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Our theme for March is preparing for labour and birth. Following 
her visit to England last summer, when she spoke at an NCT study 
day, Penny Simkin, the leading childbirth educator, introduces the 
‘roadmap of labour’ that she developed as a teaching tool for parents 
in North America (p3). We’d love to hear what you think about it as a 
visual aid. 

Also in the Working with Parents section, Debbie Garrod looks at how 
antenatal teachers can talk to parents about induction in a way that 
is both parent-centred and evidence-based (p7). In the UK, about 
20% of labours are induced, and many women are concerned about 
what this involves and how it will affect labour. 

Many of Penny Simkin’s and Debbie Garrod’s messages chime 
beautifully with consultant midwife Trixie McAree’s mantra for 
keeping labour on track: ‘managing mood, keeping mobile and mild 
munching’. (p12). She shares her work to reduce caesarean rates, 
focusing on staff training and clinical management issues, preparing 
parents for labour and improving the birth environment.

In the Service Development section, Miranda Dodwell introduces 
an exciting new online resource for parents to help them make 
an informed choice about where to plan to give birth (p15). 
BirthChoiceUK have teamed up with Which?, making maternity 
services information for the UK accessible and interactive.

Immediate cord-clamping after birth, which is routinely practised in 
the UK, has been shown to increase the risk of adverse outcomes for 
the baby. NCT has long campaigned for a change in favour of delayed 
cord-clamping, and a recent Cochrane review of the evidence lends 
weight to the arguments for change. Gill Gyte and Kim Thomas 
examine the evidence (p14).

Finally, in the research section, our new ‘Spotlight on research’ 
feature highlights another key Cochrane review on midwife-led care 
(p18). The section also includes a summary of a further Birthplace 
analysis on the impact of raised BMI on birth options and outcomes 
(p17) and an introduction to an Australian study into women’s 
experience of successful vaginal birth after a caesarean (p19).

Mary Newburn 
Head of research and quality, NCT

We have marked core information for NCT 
practitioners with a symbol to help you prioritise 
your reading and decide what might be useful for 
your training/CPD portfolio.
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their desirability. If I combined the 
discussion of straightforward labour with 
complications and common procedures 
(along with their risks, benefits, and 
alternatives), parents would have a 
fragmented and confused perception of 
childbirth and an almost impossible burden 
of separating normal from abnormal, and 
elective from indicated procedures. All 
these topics must be covered, however, 
if parents are to participate in their care, 
whether labour is straightforward or 
not. Therefore I teach these topics in 
subsequent classes, using normal birth 
as the reference point. I also follow this 
approach in some other writings.1,2

 
Initiation of labour, the six ways 
to progress and signs of labour
There are some key concepts that 
childbirth educators can use to raise 
parents’ awareness and appreciation of 
events of late pregnancy and normal birth 
and how they can help the process flow 
smoothly. Parents need to understand 
these concepts well, so they can use the 
roadmap of labour to best advantage, 
and play a more confident and active role 
in labour.

For example, before introducing the 
roadmap, the teacher should inform 
parents about the hormonally-
orchestrated processes in late pregnancy 
that prepare for birth, breastfeeding, 
and mutual mother-infant attachment. 
This is important because teachers face 
two common challenges: first, parents’ 
impatience to end the pregnancy due to 
discomfort, fatigue and eagerness to hold 
their baby; and second, the possibility of a 
long, discouraging pre-labour phase.

The roadmap 
of labour: a 
framework for 
teaching about 
normal labour

Penny Simkin, a leading American 
childbirth educator and author, 
describes her roadmap of labour, 
a teaching aid to guide parents 
through normal childbirth and 
variations on normal. 

Introduction
Childbirth educators strive to provide 
timely, accurate, woman-centred 
information. We adapt our content and 
teaching methods to the time allowed, and 
the variety of learning styles, educational 
levels and cultural backgrounds of our 
students. We hope to build trust in the 
normal birth process, and instil the 
confidence and competence necessary 
for parents to meet the challenges of 
childbirth, and also to communicate 
effectively with their maternity caregivers. 
In this paper I describe a teaching aid, 
the roadmap of labour, and some ideas 
to help guide parents through normal 
childbirth, from early labour to active 
labour, transition, and the resting, descent 
and crowning-to-birth phases of the second 
stage.  The discussion of each stage and 
phase includes what occurs, women’s and 
partners’ common emotional reactions, 
and advice on comfort measures and ways 
to work together to accomplish a safe and 
satisfying birth.

I do not describe how I teach about routine 
or indicated interventions, complications, 
pain medications, or surgical birth. Aside 
from space limitations, the real reason 
lies in my firm belief that when expectant 
parents appreciate the pure unaltered 
(and elegant!) physiological process of 
labour, they have more confidence that 
birth usually goes well, and they may 
feel reluctant to bypass it (with induction 
or caesarean) or alter it unnecessarily. 
Normal labour becomes the clear standard 
against which to assess the benefits and 
risks of specific interventions and the 
circumstances that increase or decrease 

These challenges make parents more 
accepting of induction or vulnerable to 
the belief that there is something wrong. 
Parents need to understand that labour 
normally begins only when all of the 
following occur:

•  The fetus is ready to thrive outside the 
uterus (breathing, suckling, maintaining 
body temperature, and more).

•  The placenta has reached the point 
where it can no longer sustain the 
pregnancy.

•  The uterus is ready to contract, open 
and expel the baby.

•  The mother is ready to nourish and 
nurture her baby.

If parents understand that fetal maturity is 
essential in initiating the chain of events 
leading to labour, they may be more patient 
with the discomforts of late pregnancy, 
and less willing or anxious to induce labour 
without a medical reason.

The six ways to progress to a 
vaginal birth
Progress before and during labour and birth 
occurs in many ways, not simply cervical 
dilation and descent, which is what most 
people focus on. Labour unfolds gradually 
and includes six steps, four of which begin 
weeks before labour and involve the 
cervix. The cervix moves forward, ripens, 
effaces and then dilates. When parents 
understand that a long pre- or early labour 
is accomplishing necessary progress – 
preparing the cervix to dilate – they are less 
likely to become anxious or discouraged 
that nothing seems to be happening. The 
two other steps involve the fetus: the fetal 
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head repositions during labour by flexing, 
rotating, and moulding to fit into the pelvis; 
and lastly, the fetus descends and is born.

Three categories of signs of labour
By placing these in the context of the six 
ways to progress, parents may be better 
able to recognize the differences between 
pre-labour (often called ‘false labour’) 
and labour.

Possible signs of labour 
These include: nesting urge; soft bowel 
movements; abdominal cramping; and 
backache that causes restlessness. These 
may or may not continue to the clearer 
signs of labour and may be associated with 
early cervical changes. 

Pre-labour signs 
The most important of these is the first one:

•  Continuing ‘nonprogressing’ 
contractions (that is, over time, 
the pattern remains the same; they do 
not become longer, stronger or 
closer together) 

• Possible leaking of fluid from the vagina

•  Possible ‘show’ – bloody mucus 
discharge from the vagina

With these signs, the cervix is probably 
not dilating significantly, but is likely to be 
ripening and effacing (steps two and three 
of the six ways to progress). 

Positive signs of labour
The most important of these is the first one: 

•  Continuing, progressing contractions, 
i.e. contractions that become longer, 
stronger, and closer together (or at least 
two of those signs). These progressing 
contractions cause cervical dilation 
(steps four and five of the six ways to 
progress), which is the clinical definition 
of labour.

•  Spontaneous rupture of the membranes 
(SRM), especially with a gush of fluid. 
This happens before or at the onset of 
labour in about 8% of women at term.3 
It most often happens late in labour. 
SRM is only a positive sign of labour 
in conjunction with continuing 
progressing contractions.

The roadmap of labour
I have created a visual guide to labour 
progress using the metaphor of a road 
map. It shows key labour landmarks, and 
appropriate activities and measures for 
comfort as labour progresses (see Figure 1).4 
Parents can use it during labour as a 
reminder of where they are in the process 
and what to do. Teachers can use it as a 
tool for organised discussion of normal 

labour progress, and as a backdrop for 
discussing labouring women’s emotional 
reactions, and how partners or doulas may 
assist. Health professionals can use it to 
help parents identify where they are in 
labour, adjust their expectations and try 
appropriate comfort measures. 

Normal labour pathway 
The roadmap portrays three pathways. The 
main brick road represents normal labour 
and shows helpful actions, positions, and 
comforting techniques to use as labour 
progresses. The twists and turns in the brick 
road indicate that normal labour does not 
progress in a straight line; the large turns 
between three and five-to-six centimetres 
and between eight and 10 centimetres 
indicate large emotional adjustments 
for the labouring woman, and present an 
opportunity to discuss emotional support 
and comfort measures for the partner or 
doula to use. After 10centimetres, the 
woman’s renewed energy and confidence 
are represented by the second wind sign. 
Along with discussion of emotional support 
and comfort measures, the teacher can 
offer perspective and practical advice for 
partners and doulas, to use both when the 
woman is coping well and when she feels 
challenged or distressed. 

The roadmap provides a clear and effective 
way to teach about normal labour. It keeps 
the discussion focused purely on the 
physiological and psychological processes, 
without inserting discussions of pros and 
cons of interventions, complications, or 
usual policies and hospital practices that 
alter labour.

