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Summary 
This guideline details the pain relief options available in labour.  
 
 

 
Key Points 
 
The essential elements of this guideline are:  
 

 Women should be encouraged to ask for analgesia at any point in labour 
 The guideline covers all methods of pain relief available in labour 
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1. INTRODUCTION 

1.1 The biophysical, psychological, social, spiritual, cultural and educational dimensions 
of each woman have an impact on how she expresses her self and how she 
perceives pain during labour.  

1.2 Pain is a form of stress and may cause increased levels of catecholamine secretion 
that in turn may cause: 

 increased cardiac output and heart rate 
 a rise in blood pressure 
 hyperventilation 
 maternal alkalosis 
 decreased cerebral and uterine blood flow - vasoconstriction 
 decreased uterine contractions 
 delayed stomach and bladder emptying 

      
1.3 Ideally each woman should be given the opportunity to discuss the options for pain 

relief in labour in the antenatal period, so that an informed decision may be made. 
Where this has not taken place, time should be spent as soon as possible once in 
labour, discussing these options. Where appropriate she should be given the 
Obstetric Anaesthetist Association leaflet ‘Pain relief in labour’. 

1.4 Midwives should work with women to support them to maintain control and to be as 
mobile as possible throughout labour. 

1.5 Women should be encouraged to ask for analgesia at any point during labour. 

1.6 The pain relief that a mother may choose to use can be categorised in to 
  ‘non-pharmacological’:  

 breathing and relaxation techniques 
 Hydrotherapy (use of water) 
 Massage 
 Transcutaneous electrical nerve stimulation (TENS) all of which the midwife 

should be able to advise and support the women to use. 
 
1.7      Other non-pharmacological pain relief that may be used by the woman includes:  

 Aromatherapy 
 Reflexology 
 Homeopathy 
 Acupuncture ** 
 Herbal medicine 

  
These methods involve specialist practice that a midwife - unless appropriately  

 qualified - should not undertake (in line with her professional code of conduct), and 
she should inform the woman of this. It is essential that if a woman chooses to use 
these methods of pain relief, that she either has a qualified practitioner attending her 
during  labour, or has been sufficiently informed and educated regarding, doses, 
timing and potential side effects. ALL treatment in labour should be documented as 
accurately as possible in the labour notes. ** NICE do not recommend the provision 
of acupuncture, acupressure or hypnosis during labour, but women should not be 
prevented from using it if they wish to.         
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1.8 This guideline will focus on the pharmacological methods of pain relief available in 
the Centre for Women’s Health at the RDUHFT, but will also cover the use of TENS. 

 
2. Transcutaneous Electronic Nerve Stimulation (TENS) 
 
2.1 This form of pain relief is based upon 2 hypotheses of pain physiology. The ‘gate  

control theory’, and the production or stimulation of endogenous opiates. 
 
2.2 A TENS unit is an electronic stimulus generator which transmits pulses of various  
 configurations to electrodes which are attached to the skin on the woman’s back  
 which overlie the thoracic (T10) and lumbar (L1) nerve endings and over the sacral  
 nerves (S2-4) as illustrated below. 

 
 Accurate placing of the electrodes is important for maximising the pain relief. 
 
2.3 The woman operates the equipment herself after instruction on how to increase 

stimulation strength and frequency levels, and how to use the additional button for 
continuous stimulation for use during contractions, and how to reset to pulse again  

 afterwards. 
 
2.4 Most effective when commenced early in labour. NICE do not recommend offering  
 TENS to women in established labour. 
 
2.5 No harmful side effects, and can be used in conjunction with some other forms of  
 pharmacological pain relief. 
 
2.6 May cause interference on a CTG. 
 
2.7 It is the midwife’s responsibility to ensure that all TENS equipment is maintained and  
 used appropriately, with new single use pads used for each woman. Any equipment  
 that appears unfit for use should be sent to medical electronics. 
 
 
3. ENTONOX (50% nitrous oxide / 50% oxygen) 
 
3.1 Access should be assured for the use of Entonox as a form of pain relief. 
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3.2 It is important that the midwife explains to the woman that Entonox provides: 
 

 limited pain relief 
 may make the woman feel nauseous and light headed 
 may make her dry in the mouth 

 
3.3 Instruction should be given to the woman on use, using either the mouth piece or 

face mask. (It is important that the midwife observes the use and effectiveness of 
using a mouthpiece with Entonox, as some women are unable to solely breathe 
through their mouth thus diluting its effect.,  
She should be instructed to place the apparatus to her mouth and start to take 
controlled deep breaths as soon as she feels the contraction starting, and to continue 
this until it starts to subside. She should then be encouraged to take fresh air and a 
sip of water. 

