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Summary
Pregnant women should receive information about what they might expect to experience during their delivery.
Despite this, research shows many women are inadequately prepared for anaesthetic interventions during
labour. We surveyed 903 postnatal women across 28 Greater London hospitals about: the analgesic and
anaesthetic information that they recalled receiving during pregnancy and delivery; their conﬁdence to make
decisions on analgesia; and their satisfaction with the analgesia used. Wide variation was observed between
hospitals. Overall, 67 of 749 (9.0%) women recalled receiving antenatal information covering all aspects of
labour analgesia, and 108 of 889 (12.1%) covering anaesthesia for caesarean section. Regarding intrapartum
information, 256 of 415 (61.7%) respondents recalled receiving thorough information before epidural insertion
for labour analgesia, and 102 of 370 (27.6%) before anaesthesia for caesarean section. We found that 620 of 903
(68.7%) women felt well enough informed to be conﬁdent in their analgesic choices, and 675 of 903 (74.8%)
stated that their analgesia was as expected or better. Receiving information verbally, regardless of provider, was
the factor most strongly associated with respondents recalling receiving full information: odds ratio (95%CI) for
labour analgesia 20.66 (8.98–47.53; p < 0.0001); epidural top-up for caesarean section 5.93 (1.57–22.35;
p = 0.01); and general anaesthesia for caesarean section 12.39 (2.18–70.42; p = 0.01). A large proportion of
respondents did not recall being fully informed before an anaesthetic intervention. Collaboration with current
antenatal service providers, both in promoting information delivery and providing resources to assist with
delivery, could improve the quality of information offered and women’s retention of that information.
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Introduction

Women who feel a lack of control during this process, those

During labour and delivery, women are often required to

who are dissatisﬁed with their pain relief and those who

make quick and important decisions about their care and

undergo unplanned procedures, are more likely to develop

the care of their unborn baby, including decisions about

a negative birth experience [1, 2], putting them at increased

analgesia and anaesthesia for emergency procedures.

risk of postnatal depression and post-traumatic stress

© 2019 Association of Anaesthetists

1101

Anaesthesia 2019, 74, 1101–1111

Brinkler et al. | Survey of antenatal and peripartum provision of information

disorder [3, 4]. Involvement in decision making, and

improved knowledge recall compared with receiving

fulﬁlment of expectations, have been found to be better

information only during labour [15]. These studies,

predictors of a positive birth experience than factors such as

however, were all single-centre studies with small sample

pain and medical intervention [5]. In addition, informed

sizes.

consent requires that a person is able to understand, retain

We have performed a large multicentre study in

and weigh-up information in order to make a decision. It is

London hospitals on provision of information to pregnant

important, therefore, that expectant mothers are given

women. Our primary outcome measure was the incidence

this information in a suitable environment, and in an

of recollection of receiving complete information, either

appropriate time frame to be able to make their decisions.

antenatally or intrapartum, on labour analgesia and

The Obstetric Anaesthetists’ Association (OAA)/Association

caesarean section anaesthesia. Secondary outcomes were

of Anaesthetists Guidelines for Obstetric Anaesthetic

conﬁdence in analgesic choices; satisfaction with the

Services recommend that all pregnant women, irrespective

analgesia used during labour and delivery; and any

of a birthing plan, are given up-to-date evidence-based

modiﬁable factors that inﬂuenced the degree of recall,

information on analgesia for labour and anaesthesia for

conﬁdence and satisfaction.

caesarean section [6, 7]. It is recommended that anaesthetic
departments determine the content of the information

Methods

provided, and that it is given early in pregnancy. The

This study was conﬁrmed as not needing independent

guidelines highlight that, although women in labour can

ethical approval by the online Health Research Authority

maintain capacity and should have treatment options

decision tool, and the Joint Research Compliance Ofﬁce of

discussed with them before interventions take place, this is

the pilot hospital (Queen Charlotte’s and Chelsea Hospital,

the wrong time to receive brand new information. The

London). Clinical governance approval was provided by

importance of informing all pregnant women was

audit departments in every participating Trust. All data

highlighted by Goldberg et al., who found that 57% of

collection was independent of patient management.

