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Summary

Introduction: Despite concern over high rates of operative birth in many countries, particularly
amongst low risk healthy women, the obstetric antecedents of operative birth are poorly
described. We aimed to determine the association between interventions introduced during
labour with interventions in the birth process amongst women of low medical risk.
Methods: We undertook a population-based descriptive study of all low risk women amongst the
753,895 women who gave birth in Australia during 2000—2002. Adjusted odds ratios (AOR) were
calculated using multinomial logistic regression to describe the association between mode of birth
and each of four labour intervention subgroups separately for primiparous andmultiparous women.
Results: Weobserved increasedratesofoperativebirth inassociationwitheachof the interventions
offered during the labour process. For first time mothers the association was particularly strong.
Conclusions: This study underlines the need for better clinical evidence of the effects of epidurals
and pharmacological agents introduced in labour. At a population level it demonstrates the
magnitude of the fall in rates of unassisted vaginal birth in association with a cascade of
interventions in labour and interventions at birth particularly amongst women with no identified
risk markers and having their first baby. This information may be useful for women wanting to
explore other methods of influencing the course of labour and the management of pain in labour,
especially in their endeavour to achieve a normal vaginal birth.
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behalf of Australian College of Midwives.
* Corresponding author. Tel.: +61 420277106; fax: +61 2 93821025.
E-mail address: stracy@ozemail.com.au (S.K. Tracy).

1871-5192/$ — see front matter # 2007 Published by Elsevier Australia (a division of Reed International Books Australia Pty Ltd) on behalf of Australian College of Midwives.

doi:10.1016/j.wombi.2007.03.005

mailto:stracy@ozemail.com.au
http://dx.doi.org/10.1016/j.wombi.2007.03.005


42 S.K. Tracy et al.
Introduction

Many aspects of intrapartum maternity care have been eval-
uated by randomised clinical trials, providing midwives
obstetricians and women a wealth of evidence to guide
practice decisions.1,2 However, the use of interventions to
modify the physiological processes of labour and birth3—6

combined with the rising rates of litigation in obstetrics6—8

continues to promote debate.9—11 Rates of spontaneous
unassisted birth and rates of labour induction and cesarean
section vary both within and between European countries,12

the UK,13 the US14 and Australia.15

Normal physiological birth still remains a desired outcome
for many of the world’s women despite a perceived ‘anti-
vaginal’ birth movement.16—18 In 2004 a consumer survey
lamented the perceived lack of progress in changing conven-
tional maternity systems over the past decade.19 In 2005 in
the US a national consumer forum held in Philadelphia, PA,
heard that ‘women are more passive, and childbirth is
increasingly a planned medical event with an over utilization
of technology, with increasing C/section rates and no time or
capacity for patient education’.20

Despite concern over the high rate of operative birth in
many resource rich nations particularly amongst low risk
healthy women, the obstetric antecedents of operative birth
are poorly described and as yet there is no clear consensus in
the literature whether or not the rates of cesarean section
are associated with unintended side effects of the use of
epidurals.21—24

Although a population-based cohort study cannot deter-
mine causative relationships, it can observe associations that
occur between interventions in labour and subsequent birth
outcomes. Our aim was to determine the association
between interventions introduced in labour with the inter-
ventions in the birth process amongst women of low medical
risk and to ascertain the current status of unassisted sponta-
neous vaginal birth in relation to obstetric interventions
experienced during labour amongst these low risk women.

Methods

Data on all women who gave birth in Australia from the 1
January 2000 to 31 December 2002 were obtained from the
National Perinatal Data Collection. This collection comprises
cross-sectional data on all births in Australia and is main-
tained and validated25 by the Australian Institute of Health
and Welfare. Information on each birth is collected by mid-
wives and contributed to the population-based surveillance
systems covering all births in each state and territory of
Australia. Data collected includes maternal demographic
factors, pregnancy and labour characteristics and neonatal
outcomes.

The study population consisted of all women who gave
birth in Australia over the 3 years and who satisfied the
following low risk criteria. (These criteria attempt to stan-
dardise the sample of women for comparative purposes by
ruling out any identifiable risk factors reported in the data-
base that might lead to a need for intervention or an opera-
tive birth.) Women were aged between 20 and 34 years; they
had no previous medical history of hypertension or diabetes
and no obstetric history of gestational hypertension or gesta-
tional diabetes. They gave birth to a live singleton cephalic-
presenting infant of normal size (10th to 90th birth weight
percentile)26 born at term (greater than or equal to 37
completed weeks and equal to 41 completed weeks gesta-
tion).

