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Abstract 
Background: Pain in labour is perceived differently for every individual. We can 
improve the outcomes and patient satisfaction with intrapartum care by ensuring 
adequate education and appropriate use of requested pain relief options. Encour-
aging informed personal control contributes to a women’s overall satisfaction. Aims: 
To assess current practice and identify improvement areas in the perception, plan-
ning and use of pain relief options, and how this impacts satisfaction of pain relief 
in labour. Methods: 114 retrospective anonymous patient questionnaires were re-
turned by women delivering by spontaneous vaginal delivery, instrumental deli-
very or emergency caesarean section at Nambour General Hospital between April 
and July 2011. Data were collated and analysed using STATA. Results: 83% and 
65% of women had their pain relief options explained antenatally and on admis-
sion respectively. 92% reported their pain relief was adequately provided. There 
was a significant difference (p << 0.001) between those reporting “very good” or 
“good” satisfaction when compared to those reporting “fair” or “poor” with re-
gards to a change from their method of planned pain relief. However, no signifi-
cant difference (p = 0.62) between the “same as planned” group and the “different 
than planned” group, highlighting that most women were satisfied irrespective of 
whether their plan changed or not. However, if they were unsatisfied, this corre-
lated with a change in their plan. Conclusions: Education of pain relief options for 
labour antenatally and on birth suite admission, with adequate discussion and do-
cumentation of their wishes encourages informed planning and use of pain relief. 
This promotes personal choice and control, resulting in improved overall satisfac-
tion of pain relief in labour. 
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1. Background 

Pain in labour is perceived differently by every woman, and is dependent on many fac-
tors, including physical, emotional, cognitive, social and cultural influences. However, 
two points seem clear: there is a wide variation in the pain perceived by women, and 
most women in labour can experience significant levels of pain [1]. 

Pain during childbirth is often regarded differently from pain in other clinical cir-
cumstances, with some hypothesizing that pain is a “good” pain which induces an im-
portant physiological process in labour namely, the release of natural endorphins, that 
help women cope with high levels of pain [2]. Other evidence has shown adverse effects 
of unrelieved pain which include hyperventilation leading to respiratory alkalosis and 
potential fetal hypoxia increased catecholamine release causing vasoconstriction of pla-
cental vessels and a relationship with increased rates of post-natal depression [3] [4] 
[5]. 

In the UK, the General Medical Council publication “Duties of a Doctor” states that 
doctors have a duty to “take steps to alleviate pain and distress”, and The American 
College of Obstetrics and Gynaecology (ACOG) point out that labour is unique in 
medicine because “there is no other circumstance in which it is considered acceptable 
to experience pain that is amenable to safe relief while under a physician’s care” [6] [7]. 
It has also been stated that “the strongest arguments in favour of medical pain relief in 
childbirth by systemic opioids or epidural anaesthesia are usually advanced by doctors 
who do not spend much time in the labour rooms themselves” [8]. Further it has been 
shown that “one on one” maternity care by a known carer has been shown to reduce 
analgesic requirements [9]. Given these varying views, it would seem preferable to indi-
vidualise pain relief provided to each woman in labour according to her clinical cir-
cumstances. 

McCrea and Wright showed that personal control during labour positively affected 
the women’s satisfaction with any pain relief used [10]. Thus informing and educating 
women adequately in the antenatal period regarding their pain relief choices, and then 
offering them control of these options may help to improve a women’s satisfaction with 
the way that her pain relief in labour is managed. The Cochrane overview of systematic 
reviews considering pain management in labour concluded that women should feel free 
to choose whatever pain management they feel would help them best, and highlighted 
that although evidence shows pharmacological pain relief is effective, it can also be as-
sociated with adverse effects for the mother and baby [11]. 

2. Introduction 

Nambour General Hospital (NGH) is a secondary level hospital in Queensland catering 
for around 2800 births per annum. Care is provided via different models of care; these 
include midwife care with the support of obstetric staff for low risk women, and a med-
ical model of care for higher risk patients, with midwifery input. Labour ward practice 
at Nambour General Hospital does not currently follow a set protocol for pain relief in 
labour, although State Maternity and Neonatal Network Guidelines have been pub-
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lished, which inform the hospital’s practice [12]. Currently women in labour are cared 
for by a midwife participating in team care, with the opportunity to escalate care as the 
clinical needs of the woman change. Following a labour ward audit, most midwives re-
ported that they did discuss pain relief options when they first admitted a woman in 
labour to the Birth Suite. 

At a clinical review meeting, most midwives stated that they would not offer pain re-
lief routinely to a woman admitted in labour. The most common reasons given for this 
practice was that they felt that offering pain relief may make the woman feel that, in the 
midwife’s opinion, they were not coping with labour and that this may influence sub-
sequent personal control and analgesic requirements. They further explained that they 
would implement any pain relief choices the women asked for, following some discus-
sion, within limitations of best practice and labour progress.  

