rest. For example, in one study, oxytocin infusion was successful in 85 percent of such parturients and the average interval between initiation of oxytocin and active labor was 3.4 hours. Another study concomitantly infused extra-amniotic saline and intravenous oxytocin in 509 women in latent phase with singleton gestations, intact membranes, cervix dilated no more than 2 cm, and no prior cesarean deliveries. At least 12 hours of oxytocin administration after membrane rupture was required before considering cesarean delivery for failed induction in the latent phase. With this protocol, the cesarean rate was less than 20 percent.

Amniotomy appears to shorten the latent phase of labor when used in active management of labor protocols. In addition, a meta-analysis found that amniotomy reduced the duration of the first stage by a mean of 39 minutes. The magnitude of treatment effect of amniotomy alone is less than for oxytocin augmentation alone.
Continuous intrapartum support for the parturient is associated with some benefits (eg, less need for analgesia, more favorable view of the childbirth experience) and no known risks. However, the effects on length of labor and reduction of the latent phase are slight.

In his classic report, Friedman concluded that oxytocin and therapeutic rest were equally efficacious and safe in correcting a protracted active phase. However, Friedman was addressing latent phase in spontaneously laboring women. A latent phase during induction of labor has not been clearly defined and may vary according to induction methods. Nevertheless, data from studies using cervical ripening agents for induction have been extrapolated to suggest these agents may also be used as a treatment for protracted latent phase labor.

Cervical ripening agents (eg, prostaglandin E2, misoprostol) facilitate cervical dilation and increase the numbers of vaginal deliveries achieved within 12 to 24 hours compared to no treatment or placebo. They primarily accelerate the first stage of labor. For example, a meta- analysis of 44 controlled trials reported that dinoprostone improved the Bishop score in 80 to 90 percent of gravida and significantly decreased the number of patients with failed inductions. However, there is no clear consensus that any cervical ripening agent is superior to oxytocin alone in achieving vaginal delivery in a patient undergoing induction of labor or being treated for a protracted latent phase.
Analgesia — Women with moderate to severe pain should be offered optimal pain relief after a careful evaluation of the cause of the pain. Patients with a prior history of cesarean delivery may experience severe pain with scar dehiscence and those with malpresentations or placental abruption can present with pain disproportionate to what is expected in early labor.
PROGNOSIS — The diagnosis of prolonged latent phase must not be confused with a protraction or arrest disorder in the active phase of labor. Otherwise, an unwarranted cesarean delivery may be performed during false labor or latent labor. Time or interventions such as therapeutic rest, oxytocin, amniotomy, and cervical ripening are appropriate therapeutic options. Women with prolonged latent phase are not more prone to developing subsequent protraction and arrest disorders than parturients with a normal latent phase.

Resources
Prolonged latent phase of labor, UpToDate
http://www.uptodateonline.com/application/topic.asp?file=labordel/7208&type=A&selectedTitle=1~3
Abnormal labor: Protraction and arrest disorders, UpToDate
http://www.uptodateonline.com/application/topic.asp?file=labordel/4449
Active management of labor, UpToDate
http://www.uptodateonline.com/application/topic.asp?file=labordel/2820
Normal labor and delivery, UpToDate
http://www.uptodateonline.com/application/topic.asp?file=labordel/13728
References*:

Friedman, EA. Labor: Clinical evaluation and management. Appleton-Century-Crofts, 2nd edition, New York 1978, p 73.
Chelmow D; Kilpatrick SJ; Laros RK Jr  Maternal and neonatal outcomes after prolonged latent phase. Obstet Gynecol 1993 Apr;81(4):486-91.

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=8459953&query_hl=6
Maghoma J, Buchmann EJ.Maternal and fetal risks associated with prolonged latent phase of labour. J Obstet Gynaecol. 2002 Jan;22(1):16-9.
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=12521720&query_hl=8
*Abstracts

Maternal and fetal risks associated with prolonged latent phase of labour
A pregnancy cohort study was undertaken to assess the fetal, maternal and obstetric risks associated with the prolonged latent phase of labour. One hundred and fifty cases (latent phase >8 hours) were compared with 100 controls (latent phase <8 hours). Data were collected from hospital records. There were more nulliparas in the case group (73% vs. 39%; P<0.0001). Cases required oxytocin augmentation (62% vs. 17%; P<0.0001) and caesarean section (29% vs. 6%; P<0.0001) more frequently than controls. Thick meconium staining of the liquor was more frequent in cases (15% vs. 5%; P<0.05), as were 5-minute Apgar scores less than 7 (17% vs. 3%; P<0.001) and admission to the neonatal unit (22% vs. 1%; P<0.0001). Prolonged latent phase is associated with increased risks for obstetric intervention and poor fetal outcome. The optimal management of prolonged latent phase is still unknown and requires further study by means of randomised controlled trials.
Maternal and neonatal outcomes after prolonged latent phase
OBJECTIVE: To examine the association of prolonged latent phase with cesarean risk, subsequent labor abnormalities, and other adverse maternal and neonatal outcomes. 
METHODS: Patients with prolonged latent phase were compared to patients with normal latent phase. We studied 10,979 singleton vertex deliveries of at least 37 weeks' gestation. Patients with risk factors for adverse outcome known before labor were excluded from the analysis. 
RESULTS: Seven hundred thirteen patients (6.5%) had prolonged latent phase. Subsequent labor abnormalities were more frequent among patients with prolonged latent phase (42.9 versus 16.3%; P < .05), as was cesarean delivery (24.4 versus 6.9%; P < .05). Need for neonatal resuscitation, thick meconium, maternal fever, low 5-minute Apgar score, intensive care nursery admission, lengthened maternal and newborn hospital stays, and higher estimated blood loss were all significantly more frequent in patients with prolonged latent phase after controlling for mode of delivery. Multivariate linear logistic regression models were created to determine whether these risks actually reflected the prolonged latent phase. The first model controlled for other labor abnormalities, parity, epidural use, and macrosomia and showed prolonged latent phase to be associated with an increased risk for cesarean delivery (relative risk [RR] 1.65, 95% confidence interval [CI] 1.32-2.06). The second model controlled for other labor abnormalities, postdates, thick meconium, mode of delivery, and prolonged rupture of membranes and showed that both the need for newborn resuscitation and 5-minute Apgar scores less than 7 were significantly more frequent in association with a prolonged latent phase (RR 1.37 and 1.97, 95% CI 1.15-1.64 and 1.23-3.16, respectively). 
CONCLUSIONS: Prolonged latent phase is independently associated with an increased incidence of subsequent labor abnormalities, need for cesarean delivery, depressed Apgar scores, and need for newborn resuscitation. The presence of prolonged latent phase should alert the clinician to an increased risk for further problems during the labor.