Once parents have a solid understanding 
of normal labour, the teacher can explain 
usual care practices and possible options 
for monitoring maternal and fetal wellbeing 
during labour. She can also discuss labour 
variations or complications and treatments 
with medical (including pain medications), 

surgical or technological procedures. With 
this approach, parents are better equipped 
to discuss risks, benefits and alternatives, 
because they can distinguish situations and 
conditions that are more likely to benefit 
from the intervention from those in which 
the intervention is optional, unnecessary, 
or harmful. 

Planned and spontaneous rituals 
The normal labour road suggests measures 
to use for distraction, comfort, and 
progress. Distraction is desirable for as long 
as it helps. The Relax, Breathe, Focus sign 
reminds parents to use this pre-planned ritual 
for dealing with intensifying contractions 
when distraction is no longer possible. 
Parents need to rehearse these rituals in 
childbirth class (i.e. slow breathing, tension 
release, and constructive mental focus) and 
use them in early labour. They set the stage 
for the spontaneous rituals that emerge 
later in labour (as women enter active 
labour), when they realise they cannot 
control the contractions or continue their 
planned ritual, and give up their attempts to 
do so, though sometimes after a stressful 
struggle. Spontaneous rituals replace the 
planned ones. They are not planned in 
advance – they are almost instinctual – and 
almost always involve rhythmic activity 
through the contractions – breathing, 
moaning, swaying, stroking, rocking, or 
even letting rhythmic thoughts or phrases 
repeat like a mantra. 

The three Rs
The spontaneous rituals usually involve 
the three Rs:  relaxation (at least between 
contractions), rhythm, which is the most 
important, and ritual, the repetition of 
the same rhythmic activity for many 
contractions. In order to give herself over 
to spontaneous instinctual behaviour, the 
woman needs to feel emotionally safe, 
uninhibited, accepted unconditionally by 
partner and staff, and to be mobile in order 
to find comfort.

The motto ‘Rhythm is everything’ means 
that if a woman has rhythm during 
contractions, she is coping, even though 
she may vocalise and find it difficult. The 
rhythmic ritual keeps her from feeling 
totally overwhelmed. The goal is to keep 
her rhythm during contractions in the first 
stage. Once in second stage, however, 
rhythm is no longer the key. The woman 
becomes alert and her spirits are lifted. An 
involuntary urge to push usually takes over 
and guides her behaviour. 

The role of the partner in labour
The partner helps throughout labour, 
comforting the mother with food and 
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drink, distraction, massage and pressure, 
assistance with positioning, and constant 
companionship. Sometimes a doula also 
accompanies them, providing continuing 
guidance, perspective, encouragement, and 
expertise with hands-on comfort measures, 
positions, and other techniques gained 
from her training and experience.2

The role of an effective birth partner 
includes being in the woman’s rhythm 
– focusing on her and matching the 
rhythm of her vocalisations, breathing or 
movements – by swaying, stroking, moving 
hand or head, murmuring softly in her 
same rhythm. Then, if she has difficulty 
keeping her rhythm, and tenses, cries out 
or struggles – as frequently occurs in active 
labour or transition – her partner helps her 
get her rhythm back, by asking her to focus 
her eyes on their face or hand and follow 
their rhythmic movements. This is the 
take-charge routine, and is only used if the 
woman has lost her rhythm, is fearful, or 
feels she cannot go on. Partners who know 
about this are less likely to feel helpless, 
useless or frightened. Simple directions, 
given firmly, confidently, and kindly (‘look 
at me,’ or ‘look at my hand’), rhythmic hand 
or head movements, and ‘rhythm talk’ 
with each breath (murmuring, ‘Keep your 
rhythm, stay with me, that’s the way…‘) are 
immensely effective in helping the woman 
carry on through demanding contractions. 
During the second stage, rhythm is 
no longer important; now the partner 
encourages her bearing-down efforts and 
release of her pelvic floor, and also assists 
her with positions. 

The detour for back pain
A second pathway, a rocky, rough road, 
represents the more difficult ‘back labour’, 
which may be more painful, longer, or 
more complicated than the normal labour 
pathway. Fetal malposition is one possible 
cause. The measures shown for back labour 
are twofold: reduce the back pain and alter 
the effects of gravity and pelvic shape to 
encourage the fetus’s movement into and 
through the pelvis. It helps a woman endure 
a prolonged or painful back labour if she 
and her partner use appropriate comfort 

measures, and if they know that dilation may 
be delayed while the baby’s head moulds 
or rotates to fit through, or that changing 
gravity and pelvic shape may give the extra 
room that the baby needs to move into an 
optimal position. 

The epidural highway
This third pathway represents a dramatically 
different road – smooth, angular, man-
made, more comfortable – but it comes 
with extensive precautions and numerous 
procedures, monitors, and medications, 
which are necessary to keep the epidural 
safe. The woman adopts a passive role 
while the staff manage labour progress, and 
monitors the mother’s and fetus’s wellbeing 
closely. The excellent pain relief and chance 
to sleep are the usual rewards. Discussion 
of how to work with an epidural in order to 
optimise the outcome is beyond the scope 
of the paper, but the basic principle is: treat 
the woman with an epidural as much as 
possible like a woman who does not have 
one!1 This essentially means, ‘Keep her cool. 
Keep her moving. Keep her involved in the 
work of pushing her baby out. And don’t 
assume that if she has no pain, she has no 
distress! Do not leave her alone.’

Conclusion
The roadmap of labour provides a useful 
framework for teachers to explain the 
psychological and physiological processes of 
labour, and a variety of activities for comfort 
and labour progress for women and their 
partners to use. By focusing on the normal 
unaltered process, parents learn to separate 
the norm from the numerous interventions 
that alter the process, sometimes for 
the better, sometimes for the worse. The 
intention is to give them confidence that 
they can handle normal labour and to 
participate meaningfully in decision-making 
when interventions are suggested.
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throughout pregnancy the EDD is reviewed 
and documented. The format used is very 
precise: the midwife will typically say, ‘You are 
now 16 weeks and two days,’ and continue 
this formula throughout the pregnancy. Many 
women currently use apps that vary in the 
detailed information they offer about the 
pregnancy day-by-day or week-by week. Again 
the clear focus is on D-day – that magical EDD 
that has been given with such certainty from 
antenatal booking and dating scan onwards. 
This apparent certainty presents our parents 
with a challenge: the illusion that this is a 
predictable and perfectly mapped journey with 
a definite end date. Managing the uncertainty 
and unpredictability of when labour will start is 
hugely difficult for many parents, leading some 
women to request a date for induction earlier 
than the evidence suggests is beneficial for 
them and their baby.

Another challenge for parents is the fact that 
as the EDD draws near, the midwife may well 
stop referring to the due date as an exact 
number of weeks and days. She may be 
making comments such as:  ‘Babies come 
when they are ready,’ and ‘The majority of 
first babies are late,’ while adding, ‘We’ll book 
a date for induction in case the baby hasn’t 
put in an appearance by term plus 12’ (or 
whatever the local trust guidelines specify). 
So how can we as NCT teachers help parents 
to manage the ‘great unknown’ of when their 
labour will start? And what should we teach 
about induction of labour?

Exploring parents’ feelings in NCT classes: 
some suggestions
•  Encourage a flexible approach to the due 

date. Emphasise that most first babies arrive 
after the due date. This flexible approach 
can start after the opening introductions 
when parents are usually asked to share 
the date their baby is due. You can remind 
parents that the baby who is due first 
within the group may arrive last – and vice 
versa, and that this is normal. Encouraging 
parents to anticipate that their baby will 
arrive after the due date – and for some of 
them, 10 to 12 days later – can help them 
to await the start of labour more patiently.

•  Ask parents to identify strategies for 
managing the period of time when the 
due date has been and gone. This could 
include planning little treats and diversions 
so the focus isn’t solely on when labour will 
start. Suggesting that the group members 
plan a regular weekly meet-up after the 
course has ended can provide the women, 
in particular, with a good source of support 
which continues from pregnancy through 
to the early days and weeks of parenting.

•  Discuss the BRAIN mnemonic (Benefits, 
Risks, Alternatives, Intuition, do Nothing). 

At the heart of NCT’s approach to antenatal 
teaching lies a commitment to providing 
evidence-based information, together 
with opportunities for parents to explore 
the benefits, risks and choices available to 
them. The NCT website says that we provide 
‘accurate and impartial information so you 
can decide what’s best for you’. A common 
question to midwives – ‘What happens if I go 
over my due date?’ – expresses an almost 
universal concern felt by the vast majority of 
pregnant women. Managing the uncertainty 
of when labour will start can overshadow the 
final weeks of pregnancy and it is a topic that 
invariably comes up in NCT antenatal classes 
and is identified as a source of anxiety for 
expectant parents.

This article explores in more detail one of the 
birth interventions highlighted in a previous 
issue of Perspective.1 In particular it looks 
at: the evidence and National Institute for 
Health and Care Excellence (NICE) guidance 
on induction; how parents may feel and how 
their feelings can be explored in NCT classes; 
the importance of holding the parents’ needs 
at the heart of our approach, encouraging 
a positive approach to labour and birth and 
empowering them to ask the right questions 
to enable informed decision-making; practical 
tips for preparing for a labour that’s induced; 
and finally some parents’ experiences 
 of induction.