However, there were times when clinical situations evolved, a lack of communication 
between the midwife and other team members occurred, or other factors arose that had 
a negative impact on how the women perceived their overall birth experience.   

Thus, it was felt important to look retrospectively at the adequacy of the provision of 
suitable, timely pain relief in labour, and how this may have been influenced by ante-
natal preparation and the philosophy of the midwife involved in her care. 

3. Aims and Objectives 

Primary outcomes: 
To determine whether patients are adequately informed prospectively-either antena-

tally and/or on admission to the Birth Suite of their pain relief options in labour.  
To determine whether patients would prefer to be offered, or ask for, drugs for pain 

relief. 
To determine a cohort of patients’ overall satisfaction with their pain relief in labour. 
Secondary outcomes: 
What drug options for pain relief were ultimately used, and how did this differ from 
what had been planned antenatally? 
Whether patients felt able to ask for pain relief? 
Whether patients felt encouraged to have pain relief they did not want? 
Whether being offered pain relief would make patients feel that they were more likely 

to use it? 
Was overall satisfaction of labour care influenced by whether pain relief expectations 

were met? 

4. Methods 

Women on the postnatal ward of Nambour General Hospital between 22nd April 2011 
and 16th July 2011 were given a retrospective anonymous patient questionnaire. Wo- 
men who delivered by elective caesarean section were excluded. Some eligible women 
did not receive a questionnaire due to early discharge, or inpatient stay over the week-
end. Therefore 323 out of 454 (71%) of women who delivered by spontaneous vaginal 
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delivery, instrumental delivery or emergency caesarean section. received a question-
naire. 114 anonymous questionnaires were returned (35%) by the patients to a locked 
box. The questionnaires were collected and the information collated in a spreadsheet. 
The pain relief options that were assessed were: no pain relief apart from psychologi-
cal support, sterile water injections, nitrous oxide, narcotic injections and an epidu- 
ral.  

Data was displayed as whole numbers and proportions. Patient satisfaction and its 
correlation with the patient’s plan was analysed using the Fisher’s Exact test for 2 × 2 
contingency data, and the Mann-Whitney U test for grouped data. All data were ana-
lysed using STATA (v12.0) and P = 0.05 was taken as significant. 

Ethical approval was granted by The Prince Charles Hospital Human Research Ethics 
Committee Executive. Reference: HREC/12/QPCH/248. 

5. Results 

53% patients were multiparous, 46% primiparous and 1 patient did not answer this 
question. 75% had a spontaneous vaginal delivery, 11% an instrumental delivery, 13% 
an emergency Caesarean section, and 1% did not answer. The population characteris-
tics are described in Table 1. 

83% of women answered that their pain relief options were discussed with them an-
tenatally, and 65% on admission to birth suite. 11% and 21% respectively perceived that 
these options were not discussed with them. 

50% of people reported that they would rather ask for pain relief, while 32% would 
prefer to be offered, and 17% would like to both ask and be offered. 

Overall satisfaction was reported as follows: 46% “very good”, 38% “good”, 9% “fair” 
and 1% “poor”—see Table 2. 7 women did not answer regarding overall satisfaction or 

 
Table 1. Population characteristics. 

 Characteristic Percentage of Women 

Parity   

 Primparous 46 

 Multiparous 53 

 No answer 1 

Mode of Delivery   

 Sponaneous vaginal delivery 75 

 Instrumental delivery 11 

 Caesarean section 13 

 No answer 1 

Type of antenatal care   

 Midwife 48 

 General Practioner 40 

 Obstetrician 6 
 Other 4 

 No answer 2 
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reported not applicable. Most comments regarding this were based around lack of time 
for requested pain relief option at their stage of labour. 

More women used each type of pain relief than had planned to-for example, 3 more 
women used sterile water injections than had planned to, 8 more used nitrous oxide, 7 
more used pethidine and 2 more used an epidural. Only 4 women who had planned to 
use no pain relief ended up using some method of analgesia Figure 1. 

105 out of the 114 women (92.1%) felt that their pain was adequately attended to, 
with only 2 (1.8%) women responding negatively, and 7 not answering. 94.7% of 
women felt that they were able to ask for pain relief. However, 4.4% reported that they 
felt they were not able to ask for pain relief and 2.6% (3) women did not respond. Only 
3.5% (4) women reported that they felt encouraged or pressured to have pain relief they 
did not wish Figure 2. 

When asked whether being offered pain relief would make them feel that they would 
be more likely to use it, 39.5% replied yes, 38.5% said no, and 21.2% were unsure, 0.9%  
 
Table 2. Levels of overall satisfaction with pain relief in labour. 

Overall Satisfaction Number of Women n = 114 (%) 

Very good 53 (46) 

Good 43 (38) 

Fair 10 (9) 

Poor 1 (1) 

Other 7 (6) 

 

 
Figure 1. Pain relief methods used. 
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Figure 2. Women’s views on pain relief provision. 

 
did not answer. 