 
3.4 The effect of Entonox starts within 20 seconds, with a maximum efficacy occurring 

after about 45-50 seconds. 
 
3.5 Ensure that a single use filtered mouthpiece is used for each woman, and discarded  
 after the birth.  
 
3.6 Other than transient maternal drowsiness, Entonox has no know side effects to the   
 mother or fetus providing that the mouthpiece is held by the mother. 
 
3.7 Entonox may be used in combination with other forms of pharmacological and non  
 pharmacological pain relief including water and TENS. 
 
4. OPIATE ANALGESIA 
 
4.1 NICE recommend that access to opiate analgesia is available. 
 
4.2 Women should be advised of the following: 

 that they provide limited pain relief 
 opioids may cause drowsiness, nausea and vomiting 
 opioids may cause short-term respiratory depression and drowsiness for 

several days in the baby 
 opioids may interfere with breastfeeding 
 Can not use birthing pool or bath within 2 hours of opioids or if drowsy 

 
4.3       It is recommended that vaginal examination to confirm progress and stage of labour   
 be performed before administration due to the potential of the maximum efficacy of  
 the drug coinciding with delivery, with the known side effects to the baby. 
 
4.4       When considering the use of opioids, it is important to consider the woman’s medical  
 history and use of illicit drugs during the pregnancy. If in any doubt it is best to  
 discuss this with an obstetrician. 

 
4.5 Diamorphine 5 mg (first choice) (can be given under Midwives’ Exemptions) 

Given by intramuscular injection. 5mg – maximin of 2 doses at least 3 hours apart 
May be administered with anti-emetic: Prochlorperazine 12.5mg 

   Metoclopramide 10mg 
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4.6 Morphine 5mg (second choice) (can be given under Midwives’ Exemptions) 

Given by intramuscular injection. 5mg – maximum of 2 doses at least 3 hours apart 
May be administered with anti-emetic: Prochlorperazine 12.5mg 

   Metoclopramide 10mg 
4.7 Pethidine 50-100mg (third choice) (can be given under Midwives’ Exemptions) 

Given by intramuscular injection.  
Contra-indicated in women with epilepsy 
The midwife should consider the potential benefits of giving 50 mg of Pethidine 
instead of 100mg in the first instance including: 

 the unknown reaction or side effects caused by the drug to the woman 
 that 50mg may offer sufficient aid to relaxation even in larger women 
 more doses at this level may be administered to the maximum of 200mg 

 
May be administered with anti-emetic: Prochlorperazine 12.5mg 

   Metoclopramide 10mg 
Effective within approximately 20 minutes, and lasts up to 4 hours. 
Repeat doses may be given at 4 hours but sooner if 50mg dose administered. 

 Promethazine is an opiate antagonist and should not be used.  
 

 
5. EPIDURAL BLOCK 
 
5.1 Epidural analgesia is performed by an anaesthetist, and involves the introduction of a 

local anaesthetic into the epidural space surrounding the spinal cord. 
 
5.2 All women should be given the epidural information card which and advised that an 

epidural: 
 

 provides more effective pain relief than opioids 
 is associated with a longer second stage of labour and an increased chance 

of vaginal instrumental birth 
 is accompanied by a more intensive level of monitoring and IV access 
 large amounts of epidural opioid may cause short-term respiratory problems 

in the baby and make the baby drowsy 
 is not associated with long term backache 
 is not associated with a longer first stage of labour or an increased risk of 

caesarean birth 
 

 
5.3 Preparation:   

 Encourage woman to empty her bladder and measure output 
 Assess stage of labour by vaginal examination. Site intravenous access and 

ensure that a Hartmanns infusion is readily available in the room. 
 Baseline readings: temperature, blood pressure, and fetal heart. Commence 

a CTG if not already in progress. Consideration should be given to the use of 
a fetal scalp electrode if there are any difficulties monitoring the fetal heart..  

 The anaesthetist needs to explain the procedure and its potential risks to the 
woman, in order to gain informed consent. 