women not planning to have an epidural in labour received

We conducted a survey of women who had recently

one [8]. Furthermore, Fortescue et al. found that 54% of

delivered in the postnatal wards of 28 Greater London

women were unprepared for their emergency caesarean

hospitals (see also Supporting Information, Appendix S1).

section [9]; it is arguable that the time required to gain

The survey contained questions on: planned and actual

consent in an uninformed woman might lead to an increase

analgesic

in the decision-to-delivery interval.

content and source of information received; conﬁdence in

and

anaesthetic

choices

during

delivery;

Pregnant women receive information from a variety of

making analgesic choices in labour; and satisfaction with

sources, including healthcare professionals, community

the analgesia used. Branching logic software was utilised

birth classes and online resources. The 2014 national

to capture only the speciﬁc data relevant to each patient.

survey of experiences of maternity care found that 65% of

The method of data collection was designed following

women were offered NHS antenatal classes, with 31%

two pilot studies in a single hospital; these found that

attending and 14% choosing private classes [10]. Three-

survey completion was more successful on the postnatal

quarters of women used the Internet to ﬁnd analgesia and

ward than in the antenatal clinic, and that completion

anaesthesia information, although only 31% knew of the

rates were higher using an online survey programme

NHS information for parents website (www.nhs.uk/cond

(SurveyMonkeyâ) on a handheld device (iPad or similar)

itions/pregnancy-and-baby). The 2016–2017 NHS maternity

than when providing a paper survey or a website link for

statistics report showed that 60% of women had analgesia

later completion. Many NHS hospitals do not have the

or anaesthesia administered by an anaesthetist during

resources to provide handheld devices for surveys,

their labour, and 27.5% underwent a caesarean section,

therefore, we used the ‘bring-your-own-device’ method

with 56% of these being unplanned [11]. Currently there is

for data collection, which has been shown to be

a lack of consensus on the best approach to informing

successful [16]. As the survey was conducted online via a

patients, and much research has been conducted into

secure portal, no data were retained on the individual

improving recall of the information from the consent

devices used. No patient identiﬁable data were collected,

process. Some studies found that written information

and hospitals were assigned anonymous codes. Once the

improves knowledge retention [12, 13], while others

data collection period was complete, the data were

showed the reverse [14]. Swan and Borshoff found that

downloaded onto an encrypted drive and deleted from

providing

the online site. One hospital had no access to the Internet
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on their postnatal ward, so their patients completed the

We ﬁtted multiple logistic and multilevel regression

survey on paper and the answers were then transcribed

models to identify: potentially modiﬁable factors associated

by the local data collection team onto the online survey

with the primary end-points; the inter-relationship of

programme at a desktop computer.

information provision with conﬁdence in labour analgesia

In addition to the patient survey, we asked each

decisions and satisfaction with analgesia; and to quantify

anaesthetic department about their standard practices for

any inter-hospital variation that might exist in the primary

provision of analgesia and anaesthesia information to

endpoints. Model output was reported as odds ratio (OR)

pregnant women, including: who delivers the information;

for individual variables of interest and, in the case of each

the format; and to which women it is offered.

multilevel model, a median OR was ﬁtted as an overall

The survey involved 28 Greater London hospitals via

statistic describing variance between hospitals [18].

their trainee research network (Pan-London Peri-operative

Casemix and descriptive variables were selected from

Audit and Research Network (PLAN)). The survey was

the dataset if recorded for at least 95% of patients.

conducted over two non-consecutive 24-h periods in

Explanatory

November 2017, the dates being chosen by each hospital.