How women rated their overall satisfaction with their planned pain relief is outlined 
in Table 3 and Figure 3. Of those women who used the pain relief options that they 
had planned, 24 rated their overall experience as “very good”, 22 responded “good” and 
1 “fair”. In those women whose actual pain relief used differed from what they had 
planned, 22 reported their experience as “very good”, 18 as “good”, 8 as “fair” and 1 as 
“poor”. 11 women wrote ‘no plan’, and of them, they responded 7 “very good”, 3 
“good” and 1 “fair”. 7 women did not rate their overall experience. 

There was a significant difference (p << 0.001) between those reporting “very good” 
or “good” when compared to “air” or “poor” satisfaction with a change from their 
planned pain relief used. However, there was no significant difference (p = 0.62) in 
overall satisfaction between the “same as planned” group and the “different than 
planned” group, highlighting that most women were satisfied irrespective of whether 
their plan changed or not. However, if they were unsatisfied, this correlated with a 
change in their plan. 

6. Discussion 

Labour and delivery is unique for each woman, and for every situation it is important  
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Figure 3. How change to perceived plan affected overall satisfaction. 
 

Table 3. How changes to planned pain relief affects satisfaction level. 

Overall 
Satisfaction 

Used same pain relief options 
as planned (n = 52) 

Used different pain relief options 
than planned (n = 51) 

No plan (n = 11) 

Very good 24 22 7 

Good 22 18 3 

Fair 1 8 1 

Poor 0 1 0 

Other 5 2 0 

 
to be able to adapt maternity care practice to those changing circumstances. However 
informing and educating women antenatally is essential to best prepare them for this 
time. Dedicated antenatal classes facilitated by trained midwives are a common way to 
deliver such education.  

Overall, women in this study seem divided on whether they would rather be offered 
or ask for pain relief in labour-this suggests that every situation is different and that 
care should be individualized. The majority felt their options were discussed antenatal-
ly, but only 65% reported discussion on admission to birth suite. Of note it would seem 
that midwives’ concerns over early discussion of pain relief options leading to increased 
use was unfounded in this group. By stipulating a discussion, with documentation, be-
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tween the attending midwife and the woman, on admission to birth suite, about options 
and preferences for pain relief in labour, practice would be more informative, collabora-
tive and patient-centered and may improve a woman’s overall satisfaction with her care. 

Goodman et al. demonstrated that personal control in labour was a statistically signifi-
cant predictor of total satisfaction, and remembering the first ethical principle of auton-
omy: a patient’s right to choose-we should remember that whatever decision is made by a 
patient, following provision of appropriate information about progress in labour and pain 
relief options, we, as a team, should respect those individual decisions [13]. The Cochrane 
review showed that while pain intensity was reviewed in many trials, patient satisfaction 
with pain relief & childbirth experience, as well as sense of control in labour were much 
less commonly addressed [11]. Our study agrees with previous findings that patients 
who had overall good experiences in childbirth had not deviated from their planned 
pain relief options, indicating that personal control is an important factor. 

The main limitation of this audit is its small sample size. Reasons for this included 
the fact that not all women who delivered during the timeframe and met criteria were 
given a questionnaire, mainly due to early discharge. There were a significant number 
of incomplete questionnaires-30. The intact data from these was included to preserve 
sample size. However, given it was an anonymous questionnaire the 35% response rate 
was relatively good when compared with similar studies. 

The questionnaire is a retrospective study, subjective and dependent on memories of 
a time that may have been stressful. For example, a midwife may have felt they made 
the pain relief options clear on admission to birth suite, however the women may not 
remember or have understood the discussion at the time. Also, certain types of delive-
ries require different sorts of analgesia-Caesarean section requires regional or general 
anaesthetic and women may have erroneously chose “epidural” when a spinal anaes-
thetic was used. By specifying that an epidural was used prior to the decision for Cae-
sarean section would have made this point clearer. 

When women present in labour, a check-box on the front of the partogram may help 
to ensure women receive adequate information about their pain relief options. This 
could highlight whether the options were discussed, and the women’s preferences for 
pain relief to be offered or requested. This may ensure better continuity of care and 
would provide clear documentation of a woman’s wishes for midwives and doctors that 
may be involved in her care, encouraging patient control. Multidisciplinary care and 
good communication between midwives, obstetricians and anaesthetists are required in 
adequately informing, educating and supporting women in their choices with regards 
to pain relief in labour.  

7. Conclusion 

In conclusion, this study demonstrated a correlation between a higher level of satisfac-
tion of overall labour experience with no deviation from a woman’s pain relief plan. 
This highlights the importance of antenatal education to make women aware of their 
options, and communication in the birth suite to ensure women’s wishes are unders-
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tood. It also highlighted that if women were dissatisfied with their pain relief in labour, 
then this was associated with a change in their anticipated pain relief plan, demon-
strating that patient control in labour is an important determinant in a woman’s overall 
satisfaction with her labour care, irrespective of type of pain relief used. 
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