Evidence and NICE guidance on induction
At the beginning of pregnancy, every woman 
is given an expected date of delivery (EDD). 
‘Normal’ pregnancy lasts for between 37 
and 42 weeks, and a baby born within this 
five-week period is described as ‘term’.  
Approximately 80% of babies are born at 
term, with about 5% arriving on their EDD. 
The risk of a stillbirth rises after pregnancy 
passes 42 weeks, although the increased risk 

Teaching parents 
about induction 
of labour

is very small.2,3 This is the rationale for offering 
induction of labour (IOL) at approximately 
40 weeks plus 12 days, with the aim of 
making sure the baby is born by 42 weeks. 
NHS maternity services in the UK base their 
IOL policies on guidance from NICE.4,5 The 
full, referenced version of the guidance is 
supplemented by a quick reference guide,6 
which states, ‘Every woman should be 
given the opportunity to go into labour 
spontaneously’, and goes on to outline the 
care that should be offered as pregnancy 
approaches 40 weeks: a membrane sweep at 
40 and 41 weeks of pregnancy (for first-time 
mothers) and at 41 weeks for those having 
subsequent babies, and induction of labour at 
41-42 weeks.

The full NICE guidance states that, in 2004-5, 
20% of pregnant women had their labour 
induced.  Sixty-three percent of these women 
gave birth spontaneously, 15% had assistance 
from forceps or ventouse and 22% had an 
emergency caesarean section. Although the 
emergency caesarean rate for women who 
are induced is higher than for those who start 
labour spontaneously (22% compared with 
approximately 15%), it’s important to note 
that the induction group includes women 
who may have medical complications in their 
pregnancy (for example diabetes and high 
blood pressure) which led to induction being 
offered. These women may be more likely to 
have a caesarean.

Other factors are also linked to increased 
incidence of caesarean where labour 
is induced. A study looking at women 
having their first baby whose labour was 
induced found that risk factors for having 
a caesarean section include being over 30 
years old and having a Body Mass Index 
of 31 or more. These are both potentially 
sensitive issues that require tactful and 
honest handling in the context of antenatal 
classes. The other significant factor 
to note is that women whose cervix is 
‘unfavourable’ for induction – long and firm, 
as assessed by the ‘Bishop’s Score’ – all 
have a higher chance of experiencing what 
is known as ‘failed induction’.7

IOL in post-term pregnancies is associated 
with significantly fewer caesareans compared 
with expectant management.3

The management of post-dates pregnancy
There is currently a great deal of emphasis 
on a woman’s EDD. It is carefully calculated 
by the midwife at antenatal booking, usually 
at 8–10 weeks, confirmed by a dating scan 
offered at 12-13 weeks, and recalculated 
if necessary to ensure that the range of 
screening tests is offered at the appropriate 
point of gestation. At every antenatal contact 

Mothers-to-be are often 
concerned about what induction 
entails. Debbie Garrod, midwife 
and NCT antenatal teacher, looks 
at how antenatal teachers can 
approach this subject.
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than four in 10 minutes. In a few units in 
the UK, healthy low-risk women whose 
labour is being induced with Propess for 
post dates may, after initial monitoring, 
go home for up to 24 hours or until labour 
starts, if sooner. It should be emphasised 
that this is the exception rather than the 
rule; it is therefore important for antenatal 
teachers to familiarise themselves with 
local policy and establish ways to keep 
abreast of changes in these policies. Other 
variations in practice include location for 
induction: maternity units may ask parents 
to come to an antenatal or daycare facility. 
If a woman is being induced for pregnancy 
complications she will probably be asked 
to come to the delivery suite where she 
can be monitored more closely.

This is particularly helpful when making 
decisions about induction. Remind parents 
that there are alternatives to induction 
at 12 days past term, such as expectant 
management or adopting a wait-and-see 
approach for a few more days, combined 
with whatever increased surveillance of 
the pregnancy that parents agree with 
their caregivers. This may include a period 
of continuous monitoring of the baby’s 
heart or estimation of the amount of 
amniotic fluid around the baby. Parents 
should be aware that the evidence for 
this surveillance being of benefit is at best 
scanty and it does not reliably predict 
babies who may become compromised as 
pregnancy progresses.

•  Use neutral language. Our use of language 
is important: talking about spontaneous 
labour may be considered less value-
laden than natural labour, particularly 
as definitions and understanding of 
what constitutes natural labour vary 
enormously. This may be helpful for 
parents to keep a positive focus when 
considering induction. In a similar vein, 
when discussing any possible association 
between IOL and caesarean section, think 
about using terms such as ‘incidence’ 
rather than ‘risk’.

•  Discuss DIY approaches to encouraging 
labour to start. This will usually bring 
contributions from group members that 
include complementary therapies, eating 
a fresh pineapple, going for a bumpy car 
ride or a long walk, eating a hot curry, 
taking a hot bath or having sex. All of these 
can appear to work if labour is ready to 
start, as can nipple stimulation (by use of a 
breast pump if acceptable to the woman).  
It’s helpful for parents to understand 
the rationale behind these methods (for 
example, stimulating oxytocin production 
or triggering rapid peristalsis which may 
in turn start contractions). Remembering 
NCT’s commitment to being evidence-
based, it’s also important to highlight 
that there are no large-scale randomised 
controlled trials of these DIY methods.  

•  Be aware of how local units manage 
induction of labour.  Some units use 
Prostin gel, which is inserted into the 
posterior vaginal fornix (at the top of the 
vagina behind the cervix) during a vaginal 
examination. A period of continuous 
monitoring of the baby’s heart is carried 
out before and after the Prostin gel is 
given, to confirm the baby’s wellbeing 
at the start of the induction. Other units 
use a Propess pessary, which is inserted 
into the vagina and left in place. Like a 
tampon, it has a cord to enable removal if 
contractions become hypertonic, i.e. very 
strong and occurring more frequently 

•  Inform parents about the supervisor of 
midwives (SoM) as someone to discuss 
options with if they do not wish to be 
induced in accordance with the local 
guideline. All parents have access to an 
SoM 24 hours a day and should be made 
aware by the midwife providing antenatal 
care of how to contact a local SoM. 
Antenatal teachers can encourage parents 
to ask their midwife how to contact a 
SoM and emphasise the SoM’s role in 
supporting parents’ choices and ensuring 
safe and evidence-based care.

Practical tips for preparing for induction
Emphasising that the process of inducing 
labour can take 24 to 48 hours is very 
important. Prostaglandins (gel or pessary)
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‘I would describe my induction as enjoyable. 
I was terrified beforehand, but the birth 
was straightforward. It’s impossible to say 
beforehand how easy or difficult a birth will 
be, whether or not you’re induced, and the 
best-laid plans are prone to change. I would 
say to any woman being induced, keep an 
open mind and go with it.’

Finally, a comment from a father whose baby 
was born after labour had been induced:

‘…the worst part was the hanging around all 
day waiting for labour to kick in, then my wife 
was placed in a four-bedded room at 9pm and 
I was asked to go home for the night as labour 
hadn’t started. The hospital called at 4am to 
say that labour was under way. I was anxious 
I would miss the birth but in actual fact it was 
a long labour so I needn’t have worried about 
that. My feelings when the baby were born 
were indescribable – there are no words.’

are used to ripen the cervix: in the same 
way as a spontaneous labour may build 
up gradually over one-to-two days before 
establishing, an induced labour may evolve 
slowly in its latent stage. 

It’s important to give parents the opportunity 
to explore their feelings about IOL. Some 
women fear induced labour as more painful 
and there is evidence that contractions in an 
induced labour may be more frequent and 
intense.8 As NCT teachers we can encourage 
a toolbox approach to managing labour: 
‘Imagine you have a toolbox containing a 
wide range of tools for labour… some labours 
need different tools from others’. We can also 
emphasise that, as with a spontaneous labour, 
you can’t predict which tools you’ll need, 
so the most practical approach is to stay 
focused on the present, deal with one 
contraction at a time and make good use 
of the breaks in between.

These discussion points may be helpful to 
raise with the group:
•  What coping strategies for this early stage 

of labour had you planned to use at home? 
How can these be adapted for hospital? 
What kind of distraction activities can 
you take with you?

•  Would you like to rethink who’s going to 
be there with you as you wait for labour 
to establish? For example, some parents 
like to have additional support from 
a relative, doula or friend, or all three –  
a tag team of several supporters, 
who take turns to provide distraction 
and diversion.

•  If night-time arrives and labour hasn’t 
established, the woman’s partner will in 
most circumstances be asked to return 
home. This may be an opportunity for 
the partner to snatch some sleep and so 
be better prepared for labour when 
it starts.

•  Most pregnant women find getting 
off to sleep in hospital difficult in any 
circumstances – and wondering if 
contractions will get going in the night 
isn’t conducive to dropping off! An iPod 
and relaxation track can be invaluable in 
helping the woman to rest even if 
sleep’s impossible.

•  What opportunities are there within 

the hospital for going outside for a walk, 
or visiting a café in another area of the 
hospital? In most units, women who have 
had Prostin are advised not to go home 
due to the potentially unpredictable 
nature of the drug in causing strong 
contractions, but a walk within the 
grounds of the hospital and a visit to a 
café usually provides distraction and may 
encourage contractions to establish.  