(including descriptors of perinatal analgesia efﬁcacy) were

covariates

and

potential

confounders

The sample size was based on a pragmatic balance

selected on the grounds of clinical plausibility (Table 1).

between a larger sample size than previous studies [12–15],

Statistical signiﬁcance was set at p < 0.05. Analysis and data

and the burden on the hospital. There are around 350

set management was performed in Stataâ15 (StataCorp LP,

deliveries per day in London [17]; by separating the two 24-

College Station, TX, USA).

h data collection periods we were able to increase the

Completeness of data was checked and, following

number of subjects by ensuring that women staying for

exclusions, data distributions were assessed using chi-

> 1 day were not present on both occasions. All postnatal

square analysis. Outcomes were modelled as binary

women > 18 years were eligible for inclusion. Women were

variables

not surveyed if they refused, or if they were non-ﬂuent

Explanatory covariates were entered into multilevel logistic

English speakers (unable to or struggled to speak English,

regression models regardless of univariate signiﬁcance,

or unable to read the questions). A patient information

using hospital identiﬁer codes to denote level-2 clusters.

leaﬂet was provided to each eligible woman, and verbal

Where insufﬁcient numbers of cases were available per

consent was obtained. The women then completed the
survey on a handheld electronic device.
For the purposes of this study, information delivery was
classiﬁed as complete, partial or none. Based on
recommendations of how much information should be

(complete

or

incomplete

Table 1 Casemix descriptors and potential confounders
included in multiple logistic regression models. Covariates
were dichotomous except *which were ordinal.
Casemix factors and experiences during previous
pregnancies

provided [6], we asked women whether they remembered

Number of previous births*

being told about the basics of the technique, as well as the

Previous caesarean section

risks, beneﬁts, efﬁcacy and availability of all options.

Used no analgesia in previous birth

Although not mentioned in the OAA/Association of

Used non-medical analgesia in previous birth

Anaesthetists guidelines, we also asked women if they had
received any information about side-effects and failure
rates, as we considered these to be important factors in
decision making. Speciﬁc details about each topic were not
requested. If women indicated that they remembered
receiving all this information (questions 16, 26, 35, 39 of the
survey) we categorised them as receiving ‘complete
information’. If they ticked some of the boxes we
categorised them as having received ‘partial information’;
and if they ticked no boxes or only the ‘not explained’ boxes
we categorised them as recalling receiving ‘no information’.
All women were questioned about antenatal information
regarding caesarean section; however, women planning an
elective caesarean section were not asked questions on
antenatal labour analgesia.
© 2019 Association of Anaesthetists

information).

Used Entonoxâ in previous birth
Used pethidine in previous birth
Used epidural in previous birth
High risk of morbidity/mortality
Inpatient factors
Underwent caesarean section
Used no pain relief during labour
Used non-medical pain relief during labour
Used Entonoxâ for pain relief during labour
Used pethidine for pain relief during labour
Used diamorphine for pain relief during labour
Used epidural for pain relief during labour
Quality of pain relief*
Pain relief use during labour*
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cluster to achieve model convergence, multiple logistic

had received information verbally than if they had not with

regression was performed.

OR (95%CI) of 20.66 (8.98–47.53; p < 0.0001); similarly
women who had received the information verbally were

Results

more likely to report receiving complete information on

The survey was completed by 903 (93%) out of 966 eligible

epidural top-up for caesarean section, 5.93 (1.57–22.35;

women (Fig. 1).

women

p = 0.01) and general anaesthesia for caesarean section,

completing the survey are shown in Table 2. Women

12.39 (2.18–70.42; p = 0.01). Antenatal referral to a

received information from a variety of sources, with

specialist (anaesthetic or obstetric) was not associated with

midwives being the most common provider, followed by

reported improvement in provision of information (see also

NHS antenatal classes (usually conducted by midwives) for

Supporting Information, Appendices S2 and S3 online

analgesia information and anaesthetists for anaesthesia

only).

