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Table 1. Bonapace and Marchand Classification

Impact Factor 2.239

Theoretical Type of Nonpharmacologic
model stimulation Activated mechanism Effects approaches
ot e of o s O ARBEMRAEEEIZBS EPIRRRR - HLE R
AMBEANE - BRESHKR N .
FIEI3E during non-painful discriminative VIREE - R EXX
. stimulation and block component of pain viEE]
2014 Non pharmacologic Approaches part of those that (intensity) v EAMII (Cat, Upright)

for Pain Management During Labor
Compared with Usual Care: A Meta-
Analysis

Painful stimulation of
any site of the body

Diffuse Noxious
Inhibitory Control
(DNIC)

AR EIE Sl

Control of the
higher centers of

Activated by thought
and mental processes

the central (Attention deviation)
nervous system
(CNSC)
BROTEN FEL 3
@ 5 2 4 7 EHRERIENS)

ROEPEEN MO0 A nReE ERR ZANR RV ERlR
BELE WlRD AREHD URRM WUAR BGER RERSR Rk

transmit pain

Painful etimulatinn Acte an all nainful armag

SRR N SEEERRE - LIRSS ¢
55— BRI AYRIEFR S [ RERY R R BUAD - ED?%/\
FIPRFAER " LIRSS o

LVLI] WIHCIC, bALCPl i
the stimulated area.
This scheme allows
the brain to address
the second source of

nain

ARSI R RO - IBRERIE - BRE 4
ﬁBﬁHyﬁHﬂ 1B RCHY R & s
stimulations by the motivational-
conditioning the areas affective comnonent of

Eﬂs:s %

UIDLLIIIIIaU YT
component of pain
(intensity)

FROR A

SR AL R 1B AS BRI AN
TENS

‘lllEll 'IICK{UCU\.) W
intensity)

Painfil maccaon
R

2879

v 5B

S8 EEEH

(B ARAE F AP AR

v B

v’ Rasth/IF IR
R/ BB ER
v g%
EYEE
B&RIaE

Adapted from: Bonapace J. Accoucher sans stress avec la méthode Bonapace. Editions de I'Homme, Montréal, 2009; and Marchand S. Le
phénoméne de la douleur. 2e edition. Cheneliére Education, Montréal, 2009,



Gate Control:EIB 5 ifi

Maternal outcomes
Episiotomy

Labor pain (VAS score 0-10)
Perineal tear (III and IV)
Urinary incontinence at 3 mo

- RE - EF) - ERAMU - EREDKGEERENT -

o [R1EHIE ZOR 1.64, 95%Cl 1.05-2.54

11 3,602 OR (M-H, Fixed, 95% CI) 9% 1.13 [0.96-1.32]

3 278 WMD (IV, Random, 95% CI) 77% 1.09 [0.33-1.85]*
6 3,184 OR (M-H, Fixed, 95% CI) 38% 1.14 [0.79-1.66]

1 530 OR (95% CI) NA 2.68 [1.63-4.41]**

Moderate
Low
Moderate
Low
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Table 6. Diffuse Noxious Inhibitory Control (DNIC): Usual Care versus Nonpharmacologic Pain Relief