We examined data for primiparae (first birth) and multi-
parae (previous births) separately, and adjusted for maternal
age, maternal Indigenous (Aboriginal and Torres Strait Island
People) status, private patient accommodation status, and
gestational age of the infant as a continuous variable 37—41
weeks.

In Australia, women who elect private accommodation
status are treated as private patients under private obstetric
care at the place they give birth. This could either be in a
private or public hospital. Women in Australia, like their
counterparts in the US and to a lesser extent in the UK
and New Zealand have the option of private obstetric care
during pregnancy and childbirth.

The category of labour is recorded as ‘spontaneous onset’,
‘induced’, or ‘no labour’. Labour interventions included:
analgesia/anaesthesia (epidural, caudal or spinal) for pain
management; induction or augmentation of labour with
pharmacological agents such as oxytocin, prostaglandins or
a combination of surgical and pharmacological methods and
artificial rupture of membranes (ARM); but not artificial
rupture of membranes alone.

In defining the labour interventions associated with opera-
tive birth, we specified four subgroups of interventions based
on their chronological introduction to the labour process
before a woman gives birth. These were:
1. n
o intervention in labour (no induction/no epidural);
2. i
nduction of labour without an epidural (no epidural/
induction);
3. e
pidural without an induction or augmentation of labour
(epidural/no induction);
4. e
pidural with either induction or augmentation of labour
(epidural and induction).
Induction and augmentation are grouped together in the
third and fourth category because the sequence of adding an
epidural and induction or augmentation in the labour process
is not known. From a labouring woman’s point of view the
intervention involves a similar process of having a ‘drip to
speed up the labour process’. We also note that where an
attempt at vaginal birth is indicated the practice of elec-
tively adding oxytocin infusions appears to have become
‘routine’ once an epidural is in situ.21,23,27

Mode of birth was recorded as: unassisted vaginal birth,
instrumental birth (which included both vacuum extraction
and forceps); or cesarean section with labour (we excluded
cesarean section where there was no record of the onset of
labour.)

Analysis

Adjusted odds ratios (AOR) were calculated using multinomial
logistic regression to describe the association between each of
the four interventions in labour and the odds of either an
instrumental (forceps or vacuum) birth or a cesarean section
with labour. The referent outcome was either instrumental
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birth or cesarean section with no prespecified labour inter-
vention. Adjustments were made for maternal age (in three
defined groups 20—24; 25—29; 30—34), private health accom-
modation status, maternal Indigenous (Aboriginal and Torres
Strait Island People) status and gestational age of the infant
(37—41 weeks) as a continuous variable.

The results were graphed to illustrate the associations
between interventions and mode of birth and the frequency
of unassisted vaginal birth. All data were analysed with
Statistical Package for Social Sciences.28

Results

There were 753,895 women who gave birth to 766,659 babies
in Australia between 1 January 2000 and 31 December 2002.
In the total population from which the low risk cohort was
drawn, the ratio of public to private patient accommodation
status has remained relatively unchanged over the past 10
Table 1 Selected maternal, labour and birth factors for low risk

No. (%)

Primiparae (

Maternal age
20—24 37,686 (26.
25—29 60,159 (41.
30—34 47,366 (32.

Patient classification
Public patients 89,309 (61.
Private patients 51,869 (35.
Other/not stated 4,033 (2.7

Indigenous status
Australian non-indigenous 140,150 (96.
Australian indigenous 1,650 (1.1
Not stated 3,411 (2.3

Onset of labour
Spontaneous 100,528 (69.
Induced 38,502 (26.
No labour 6,141 (4.2

Augmentationa

None 55,954 (55.
Yes 44,554 (44.