•  Suggest asking about the unit’s policy on 
using a birth pool when labour is induced 
with Prostin, as this has become common 
practice in many areas. Also, some units 
offer telemetry (remote) monitoring, 
which enables women with problems in 
pregnancy and labour to use a birth pool. 
This facility may be available to women 
who are being induced for medical or 
pregnancy-related conditions.

•  If a Syntocinon drip is used to stimulate 
labour, continuous monitoring of the 
baby’s heart as well as the contraction 
will be recommended, as use of the 
drug can cause strong and too frequent 
contractions. Sitting on a birth ball helps 
to maintain an upright position and 
allows the woman to change position, 
for example, from sitting to standing 
leaning onto the bed moving her hips 
around. Some units may offer monitoring 
by telemetry, enabling women to be free 
from belts and move around as normal 
within a restricted area.

 

Some parents’ experiences
Parents’ experiences of labour vary widely, 
whether it starts spontaneously or is induced. 
Here are some women’s comments on 
induced labour:

‘Even though I knew that the baby might 
be late, going overdue drove me insane 
and I tried every possible way of getting 
labour to start. They might not have any 
real effect but at least they filled the time. I 
tried acupuncture and lots of walking – then 
collapsing crying on the floor! I was induced 
at 40 weeks and 10 days and the experience 
was fine. I played Scrabble with my partner 
and sister while waiting for contractions to 
start. After my second Prostin, labour started 
in earnest and I got in the bath. then used the 
birth pool all through first stage’.

9

‘Emphasising that the process 
of inducing labour can take 24 
to 48 hours is very important.’
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Research networker Helen 
Castledine and antenatal teacher 
Mindy Cockeram look at what 
practitioners can tell clients about 
the perineum, perineal trauma, 
and postnatal recovery.

health by making sure they are well-informed. 
First, we discuss practical ways of preparing 
women and their partners for this aspect of 
birth, and provide some research evidence 
as background information.

Preparing women and their partners
As practitioners, we talk to parents about 
the perineum, and its amazing flexibility. 
We explain how it gradually thins and fans 
out to allow the baby to be born. We also 
discuss perineal tears and episiotomy, and 
how women can reduce the risk of 
perineal trauma. 

We can explain how women might reduce 
their chance of tearing by doing perineal 
massage. Perineal massage, which increases 
the elasticity of the perineum, can be 
undertaken from approximately 35 weeks 
of pregnancy. It increases blood flow and 
enables the perineum to stretch more easily 
and less painfully during childbirth.4 It can 
also reduce the need for an episiotomy.4 
Both the use of perineal massage and warm 
compresses during the second stage of 
labour can also reduce the incidence of 
perineal trauma.4,5 A review of the literature 
found that midwives were supportive of 
this intervention.5

We can also help them make informed birth 
choices, such as whether or not to have an 
episiotomy, if offered, or have an epidural. 
Good practical and emotional support 
from a birth companion seems likely to 
make a difference, as research shows that 
women provided with continuous support 
during labour are less likely to require an 
instrumental delivery and more likely to give 
birth spontaneously.6

Practitioners can talk through the benefits 
of active labour and ways to help get a baby 
into the optimal position for birth. This is 
particularly important if the baby is in an 
occiput position because an active birth 
position can assist the baby to move into the 
best position for birth. We can explore the 
benefits of exercise for birth and signpost 
women to exercise classes such as yoga and 
Pilates, which can increase their flexibility in 
birth and use of active birth positions. As a 
result, women can feel more confident with 
their body and its ability to cope with and 
recover from childbirth.

Introduction
Childbirth and labour are an exciting but also 
daunting prospect for many women. The 
physical and psychological problems resulting 
from childbirth can have a major impact on 
women’s wellbeing and daily functioning in the 
immediate postnatal period, with symptoms 
sometimes lasting for months and even years.1 
Childbirth educators can help women to 
prepare for labour and improve their postnatal 

Raising 
awareness 
without creating 
fear – teaching 
about the 
perineum in 
labour and 
perineal trauma

Working with parents
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Who will experience perineal trauma?
It is impossible to foresee whether a mother 
will experience a tear or need an episiotomy 
but there are factors that make it more likely. 
Tearing is more common among first-time 
mothers: 3% suffer third- or fourth-degree 
tears, compared to just 0.8% of women who 
have had at least one baby.2 

Babies with larger heads or shoulders, or occiputs 
that are not well-flexed, increase the risk of 
perineal trauma.1 This has also been found for 
male babies.7 Other risk factors include the baby 
being in the occipito posterior position, creating 
a greater likelihood of intervention, such as 
hospital delivery; the use of synthetic oxytocin 
(usually going by the brand name Syntocinon 
in the UK) to speed up labour; use of epidural; 
episiotomy and forceps delivery. Birthplace in 
England, a prospective study of almost 65,000 
low-risk women, found a reduced odds of forceps 
and ventouse for all planned out-of-hospital 
births, and that third- or fourth-degree perineal 
trauma was lower for low-risk women who 
planned for a home birth or to use a freestanding 
midwifery unit, though the reductions were not 
significant at the 1% level.8 

Effects of perineal trauma
Perineal trauma has both physical and 
psychological effects. Women may experience 
perineal pain for weeks, months or even years 
after birth. 1,2 Other effects include urinary 
incontinence, and women with severe perineal 
trauma experience a rate of anal incontinence 
of between 6.1% and 7.6%, compared to 4.3% 
for all women aged 15 to 60 years.2 

There can be mental health problems: 
Rowlands and Redshaw found that women 
who had forceps deliveries are more likely to 
experience psychological problems following 
birth, and as women who have a forceps 
delivery are more likely to experience tears, 
this suggests that women experiencing 
tears are likely to have more psychological 
problems.1 Women who are still experiencing 
perineal trauma or fear experiencing it again 
may delay future pregnancies. 

Some women with perineal trauma avoid 
sexual intimacy. In a study of over 2,000 
Swedish women, 8% of all women had not 
resumed sexual intercourse within six months. 
This rose to 13.6% of those experiencing 
severe perineal trauma.9

Postnatal recovery
By discussing postnatal recovery, and the 
possible barriers to recovery, childbirth 
educators can encourage women to make 
plans for additional support they may need from 
family and friends following birth. We can stress 
the importance of reducing the risk of perineal 
infection by keeping the area clean and bathing 

What is perineal 
trauma?
Perineal trauma refers to any damage 
to the perineum during childbirth, 
which occurs spontaneously or as a result 
of a surgical incision (episiotomy). About 
85% of women who give birth vaginally will 
experience some form of perineal trauma.

Tears may be: 
•  First-degree tears. These are small and 

only skin-deep, and usually heal naturally 
and without treatment. 

•  Second-degree tears. These include the 
perineal muscle and skin. They will usually 
need to be stitched. 

•  Third- and fourth-degree tears. These 
involve the anal sphincter (the muscle 
which controls the anus); they need to be 
repaired in theatre and require significant 
aftercare. Women may also experience 
longer-term emotional and physical 
effects from severe tears. 2,3

‘Practitioners can talk through 
the benefits of active labour 
and ways to help get a baby into 
the optimal position for birth.’
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and showering at least once a day as well as 
changing sanitary pads frequently (washing 
hands before and after).3 We can encourage 
women to seek advice from their midwife or 
GP if they have any concerns about perineal 
pain, the rate of healing or possible infection. 
Recovery times will vary. Parents should be 
made aware that complete healing and absence 
of pain can take several weeks or months to 
achieve. It is important to raise any concerns at 
the six-to-eight-week postnatal check. 

Pelvic floor exercises are beneficial and 
women should begin to do them as soon as 
possible after birth. Pelvic floor weights can 
aid recovery by increasing the flow of blood to 
the area. We can encourage women to drink 
at least two-to-three litres of water a day and 
eat a balanced diet, to avoid constipation. We 
can signpost them to additional services such 
as valley cushion hire and supportive NCT 
groups such as Bumps and Babies. 

www.nctprofessional.co.uk

Resources for 
Healthcare 
Professionals 
and Practitioners

0845 8100 100

For more information on these products 
or our complete range, please contact 
professional@nctshop.co.uk or call 0845 8100 100

Caboo NCT Carrier for only £44.99 (code 4462)

•  Easy to adjust and padded back cross provides excellent support

• Less fabric for a lighter carrying experience

•  Suitable for premature babies (2.27 kgs+)

•  Encourages Skin to Skin contact after birth, prolactin 
production and kangaroo care

Birth Room Bundle for only £999 (code 3231) 
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Trixie McAree, consultant midwife 
and supervisor of midwives at North 
West London Hospitals NHS Trust, 
looks at how we can reduce the rate 
of caesarean sections and increase 
the number of normal births.

The longer-term risks are related to scar pain 
and adhesions that develop over time and lead 
to discomfort. 

How to reduce the caesarean section rate
The literature shows that the trusts with most 
success in reducing the number of unnecessary 
caesarean sections have achieved this by 
focusing on increasing the rate of vaginal 
birth after caesarean (VBAC). In the long term, 
however, women in their first pregnancy are the 
key to increasing the rate of normal births.8 

After an extensive national review of why 
maternity units had high or low caesarean 
rates, the NHS Institute for Innovation and 
Improvement drew up 10 features of successful 
units, which included a focus on keeping 
pregnancy and birth normal; working as a team 
with an understanding of other people’s roles 
and expertise; visible and vocal leaders; and 
the use of evidence-based guidelines to 
inform practice. 9

A common feature of trusts that provide 
consistently high-quality care is good 
interdisciplinary working and clear 
communication. This can include having a daily 
review meeting where all staff are encouraged 
to ask questions and give opinions. In my 
own department, maternity assistants are 
involved in supporting normal birth by setting 
up the delivery rooms to minimise focus on 
the delivery beds. Women in trusts that had 
worked to reduce the caesarean section rate 
reported increased quality of care and were 
more satisfied with their experience.9 Staff also 
reported greater satisfaction at work. 