GRADE
Qutcomes - DNIC RCT n Statistical method I’ Overall effect’ score’
i - ESf - 65 BRENEAE IR
Cesarean delivery 6 866 Ol spe
Instrumental delivery 5 981 Ol EEEI: ﬁﬁ
Epidural analgesia 6 920 O « BURKE EZ?’E\ B~ BN N EBEE
Secondary outcomes « A MG E - B ODGEE
Labor outcomes
Ist stage of labor duration (min) 3 374 WMD (IV, Random, 95% CI) 78% 23.5 [~53.6-100.7] Low
2nd stage of labor duration (min) 2 293 WMD (1V, Fixed, 95% CI) 0% 0.34 [-4.37-5.04) Low
Use of oxytocin during labor 5 824 OR (95% CI) 0% 1.14 [0.85-1.52] Moderate
Failure to progress in the Ist stage | 78 OR (95% CI) NA 2.24 [0.58-8.57] Very low
Failure to advance in the 2nd stage | 78 Peto OR (95% CI) NA 21.76 [1.91-247.71)* Very low
Maternal outcomes
Episiotomy 1 142 OR (95% CI) NA 0.62 [0.24-1.63] Very low
Labor Pain (VAS score 0-100) 1 142 MD (95% CI) NA 10.30 [4.69-15.91]** Very low
Felt safe 1 463 OR (95% CI) NA 0.63 [0.41-0.97]* Low
Felt relaxed 1 463 OR (95% CI) NA 0.56 [0.34-0.92)* Low
Felt in control with the situation | 463 OR (95% CI) NA 0.56 [0.36-0.87]* Low
Experience of childbirth | 142 MD (95% CI) NA ~8.80 [-17.06 - -0.54]* Very low




Table 7. Central Nervous System Control (CNSC): Usnal Care versus Nonpharmacolopic Pain Relief

CNSCEB 5 hie

ol & GR."I!I.U‘E.
Chitcomes - CNSC RCT n Statistical method F (verall effect score”
Prinary outcomes . BERBRSREANET—EFEYRERS
C delivery 27
1000 1999 " SH/DEIIEE OR 2.17 ( 95%CI 1.30-3.61 )
2000-2010 13 RV emERBI A ZOR 1.78 ( 95%Cl 1.06-2.98 )
Nulliparous 17 R/ MENESNETRE OR 1.42 (95%Cl 1.15-1.76)
Continuous support 21 20837 OE (M-H, Random, 93% CI) Q3% 1.63 [1.12-2.37]**  Moderate
Antenatal education 4 2510 OR (M-H, Random, 95% CI) 42% 1.40 [0.98-2.02] Moderate
Talored nervenion L. B R R AR A B
Inst | delivery 21
el deliven L CNSCEK/JW‘“FFEI’JKTHU R (ER AL
2000-2010 % ETTHED - WIRME IE\FFE’J
Mulliparous 14 C CNSCT ﬁ— TSEJE ﬁ%ﬁfﬁ’] ’ 1&K§B§1§
Continuous support 15 y“\gﬁﬁ E/\] 5‘@&
Antenatal education 4 Loged LA A LAYESLL, PREUURiILG, P 0 W) W VeFS W LA IPLLAEGL AU
Tailored intervention i 2,281 ORE (M-H, Random, 953% CI) 565 1.78 [1LiDG6-2.98]* Moderate
Epidural analgesia 11 11,957 OR (M-H, Fixed, 95% CI) 41% 1.13 [1.05-1.23]**  High
Tailored intervention 5 2,207 OR (M-H, Fixed, 95% CI) 29% 1.42 [1.15-1.76]**  High

Secondary oulcomes
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CER 2: 2G04 SRR R EE R o B AN4A] ? (FAITH)

RIFHIK R 2 7
BIFTHXEESEOEAIE_ETEMERE@N : Medline, CochraneZ R EE TR R 2 E ¥ E, EMBASE
%), B0 L3RS g R (2% U HEREART 3T . Web of Science, ScopusEl Google Scholar), 585 &

BEMNEF XRESEFRBRNEX, i BHERRER MeSHF & &k — &% 357 % (text words),

« The following terms were used: ‘Analgesia, epidural’ [Mesh]
AND [‘caesarean section’ [Mesh] OR ‘instrumental vaginal
delivery’ OR ‘Vacuum Extraction, Obstetrical’ [Mesh]AND [early
OR timing OR ‘Labor Stage, First’ [Mesh]

« Search strategy: PubMed , EMBASE and Cochrane Library
were searched for articles published until 31 July 2010.