Analgesia/anaesthesia
None 16,820 (11.
Epi/Caud/Spi b 67,489 (46.
Other 60,828 (41.
Missing 74 (0.0

Mode of birth
Unassisted vaginal 82,467 (56.
Forceps 14,933 (10.
Vacuum 19,159 (13.
C/section without labour 6,015 (4.1
C/section with labour 22,603 (15.
Other 24 (0.0

Note: Sum of percentage in column not always equal to 100 because not
a Augmentation was recoded only for women with spontaneous onse
b Epi/Caud/Spi refers to the introduction of agents via epidural, cau
years with the ratio between public and private 60:40 for
primiparae and 70:30 for multiparae. Less than 2% of primi-
parous women and less than 4% of multiparae identified
themselves as Indigenous Australians. One-tenth of women
having a first baby during 2000—2002 were aged over 35
years. Based on our definition of ‘low risk’, 363,794 women
satisfied the low risk criteria and were included in the study.
Of these women 145,211 (39.92%) were primiparous and
218,583 (60.08%) multiparous women.

Table 1 shows the frequency of selected labour and birth
outcomes for low risk women. It shows that amongst a cohort
of healthy low risk women in Australia the levels of inter-
vention in labour were high particularly amongst first time
mothers. Of those women (26.51%) had their labour induced
and amongst those who had a spontaneous onset of labour
(44.32%) had their labour pharmacologically augmented
(Table 1). The rate of epidural/caudal or spinal analgesia/
anaesthesia was significantly higher amongst low risk first
women by parity 2000—2002, Australia

n = 145,211) Multiparae (n = 218,583)

0) 34,940 (16.0)
4) 80,990 (37.0)
6) 102,653 (47.0)

5) 153,450 (70.2)
7) 60,653 (27.7)
) 4,480 (2.0)

5) 204,586 (93.6)
) 8,389 (3.8)
) 5,608 (2.5)

2) 142,187 (65.0)
5) 47,563 (21.7)
) 28,721 (13.1)

6) 102,087 (71.8)
3) 40,037 (28.1)

5) 59,979 (27.4)
4) 58,656 (26.8)
8) 99,868 (45.7)
) 80 (0.0)

8) 171,866 (78.6)
2) 2,959 (1.3)
2) 5,735 (2.6)
) 28,605 (13.0)
5) 9,324 (4.2)
) 79 (0.0)

all categories were presented. C/section refers to cesarean section.
t of labour.
dal or spinal route.
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time mothers (46.48%) than low risk women having a second
or subsequent baby (26.83%) (Table 1). The variation in the
prevalence of operative birth (instrumental and cesarean)
between low risk first time mothers and women having their
second or subsequent baby was (43.18%) versus (21.33%); and
the rate of unassisted vaginal birth was more than 20 per-
centage points lower for primiparous women (56.79%) versus
(78.63%).

Table 2 illustrates the odds and adjusted odds of each
operative birth outcome (instrumental or caesarean section)
in association with the addition of interventions in the labour
process. The referent outcome is either an instrumental birth
or caesarean section in association with no interventions used
in labour. After testing for a relationship using univariate
analysis the adjusted model we used controlled for maternal
age, maternal Indigenous status, private patient accommo-
dation status, and gestational age and these results are
presented in Table 2. The left hand column shows the number
of women in each labour intervention subgroup as a number
and a percentage of the entire sample of low risk primiparous
or multiparous women.

Primiparous low risk women

Approximately one-third (32.95%) of all primiparous low risk
women were likely to have an induction or augmentation of
Table 2 Labour intervention by mode of birth amongst low risk

Unassisted
vaginal

Forceps or vacuum

% % OR (99% CI)

Primiparous women (n = 145,211)
No epidural, no inductionb

[n = 41,899 (28.8%)]
86.3 11.8 1.00

No epidural, inductionb

[n = 34,941 (24.0%)]
78.6 17.9 1.66

(1.57—1.75) c

Epidural, no inductionb

[n = 14,025 (9.6%)]
31.8 36.9 8.42

(7.89—8.99) c

Epidural, inductionb

[n = 47,851 (32.9%)]
29.6 36.7 9.01

(8.58—9.46) c

No labour [n = 6141 (4.2%)]
Missing data [n = 354 (0.2%)]

Multiparous women (n = 218,583)
No epidural, no inductionb

[n = 91,181 (41.7%)]
97.3 1.7 1.00

No epidural, inductionb

[n = 65,394 (29.9%)]
96.2 2.7 1.60

(1.46—1.75) c

Epidural, no inductionb

[n = 10,867 (4.9%)]
48.1 13.8 16.03

(14.51—17.71
Epidural, inductionb

[n = 21,911 (10.0%)]
66.6 17.2 14.47

(13.36—15.69
No labour [n = 28,721 (13.1%)]
Missing data [n = 509 (0.2%)]

Note: Sum of percentage in row of each variable was not always equa
a AOR was adjusted for maternal age (20—24; 25—29; 30—34); pa

Indigenous (Aboriginal and Torres Strait Island) status and gestational
b Induction includes both induction and augmentation of labour with o

Rupture of Membranes (ARM) alone.
c p < 0.01.
their labour combined with an epidural. Amongst these
women the most frequent outcome was an operative birth,
either a forceps or vacuum instrumental birth (36.76%), or
cesarean section (33.51%). Less than one-third of the women
with induction or augmentation and epidural (29.65%)
achieved an unassisted vaginal birth (Table 2).