In order to gauge the current levels of 
awareness of normal birth among midwives, 
I held focus groups with 250 midwives in groups 
of 20 about the barriers to normal birth. I used 
the pathway-to-success technique, in which 
everybody was given pieces of paper to place 
on an imaginary road to success (normal birth), 
with the pieces of paper representing barriers 
such as lack of parent education or media 
portrayal of birth. Participants could vote on 
which barriers they would tackle and how. 
The results showed that health professionals 
understood and offered the same solutions as 
the literature. They acknowledged that they 
knew how to promote normal birth but they 
felt it was someone else who was preventing it 
from occurring. 

The key points made by the focus groups are: 

• Women need to be prepared for birth.
•  Any language barriers need to be addressed.
•  Provision needs to be made for one-to-one 

care in labour.
•  Women need to be supported if they have 

previously had a difficult birth. 
•  We need to prevent early admission to the 

There are good reasons for avoiding caesarean 
sections and other interventions if possible. 
Although interventions such as induction, 
intravenous cannulation and caesarean section 
have saved many lives, they are sometimes 
overused, leading to unnecessary complications 
such as prolonged stay in hospital and increased 
infection and haemorrhage rates.

The caesarean section rate in England is 25.5%, 
and in some maternity units it is closer to 30%. 
There is, however, significant variation across 
maternity units, ranging from 19.5% to 35.0%.1 
Higher rates of caesarean section appear to be 
associated with older mothers and women from 
certain ethnic groups, but even when these 
factors are taken into account, they do not 
explain the differences between trusts.2

What are the risks?
For the baby the immediate risk of caesarean 
section is the increased risk of admission to the 
neonatal unit (NNU) with respiratory distress 
syndrome (RDS). The risk for babies born by 
caesarean section is 3.5:100, because babies 
are not squeezed at birth as they pass through 
the birth canal or exposed to birth hormones. 
Research is also beginning to demonstrate 
correlation (not causation) between mode of 
delivery and various ailments such as allergies, 
diabetes, autism and epilepsy.3,4,5,6 

For the mother, the main immediate risks of 
caesarean section are haemorrhage, infection 
and bladder and bowel damage.7 In the 
medium term, there is a significant (though 
small) increased risk of reduced fertility, and of 
placenta accreta in future pregnancies leading 
to massive haemorrhage. 

Managing 
mood, keeping 
mobile and mild 
munching: how 
to increase the 
normal birth rate

Service development & policy

delivery suite, so that women go home if 
they are not in labour or are in early labour). 

To this end a strategy for the trust was written, 
with three main strands:

•  Staffing and policies, including education of 
all staff

•  Communication and preparation for birth 
with women 

•  Clinical management of birth including 
birth environment

The strategy includes increasing antenatal 
education classes and introducing additional 
birthing pools and an aromatherapy service.

All these elements have a similar impact on the 
woman: they help her maintain control of what 
she wants and feels, thus reducing the amount 
of adrenaline and facilitating labour. Control is 
also maintained by being upright and mobile 
and by maintaining adequate nutrition and 
hydration throughout labour. We have summed 
up these three key elements of a successful 
labour for women and their partners as: 
managing mood or the mind, keeping mobile 
and mild munching throughout labour.
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signpost students to. It is much more than an 
introduction – it covers a wide range of topics, 
including personal motivation for the BFC role, 
active listening, facilitating change and is the 
place most students will first encounter the 
philosophy of Carl Rogers. It is an excellent 
resource for students at the start of their course, 
and one to revisit again and again.’

Prison work
As well as working for NCT, Shirleyanne also 
taught local NHS classes and, in the 1970s, was 
invited by both Queen Charlotte’s Hospital and 
Hammersmith Hospital to talk to women on 
the wards who were breastfeeding, which was, 
she observed ‘quite a big thing to do’. Later, she 
worked at Holloway Prison’s Mother and Baby 
Unit giving breastfeeding support and guidance. 
Richard recalls: ‘It was not an easy job but she 
threw herself into it with her customary energy 
and intensity. One of the things she liked best 
was the privilege of accompanying the women 
– who were often very far from home – as they 
gave birth. But she was shocked to discover 
that the women had to be handcuffed to the 
bed while they gave birth. She was justifiably 
outraged and bent all her energies to get the 
policy changed.’ The policy did change, but after 
Shirleyanne left, a new governor reinstated the 
old policy. 

Shirleyanne’s concern, her common sense 
and her grounded approach to life made a real 
difference. She will be greatly missed by many 
people, and NCT is very privileged that she 
played such an important part.

Shirleyanne Seel will be remembered by NCT 
colleagues for her immense dedication and 
hard work in supporting breastfeeding women. 
But Shirleyanne, as a member of the generation 
that came to adulthood in the 1960s, was very 
much a free spirit. Her husband Richard recalls 
that before she settled down to marriage and 
children, she led a varied and unconventional 
lifestyle that included co-running a coffee bar 
and an art gallery, singing in Ronnie Scott’s jazz 
club, dying her hair green, visiting the Maharishi 
years before the Beatles, being threatened by 
the Kray twins, and getting deported from Israel. 

Richard and Shirleyanne married in 1970, and 
their first child, Mark, was born in 1973, followed 
later by Adam and Rebecca. Shirleyanne gave 
up her job selling houses for Taylor Woodrow to 
become a full-time mother. While pregnant, she 
joined the NCT, which, by her own admission, 
she found ‘a bit posh’.  Fortunately, she was not 
put off, and in the mid-1970s she trained as a 
breastfeeding counsellor (BFC). 

She herself had not found breastfeeding 
easy with her first baby – this was in the era 
when breastfeeding was still governed by the 
clock – and this made her a very empathetic 
counsellor. Shirleyanne subsequently became 
a member of NCT’s Breastfeeding Promotion 
Group (BPG), taking on particular responsibility 
for Egnell breast pumps, as well as acting as 
a Mava Bra agent. Breastfeeding counsellor 
and midwife Penelope Samuel, who was also 
part of BPG, remained friends with Shirleyanne 
for many years and recalls her as a ‘calm and 
gentle’ person.

Later she became a local tutor and many 
BFCs will remember her excellent qualities 
as a trainer. Research networker Cynthia 
Clarkson recalls: ‘I remember Shirleyanne for 
her wisdom and sensitivity at breastfeeding 
workshop tutors’ meetings in the late 1970s 
and early to middle 1980s. She was a warm 
and lovely person.’

Shirleyanne Seel: 
a tribute

An 18th birthday 
One of Shirleyanne’s best memories was of the 
BPG’s 18th birthday conference at Wembley 
Conference Centre in 1985, which took place 
when she was chair. She got a special thrill 
from seeing the yellow AA signs on lampposts 
pointing the way to the conference, and her 
sense of fun showed in the joy on her face as 
she held the birthday cake in the shape of a pair 
of breasts, made by her local vicar’s daughter. 

Another high spot was attending a 
breastfeeding conference in Australia on NCT’s 
behalf in 1988, and Shirleyanne was grateful to 
NCT for giving her that opportunity. 

Shirleyanne’s  first love was being a volunteer. 
This gave her the greatest pleasure and 
inspiration, She was on the regional co-
ordinators’ committee and later she took on 
the most responsible NCT volunteer role, that 
of NCT trustee. Afterwards, in the late 1990s, 
she joined the staff, working in the policy 
research department, and then became head of 
administration.  

In 1990, she and Richard co-wrote An 
Introduction to Counselling for Breastfeeding 
Counsellors (available at www.articles.adsoft.
org/introduction_to_counselling.htm). Maura 
Clark, a tutor on the breastfeeding counsellor 
diploma for seven years, says that it is still 
much used: ‘This book is unique in that its 
focus is on the use of counselling skills for 
NCT breastfeeding counsellors. It is frequently 
referenced in student work and is one I often 

Breastfeeding counsellor 
Shirleyanne Seel, who was active in 
the NCT for more than 30 years, died 
last year at the age of 75. Former 
colleague Nina Smith remembers 
her contribution with affection.

Service development & policy
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Gill Gyte, Cochrane reviewer, and 
Kim Thomas look at the case for 
delayed cord clamping. 

five minutes.6 Duley and Batey, in a review 
article (citing the Cochrane reviews and Farrar 
study), concluded that allowing a minimum 
of two minutes before clamping the cord will 
give the baby an increased blood volume of 
up to about 100ml (a quarter to a third of the 
baby’s potential blood volume), and thus an 
increase in haemoglobin and iron stores for 
up to six months. This may support the child’s 
neurological development.7

Delayed cord clamping was found to increase 
the incidence of jaundice in babies, and the 
Cochrane authors recommend that, where 
delayed cord clamping is practised, there 
should be easy access to phototherapy.4 

Some clinicians argue that promoting 
physiological transition at birth by delaying 
cord clamping until respiration is established 
will bring the additional benefit of fewer 
babies needing resuscitation. Cord milking/
stripping is also practised by some clinicians 
to provide more blood for the baby without 
waiting for the natural PT, and this may be 
helpful if the mother needs urgent medical 
attention.8 The use of the somersault 
technique for a nuchal cord will enable 
delayed cord clamping,9 but further research 
is needed on all these issues.

