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This document is designed to give further information about how we made the Decision
Support Tool (Decision Aid).

This supporting document and the decision aid were written and researched by Leila
Finikarides and Dr Baroness Alexandra Freeman.

Each tool had an expert advisory group, the involvement of relevant charities or support
groups, and was designed through rounds of redesign and feedback from clinicians,
patients, and members of the public who might use it. These were one-on-one interviews,
and the feedback was collated and acted on in multiple rounds.

Users (patients and the general public) are our focus, we include them from the beginning
of the process and their views and feedback throughout are at the very heart of what we
aim to do. The decision aids are for them.

Each tool is made to comply with the guidelines or criteria on decision aid development by
IPDAS and NICE. Very often they go beyond what many might consider as a ‘decision aid’
because our work with patients and clinicians has emphasised how much patients want
‘everything in one place’ and clinicians find it helpful to have ‘the perfect consultation’ laid
out to support them.

Users particularly appreciated the help that the documents gave them in preparing for an
appointment (knowing what might happen in advance, and helping prompt questions they
might want to ask), pages that help them when they talk to their doctor or other clinician,
and those that remind them what’s going on, what might happen, and what did just happen
(“what did the doctor tell me in the room”). The extra information can make the documents
seem long, but patients preferred this extra length, as long as the sections were easily
navigable.

In this document you can find out more about who helped design the tool, some of the
reasoning behind key decisions, and what reference sources were used. You can also see
the answers to some of the questions we posed to the people we tested it with about how
they might use the tool, which led to key decisions about its design. These are only
examples designed to give you a sense of how they were made — the full process is too
detailed to document.
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In designing the graphical representations of the numbers, we use a large body of research
into risk communication done over many years (some by us), plus the testing we do during
the production of the tools. Graphic design was by Sean Mayberry.
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Other healthcare x11 Other clinicians:

professionals (not x11 (midwives, clinical researchers, GPs, obstetricians)
part of the expert
advisory group) who
were interviewed or
provided input or
feedback

x46 x46 general public across the three decision aids

Experience of giving birth — range of birth experiences
Pregnant

Not pregnant but previously given birth

Never been pregnant

Range of birth experiences: vaginal, planned and unplanned

Patients and public . ) .
caesarean, induction and instrumental.

involved in 6 (pain), 4
(induction), 4 (mode)
rounds of testing and
feedback

Range of ages, ethnicities, education levels
From CSE / GSE to PhD

Age ranges
Ages from 20 to 70

Ethnicity
x16 from other ethnicities than White British
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Other

2 non-native English speakers

3 low health literacy scores

3 were people with autism or had other visual needs such as
dyslexia or Irlen’s syndrome

Organisations we
consulted

NCT

OAA

Tommy’s

PIF

RCOG

MVP Service User Reps

Who are the Winton
Centre for Risk &
Evidence
Communication?

The Winton Centre was funded by a philanthropic donation
from the David & Claudia Harding Foundation to help
communicate evidence ‘to inform, not persuade’. The team
carried out research in how best to communicate numbers
and uncertainty, created training courses to help professions
who needed to communicate evidence in a balanced way,
and produced tools to communicate evidence on different
topics.
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What questions do we ask of our expert
group and user testers and why?

We interviewed the expert advisory group, members of the public and potential users of the
decision aid and regular healthcare professionals who might use the decision aid. We
interviewed each tester (members of the public or people who have used maternity
services, and regular healthcare professionals) via video call, usually for about an hour.

We need to understand which information to include and to what level of detail.
For users (the general public):

We always first asked about their experience of pregnancy or birth and the decision to be
made.

We asked them what did they want to know at the time and what would they have liked to
have known. We asked them what they would tell someone now who was making the
decision.

We then asked for their feedback on the decision aid.
We ask if they would like a clinician to go through the document with them.

Then we ask them:

- Whether they understood the purpose of the document (that it is a decision aid, not
an information sheet).

- Whether they would read it, if they would find it useful, would it help them make a
decision?

- Whether, if they were handed the document by a healthcare professional, they
would read it.

- Whether, if they saw this document on a table, for example in a clinic waiting room,
they pick it up, and want to read it.

The aim of these decision aids is to help people make a decision. But in order to be useful
and used, they need to be read. And in order to be read, they need to be picked up. We
therefore amend and refine the documents and retest them (with a mix of the same and
different testers) until the answers to these questions are “yes”.

If people want a healthcare professional to go through the document with them, we make
sure it’s clear in the document that this is what they can do and, on the front page, which
pages are (most) useful to be used in a consultation with a healthcare professional.

For clinicians (both our expert group and regular clinicians):
We ask:
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- What is the decision being made? (what are the options that are available)

- At which point in a pathway / pregnancy are they making the decision, and therefore
what is the background knowledge of the potential user (what do they already
know), and when and how would they physically receive this leaflet?

- Are there inclusion / exclusion criteria around the decision aid?

- How would the decision aid be used, e.g. by users ‘on their own’ before a
consultation with a healthcare professional, or always first with a healthcare
professional.

The answers to these questions help us to understand which information to include in the
leaflet, at what level of detail and language to use.

We developed, wrote and iteratively tested the 3 maternity decision aid
topics simultaneously;

“Making a decision about vaginal or caesarean birth”,

“Making a decision about pain management in labour and birth”
“Making a decision about Induction of labour”.

Because we wrote and tested the 3 leaflets at the same time, we were
able to carry over feedback across the series where appropriate, for
example, feedback about language, formatting and other content (e.g.
section for the birth partner, level of detail, pages to fill in etc).

We usually interviewed each tester for about an hour and often
followed up by email on later versions:

Pain, Induction and x46 general public

Mode of Birth x11 ‘regular’ healthcare professionals

Some testers were asked to look at the document once only, others
were asked to test different versions of the leaflets through their
progression, others were asked to test more than one topic.

We did this in order to get the broadest range of feedback. Feedback
can be different, and differently useful, if a tester has seen the series
(all three topics), or one topic through its progression, for example.

In this supporting document we therefore provide some example
feedback from each of the topics to illustrate some of the cross over as
well as topic specific feedback and decisions.

PAIN
Whether to use pain management techniques or pain relief medicines,
and which to use, during labour and birth.

What is the decision?
And / or
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What are the
treatment options
available?

We present the different methods of pain management and pain relief
medicines available as described (not always recommended) by NICE.