The adjusted odds ratios in Table 2 represent the like-
lihood of having either a cesarean section with labour or an
instrumental birth following interventions introduced dur-
ing labour. Low risk primiparous women were twice as
likely (AOR 2.04; 99% CI 1.79—2.32) to have a cesarean
section and one and a half times more likely (AOR 1.55; 99%
CI 1.47—1.64) to have an instrumental birth following
induction or augmentation during labour. When an epidural
was combined with induction or augmentation the
adjusted odds of an operative birth were 8.07 times
greater (AOR 8.07; 99% CI 7.67—8.50) for instrumental
birth; and 52.18 times greater (AOR 52.18; 99% CI
46.92—58.04) for cesarean section after the onset of
labour (Table 2). The frequency of spontaneous unassisted
vaginal birth is shown in Fig. 1 as a diminishing proportion
of the birth outcomes in each intervention subgroup
(Fig. 1). The concomitant increase in rates of operative
or instrumental birth with the falling rate of unassisted
vaginal birth is illustrated in Fig. 2 in association with the
introduction of labour interventions (Fig. 2).
primiparous and multiparous women Australia, 2000—2002

C/section with labour

AORa (99% CI) % OR (99% CI) AORa (99% CI)

1.00 1.7 1.00 1.00

1.55
(1.47—1.64) c

3.4 2.24
(1.98—2.53) c

2.04
(1.79—2.32) c

7.88
(7.37—8.44) c

31.0 49.43
(44.20—55.27) c

48.15
(42.87—54.09) c

8.07
(7.67—8.5) c

33.51 57.35
(51.80—63.50) c

52.18
(46.92—58.04) c

1.00 0.9 1.00 1.00

1.46
(1.33—1.61) c

0.9 1.05
(0.91—1.20)

1.11
(0.96—1.28)

) c
14.39
(12.97—15.97) c

36.8 82.25
(74.05—91.36) c

93.67
(84.05-104.52) c

) c
12.32
(11.31—13.42) c

16.0 25.91
(23.39—28.70) c

30.63
(27.50—34.11) c

l to 100 because not all categories were presented.
tient accommodation (private or public) classification; maternal
age of infant (37—41 weeks).
xytocin, prostaglandins, ARM and combined types, but not Artificial
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Figure 1 Rate of unassisted vaginal birth in association with
instrumental and caesarean births amongst ‘low risk’ first time
mothers, Australia, 2000—2002.

Figure 3 Rate of unassisted vaginal birth in association with
instrumental and caesarean births amongst ‘low risk’ multipar-
ous women, Australia, 2000—2002.
Low risk multiparous women

Amongst low risk multiparous women (29.92%) had an induc-
tion of labour (without an epidural). This increased the
adjusted odds by 1.46 times (AOR 1.46; 99% CI 1.33—1.61)
of having an instrumental birth, either forceps or vacuum
extraction, but did not increase the odds in a statistically
significant way for cesarean section with labour (Table 2).
Amongst the (10.02%) of multiparous low risk women who had
induction or augmentation in labour combined with an epi-
dural the adjusted odds of an instrumental birth were 12.32
times greater (AOR 12.32; 99% CI 11.31—13.42); and the
adjusted odds of a cesarean section with labour were
30.63 times greater (AOR 30.63; 99% CI 27.50—34.11) than
the odds of these events when no interventions were offered
in labour (Table 2). Amongst low risk multiparous women the
frequency of spontaneous unassisted vaginal birth is shown in
Figure 2 The association between interventions in labour with b
Fig. 3 as a proportion of the birth outcomes in each inter-
vention subgroup (Fig. 3). The rates of spontaneous unas-
sisted birth and cesarean section appear to be modified
slightly by the introduction of pharmacological agents
through induction or augmentation (Fig. 3).