The evidence in favour of delayed cord 
clamping is growing, and WHO now 
recommends this.10 NICE is considering the 
evidence and will make recommendations 
in October 2014 .1 Further research is 
underway on cord clamping in preterm 
babies11 and this will add to the evidence in 
the Cochrane review.12

NICE (National Institute for Health and Care 
Excellence) is reviewing the evidence in 
normal births on timing of cord clamping 
as part of the active management of 
third stage of labour (AMTSL).1 There is 
considerable variation in practice,2 with 
some hospitals following the current NICE 
recommendations of AMTSL, and other 
hospitals delaying cord clamping while 
keeping the other components of AMTSL.  

Current NICE guidance
Current guidance from NICE3 for women 
without complications, is AMTSL, as 
evidence shows it reduces blood loss and 
the incidence of postpartum haemorrhage 
(PPH) for the mother. With AMTSL, the 
mother is given a uterotonic drug (e.g. 
Syntocinon  or Syntometrine) to stimulate 
separation of the placenta, the umbilical 
cord is clamped and cut immediately at birth 
and traction is put on the cord in a controlled 
manner to deliver the placenta. Last year, 
however, The Cochrane Library published a 
systematic review of trials on the timing of 
cord clamping in term babies, showing that 
early cord clamping may have detrimental 
effects on the baby’s health, and does not 
reduce the risk of postpartum haemorrhage 
for the mother.4

What does the evidence say? 
When immediate cord clamping was 
introduced in the 1960s, clinicians were 
unaware that it interrupted the blood flow 
between the placenta and baby at birth. 
Research in the 1970s identified placental 
transfusion (PT)5 and more recently, Farrar 
and colleagues studied PT by weighing 
babies every two seconds in the first few 
minutes after birth with the cord intact 
using very sensitive scales. They studied 
26 healthy term babies (13 born vaginally 
and 13 by caesarean) and showed PT 
was generally complete by two minutes 
though in some babies it continued up to 

Delaying cord 
clamping: will 
there be a 
change in policy?

Service development & policy
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How do we approach third stage in class? 
Denise Stanford-Bell & Louise Pengelley, NCT tutors

Using interactive approaches rather an expert-knows-all model enables us to acknowledge 
from the start that this topic is complex and in a state of transition. It is important to explain 
that the evidence is increasingly in favour of delaying cord clamping. New guidance from 
NICE may alter practice in the next year or two.

Visual aids such as placenta/cord in material or wool, and photos or drawings, are key tools 
to explain the process. A card-sort or jigsaw puzzle remains a good way to get the parents 
engaged visually with the different approaches to the cutting of the cord and birth of the 
placenta. For deeper learning try small group work as this is an information-heavy topic. 
You could offer printouts of different levels of information including:

•  The most recent summaries of Cochrane reviews 2012 & 2013 
(bit.ly/KgLNuu and bit.ly/1d3iCSA) and RCM’s position (http://bit.ly/1cv18mK)

• Other journal or academic articles
•  Printouts from websites (such as NCT or Babycentre) or from magazines that explain 

third stage clearly.

Parents can read these for 10 minutes and in small groups focus on a topic or questions set 
by you. Many will find it easier to access the information by reading than by listening alone, 
and then enjoy exploring together, helping each other clarify questions. They may then ask 
you more focused questions. 
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BirthChoiceUK.com began life in 2001. Since 
then, technology has moved on, as has 
government policy relating to the choice of 
place of birth. Our plan of updating the website 
coincided with a new focus for the consumer 
group Which? on helping consumers make 
sense of health data – and so a new partnership 
was born.

Launched at the end of January, Which? Birth 
Choice (www.which.co.uk/birth-choice) is free 
to use and gives women all the information 
they need to choose where to have their baby. 
It gives independent, clear and relevant facts 
and figures, alongside the most comprehensive 
information about local maternity facilities on 
the web. 

Find and Compare
The interactive ‘Find and Compare’ tool is one 
of the novel features of Which? Birth Choice. 
Here women answer questions about the kind 
of birth they are hoping for, their personal 
circumstances and their location. Their answers 
are used to show them which local maternity 
services are best suited to them. The resulting 
‘best fit’ or ‘good fit’ could include a home birth, 
an alongside birth centre, a freestanding birth 
centre or a labour ward in their local area. The 
site also helps them explore the differences 
between these sorts of environments, and 
compare them side-by-side.

The results are based on our expert 
knowledge, the Birthplace Study (2011)1 and 
the NICE Intrapartum Care guidelines (2007).2 
They take into account age, parity and any 
potential risk factors, as well as the woman’s 
views about pain relief and her philosophy of 
birth. To ensure that it was an effective tool, 
we consulted carefully with the wide range 
of maternity experts on our review board and 
tested it out with pregnant women.

Which? Birth 
Choice – a new 
resource for 
mothers-to-be

Maternity unit information
Each maternity unit in the UK has its own 
page on the website giving comprehensive 
information about all the facilities and care that 
it offers, for example, how many birth pools it 
has, policies about numbers of birth partners, 
the cost of amenity rooms and lots more. This 
has been collected from the maternity units 
themselves and we are very grateful to the 
trusts for taking the time to send this to us, and 
to the Royal College of Midwives which sent out 
the questionnaires on our behalf. However,  if 
you notice a sparse looking unit page, please 
feel free to ask your local head of midwifery if 
they have returned their audit to us.

Birth statistics
Another unique feature is that the statistics 
on each unit page are tailored to the individual 
woman in terms of risk and parity, according 
to the information she has entered in the 
‘Find and Compare’ tool. A first-time, low-risk 
mother will see statistics for women similar 
to her – for example, how many first-time, 
low-risk women had an unplanned caesarean. 
Women who have had a previous caesarean 
see statistics based only on women who have 
also had a previous caesarean.

The role of professionals
Which? Birth Choice is a valuable resource for 
pregnant women and their partners. Not only 
can it help them choose between different birth 
settings and compare what is on offer locally, 
but it can also validate a choice they have 
already made. The information from the website 
is designed to be the basis of an informed 
discussion between a woman and her midwife 
about where to have her baby. 

The BirthChoiceUK.com website will continue 
to give maternity statistics for regions and over 
time for those interested, but pregnant women 

Miranda Dodwell, founder of 
BirthChoiceUK, has been working 
in partnership with consumer 
group Which? to launch Which? 
Birth Choice, a new website to help 
women choose where to give birth.

Service development & policy

will be redirected to the Which? Birth Choice 
site to help them make the best choice about 
where to give birth. If you have not already 
seen it, please take a look, and if you have any 
feedback about the site please get in touch at:  
birthchoice@which.co.uk. 
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NCT practitioners’ directory is a 
valuable resource. NCT librarian 
Lynn Balmforth provides a guide.

first time you’ve logged in, follow the steps to 
creating a password.

When you reach the home page, hold your 
cursor over the Resources tab at the top left 
and a drop-down menu will appear. Click on 
the Library Services link. This will take you to 
the main library page where you will see what 
services are on offer. If you scroll down the page 
you will see the blue link to the Maternity and 
Parenthood Information Directory in the text, 
or enter http://bit.ly/1jjd76c into your browser. 
There is a separate edition that only contains 
Scottish information (also listed in the main 
directory), which can be accessed from the 
same place or from http://bit.ly/1fSh3uS.

Next steps for Maisie
The directory is organised by topic, listed 
alphabetically so Maisie can look to see if there 
is an entry under ‘Pelvic pain’. She is pleased to 
see there is, and clicking on the link takes her 
to the page where she can see several items 
to pass on to her client – a patient information 
leaflet from the Royal College of Obstetricians 
and Gynaecologists and several websites that 
provide leaflets and booklets to download, as 
well as a support group for those who have 
experienced the condition themselves. There 
is also further information that Maisie can read 
to make sure she understands the implications 
of the condition and how it might affect her 
classes when this client is present. 

Next steps for Amy
When Amy opens the directory, she will see 
several pages called ‘Baby development’, 
starting with pre-pregnancy and continuing 
up to the baby’s second birthday. Amy 

Whether you are a practitioner with many 
years’ experience or a student just starting your 
training, there are always topics that come up 
to which you may not know the answers or for 
which you need to make sure your knowledge 
is up-to-date. This article looks at a resource 
provided by NCT’s library and information 
service that helps signpost you to key 
publications without having to search yourself. 
It explains how to access the directory and goes 
through examples of how a practitioner and a 
student might use it.

Maisie is a practitioner who has a client with 
bad pelvic pain in her class and wants to give 
her some support. Amy is a student who wants 
some evidence on baby development before 
and after birth. Both Maisie and Amy have to 
think about reliable, evidence-based sources 
of information but neither has a lot of free time 
to spend searching. Neither has much idea of 
good sources for their topic, so how should 
they start?

Google it?
This search engine has become an 
indispensable tool for most of us when faced 
with day-to-day questions, such as ‘What films 
are on locally?’ or when looking for news or the 
weather forecast. However, it doesn’t always 
answer more specific enquiries of the sort 
we’re dealing with here. How do you know if 
something that looks useful is in fact reliable 
and trustworthy? 