When should it be
made available?
(healthcare
professional answer)

Pain in Labour and Birth

This would be useful to have access to for the first time around 20 or 28
weeks. Then it would be useful to go through it when doing a birth plan
/ birth preferences / PCSP document, and then again to re-visit nearer
the end of pregnancy.

(Same answer as patient feedback)

When would it be
useful to be given it?
(patient answer)

PAIN IN LABOUR AND BIRTH

This would be useful to have access to for the first time around 20 or 28
weeks. Then it would be useful to go through it when doing a birth plan
/ birth preferences / PCSP document, and then again to re-visit nearer
the end of pregnancy.

‘What’s important to you’ page, specifically
Most very much thought the ‘what’s important to you’ page would be
useful to take with them when they go into labour.

It is likely that they will not know the midwifery team who look after
them in labour.

Testers said it would be helpful to take that page with them to show the
midwife who would look after them during labour and birth so they
would know what their preferences are.

They said this page, and the leaflet, would be useful to share with their
birth partner for the same reason.

Some of those who had had a baby said that their team didn’t ask for
their PCSP and liked the prompts to show these pages to their midwife
when they go into labour as long as the midwifery team would read
them.

Changing feelings and preferences

How you will feel ‘on the day’ about pain relief choices may change.
Users wanted some guidance around how to communicate changing
views. For example not wanting an epidural pre labour, but changing
your mind during labour (and how to communicate whether or not you
really mean you have changed your mind and want your new decision
to be acted on).

ACTION We added a prompt to think about how to communicate if
you have changed your mind.
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PAIN

Users said they would glance at the whole document(s) early on in their
pregnancy, and then read it again more carefully nearer the time. They
said they would refer back to it when they came to create their birth
plan / preferences / PCSP with their midwife, and when they go into

. labour.
How would it be

?
used? “..it’s easy to flick through, each page is split into boxes and

graphics and the colours are good. Easy to check through and
find what you want to know in about 10 seconds !” (v10.1)

ALL 3 TOOLS

Some options are not suitable for some people.
Some options have different risk / benefit profiles for some people.
Some options are not available everywhere.

Outcomes and options available in maternity can be extremely variable.
Where you are in the country, where you are giving birth, or resources
in your area can all mean that options available to you are limited.

Are there any Things about you, such as, is this your first baby or not, your current
exclusion / inclusion health status or that of your baby, can all limit options available to you
criteria? and affect the risk or benefit profile of that option.

It is not possible, in a static document suitable for printing, to include
personalised risk or outcomes (and this would be difficult to do with the
available data in any case).

ACTION: We made a clear note on all the leaflets that not everything is
always available to everyone, and guide users to talk to their midwife
or doctor about their personal situation, offering guiding questions
and reflective pointers in the leaflets’ “What’s important to you” and
other pages.

Would you prefer a ALL3 TOOLS

printed version, online
electronic version or
both?

(Patient answer)

22 preferred a printed document only
19 preferred both printed and online versions
1 preferred online only

Would you, ALL 3 TOOLS

personally, use it?

All testers said (eventually by the final version, and emphatically) yes.
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“Lots of good info, | wish this had been available for me! Easy to
follow and read, | like the colour coding and the spaces to write
your own stuff down.”

DID YOU FIND THE
NUMBERS USEFUL?

ALL 3 TOOLS
All testers said yes.

“Beforehand, it is great to know the risks eg. headache with
epidural (I don’t care about this when in labour but it’s good to
have this knowledge and be able to consider it before!)...Long
term effects of spinal and epidural eg. catheter and not being
able to get out of bed meaning longer stay on postnatal ward.”

“Yes, helpful to see effectiveness and risks when making choices”

Any other comments?

ALL 3 TOOLS

ITERATIVE ROUNDS OF TESTING AND AMENDS

In order to make the leaflets in the series as short and concise as
possible, we always ask if there is anything that users don’t need to
know, is there anything we can remove to make the leaflet shorter.
Similarly, to make sure we include everything that is useful, we ask if
there is anything missing.

We usually continue adding and removing until the answers to these
guestions are both ‘no’.

LANGUAGE

We consulted the Royal College of Midwives’ project on how to
communicate about different kinds of birth and spoke to other groups
such as representatives from LGBTQ+ community about language.
https://www.rcm.org.uk/rebirth-hub/rebirth-summary-2022/

IMPLEMENTATION & USE

Quite often testers would ask about access to the leaflet, how would
they get it, when would they receive it. Predominantly people wanted a
printed version that they could write on and take with them to
appointments or when they go into labour.

A question that was often asked was whether their midwife would
actually read the pages that they fill in.
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“Do midwives get a copy of this? | don’t feel that mine was very
helpful at the time. | didn’t feel like | could approach or question
her.”

“The info given to me, NHS leaflets that had been photocopied so
many times you could hardly read them”

Were there any key
decisions made when
designing the
document, and what
was the reasoning
behind them?

ALL 3 TOOLS

Inclusive language: women/birthing people

We had quite a bit of discussion over whether to use the word ‘women’
throughout the document, or even at all. NHS policy is currently to use
it, along with a sentence that it is being used inclusively to mean all
birthing people regardless of gender identity.

We were able to write the document without any gendered language,
avoiding the issue. Some were concerned that this in itself might feel
exclusionary to women, but no testers had picked this up (including our
inclusivity experts), and most of the expert advisory group had not
noticed that we had avoided any gendered terms.

PAIN

‘Pain management’ versus ‘pain relief’

Some of the expert group were keen to distinguish between non-
medical techniques that could only help people deal with the amount of
pain they felt and felt these could not be termed ’pain relief’, and
medications which they felt reduced the amount of pain. Others argued
that the entire experience of pain is subjective and therefore that there
is no meaningful distinction to be made between the two.

A suggested compromise was to use ‘pain management’ throughout,
but this was complicated by the need to use the word ‘medicine’
alongside it for pharmacological methods.

Testing with members of the public suggested that ‘pain relief
medicine’ was the best understood phrase for pharmacological relief,
whilst ‘pain management techniques’ worked for non-pharmacological
techniques.

Testers wanted the distinction to be made - in fact, they wanted a clear
differentiation between pharmacological methods including Entonox
(gas and air) from other methods of pain management. For this reason
we used different terms for pharmaceutical drugs and other methods.

Sterile water injections
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Sterile water injections were controversial amongst the expert group,
with several members being unhappy at their inclusion, but since they
are now part of NICE’s recommendations all agreed that they had to be
included.