The concomitant increase in rates of operative or instru-
mental birth with the falling rate of unassisted vaginal birth is
illustrated in Fig. 2 in association with the introduction of
labour interventions (Fig. 2).

Discussion

This study demonstrates the decreased rate of unassisted
vaginal birth in association with interventions that were used
during the labour process amongst women without major
medical risk markers identified. For low risk primiparous
women the rate fell from 86.3 to 29.6% of births as interven-
irth outcome amongst low risk women, Australia, 2000—2002.
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tions were introduced in labour. This raises several important
issues for clinicians and for women. It raises the question
whether first time mothers should be particularly concerned
about the high frequency of instrumental or cesarean birth
they are exposed to when they are induced or augmented and
have an epidural for pain relief? In addition it reinforces the
need for further evidence to explain the causal pathways if
they do exist between obstetric antecedents such as induction
or augmentation and the use of epidural pain relief during
labour and the fall in the rate of unassisted vaginal birth. For
practitioners in midwifery and obstetrics it raises questions
about the nature ofmaternity care for low risk healthy women
which currently often includes the routine use of induction for
the onset of labour and epidural pain relief. The epidemiolo-
gical use of entire population data sets is vital to describe
patterns of associations together with the strength of associa-
tion.A cross-sectional study such as this providesbaseline data
to inform other more inductive research such as randomised
controlled trials.

The limitations of our study include not being able to
identify congenital anomalies, although the study population
included only live births. We are also limited as are similar
studies undertaken with large population data sets, in our
inability to demonstrate cause and effect, and the lack of
additional specific clinical information concerning the need to
intervene. In terms of cesarean section it is not possible to
distinguish whether epidural results in an operative birth or is
used to facilitate operative birth. It is possible to speculate
however, that women in these low risk categories who have an
induction or augmentation of their labour in addition to an
epidural are most likely doing so in the first instance to
expedite vaginal birth. The surprising result is the high per-
centage of these women at minimal medical risk who progress
to cesarean section after the onset of labour; a third (33.51%)
of primiparous women and 16.05% of multiparous women.

The strength of our study lies in the large national sample
size to detect differences in the outcomes of interest.
Although the definition of ‘low risk’ is a ‘crude’ measure
dependent on the availability of data to match the criteria,
the strength of identifying a low risk population cohort that
can be compared internationally has merit,13,29,30 and it
avoids the use of complex statistical methods to control
for potentially modifying factors of parity, maternal age
and medical or obstetric risk.

Epidurals and cesarean section

There have been attempts to disentangle the unintended side
effects of epidurals for pain relief. The Comparative Obstetric
Mobile Epidural Trial (COMET) trial31 in the UK concluded that
one in four operative births might be avoided through the use
of low dose or combined spinal analgesia/anaesthesia for
primiparous women in labour.31 More recently, Lieberman
et al.32 published a prospective cohort study of 1562 women
demonstrating changes in fetal positionduring labour and their
association with epidural analgesia. The researchers observed
changes in fetal position during labour using serial ultrasound
examinations and found a strong association between the use
of epidural in labour with fetal occiput posterior position at
birth (AOR 4.0; 95% confidence interval 1.4—11.1).32

The Cochrane systematic review of epidurals compared to
other analgesia for labour found no evidence of a statistically
significant difference in the risk of cesarean delivery (RR
1.07, 95% CI 0.93—1.23, 20 trials, 6534 women).21 However, it
may be that either the trial numbers were too small or the
high rate of crossover within the trials21 diminished the
power of the review to answer the clinically significant
question regarding unwanted side effects of epidurals. In
addition to this, some have questioned both the internal and
external validity of the trials included because of the hetero-
geneity in terms of for example labour management or the
inclusion of both primiparous and multiparous women in the
analysis without stratifying for parity.22

A large population-based cohort of 12,944 singleton, live-
born, term pregnancies, the Avon Longitudinal Study of
Parents and Children (ALSPAC) study,33 found that epidural
use was associated with an increased risk of emergency
cesarean (OR 6.49; 95% CI 4.78—8.82) while being in a pre-
ferred labour position decreased the risk (OR 0.59; 95% CI
0.49—0.73). Similarly, one small prospective randomised
control trial published over 12 years ago and ‘uncontami-
nated’ by high rates of crossover from the experimental to
control group and vice versa,34 found the relative risk
amongst primiparous women of having a cesarean section
following an epidural during labour was 11.4 times greater
(95% CI 5.8—16.9). That trial was stopped on the grounds that
it was unethical to continue to randomise because of the
statistically significantly increased rates of cesarean section
amongst those with epidural pain relief.34