The

characteristics

of the

information. Information was predominantly provided

Out of the 415 women who had an epidural for labour

verbally, and mostly after 30 weeks of gestation. The most

analgesia, 256 (61.7%) recalled receiving complete

frequently discussed methods of analgesia were epidural

information before consenting to the procedure, wheras 52

and Entonoxâ. Women also searched the Internet; however,

(12.5%)

although 521 (57.7%) women investigated analgesia

Interhospital variability ranged from 29.2% to 100% of

information, only 242 (26.8%) looked for information about

women recalling receiving complete information (Fig. 4).

anaesthesia for caesarean section, reﬂecting the fact that

Recall of provision of complete information before siting an

many women did not anticipate requiring this procedure.

epidural had no association with use of other analgesic

Out of the 742 women planning a vaginal birth, 67 (9%)
recalled receiving complete information about analgesia

did

not

recall

receiving

any

information.

modalities (see also Supporting Information, Appendix S4
online only).

and 127 (17%) did not recall receiving any information.

Three-hundred and seventy women had a caesarean

Between hospitals, the proportion of patients recalling

section, of whom 102 (27.6%) recalled receiving complete

receiving complete information ranged from 0% to 31%

information about the anaesthetic just beforehand, whereas

(Fig. 2).

19 (5.1%) did not recall receiving any information. Between

With regard to information about anaesthesia for
caesarean section, 108 (12.1%) women of the cohort

0% and 62.5% of patients recalled receiving complete
information by hospital (Fig. 5).

recalled receiving complete information, whereas 420

Reporting of having received complete information

(47.2%) did not recall receiving any information. The level of

before anaesthesia for caesarean section was more likely in

recall of complete information provision ranging from 0% to

women who had received information during pregnancy,

50% of patients (Fig. 3).
Controlling for confounders during pregnancy and

OR (95%CI) 2.15 (1.12–4.13; p = 0.02; see also Supporting
Information, Appendix S5 online only).

delivery, women were more likely to report that they had

In the total cohort, 620 (68.7%) women felt they were

received complete information regarding analgesia if they

well enough informed to be conﬁdent about their analgesic

Figure 1 Recruitment ﬂow diagram.
1104
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Table 2 Characteristics of 903 women who completed the
survey. Values are number (proportion). Values do not total
903 due to missing responses.
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antenatally. Although women were more likely to report
conﬁdence if they stated that their best source of
information had been private antenatal classes or their

Nulliparous

505 (55.9%)

midwife, those who received information on epidural

Parous

396 (43.9%)

analgesia from a midwife were less likely to report

High risk (patient had been
told she was ‘high risk’)

406 (44.9%)

conﬁdence. Additionally, those who received information

Antenatal contact with anaesthetist

181 (20.0%)

Antenatal contact with obstetrician

408 (45.1%)

Intended birth venue
Home

on epidural analgesia for the ﬁrst time during labour were
less likely to indicate conﬁdence in choosing labour
analgesia (Table 3).
Multilevel analysis indicated substantial variation

11 (1.2%)

between hospitals in the proportion of women stating that

Midwifery-led centre

371 (41.1%)

they were conﬁdent to choose labour analgesia, median OR

Labour ward

353 (39.1%)

(95%CI) 1.47 (1.25–1.90; p = 0.01).

Elective caesarean section

161 (17.8%)

Delivery mode

Six hundred and seventy-ﬁve (74.8%) women in the
cohort stated that their analgesia was as good as or better

Vaginal

533 (59.0%)

than expected, whereas 170 (18.9%) women stated their

Caesarean section

370 (40.9%)

analgesia was not as good as expected. Controlling for

Elective (category 4)

148 (16.4%)

confounders during pregnancy and delivery, epidural

Emergency (category 1–3)