Epidural and increased length labour/chance of instrumental delivery
Epidurals have historically been associated with a higher risk of longer
labour and instrumental delivery. However, the most recent Cochrane
review (Anim-Somuah, 2018) analyses data collected after 2015
separately, due to the advent of new drug regimens, and finds no
significant increase in risk of instrumental births. There have been many
publications on epidural and length of labour in recent years, with
conflicting findings. Different regimens and practices used in different
countries, along with the large amount of natural variation in length of
labour makes it difficult to study.

NICE’s NG235 mentions an increased length of labour and also an
increased risk of assisted/instrumental birth. This has not changed
between the 2007 and 2023 versions and it’s not clear whether this
sentence was re-assessed in the 2023 guidelines.

We decided eventually to mention a potential increase in length of
labour, but to follow the 2018 Cochrane review on no increased risk of
instrumental or caesarean birth.

How to organise the risks & benefits displays

In most of our decision support tools, people using the tool are
comparing options to choose which one to try. In the case of pain relief,
people can use multiple methods of pain management and relief
together. They also often knew about, and had opinions about, many of
the options available already. Testers therefore found it more helpful to
have a ‘section per option’ including all the information about it
together — including efficacy and risks — of each option.

We did test additionally having a single page where all the data on
efficacy were grouped together for comparison, but testers did not find
this particularly useful and the document was already very long so we
decided to leave it out.

How to display/describe the control condition
One important aspect of understanding efficacy is comparing outcomes
against a suitable control group.

There was some discussion over whether people would find it confusing
to have control group data present, but testing showed that people
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could understand it when well-presented and labelled, and it was
agreed that it was important to compare efficacy of each against a
control.

Control data in the case of pain relief in labour varies considerably —in
trials it is rare that people are taking no pain relief at all. We looked at
the data for the control group in each study, and split the data into
three groups:

- Sterile water injections are specifically for back pain, and the
control is sham (dry) injections. That is therefore the data
displayed.

- For the main pharmaceutical treatments (e.g. epidural), there
were no trials reporting against a ‘no pain relief’ control — they
all test against another pharmaceutical. For those, therefore, we
decided not to show a control group.

- For the non-pharmaceutical pain management techniques, the
percentage who were satisfied in the control condition (which
was variable) all fell within a similar range. We therefore chose
to pool the results of all the control groups for pain
management techniques. The exception is for acupuncture,
where the non-acupuncture (either sham or ‘usual care’) arms
had higher satisfaction than in other control groups so we used
the control groups from those trials specifically.

Displaying quality of evidence

The expert group were very concerned that the efficacy data varied a
lot in the quality of the evidence it was based on and that this needed
to be made very explicit to readers.

We therefore added a section near the front of the document
specifically discussing the difficulties of measuring pain, and why we
had chosen ‘satisfaction with level of pain’ as the outcome. We also
added ‘star ratings’ alongside a verbal description of the level of the
evidence, which we know to be an effective way of communicating
evidence quality (particularly warning of low quality) (see
https://doi.org/10.1371/journal.pone.0259048).

Sometimes it was a matter of judgement what level QoE to assign. For
example, the recent NICE review for sterile water injections gave
evidence levels for each claim in each study, ranging from very low to
high. For the claim about levels of ‘satisfaction with pain relief’, there
was one study given a ‘high’ quality rating (Koyucu 2018) and one study
a’low’ quality rating (Lee 2020). Since the ‘low’ quality study was the
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larger and that there was generally some concern over the quality of
the evidence for sterile water injections, we chose ‘low’ as the rating.

For remifentanil PCA, again NICE gave different ratings to different
individual studies, and expressed concern over lack of data and
heterogeneity, so again we chose to go with ‘low’.

Whether to discuss the risk of opiate addiction associated with the use
of opioid-based pain relief during labour

In recent years there has been work looking at the association of opioid
medication use as pain relief and subsequent addiction. Opioids are
used as intramuscular injections (e.g. pethidine, diamorphine), within
PCA and in epidural or spinal anaesthetics. For those giving birth, the
use is comparatively brief, and although the OAA advised that the latest
studies do indicate a higher risk of later addiction than had previously
been recognised when opiates are used after surgeries, they thought
the evidence did not support any concern for either mothers or babies
when they are used in labour.

For the future risk to the baby, we consulted:

Jacobson et al., 1990 — a study looking at the history of 200 opiate
addicts in Sweden and 262 siblings of them that had no addiction. 74%
opioid addicts and 48% sibling non-opioid addicts were male. Matched
regression analysis found a non-significant, p=0.2 relative risk of 1.6
(95% CI 0.75 to 3.6) of a child with addiction for administration of
opiates during labour. OAA’s conclusion: “The matched regression is
important as it encompasses birth order, as maternal analgesia
requirements for labour are usually less for subsequent labours. Also,
the matching does not seem to include baby sex. It may be expected
that males will be more likely to become addicts than female babies.
Therefore, a sex imbalance between the addict group and sibling
control group may confound the results. Furthermore, siblings who
were addicts were excluded from the analysis and it remains unknown
what analgesia their mothers received during their labour.

In this analysis there was a similar risk that an addict had a mother who
received labour opiate analgesia as for a mother who had nitrous

analgesia.”

https://doi.org/10.1136/bmj.301.6760.1067

Pereira et al., 2012 — a study comparing 133 people from the
Netherlands whose mother had used pethidine during labour and 164
whose mother hadn’t and finding that there was no difference between
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the two groups in use of drugs, alcohol or cigarettes:
https://doi.org/10.1136/bmjopen-2011-000719

Brimdyr & Cadwell, 2018 — a US opinion article that cites supportive
evidence from the same research group that published 5 papers
involving 2 patient datasets for births between 1945-1966 in Sweden
and births between 1959-1966 in USA (mentioned above), suggesting
that fentanyl use during labour in the US might be associated with
increased fentanyl addiction in adults in the US:
https://doi.org/10.1016/j.mehy.2018.07.027

Robbins et al., 2021 — a US study checking whether the use of opiates in
labour is associated with neurodevelopmental delay in the child,
comparing 535 prematurely-born children whose mothers used opioids
during labour and 869 whose mothers didn’t, and finding no link:
https://doi.org/10.1016/j.ajogmf.2021.100372

OAA’s conclusions were:

“There is no published quality evidence to support the assertion babies
born to mothers who receive opiate labour analgesia have a higher risk
of opiate addiction.