 The back is cleaned with a sterile solution. 
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 Sterile gowns and a drape are used to cover the woman, with a window open 

in the lower back region and the mother is assisted to curl and push her lower 
lumbar area outwards to aid opening of the spaces between. 

 A local anaesthetic is administered into the skin and deeper tissue in the 
lumbar region either between L1-2, L2-3 or L3-4. 

 A catheter is inserted via a large bore needle between the same vertebrae. 
Providing no blood or fluid is aspirated, the needle is then removed leaving 
the catheter in situ, through which a test dose of local anaesthetic is normally 
administered. 

 Following test dose, anaesthetist will connect the epidural to the infusion in 
the Programmed Intermittent Epidural Bolus (PIEB) pump (Bodyguard 454 
CME pump). 

 Anaesthetist will ensure initial bolus of 8ml + 7ml of bupivacaine 0.1% / 
fentanyl 2mcg pharmacy prepared mix is administered. 

 Observations of BP/Pulse/CTG should be undertaken every 5 minutes for the 
next 20 minutes. 

 The patient will be instructed in the use of the self administration button which 
delivers 6ml top up with 20 minute lock out period. 

 There will be an hourly bolus as delivered by the pump, but will be delivered 
not less than 20 minutes after the last dose. 

 Routine MEWS observations should take place hourly throughout, with 5              
minutely observations only if the anaesthetist has to administer a ‘clinican’ 
bolus. 

 Sensory block, motor block (Bromage Score) and pressure areas should be 
assessed and documented hourly via flowsheets under Labour care- LDA 

 Urinary catheter should be inserted as soon as is practicable following the 
epidural procedure. 

 
5.4 Whenever an epidural is in place, the supine position must be avoided to prevent 

aorto-caval compression.  This applies even during vaginal examinations. A wedge is 
kept in each delivery room. 

 
5.5 Women can still be encouraged where reasonable and possible to adopt any 

comfortable upright position, providing it allows for continuous FH monitoring. 
 
5.6 Second Stage 

 

 Analgesia should be continued during the second stage.  If all observations are 
stable, wait until the presenting part is visible before getting the mother to bear down. 
Manage the active second as per care in labour guideline   

Women with epidural in situ should adopt a lying down lateral position rather than 
upright position in the second stage of labour as this increases the rate of 
spontaneous vaginal birth. 
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6. LIFE-THREATENING COMPLICATIONS OF EPIDURALS 

6.1 The two major life-threatening complications of epidurals are: 
 

 Intravascular injection of local anaesthetic. 
 Sub-arachnoid injection of local anaesthetic, producing a "total spinal". 

 
6.2 Intravascular or sub-arachnoid placement of an epidural catheter will normally be 

detected at the time of insertion by gentle aspiration of blood or CSF respectively.  It 
is possible, however, for the catheter to move (partly or wholly) into either of these 
spaces at a later stage.  If this is recognised early during a top-up and the injection 
stopped, life-threatening complications may be avoided. 

 
 
 Intravascular Injection Sub-arachnoid Injection 

 
Warning signs:  tingling of mouth/tongue 

 light-headedness 
 tinnitus 
 muscle tremors 
 

 major fall in BP 
 substantial motor block 
 top-up (without infusion) 

lasting more than 3 hours 

Life-threatening features:  fitting 
 loss of consciousness 
 respiratory arrest 
 arrhythmias 
 cardiac arrest 
 

 loss of consciousness 
 respiratory arrest 
 profound hypotension 
 bradycardia 

 
If any of the warning signs occurs, stop infusion, give oxygen by mask and call the 
anaesthetist 
 
6.3 In the event of a life-threatening complication, assistance should be called using the 

maternal cardiac arrest call (Ext 2222), and management instituted using the 
standard cardio-respiratory principles: 
 

 Airway 
 Breathing 
 Circulation 
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7. ACCIDENTAL DURAL TAP 

7.1 The incidence of accidental dural tap whilst inserting an epidural is under 1%, and 
may occur with either the needle or less commonly the catheter. Nearly always this 
will be recognized at the time, though occasionally may not, which can result in an 
unexpectedly high/dense spinal block produced by the local anaesthetic 
subsequently. Such a high/dense spinal block does not always occur with the first 
dose of local anaesthetic and can occur with a later top-up. 