222 (24.6%)

analgesia was associated with increased likelihood of

415 (45.9%)

satisfaction with analgesia during labour, compared with no

Epidural during labour

epidural. In contrast, use of Entonox and pethidine for
labour analgesia was less likely to be associated with
decisions during delivery; however, 224 (24.8%) women felt

satisfaction. Women who had undergone a caesarean

they were not given enough information, or did not

section in a previous delivery were more likely to be satisﬁed

understand it well enough. Controlling for confounders

with their analgesia during this birth. Planned mode of

during pregnancy and delivery, conﬁdence to make

analgesia was not associated with reported satisfaction, but

decisions on labour analgesia was associated with having

where the analgesia used differed from that planned the

received verbal information on all analgesic modalities

woman was less likely to report satisfaction. Women who

Figure 2 Proportion of women at each hospital who recalled receiving complete information (striped), partial information
(grey) or no information (black) about labour analgesia during the antenatal period.

© 2019 Association of Anaesthetists
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Figure 3 Proportion of women at each hospital who recalled receiving complete information (striped), partial information
(grey) or no information (black) about anaesthesia for caesarean section during the antenatal period.

Figure 4 Proportion of women at each hospital who recalled receiving complete information (striped), partial information
(grey) or no information (black) immediately before siting epidural during labour.

reported feeling conﬁdent to choose labour analgesia were

high risk and 1 (3.6%) does not provide information to

more likely to report satisfaction with their analgesia, OR

any women. All stated that information is mainly

2.67 (95%CI 1.76–4.06; p < 0.0001; Table 4).

provided by midwives; however, anaesthetists are also

With regard to the departmental survey, eight

involved in the provision of analgesia information in

hospitals (28.6%) provide analgesia and anaesthesia

eight hospitals, and anaesthesia information in 17

information antenatally to all pregnant women; 19

hospitals. Twenty-two (78.6%) anaesthetic departments

(67.9%) provide information only to women classiﬁed as

stated that antenatal information is provided verbally,

1106
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Figure 5 Proportion of women at each hospital who recalled receiving complete information (striped), partial information
(grey) or no information (black) immediately before anaesthesia for caesarean section.
and 26 (92.9%) offer information leaﬂets. Twenty-two

recalling complete information antenatally was verbal

hospitals (78.6%) run antenatal classes but only three

delivery of the information, for both analgesia and

anaesthetic departments are involved in these.

anaesthesia. In addition, recall of verbal delivery of
complete information about analgesic modalities was

Discussion

associated

This is the ﬁrst multicentre study of its size to investigate

choices. In contrast, the provision of verbal information

obstetric anaesthesia information provision in a single

about spinal anaesthesia did not show a signiﬁcant

city. We have clearly demonstrated that large numbers of

association with recall of complete information, unlike

pregnant women do not recall receiving information on

epidural top-up and general anaesthesia. We hypothesise

with

increased

conﬁdence

in

analgesic

all aspects of their analgesic and anaesthetic options

that this may be due to women’s unawareness of the

during the antenatal period and delivery. With such a

difference between spinal and epidural anaesthesia.