There was a 2018 review of the literature to support the hypothesis
that opiate analgesia in labour is associated with an increased risk that
the baby will become a drug addict. Since this review was seeking to
support a hypothesis that maternal opiate use for labour analgesia was
associated with an increased risk of addiction for children in later life, it
would be expected that the review’s authors sought out and cited the
best evidence to support their hypothesis. This review cited and
reported only five studies, all of which came from the same research
group and four of which all used the same historical 1945-1966 Swedish
dataset. A key paper from this research group (Jacobson 1990 BMJ) did
not find a statistically significant increased relative risk of offspring
opiate addiction after the use of labour opiate analgesia when
regression analysis was applied to address confounders. This study had
several methodological flaws which undermines its value.

A more recent published cohort study by Pereira et al in BMJ Open in
2012 of the incidence of lifetime substance misuse disorders of children
born to mother who had and did not have pethidine labour analgesia
found that there was no statistical difference in risk lifetime substance
misuse, and substance misuse incidence mirrors that of the general
population.

Another study by Robbins et al 2021 in AJOG, which investigated the
risk of neurodevelopmental disorders in young children at 2 years of
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age who were born premature and hypothesised to have greater
neurological vulnerability to intrapartum drugs, found that there was no
increased risk for those children born to mothers who received
parenteral opioid analgesia during labour.”

Whether to name diamorphine ‘morphine’ or ‘diamorphine’

In testing we found that testers were familiar with the word morphine
and pethidine. But they but struggled with diamorphine, sometimes
finding it hard to pronounce, were not familiar with it as a drug name
and it was generally a pause in reading.

We asked what they felt about including both drug names, or
diamorphine without morphine, and the consensus was that including
diamorphine was unnecessary and potentially confusing or a ‘stumble’
in the reading and to include morphine and pethidine.

We asked OAA whether it was acceptable to say “e.g. morphine or
pethidine” and they agreed it was.

What to say regarding hyponatraemia

At sign-off it was pointed out that the DST mentioned encouraging the
drinking of water or isotonic drinks during labour. In the light of recent
papers noting the risk of hyponatraemia due to changes in homeostasis
during labour (e.g. https://doi.org/10.1136/bcr-2021-242674,
https://doi.org/10.1136/archdischild-2013-303966.163) we consulted
guidelines such as those of the Regulation and Quality Improvement
Authority and various individual hospitals. There is currently no national
guideline that would help those in labour, so we used the advice from
Sokhal et al. above that isotonic drinks be recommended rather than
water and that women should be encouraged only to drink when
thirsty.
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Some example answers from our patient
and ‘regular healthcare professional’
testers and actions we took on the basis
of them (organised by testing round)

PAIN
Round 1

FAILING language and CHOICE language - (expert healthcare
professionals & general public)

It’s really important to get across that people can change their
minds and that to do so is not failing. We were prompted by
almost everyone to think carefully about language around
choice of pain relief or choosing any at all. Anaesthetists said
that the kind of language they hear used by women when
getting an epidural was that around failing, “I tried for as long
as | could”; many said they felt like it was giving up to ask for
an epidural.

“I carry some guilt / sensitivity about the fact | had c sections”
ACTION — we made sure that our language was supportive
and emphasised the individual’s choice and that it might be
different on different days.

ORDER OF PAIN OPTIONS

Users expressed preference to include things they can do
themselves earlier in the document and lead through to more
‘extreme’ methods of pain relief.

ACTION - We thought about the order of options, discussing
with users in testing how best and in which order to present
the options (epidural and spinal at the end, continuity of
carer, position and breathing at the start).

IMPACT OF MY CHOICE — across all topics

Across all topics users wanted to know the impact or knock on
effect of any choice they made.

For PAIN that included whether choosing this method would
restrict choices of other methods, (e.g. you can’t get into a
pool immediately after opioid injections) or whether that
choice would affect my baby (e.g. some opioids can make
breastfeeding slower at first)
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ACTION - We made a section on each about its impact, e.g. on
other pain management techniques, and ‘will it affect my
baby?’

PAIN
Round 2
Vva.0

LAYOUT & COLOURS (general public)
“Colours are good, changes based on topic means | can easily
tell which section is which ...sections are clear, it would be easy
to find the bits that relate to you.”
“I think it's really important this info is given to women so they
feel confident in the choices they are making, also for it to be
presented in a thoughtful and engaging format and in a way
where it’s easy to compare rather than in a bland clinical way,
and these are great for that”.
ACTION — we made sure that colour worked for ease of
navigation through the fairly long leaflets.

WATER BIRTH
“Good explanation on water birth and good to point out that
it’s not compatible with epidural and diamorphine...useful to
know how it works and what others will be doing”

PAGE FOR PARTNER - PAIN
We tested having a section “for your birth partner”. We first
included that page in the ‘pain’ decision aid but most testers
thought it wasn’t necessary in this leaflet.
They did feel it was good to prompt sharing the leaflet with
birth partners though.
ACTION - we removed a dedicated section ‘for my birth
partner’ in the PAIN leaflet but made sure we included
prompts and reminders to share your choices and
preferences with them.

PAINKILLERS — PHARMACOLOGICAL OVER THE COUNTER PAIN RELIEF
There were requests for “...more information on why certain
painkillers aren’t recommended would be useful - people tend
to have a preference for certain painkillers so some info on why
those aren’t recommended would be good”

ACTION - We included a section about pain relief medicines
you can buy and explained that paracetamol was
recommended but that aspirin / NSAIDs were not, and why.

UNPREDICTABLE
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Labour and birth being unpredictable was a theme that came
up often. Testers often said that what they had planned for
didn’t happen and they wanted language that warned people.

(MIDWIFE) “...Reassure about it being unpredictable and that
it’s always painful...it’s about preparedness.”

“I like the disclaimer that everyone’s experience is different —
it’s important to start with that”

ACTION - we included language to prepare new parents and
other readers that helped prepare them for the
unpredictability of birth, while hopefully at the same time
giving them information to help them feel more in control if
things don’t go according to plan.

(Midwife) “I like that it reassures you that it is okay to have

PAIN pain relief and that it states that it WILL be painful.”

Round 3
(Midwife) “I was not aware you could have gas and air for any

stitches! | will remember that one!”

MUMSNET link in Further Information Pages
A number of testers picked up on Mumsnet to point out that
Mumsnet is not written by experts or even regulated. Testers,
however, also said they liked the fact that Mumsnet was
interactive and you could get other people’s experiences.
ACTION - We decided to keep the link, but add a clear
disclaimer explaining its limitations.