 
7.2 If a dangerously high or total spinal does occur, the emergency management 

involves supporting the respiratory and cardiovascular systems with intubation, 
ventilation, IV fluids and vasopressors as appropriate 

 
7.3 Once an accidental dural tap has been recognized, the mother should be managed in  

labour as follows: 
 Remove needle/catheter and insert another epidural at an adjacent  

interspace: senior help may be sought for this if considered appropriate. 
 Provide epidural analgesia for labour and delivery in the usual way  

with an infusion of bupivacaine/fentanyl, but the anaesthetist must give 
‘clinician’ bolus doses. 

 No change to the management of labour and delivery for the mother,  
with no restriction on pushing in the second stage. 
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8. POST DURAL PUNCTURE HEADACHE 

8.1 Following an accidental dural tap, there is a strong likelihood of a post-dural puncture 
headache (PDPH) developing, usually coming on after delivery. PDPH is typically 
most severe across the forehead and made worse by sitting or standing. Although 
most commonly resulting from an accidental dural tap, PDPH can also occur after a 
spinal anaesthetic. 

 
8.2  The following measures should be taken to try to prevent/minimize PDPH: 

 Bed rest for 24 hours, with the mother on her side or face-down, but not on 
her back. 

 Good hydration, with intravenous fluids if necessary. 
 Analgesia with regular diclofenac and paracetamol. 

 
8.3  The anaesthetist will see the mother daily, explain what has happened and reassure 

that any headache developing is very likely to go within a few days, and completely 
by 14 days. In general conservative management is preferred. If a severe headache 
persists however, an epidural blood patch (EBP) will be considered by the 
anaesthetist, although it is not usually done before 48 hours because of a lower 
success rate. An EBP involves 2 anaesthetists, with the procedure carried out under 
sterile conditions on the Delivery Suite. The procedure caries potential complications 
and will be discussed at length with the patient. 

 
8.4  Even though relief from the headache after EBP may be instant, the patient should 

continue to lie flat for at least 4 hours (longer if feasible) before mobilizing slowly. 
When performed after 48 hours EBP is more than 85% effective in relieving PDPH, 
though occasionally a second EBP may be necessary. Pyrexia or other evidence of 
infection contraindicates the use of EBP. 

 
8.5 Although PDPH can be extremely distressing for patients, it does not normally 

produce any danger.  

 
Very occasionally, however, an intra-cranial sub-dural haematoma can result 
following a dural puncture. If focal neurological signs or evidence of raised 
intracranial pressure develop, this possibility should be investigated and appropriate 
referral made immediately. 
 
 
9.0 REFERENCES 
 

Hart EM, Ahmed N, Buggy DJ. (2003) Impact study of the introduction of low-dose 
epidural (bupivicaine 0.1%/fentanyl 2gmL) compared with Bupivicaine 0.25% for 
labour analgesia. Int. J ObstetAnaesth 2003; 2:4-8 
 
Howell CJ, Dean T, Lucking L et al (2002) Randomised study of long term outcome 
after epidural versus non-epidural analgesia during labour. BMJ 2002; 325:357-9 
 
Marfurt D et al. (2003) Recurrent post-partum seizures after epidural blood patch. 
BJA 2003; 90(2):247-50 
 
National Institute for Health and Care Excellence (NICE) (2014). Intrapartum Care: 
Care of healthy women and their babies during childbirth. London: NICE 



 

Clinical Guideline: Analgesia in Labour 
Specialist Services/CWH/Maternity 
Date Approved: 13/09/2023 Page 11 of 11 

 
Sudlow C, Warlow C. (2002) Epidural blood patching for prevention and treating 
post-dural puncture headache. Cochrane Database Syst Rev 2002; 2:CD001791 
 
Turnbull DK, Shepherd DB. (2003) Post-dural puncture headache: pathogenesis, 
prevention and treatment. BJA 2003; 91(5):718-29 
 

 
 
10.0 PUBLICATION  DETAILS 

 
 

Author of Clinical Guideline Senior Maternity Matron - Hospital 

Directorate/Department responsible for 
Clinical Guideline 

Specialist Services/ CWH/Maternity  

Contact details 6681 

Version number 2.5 

Replaces version number 2.4 

Date written February 2005 

Approving body and date approved Maternity Guideline Group, 13/09/2023 

Review date 13/03/2026 

Expiry date 13/09/2026 

Date document becomes live 28/09/2023  

 
 
 