Babble
So, if Google isn’t the best place to start – where 
is? The answer lies in NCT’s intranet – Babble. 
Here you will find a reference resource designed 
to answer these sorts of questions. It is called 
the NCT Maternity and Parenthood Information 
Directory.

Where is the directory found? 
Log into https://babble.nct.org.uk/. You will 
need your membership number. If this is the 

NCT 
practitioners’ 
directory – what 
you need to know

Service development & policy

is particularly interested in neurological 
development, so these entries under ‘Baby 
development – 3-6 months (2nd trimester)’ are 
very helpful. She also finds the links to infant 
brain development video films under ‘Baby 
development – birth to 2 years’ very useful. 
She then notices the section on emotional 
development, which has a link to an interactive 
guide to child development from birth to five 
years old. This includes videos and advice to 
help  parents along the way.

So what else should I know about the 
directory?
The directory is set out by topic, listed in 
alphabetical order, starting with ‘Active birth’ 
and ending with ‘Young parents’. The most 
recent publications are found at the top of each 
section. Some pages have ‘see also’ links to 
other topics. The Birth page, for example, has 
links to caesarean section, home birth, labour 
and maternity services. 

Entries include evidence, information for 
parents, and some policy documents for people 
planning and influencing maternity services. 
The directory contains NCT’s own evidence-
based, parent-centred articles and research 
overviews, written to guide practitioners.

What if I want information that is not listed 
in the topics? 
If there are any topics not listed in the directory 
that you think should be there, do please get in 
touch with the library by email at library@nct.
org.uk. We will try and include your ideas in the 
list of topics or, if relevant, signpost you to where 
the information on that subject is currently to 
be found. 
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intrapartum stillbirth or early neonatal death. 
The authors note that low-risk women of 
healthy weight having a first baby were more 
likely to experience an adverse outcome 
than otherwise low-risk obese or very obese 
women who had previously given birth (52.9% 
versus 21%). 

There was a similar pattern for the babies. 
Babies of low-risk, healthy-weight first-time 
mothers were at greater risk of admission 
to a neonatal unit or intrapartum stillbirth/
early neonatal death than babies born to very 
obese but otherwise healthy women who had 
previously given birth (3.7% versus 2.9%).

The study also looked at women who 
gave birth in settings other than obstetric 
units, and found that in healthy women 
without additional risk factors, there was no 
consistent relationship with BMI for either the 
perinatal or maternal composite outcome 
measures in these settings. The authors add, 
however, that this could be due to the much 
smaller numbers of obese women planning 
births in these settings.

Implications for policy
Because multiparous obese women who are 
otherwise healthy appear to be at less risk of 
adverse outcomes than previously thought, 
the authors say that ‘it may be reasonable to 
review the BMI criteria for planned birth in non-
obstetric unit settings, particularly Alongside 
Midwifery Units where obstetric and neonatal 
care is available on site if needed.’1

Pregnant women with a high Body Mass 
Index (BMI) are considered to be at higher risk 
of adverse outcomes, but recent research 
provides valuable evidence that modifies this 
understanding, and will enable women to 
make better informed decisions about 
their care.1

Maternal obesity is a risk factor for a number 
of complications associated with pregnancy 
and birth. The risks in pregnancy include 
gestational diabetes, hypertensive and 
thromboembolic disorders and an increased 
likelihood of miscarriage. Obese women are 
at significantly increased risk of haemorrhage, 
infection and having an emergency 
caesarean section or instrumental delivery, 
and their babies are more likely to spend 
more time in intensive care. NICE guidance 
says that women with a BMI higher than 35 
should be advised to give birth in an obstetric 
unit to reduce the risk of adverse outcomes.2 

It is not clear, however, whether the higher 
risks during birth are a direct result of obesity 
or of other factors commonly associated with 
obesity (such as diabetes). Using data from 
the Birthplace in England cohort study, a 
team of researchers investigated the impact 
of BMI on maternal interventions and adverse 
outcomes in ‘otherwise healthy women with 
straightforward pregnancies of gestation of 
37 weeks or more planning a vaginal birth.’1

How the research was conducted
The Birthplace study, based on analysis of 
79,774 births between April 2008 and April 
2010 from trusts across England, looked 
at the impact of planned place of birth 

on outcomes for pregnant women.3 This 
secondary analysis was based on a sub-
sample of 17,230 women who planned to 
have their babies in an obstetric unit, in order 
to compare outcomes for obese women 
without any other medical condition with 
those of normal-weight women who had 
been identified as low-risk. 

Women in the sample were classified into the 
following standard BMI groups:

•  Underweight (BMI<18.5)
•  Normal (BMI 18.5–24.9)
•  Overweight (BMI 25–29.9) 
•  Obese (BMI 30–35)
•  Very obese (BMI>35)

The research team used a series of regression 
analyses to evaluate the effect of BMI on the 
risk both of intrapartum interventions (such as 
forceps or caesarean section) and of adverse 
maternal and perinatal outcomes. The analyses 
were adjusted for maternal characteristics such 
as age, ethnicity and parity.

Findings
The researchers found that obesity 
was associated with an increased risk 
of intrapartum (emergency) caesarean 
section, augmentation of labour and general 
anaesthesia. Overweight, obese and very 
obese woman were all at ‘significantly 
increased risk of intrapartum caesarean 
section and augmentation’. While 9.6% of 
normal-weight women had an intrapartum 
caesarean, for example, 13.6% of obese and 
very obese women did so. 

The data showed, however, that overweight 
and obese women were at reduced risk of 
an instrumental delivery: 12.8% of obese 
women, and 9.4% of very obese women, 
had an instrumental delivery, compared with 
16.3% of normal-weight women, suggesting 
that staff may manage pregnancy differently 
for women with a higher BMI, more frequently 
favouring a caesarean over an assisted vaginal 
birth. For other outcomes affecting women 
– maternal blood transfusion, third- or 
fourth-degree tear or maternal admission for 
higher-level care – there were no consistent, 
statistically significant associations with BMI. 

When the risks are taken together, the overall 
raised risk for obese but otherwise healthy 
women is small: 6-12% higher than for 
normal-weight women, after adjustment for 
maternal characteristics.

The increased risk for the baby was also small. 
After adjustment for maternal characteristics, 
it was only in cases where the mother was very 
obese that there was a significant increase in 
risk of admission to a neonatal unit,
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Risk associated 
with obesity in 
pregnant women 
may be lower 
than previously 
thought

Pregnant women with a high BMI 
are considered to be at higher risk 
of adverse outcomes, but recent 
research suggests this may not be 
true for all women. Kim Thomas 
reports on the findings of a new study. 
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A weekly Current Awareness Bulletin and monthly Key Research summaries are 
available to all NCT workers. To subscribe, email CAB or KRS to library@nct.org.uk

Spotlight on research

Guest Editor: Rachel Plachcinski

Rachel, our guest editor says: ‘It’s great to see this review, which 
concludes that midwife-led continuity models of care offer 
significant benefits to women over other models, and that there 
are benefits (or no ill-effects) for babies.

‘The authors go so far as to state they are confident that the model
is associated with a reduction in fetal loss and neonatal death, and
conclude that women should be offered midwife-led continuity
models of care (either team or caseload) or be encouraged to ask
for them, with the possible exception of women with substantial
medical or obstetric complications. It’s also interesting that what
might often be considered as two variables – midwifery-led and a
continuity model – are treated as one.

‘Cochrane reviews focus on randomised controlled trials (RCTs),
which are particularly good at identifying cause-and-effect
relationships; they are less good at exploring experiences of
care although this review does have a section on this. There is a
slightly shortened abstract below; do have a look at the full paper
online: http://summaries.cochrane.org/CD004667/midwife-
ledcontinuity-models-versus-other-models-of-care-for-
childbearingwomen#sthash.Gyc5AIfK.dpuf.’

Sandall J, Soltani H, Gates S, et al. Midwife-led continuity 
models versus other models of care for childbearing women. 
Cochrane Database of Systematic Reviews 2013, Issue 8. Art. 
No.: CD004667 

Background: Midwives are primary providers of care for 
childbearing women around the world. However, there is a lack of 
synthesised information to establish whether there are differences 
in morbidity and mortality, effectiveness and psychosocial 
outcomes between midwife-led continuity models and other 
models of care. Objectives: To compare midwife-led continuity 
models of care with other models of care for childbearing women 

and their infants. Selection criteria: All published and unpublished 
trials in which pregnant women are randomly allocated to midwife-
led continuity models of care or other models of care during 
pregnancy and birth.