GENERAL CONCERNS
(Midwife) “I know this has to be factual and informative but
has made me feel uneasy about some options where stats are
not as positive, now | know these facts, | may not be happy in
the delivery suite if told a "riskier" option was my only option....
But | like that it reassures you that it is okay to have pain relief
and that it states that it WILL be painful.”
ACTION - we revisited and softened language and
emphasised that pain is subjective, what works for one may
not for another. We made it clearer that epidural / spinal
anaesthetic should mean most people do not feel pain at all,
versus other pain relief that can alleviate but not take pain
away entirely.

PAIN
Round 4
V6.0

PAIN LANGUAGE: “PAIN RELIEF OR PAIN MANAGEMENT”?
Round 5
V6.0
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- Users wanted some distinction between pharmacological pain
relief methods and other methods of pain management. They
wanted a linguistic differentiation in the leaflet and saw ‘pain
management’ as things they could do themselves to make
labour more comfortable. They saw ‘pain relief medicines’ as
describing pharmacological medicines that can take pain away
to a greater or lesser degree.

- ACTION - (see ‘decisions’ section above).

PREDOMINANTLY T&F expert healthcare professionals and patient
representatives

CONTINUITY OF CARER
There was strong feedback to Include more about ‘continuity
of carer’, and to think about partner support or support from
others such as doula.
ACTION - We revisited this section to explain more about
support and discussed among the expert advisory group how
or whether to include doula support. We mention it but not
in great detail because it is predominantly a paid-for service.

BAME / lower socio economic background outcomes
Expert advisory group members voiced concerns about worse
outcomes for BAME people and those from low socio-
economic groups and whether we should include more about

PAIN this.
Round 6 ACTION - We made sure we included voices from these
V7.1 groups in our testing. When it came to the risks and benefits

numbers, there were no statistics indicating that risks of pain
relief/management options differed in a way that might
affect their choices.

See note on INCLUSION AND EXCLUSION criteria above.

POST-NATAL EFFECTS
“Think about post-natal effects, how will | feel afterwards, will
this affect me after the birth?”
We included where possible, if the pain relief choice would
affect anything after birth such as breastfeeding or being able
to move around.

WHAT IS ‘REALLY’ AVAILABLE
“Think about what ‘really’ is available, can | take a pool into
hospital with me? How many pools are available? Am | likely
to get one if | want one?”
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It was often brought up by testers that something was not
available for them - for example due to staffing shortages they
couldn’t have a home birth or a water birth.

Users of the tool were keen to know what should be available
to them, but also wanted pointers around how to find out if
they are available in reality.

ACTION — we added prompts to check with your midwife
about limitations in your area at the time you’re giving birth.

WHERE TO GIVE BIRTH
Expert healthcare professionals suggested removing
references to ‘place of birth’ because it’s not relevant to pain
relief options and there is a separate decision aid about place
of birth.
ACTION — We did restructure and revisit the wording but
decided to keep a reference to place of birth on the front
page. Users found it useful to highlight more clearly that
there are 3 places you can give birth and what pain relief is
available in each.

PAIN T&F GROUP MEETING RAISED CONCERNS OVER INCLUDING STERILE
ROUND 7 WATER INJECTIONS - see decisions section

V8.0

V8.1

BIRTHING PARTNER AND PARTNER
“Can you add in ‘birthing partner’ more? Eg on page 5, page 6,
and explain that a birthing partner can be a partner, parent,
friend, doula etc.”
ACTION — we revisited the document to make sure references
to partners were clear and relevant.

COLOURS / LAYOUT
PAIN We tested with users with visual impairments and autistic
ROUND 8 users.
vVo.1 “I like the colour and layout, very easy to read so well done to

everyone. | didn't notice the colours as being too garish so they
must have been pleasing on the eye and easy to read. | like the
colour coding too, it really helps you to navigate the leaflet.”

“It is a lengthy document but it needs to be to make sure
people understand them all. | love the fill in spaces. This is
something | feel is missing on lots of documents, so this is
great!”
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“The document language was NOT scary. Reassurances have
been given at lots of places and the language is easy to
understand. | didn’t find anything missing really — maybe some
images here and there if possible.”

“They just plonked me on gas and air — couldn’t give me any
more than paracetamol on the maternity ward. | had been
asking for more pain relief — even though I’d had the NCT
classes — it wasn’t one succinct booklet like this.

In hindsight maybe | should have taken my own notes.

I just didn’t know what to ask for.”

“Good to suggest what you can ask for, how long things might
take, so you know when to ask? When to bother the midwife?”

“Useful to have all this in one place and to reiterate that plans
can change and that people experience pain differently.”

Pain relief in labour decision aid: accompanying information
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What matters to you /
what’s important to
you pages

‘WHAT MATTERS TO YOU?’ / ‘WHAT’S IMPORTANT TO YOU?’' PAGES

People said it would be useful to take this single page from the PAIN
decision aid with them when they are in labour because it is unlikely
that they would have a midwife they knew. They thought taking this
page(s) from the decision aids in with their overnight bag could be
useful for the midwife looking after them.

“Great to be able to fill it out myself and keep all my thoughts in
one place”

“..practitioners don’t always read these though? But could be
good if want to remember something specific - get someone to
write it down”

“I like the pain scale at the bottom, good way to communicate with
nursing staff”

(Midwife) “Add something about sharing these with your birthing
partner and midwives so that they can support and suggest things
that you have prepared to help to keep you comfortable and keep
stress down, as you may not be thinking straight when the pains
hit.”

“...good if you end up seeing different midwives or have a longer
birth so have shift changes”

“I love the fill in spaces. This is something | feel is missing on lots of
documents, so this is great!”

PCSPs Pregnancy preferences care plan

Our ‘what’s important to you’ pages on each decision aid
collectively would add up to the birth plan / birth preferences
type documents, but our decision aids don’t all include
everything on the PCSP.

They are laid out easily and are relevant to each decision and
refer out to the PCSP.

“Birth plan reference on page one - my experience is they don't
ask for birth plan you have to make sure they've read it. You
have to put it in front of them. Some people don't feel
confident doing this so maybe reiterate that professionals have
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to listen to your wishes and you should feel able to share your
plan with all professionals involved in your care.”

ALL 3 TOOLS
“Please make it clear to share these thoughts and your wants
with you partner or birthing partner. As | said my labour was
long with lots of twists and turns and I really feel like | was out
of it on pain killers so many choices were made by my birthing
partner (mum) as | was unable.”