large proportion of women not recalling receiving
adequate

information,

our

ﬁndings

should

Although women who felt that their midwife provided

prompt

the best antenatal information were more likely to be

questions about how thorough our information and

conﬁdent, those who received information about epidural

consent processes are. An important consideration is that,

analgesia from their midwife reported less conﬁdence in

despite 28% of women in the UK delivering by caesarean

their decisions. We cannot be certain of the reason for this

section [11], almost half of the women surveyed reported

loss of conﬁdence when the midwife explains epidural

that they received no information about anaesthesia for

analgesia, but suggest it may be due to the midwife’s lack of

caesarean section during their pregnancy. Although our

familiarity with the technique, which may affect the quality of

survey respondents reported more thorough information

their explanation to the patient or limit their ability to answer

provision at the time of an anaesthetic intervention than

patient questions. Antenatal referral to an anaesthetist had

during pregnancy, this still falls short of a target that 100%

no effect on completeness of information, conﬁdence or

of women should be given information. As reported by

satisfaction in analgesia, suggesting that simply referring all

Swan et al. [15], we showed an increased likelihood of

women to an anaesthetic clinic is not the answer to

women recalling receiving complete information at the

improving

time of anaesthesia for caesarean section if they had

information provision and retention needs a co-ordinated

already received this information during pregnancy. In

approach with the services that women already use and

contrast to a number of previous studies, these results

trust, such as their midwives and antenatal classes. As

show

anaesthetists we can offer these colleagues support, in the

the factor most signiﬁcantly associated

© 2019 Association of Anaesthetists
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delivery.

Improvements

in
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Table 3 Factors associated with conﬁdence in choosing
between analgesic modalities.
OR

95%CI

p value

Antenatal factors
Received complete information on all ﬁve analgesia
modalities
No
Yes

OR

95%CI

p value

NHS class

2.03

0.95–4.36

0.07

Private class

4.19

1.71–10.31

0.00

Online

1.62

0.86–3.05

0.14

Intrapartum factors

Reference
1.11

Table 3 (continued)

0.36–3.40

0.86

Epidural information by anaesthetist

Searched online for information about pain relief in labour
No
Yes

Reference
0.85

0.55–1.33

0.48

Format of information received on all pain relief modalities
Verbal
No
Yes

2.88

1.45–5.72
Reference

1.03

0.96

0.29

0.05–1.63

0.16

0.20–0.87

0.02

Fulﬁlled expectations and involvement in decisions

The ﬁnding that the use of Entonox and pethidine were both
epidurals were associated with high satisfaction with

Reference
0.98

0.34–2.86

0.97

analgesia, highlights the importance of informing women
antenatally of the efﬁcacy of the analgesic choices available

No

to them. This is further supported by the ﬁnding that women

Reference
0.92

0.28–3.02

0.89

reporting conﬁdence in their analgesic decisions were
more likely to report satisfaction with their analgesia. It

Source of verbal information on epidural analgesia

is also important to note that the birth experience in

Midwife
No

one labour has a lasting effect on subsequent labours,

Reference
0.54

0.33–0.90

0.02

with this study ﬁnding both caesarean section and
the

Anaesthetist
No
1.06

0.55–2.05

use

of

non-pharmacological

analgesia

(water,

transcutaneous electrical nerve stimulation, hypnobirthing)

Reference
0.86

in a previous labour were associated with less conﬁdence in
this delivery.

Obstetrician
No

There was signiﬁcant variation across the hospitals

Reference
1.20

0.54–2.68

0.65

surveyed with regard to the completeness of information
recall. In the context of the ﬁndings of our organisational

NHS antenatal class
No
Yes

0.42

associated with poor satisfaction with analgesia, whilst

Private antenatal classes

Yes

Repeated, but
explained better

quality of analgesia also contributing to this outcome [1–5].

Reference

No

Yes

Reference

providing information to their patients.

0.39–2.71

NHS antenatal class

Yes

1.00

have a major effect on a woman’s birth experience, with

No

Yes

Repeated what I
already knew

0.00

0.00

Electronic

Yes

0.05–0.24

form of training and information resources, to assist them in

No

Yes

0.11

Reference

Leaﬂet
Yes

First time I received
this information

survey, this is highly likely to be due to variation in hospital

Reference
0.87

0.44–1.72

0.69

practices. Moreover, since we have shown that the mode of
information provision has an impact on completeness of

Private antenatal class
No

information recall, variation in methods employed by each

Reference
0.84

0.33–2.12

0.71

hospital will be a key determinant.