In Sweden, researchers used the Swedish birth registry,35

to examine the association between the frequencies of
epidural block at institutional level (instead of an individual
level), and mode of delivery, thus avoiding the risk of selec-
tion bias and found no relationship between a unit’s epidural
rate and its rates of CS or instrumental delivery. One criticism
of the Swedish study was the use of institutions with a 40—
49% epidural usage as the referent group.35 This suggests that
having an epidural is a normal procedure for labour and birth,
whereas the referent group in our study consisted of women
who had no epidural or induction during labour.

Our study findings are important because the rate of
primary cesarean section has implications for women for
future pregnancies.36 Increasingly women are being advised
to give birth by cesarean section in their second and sub-
sequent births following a first cesarean.37 In Australia in
2003, of the women who had a history of previous cesarean
section, 81.4% were likely to have another cesarean section
whilst 14.9% had a spontaneous vaginal birth, and 3.5% had an
assisted vaginal delivery.15

Instrumental birth and epidurals

The finding of an increased rate of instrumental birth for both
low risk primiparous (8.07 times greater) and multiparous
women (12.32 times greater), in association with an epidural
combined with induction or augmentation is also a cause for
concern. This is a stronger association than the Cochrane
systematic review of 17 trials and 6162 women (relative risk
(RR) 1.38; 95% CI 1.24—1.53).21 The implications for women
following an instrumental birth are well known.38 A recently
published longitudinal study found that a first birth by forceps
delivery incurred about a two-fold increase in the risk of
having persistent faecal incontinence, and that in about half
these cases faecal incontinence persisted for at least 5
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years.39 Attempts to modify the effects of epidurals on
instrumental birth have also been unsuccessful. The
Cochrane review of discontinuing epidurals in the second
stage of labour concluded that there is no evidence that this
has any significant impact on the rate of instrumental birth.
The practice merely resulted in a three-fold increase in
inadequate pain relief when the epidural was stopped (22%
versus 6%, RR 3.68, 95% CI 1.99—6.80).40

What evidence do we have?

Given the widespread use of epidural block during labour,
there remain relatively few data from randomised trials
concerning the short-term and long-term effects on women
and their babies. In particular, long-term follow-up of
infants in relation to feeding and mother—infant interac-
tions is very scarce.21,23,41 Published reviews have found
that an epidural block is likely to providemore effective pain
relief during labour than alternative pharmacological meth-
ods21; it does not increase the incidence of long-term back-
ache42; it is associatedwith an increased rate of induction or
augmentation of labour,23 and the use of antibiotics for
maternal fever.43 Studies have also shown that epidurals
may alter the dynamics of labour21,32,44 maternal tempera-
ture regulation21,23 and result in increased rates and costs of
operative birth.21,23,41,45—47 They are associated with
important other maternal complications that require
further intervention such as intravenous fluids to attenuate
the decrease in maternal blood pressure23,48 and catheter-
ization to avert urinary retention21,23; and continuous elec-
tronic fetal heart ratemonitoring throughout the duration of
labour.23,27,41,49

Conclusion

In 1976 Chalmers et al. established the need for rigorous
experimental data to determine the true place of induc-
tion, and of other medical innovations in the management
and outcome of pregnancy.50 Thirty years on we cannot say
to what extent the global increase in epidural usage and
induction of labour amongst all women, particularly low
risk healthy women, is implicated in potentially avoidable
instrumental and surgical birth outcomes. This study
underlines the need for better clinical evidence of the
effects of epidurals and pharmacological agents introduced
in labour. At a population level it demonstrates the mag-
nitude of the fall in rates of spontaneous vaginal birth in
association with a cascade of interventions in labour and
interventions at birth particularly amongst women with no
identified risk markers and having their first baby. Because
childbirth is a highly complex and individual process and
not all women want or need induction of labour or analge-
sia during labour, this information may provide a useful
‘tool’ for women wanting to explore other methods of
influencing the course of labour and the management of
pain in labour, especially in their endeavour to achieve a
normal vaginal birth.
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