“I think even though you reiterate that women have a choice
quite often in clinical environments you are at the whim of the
professional. Having someone to advocate for your plan on
your behalf is important”

Risks & Benefits
VISUALISATIONS
& numbers pages

“Very useful stats but may sway decision...some for example
Aromatherapy | understand why you can’t get data, but you
need to be aware of the stats to make decision for yourself.”

“... would pay more attention to stronger pain relief

stats.... What does ‘happy’ mean? What level of happiness?
50%/100%? Expectations could affect opinions?”

ACTION we amended the outcome to wording from the study
“how many said they were satisfied with their choice”

“Make it clear if there are no risks to the baby, or if there are,
what these are”

ACTION we included a section in the main body of the option,
‘will it affect my baby’ and had a dedicated section about
whether any of the options affect breastfeeding.

POSITIVE

ALL 3 TOOLS
“Reassuring and unbiased”

“Despite medical procedure the vocab is all easy to understand for the
average person”

“Would help you make a decision- gives you the confidence and
knowledge needed to ask questions”

“Lots of good info, | wish this had been available for me! Easy to
follow and read, I like the colour coding and the spaces to write your
own stuff down.”
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“Did not feel that I really had a choice so this would have been useful
beforehand”

“I truly admire the time, dedication, effort, and commitment you and
your team have put into the document you shared with me. | know
that when | was pregnant, | would have appreciated having this
information to help me through the process.”

PAIN

“Where was this when | needed it??? This is so informative and more
than anything | like that It makes it clear that these things are (to a
point) your choice, | really didn’t feel like | had a choice and | had so
much pain relief due to what | now think was the additional pain from
the oxytocin drip, that | hallucinated and saw family members who
had passed.”

“Useful to have all this in one place and to reiterate that plans can
change and that people experience pain differently.”

Reading age

Using https://readabilityformulas.com/readability-scoring-

system.phpp
Average Reading Age Consensus Calculator

Average reading 10-12 (v16.0 05-4-23)

(the average reading age is higher because we need to use long or
difficult words such as ‘acupuncture’, ‘Entonox’, ‘aromatherapy’,
‘hypnobirthing’, ‘established’ etc.)
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Where did we get our numbers from?

This section explains what sources we used, and why.

Potential benefits & harms of different treatment options

For this section of each decision aid, we try to find the absolute risks (the number out of
every 100 people who would have experienced the outcome) for each of the things that
patients and clinicians tell us is important. Numbers can come from observational studies
(where people choose their treatment and the outcomes are recorded), or from clinical trials
(where people are assigned to a treatment at random). Which is more useful depends on the
circumstances, but in some clinical trials some people assigned to one treatment ends up
taking another (for different reasons). Some academic studies report the outcomes as if they
had taken the treatment they were originally assigned (called ‘intention to treat’ data), and
some studies report the outcomes depending on the treatment that they actually took
(called ‘per protocol’ or ‘per treatment’ data). We always try to find ‘per protocol’ data as
this is more useful for an individual wanting to know what might happen if they have one
treatment or another.

We usually start by looking at trustworthy summaries of evidence, such as those done by
NICE or by the Cochrane collaboration.

If these summaries give us all the numbers that we need, and are considered up to date by
the expert group, we would use those. If not, we would look for any large trial in a
population that is relevant to the UK and use the findings of that. If there are many trials, we
would collate them all and tend to cite a range based on the lowest and highest number for
each outcome found across those studies (rounding the numbers to give an appropriate
sense of the degree of certainty). Where there is consensus that there is ‘no significant
difference’ between different outcomes, we will ensure this is reflected in the ranges we
give.

The expert group will agree all the numbers, and suggest better sources for them,
throughout the development process.

NICE guideline NG235 (https://www.nice.org.uk/guidance/ng235), along with guidance
from our expert group and patient interviews, helped us to determine which methods of
pain relief to include. We started with the series of Cochrane collaboration reviews on the
relevant methods of pain relief in labour:

Anim-Somuah 2018 (epidural) — 1911 people in 7 studies:
https://doi.org/10.1002/14651858.CD000331.pub4

Bohren 2017 (continuous support) — 15,000 people in 26 studies:
https://doi.org/10.1002/14651858.CD003766.pubb

Cluett 2018 (birthing pools) — 3665 people in 15 studies:

Pain relief in labour decision aid: accompanying information
V2.8 July 2026


https://www.nice.org.uk/guidance/ng235
https://doi.org/10.1002/14651858.CD000331.pub4
https://doi.org/10.1002/14651858.CD003766.pub6

5 UNIVERSITY OF
CAMBRIDGE

Winton Centre for
Risk and Evidence Communication

https://doi.org/10.1002/14651858.CD000331.pub4

Dowswell 2009 (TENS) - 452 people in 5 studies:
https://doi.org/10.1002/14651858.CD007214.pub2

Gupta 2017 (position) - 805 people in 4 studies:
https://doi.org/10.1002/14651858.CD002006.pub4

Klomp 2012 (inhaled analgesia) - 323 people in 4 studies:
https://doi.org/10.1002/14651858.CD009351.pub2

Madden 2016 (hypnosis) — only one relevant study (Downe et al, 2015):
https://doi.org/10.1002/14651858.CD009356.pub3

Novikova 2012 (local nerve block) — 407 people in 3 studies:
https://doi.org/10.1002/14651858.CD009200.pub2

Othman 2012 (non opioid drugs) — 745 people in 4 studies:
https://doi.org/10.1002/14651858.CD009223.pub2

Simmons 2012 (combined spinal-epidural) - 42 people in 1 study (Gomez 2001), 101 people
in 1 study (Zeidan 2004), 1328 people in 7 studies, 480 people in 6 studies (grouped by
different comparators):

https://doi.org/10.1002/14651858.CD003401.pub3

Smith 2006 (complementary & alternative) - 22 people in 1 study (Calvert 2000), 727
people in 5 studies, 65 people in 1 study (Freeman 1986) (grouped by different
comparators):

https://doi.org/10.1002/14651858.CD003521.pub2

Smith 2011 (aromatherapy) — 535 people in 2 trials:
https://doi.org/10.1002/14651858.CD009215

Smith 2018 (Relaxation techniques) - 642 people in 5 trials:
https://doi.org/10.1002/14651858.CD009514.pub2

We also used the NICE 2023 evidence review for sterile water injections:
https://www.nice.org.uk/guidance/gid-ng10360/documents/evidence-review-3

And remifentanil patient-controlled analgesia:
https://www.nice.org.uk/guidance/gid-ng10360/documents/evidence-review-4

From all the Cochrane collaboration reviews, we either extracted the absolute risks for
each outcome for each study included, directly from the Figures and Tables in the
publications (often from the Analyses presented separately), or (if the outcomes of interest
to us were not given), sourced the original citations themselves.
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Because we wanted to give a more direct sense of the quality of the evidence than just the
description of the studies, we used the GRADE rating or similar quality of evidence
assessment from the relevant Cochrane or NICE guidance — or, where we had to, from the
most recent other meta-analysis on a topic. Where there was none, usually because the
evidence was so poor quality that a meta-analysis had not been done by Cochrane or
others, we gave it the label of ‘very low quality’ by default without doing a formal GRADE
analysis.