Midwife

2.54

1.47–4.40

0.00

English speakers were not included, as we did not have the

Anaesthetists

1.90

0.98–3.72

0.06

resources to translate the questionnaire. Since around 22%

Obstetrician

1.99

0.61–6.47

0.25

of the London population do not list English as their ﬁrst

Yes

There were limitations to this study. Firstly, non-ﬂuent

Best source of information

language this cohort represents a signiﬁcant proportion

(continued)
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Table 4 Factors associated with respondents reporting
satisfaction with labour analgesia (stated analgesia was ‘as
good as expected’ or ‘better than expected’).
OR

95%CI

p value

No

considering their overall birth experience. For these reasons,

process of labour, use of opiates or the presence of pain do

Reference
2.42

1.11–5.27

0.03

Received complete information all ﬁve analgesia modalities
No
1.33

0.54–3.30

0.54

1.76–4.06

tick-box lists. We felt that this reduced ambiguity in the
survey. Satisfaction questions offered women the options of

Reference
2.67

[24] who asked women to write down the risks that they

answers and also aided fast and easy completion of the

Conﬁdent to make decisions on labour analgesia
No

not reduce recall of facts [23, 24]. In contrast to Afﬂeck et al.
remembered, this survey used structured questions with

Reference

Yes

that the woman’s recall of the information received may be
as important as the actual information provided when

information provision. Previous studies have shown that the

Previous caesarean section

Yes

of enquiry was by direct questioning. Additionally, we felt

we chose not to review the notes for documentation of

Antenatal factors

Yes

0.00

‘worse than’, ‘as expected’ and ‘better than’.
Thirdly,

Intrapartum factors

only

postnatal

women

were

surveyed.

Although this may have caused recall bias, this was a

Elective section
No

pragmatic decision based on our pilot studies where

Reference

Yes
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1.75

0.26–11.60

0.56

surveys in the antentatal clinic resulted in a poor response
rate. Furthermore, only patients who were admitted to the

Labour analgesia used

postnatal ward were surveyed, consequently missing

None
No

responses from women discharged directly from the

Reference

Yes

0.58

0.23–1.47

0.25

are likely to have had an uncomplicated delivery with

Non-pharmacological
No

minimal interventions, and their exclusion may have

Reference

Yes

1.01

0.56–1.80

0.98

Entonox
No

analgesia information; intrapartum epidural information;

Reference
0.36

0.19–0.67

0.00

No

intrapartum

anaesthesia

information),

reported

women’s evaluation of whether their analgesia met their

Reference
0.53

0.30–0.93

0.03

expectations. We have controlled for this confounder
using multivariable analysis.

Epidural
No
Yes

and

completeness of information, was associated with the

Pethidine
Yes

caused skew in the results. It is also important to note
that, in three of the four outcomes studied (antenatal

â

Yes

labour ward, and those delivering at home. These women

1.73

Reference

Finally, although patients were questioned on the

1.06–2.81

information given to them about anaesthesia for caesarean

0.03

section, they were not questioned on information given to

Pain relief use during labour
Used less than planned

0.52

0.29–0.93

As planned

1.00

Reference

Used more than planned

0.45

0.27–0.77

0.03

them about anaesthesia for instrumental delivery, perineal
repair or manual removal of placenta.

0.00

Good quality antenatal information on analgesia and
anaesthesia is a vital part of preparation for labour. We
have shown a clear link between thorough verbal antenatal

Deaths raise concerns that non-English speakers are likely to

information, conﬁdence during labour and satisfaction

be poorly informed, as well as being unable to ask questions

with analgesia. Good antenatal preparation improves

or inform their healthcare providers of medical conditions

intrapartum information retention, and may reduce the

[20–22].

amount of time an anaesthetist spends gaining consent for

Secondly, our study relied on women remembering

interventions. Working in collaboration with our obstetric

the information they had been given earlier in their

and midwifery colleagues to promote the importance of

pregnancy and before delivery, so there is a risk of recall

antenatal information delivery, as well as providing them

bias. Since women receive information from a multitude of

with the education and resources (e.g. www.labourpains.

sources, especially during pregnancy, and there is rarely

com), could improve the delivery of information to

documentation of receipt, we felt the most practical method

expectant mothers.
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