Main results:  We included 13 trials involving 16,242 women. 
Women who had midwife-led continuity models of care were less 
likely to experience regional analgesia (average risk ratio (RR) 0.83, 
95% confidence interval (CI) 0.76 to 0.90), episiotomy (average 
RR 0.84, 95% CI 0.76 to 0.92), and instrumental birth (average RR 
0.88, 95% CI 0.81 to 0.96), and were more likely to experience no 
intrapartum analgesia/anaesthesia (average RR 1.16, 95% CI 1.04 
to 1.31), spontaneous vaginal birth (average RR 1.05, 95% CI 1.03 
to 1.08), attendance at birth by a known midwife (average RR 7.83, 
95% CI 4.15 to 14.80), and a longer mean length of labour (hours) 
(mean difference (hours) 0.50, 95% CI 0.27 to 0.74). There were no 
differences between groups for caesarean births (average RR 0.93, 
95% CI 0.84 to 1.02). Women who were randomised to receive 
midwife-led continuity models of care were less likely to experience 
preterm birth (average RR 0.77, 95% CI 0.62 to 0.94) and fetal loss 
before 24 weeks’ gestation (average RR 0.81, 95% CI 0.66 to 0.99), 
although there were no differences in fetal loss/neonatal death 
of at least 24 weeks (average RR 1.00, 95% CI 0.67 to 1.51) or in 
overall fetal/neonatal death (average RR 0.84, 95% CI 0.71 to 1.00). 
The majority of included studies reported a higher rate of maternal 
satisfaction in the midwifery-led continuity care model. Similarly 
there was a trend towards a cost-saving effect for midwife-led 
continuity care compared to other care models.

Authors’ conclusions:  Most women should be offered midwife-
led continuity models of care and women should be encouraged to 
ask for this option, although caution should be exercised in 
applying this advice to women with substantial medical or 
obstetric complications.

Rachel Plachcinski  
Rachel is an antenatal teacher and 
assessor, and senior academic liaison 
officer with NCT’s research and quality 
department. She left journalism when 
expecting her third son, qualified with 
NCT in 2000 and went on to study at 
the University of Leeds for a BSc in 
Psychology and MSc in psychological 
approaches to health.
 
Rachel is a user rep on the INFANT trial, 
and constantly contemplates starting a 
PhD in health behaviours.

Prenatal yoga provided significant benefits
I’m really pleased that Virginia Campbell, NCT College Operations Manager and joint author of 
NCT’s Yoga for Pregnancy training programme, has offered to run one of our teleconference 
Journal Clubs on this paper in May. 
For more details about Journal Club contact research@nct.org.uk. 

Riley K, Drake E. The effects of prenatal yoga on birth outcomes: a systematic re-
view of the literature. J Prenat Perinat Psychol Health 2013;28(1):3-19.

Both controlled and qualitative studies were included in this review due to the limited body 
of research. Outcomes and measures: The most commonly measured variables were 
psychosocial outcomes, such as maternal depression, anxiety, and quality of life. However, 
several studies evaluated physical measurements such as pain, length of labour, infant 
birthweight, and gestational age. Results: All studies found that prenatal yoga provided 
significant benefits, and no adverse effects.

Women should be offered midwife-led 
continuity models of care 
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The old philosophy of ‘once a caesarean, 
always a caesarean’ no longer applies and in 
the UK many trusts are encouraging women 
to try for a vaginal birth after caesarean 
(VBAC) in an attempt to lower the rising 
caesarean rate. This article will summarise 
a 2012 paper published in the International 
Journal of Childbirth, entitled ‘Women’s 
Perception of Contributory Factors for 
Successful Vaginal Birth After Caesarean’.1 

This study provides a useful starting point 
for practitioners to think about how they can 
positively influence the birth environment 
for women who are seeking a VBAC and what 
effective support they could provide.

 
The study focuses on a midwife-led next 
birth after caesarean (NBAC) service 
established in Perth, the only one its kind 
in Australia, with the aim of reducing the 
number of repeat caesareans and increasing 
the number of VBACs. To do this, the service 
provided four things to women: antenatal 
care, evidence-based information about 
birth choices, tailored birth preparation 

What makes 
for a successful 
VBAC?

classes and assistance to develop 
personalised birth plans.

Methodology
The authors used a qualitative descriptive 
methodology, conducting telephone 
interviews between May and April 2011 with 
13 women who achieved a VBAC under the 
NBAC service. Women were asked the open-
ended question: ‘You went into labour on 
your own and achieved your vaginal birth as 
planned. Can you describe why you think your 
labour went the way it did?’ 

Interviews were transcribed and coded using 
a constant comparative approach, adapted 
from grounded theory. This is an approach 
in which data is collected, and key points are 
highlighted, coded and extracted from the 
text. The codes are then grouped into similar 
concepts from which a theory is formed.

Results
Two major themes emerged from the data: 
personal factors (which had six subthemes) 
and professional factors (which had two 
further subthemes).

The six personal subthemes were: 

•  A woman’s previous birth experience. In 
some cases women felt their ‘expectations 
last time had not been met’, they were 
‘disappointed’ and ‘ripped off’ and that 
their ‘caesarean was a one off’, based on 
particular circumstances, including breech 
and transverse presentations (p99). 

•  The ‘personal meaning of birth’ which was 
related to women who had a ‘desire for a 
natural birth’ and had an ‘inner strength 
and determination’ to achieve one (p100). 

•  Preparation for birth, which included 
women doing their research, practising 
scenarios at antenatal classes and being 
‘armed with evidence’, in particular on 
uterine rupture and induction (p100). 

•  Maternal action on the day: this came 
from women feeling that their labour met 
‘acceptable limits’. Either they were able 
to stay at home, or they met the hospital’s 
VBAC guidelines on how their labour 
progressed. Some women made sure 
they were actively involved in questioning 
things they were unhappy about, such as 
being continuously monitored, and many 
came with birth plans that promoted 
normality and being active (p101). 

Antenatal teacher and postnatal 
leader Kate Bedding looks at 
qualitative research on the 
experiences of women who have 
had a successful vaginal birth after 
a previous caesarean section. 

Research

‘Some women made 
sure they were actively 
involved in questioning 
things they were 
unhappy about, 
such as being 
continuously monitored, 
and many came with 
birth plans that promote  
normality and being active.’

‘Women reported that having 
medical staff around them who 
were confident and supportive 
of VBAC was positive.’

•  Support from partners and family friends, 
including when they were in labour and the 
partners could act as advocates for 
them (p101). 

•  Being in contact with women who had been 
successful in having a VBAC, which was 
described as ‘invaluable’ (p101). 

Features of 
Australia’s 
maternity  
service
•  Like the UK, Australia has 

a rising birth rate and a 
workforce under growing 
pressure.

•  The majority of maternity care 
is provided in tertiary settings, 
by specialist obstetricians.

•  In 2006, 97.3% of women gave 
birth in hospital labour wards.

•  Public hospitals provide 55% of 
care, private obstetricians 30%, 
and GPs 15%.

•  There are few birth centres 
and limited antenatal and 
postnatal care provided in the 
community. 

•  There is an increasing rate 
of obstetric interventions. In 
2012, the caesarean rate was 
31.1%. In the UK in 2012 it was 
25.5%.

•  Increasing rates of smoking, 
alcohol consumption and poor 
nutrition in pregnancy are 
impacting negatively on long-
term health outcomes.

•  In 2006-7 breastfeeding 
initiation rates were 92%, 
dropping to 14% at six months.

•  Perinatal depression is 
recorded at 15%. 

1. Source: Australian 
Department of Health 
Maternity Services Review 
(2009). Available from: 
http://bit.ly/1fAOh26 
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The two professional subthemes were:

•  Health professionals supporting VBAC. 
Women reported that having medical staff 
around them who were confident and 
supportive of VBAC was positive, as was 
the unbiased information presented by the 
NBAC service.

•  Staff attitude on the day. Staff who offered 
flexibility, explanations and involving 
women in decisions about their care were 
regarded as supportive.

Implications for practice 
The caesarean rate in the UK is continuing 
to increase.2 it is therefore important 
that women who want a VBAC are given 
every opportunity to achieve it. In our 
work as practitioners we can focus on 
the six personal factors uncovered in the 
research by providing women with the 
appropriate literature (including the NCT 
VBAC information sheet), listening to their 
previous birth stories, putting them in touch 
with someone who has achieved a VBAC, and 
encouraging them to find a midwife who will 
support their decision.

For the last 14 months I have been fortunate 
enough to be paid by Liverpool Women’s 
Hospital to run a monthly VBAC support group 
for women and their partners as part of a new 
VBAC pathway that includes a clinic run by the 
consultant midwife. The group is open to all, 
and women who have just had a caesarean have 
attended, as well as those who are pregnant and 
would like a VBAC.

Partners often come and there is usually 
someone who has had a VBAC to talk about 
their experience. It provides an opportunity 
for women to share accounts of their previous 
births, to ask questions and to explore birth 
options. An audit is currently underway to see 
if rates have improved but those who have had 
a successful VBAC tell me how pleased and 
empowered they feel.
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Resources for healthcare 
professionals and teachers
Teaching aids to help in your antenatal classes 
and work with parents

0845 8100 100

Pelvis
This plastic female, life-sized and 
articulated pelvis is used for teaching 
in antenatal classes.
Code: 3290, Price: £120

Wonderful Birth Photo Set
For educators, portraying realism has never been easier 
- each picture develops an aspect of the birth story in a 

flexible, engaging way.
Code 1848, Price: £195

NCT information sheets & booklets 
Information sheet PAD x 50, 
also available as an A2 Poster
Positions for labour & birth - 
Code: 3254PAD, Price: £4.95 
Code: 3254POS, Price: £7
What’s in a nappy - 
Code: 3213PAD, Price: £4.95 
Code: 3213POSA2, Price: £7

Early Moments Peterkin Demonstration Doll
This doll is ideal for demonstrating bathing techniques and 
available as a girl or boy, and in white or black. 
Code: 3112, Price: £9.99 