From the NICE guidance, we sourced each individual study cited in order to extract the
absolute risks.

We supplemented these with our own searches using Google Scholar and
recommendations from the expert group. This resulted in the following sources overall:

For ‘how many people had...”:

CQC maternity survey, 2023 data from 25,515 people in the UK:
https://www.cqc.org.uk/publications/surveys/maternity-survey

A survey of 398 UK midwives on how many used sterile water injections, from 2019 (Lee et
al.): https://doi.org/10.1016/j.midw.2018.10.001

Birthing pool usage data came from the Healthcare Commission maternity survey 2010 (the
most up-to-date we could find). We used the median figure across all NHS England trusts.
Reference: https://nhssurveys.org/wp-content/surveys/04-maternity/04-analysis-
reporting/2010/Historical%20comparisons%20tables.pdf

For continuity of carer:

For the number of people who opted for pain medication:

A study from 2003 of 992 people (Dickinson et al.): https://doi.org/10.1046/j.0004-
8666.2003.00152.x

For the effects on length of labour, and number who had instrumental or Caesarean births:
An analysis of multiple studies done in 2017 (Bohren et al., Cochrane review):
https://doi.org/10.1002/14651858.CD003766.pub6

For TENS machine:

For the number of people who were satisfied or opted for pain medication:

A 2019 analysis of 26 clinical trials involving 3348 people (Thuvarakan et al.):
https://doi.org/10.1111/ner.13221;

A 2009 analysis of 5 clinical trials involving 452 people (Dowswell et al., Cochrane review):
https://doi.org/10.1002/14651858.CD007214.pub?2

A 2009 study of 607 people (Borup et al.): https://doi.org/10.1111/j.1523-
536X.2008.00290.x

For the effects on length of labour:
Thuvarakan et al., 2019 (above)
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For the number who had instrumental or Caesarean births:
Dowswell et al., 2019 Cochrane review (above)

For birthing position:
A 2017 analysis of 805 people in 4 studies (Gupta et al., Cochrane review):
https://doi.org/10.1002/14651858.CD002006.pub4

For aromatherapy, reflexology and massage:

A 2018 analysis of 642 people in 5 studies on relaxation techniques (Smith et al., Cochrane
review):

https://doi.org/10.1002/14651858.CD009514.pub2

A 2011 analysis of 535 people in 2 studies of aromatherapy (Smith et al., Cochrane review):
https://doi.org/10.1002/14651858.CD009215

A 2018 analysis of 1055 people in 10 studies of massage or reflexology (Smith et al.,
Cochrane review):

https://doi.org/10.1002/14651858.CD009290.pub3

For hypnobirthing:

A 2016 analysis of 2954 people in 9 studies (Madden et al., Cochrane review). The number
of women satisfied with the pain relief came from one study of 65 women in 1986 in that

analysis. The number who needed pain medicine came from 727 women across 5 studies:
https://doi.org/10.1002/14651858.CD009356.pub3

For acupuncture:

A 2003 clinical trial in 198 people assigned acupuncture or no acupuncture (Nesheim et al.):
https://doi.org/10.1097/00002508-200305000-00006

A 2008 clinical trial in 128 people assigned acupuncture or sterile water injections
(Maartensson et al.):

https://doi.org/10.1080/00016340701797799

A 2020 analysis of 3960 women in 28 studies (Smith et al., Cochrane review)(the number
who said they were satisfied came from 1 study of 150 people and 2 studies including 343
people; the number who needed additional pain medicines came from 2 studies including
261 people and 6 studies of 1059 people, but the studies were very different and not high
quality): https://doi.org/10.1002/14651858.CD009232.pub2

For birthing pools:

A 2018 analysis of 3665 people in 15 studies (Cluett et al, Cochrane review):
https://doi.org/10.1002/14651858.CD000331.pub4
https://nhssurveys.org/wp-content/surveys/04-maternity/04-analysis-
reporting/2010/Historical%20comparisons%20tables.pdf

For opioids:

Keskine 2003, a clinical trial in 59 women testing pethidine v tramadol:
https://doi.org/10.1016/5S0020-7292(03)00047-X

Bricker 2002, a review of data from 48 studies including more than 9800 people:

Pain relief in labour decision aid: accompanying information
V2.8 July 2026


https://doi.org/10.1002/14651858.CD002006.pub4
https://doi.org/10.1002/14651858.CD009514.pub2
https://doi.org/10.1002/14651858.CD009215
https://doi.org/10.1002/14651858.CD009290.pub3
https://doi.org/10.1002/14651858.CD009356.pub3
https://doi.org/10.1097/00002508-200305000-00006
https://doi.org/10.1080/00016340701797799
https://doi.org/10.1002/14651858.CD009232.pub2
https://doi.org/10.1002/14651858.CD009232.pub2
https://doi.org/10.1002/14651858.CD000331.pub4
https://doi.org/10.1016/S0020-7292(03)00047-X

5 UNIVERSITY OF
CAMBRIDGE

Winton Centre for
Risk and Evidence Communication

https://doi.org/0.1067/mob.2002.121549

For nitrous oxide mixes:

A 2002 summary of 11 clinical trials and 11 observational studies (Rosen et al.):
https://doi.org/10.1067/mob.2002.121259

A 2012 analysis of 323 people in 4 studies (Klomp et al., Cochrane review):
https://doi.org/10.1002/14651858.CD009351.pub2

For intramuscular opioids (pethidine or diamorphine):

Benefits

The number who were satisfied with the pain relief:

A 2002 review of data from 48 studies including more than 9800 people (Bricker et al.):
https://doi.org/0.1067/mob.2002.121549

The number who needed additional pain relief:

Bricker et al. 2002 (above)

A 2018 review of studies, including 2545 people in 16 studies taking opioids (Anim-Somuah
et al. Cochrane review):

https://doi.org/10.1002/14651858.CD000331.pub4

NICE guideline CG190 (updated 2023) https://www.nice.org.uk/guidance/cg190

Side effects:

Bricker et al. 2002 (above)

A 2003 study in 59 people (Keskin et al.): https://doi.org/10.1016/S0020-7292(03)00047-X
A 2002 study in 36 people (Thurlow et al.): https://doi.org/10.1093/bja/88.3.374

For intravenous remifentanil (patient-controlled analgesia):

Benefits:

The number who were satisfied with the pain relief:

A 2020 analysis of TENS studies (Thuvarakan et al.) — number for alfentanil from one
comparator:

https://doi.org/10.1111/ner.13221

A 2000 study of 22 people (Morley-Forster et al.) — number for fentanyl:
https://doi.org/10.1007/BF03018845

The number who needed additional pain relief:

NICE guideline CG190 (updated 2023):
https://www.nice.org.uk/guidance/cg190

A 2011 clinical trial in 69 people (Ng et al.):
https://doi.org/10.1111/j.1365-2044.2011.06790.x

A 2002 clinical trial in 36 people (Thurlow et al.):
https://doi.org/10.1093/bja/88.3.374

A 2019 study of data from 8170 people (Murray et al.):
https://doi.org/10.1016/j.ijoa.2019.05.012
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Side effects:

Thurlow et al., 2002 (above)

A 2011 study in 20 people (Douma et al.):
https://doi.org/10.1016/j.ijoa.2010.11.009

A 2015 study in 1414 people (Freeman et al.):
https://doi.org/10.1136/bmj.h846

A 2016 study in 170 people (Logtenberg):
https://doi.org/0.1111/1471-0528.14181

For epidurals:

Benefits

The number who were satisfied with the pain relief:

A 2012 study including analysis of 480 people in 6 studies (Simmons et al., Cochrane
review): https://www.doi.org/10.1002/14651858.CD003401.pub3

A 2018 analysis of 1911 people in 7 studies (Anim-Somuah et al., Cochrane review):
https://doi.org/10.1002/14651858.CD000331.pub4

A 2011, clinical trial in 144 people (Pascula-Ramirez et al.):
https://doi.org/10.1016/j.ijg0.2011.04.004

The number who needed additional pain relief:
Simmons et al., 2012, Cochrane review (Above)
Anim-Somuah et al., 2018, Cochrane review (Above)

Effects on labour and the chance of having a Caesarean:
Anim-Somuah et al., 2018, Cochrane review (Above)

A 1998 analysis of 269 people in 10 studies (Halpern et al.):
https://doi.org/10.1001/jama.280.24.2105

Effects on likelihood of assisted birth.

Anim-Somuah et al., 2018, Cochrane review (Above)

"Although overall there appears to be an increase in assisted vaginal birth when women
have epidural analgesia, a post hoc subgroup analysis showed this effect is not seen in
recent studies (after 2005), suggesting that modern approaches to epidural analgesia in
labour do not affect this outcome."

The 12 studies post-2005 included in the Cochrane review are:
Evron 2008, Volmanen 2008, Jalil 2009, El-Kerdawy 2010, Douma 2011, Sabry 2011, Stocki
2011, Tveit 2012, Ismail 2012, Freeman 2014, Liu 2015, & Logtenberg 2017.

Out of these, 6 recruited only primiparous women:
El-Kerdawy 2010; Genc 2015; Ismail 2012; Khadem 2013; Sabry 2011; Xing 2015

2 recruited multiparous women only:
Jalil 2009; Stocki 2011
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Parity was not reported in the remaining 4.

Side effects:

Pascula-Ramirez et al., 2011 (Above)

A 2014 review of studies (Gizzo et al.): https://doi.org/10.1007/s00404-014-3212-x
A 2018 analysis of several thousand people in more than 20 studies:
https://doi.org/10.1002/14651858.CD000331.pub4

A 2012 study including analysis of over 1000 people in 29 studies (Simmons et al.):
https://www.doi.org/10.1002/14651858.CD003401.pub3

A 2002 review of the side-effects: https://doi.org/10.1016/50002-9378(02)70184-1
A 2011 study in 20 people (Douma et al.): https://doi.org/10.1016/].ijoa.2010.11.009
A 2015 study in 1414 people (Freeman et al.): https://doi.org/10.1136/bmj.h846

A 2016 study in 170 people (Logtenberg et al.): https://doi.org/0.1111/1471-0528.14181

For combined spinal-epidural:

A 2011 clinical trial in 144 people testing combined spinal-epidural versus epidural
analgesia (Pascula-Ramirez et al.):

https://doi.org/10.1016/j.ijg0.2011.04.004

Pascula-Ramirez et al. 2011 (Above)

A 2014 review of studies (Gizzo et al.):
https://doi.org/10.1007/s00404-014-3212-x

A 2012 analysis of many studies (Simmons et al, Cochrane review):
https://doi.org/10.1002/14651858.CD003401.pub3

For sterile water injections (for lower back pain):
Based on the NICE 2023 evidence review for sterile water injections:
https://www.nice.org.uk/guidance/gid-ng10360/documents/evidence-review-3

A 2015 clinical trial in 60 people taking sham or sterile water injections (Farag et al.):
https://www.medicaljournalofcairouniversity.net/images/pdf/2015/June/49.pdf

A 2018 clinical trial in 168 people taking sham or sterile water injections (Koyucu et al.):
https://doi.org/10.4274/balkanmed|.2016.0879

A 2013 clinical trial in 305 people taking 1 or 4 or sterile water injections (Lee et al.):
https://doi.org/10.1016/j.midw.2012.05.001

A 2008 clinical trial in 128 people assigned acupuncture or sterile water injections
(Maartensson et al.):

https://doi.org/10.1080/00016340701797799

How many caesareans are performed under general anaesthetic?
About 8.75% in 2009-2014 audit https://doi.org/10.1016/].bja.2020.06.053
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Split into emergency (5.9% category 2 emergency, 24.3% category 1) v elective (2.6%) in a
2020 survey of 6 hospitals in the N of England: https://doi.org/10.1111/anae.1531

How many emergency caesareans are carried out?
NHS’s 2022/23 England maternity data: https://digital.nhs.uk/data-and-
information/publications/statistical/nhs-maternity-statistics/
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