« Language restrictions for publication year or published data
are not applied.
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ER 2. R HEMESURA[BIBER) & B 2040] ? (FAITH)

R IFHIAK R 2 2
BN EESEVEAFE BT EMNEREMD: Medline, CochraneZ Rl EEE R 2 & E, EMBASE
), 3 B0 SCEKS | R ER (B & SR AEEARTZE . Web of Science, ScopusEl, Google Scholar), $3E&%

HBEMEF XRMESEFRBRNEX, il BERFER MeSHF & &k — 1% 3R 57 = (text words),

» Search:
RCTs, prospective cohort studies and retrospective cohort studies

« Exclude:
Reviews and meta-analyses

* Include:
Only trials with a clear description of the type of analgesia used
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PRISMAj#i 12 B £ IR X BRER
=iRE
327EMIREEL24% - &R
2037%

PR 183 BT RE B E AR
& - 8R20%=

14BN AR 7S M HERR
6% (5/FBRCT K 1= RIBECIEE
i 5E)

Early versus late epidural
analgesia and risk of
instrumental delivery in
nulliparous women: a
systematic review

14

BJOG: An International Journal of Obstetrics & Gynaecology, Volume: 118, Issue: 6, Pages: 655-661, First published: 10 March 2011, DOI: (10.1111/j.1471-0528.2011.02906.x)
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Table 1. Intervention details of RCTs

Intervention

Early

Late

EA after first request: 3 ml lidocaine 2% test dose,
followed by bolus of 10 ml of ropivacaine 0.2% plus
50 ug fentanyl, continuous infusion of ropivacaine
0.1% with fentanyl 2 ug/ml at 10 ml/hour rate
Boluses of 5-10 ml ropivacaine 0.2% upon request

EA: 3 ml test dose lidocaine 1.5% plus 5 ug/ml
epinephrine, 15 ml single bolus 0.125% ropivacaine
with 0.3 pg/ml sufentanil, followed by PCA with

Author, year, design Inclusion No. of Inclusion criteria
participants

Ohel et al., 2006, Yes 449 Nulliparity, 236 weeks of gestation,
RCT spontaneous or | ur,

analgesia requedt <3 cm dflatation
Wong et al., 2009, Yes 806  Nulliparity, 236 weeks of gestation, Protocol identical to Wong,” 2005
RCT singleton, vertex, induction of

labour, analgesia request <4 cm
Wang et al., 2009, Yes 12 793 Nulliparity, term, singleton, vertex,
RCT spontaneous labour, or

analgesia and at leagt 1.0 an

cervical dilatation 10 ml bolus
Ohel and Harats, 1994,%°  Yes 340 Nulliparity and multiparity, term, | <3c¢m

retrospective cohort

study

vertex position, vaginal delivery

continuous EA, bupivacine 0.5%

1
-
-
[T1]]

<4 cm: intravenous pethidine and
promethazine as required

24 cm EA identical protocol

Protocol identical to Wong et al.,
2005’

cervix <4 am: meperidine 25 mg

intramuccularly_repeatable

cervix 24 ¢cm: EA Jldentical protocol

as latent phase analgesia

>3 ¢m

continuous EA bupivacaine 0.5%

HR-a2 0OF OFEFR

16



P.658

CER 2. REETESURA BB R & B A04A] ? (FAITH)

RIFFINRE ? BIRBETRRKMEENXEREY, ZEEGHFELER,

TR R IR MmE (At EEERMERIKMEE, ERAMRBES B, §iA.

K STEEHRI R T ER EY)

« Two authors (MW and JZ) reviewed these papers to check
whether they met the inclusion and exclusion criteria.

* The third reviewer (FR) will resolve any differences Iif
necessary.

« The methodological quality of the RCTs was assessed by the
Jadad criteria.

* A numerical score between zero and five Is assigned as a
rough measure of study reporting quality (zero being weakest
and five being strongest)
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SER 2: R¥TE SRR [EIEE R &n E A04e] ? (FAITH)

B IFRDINZE ?
BEETXRYERT R, RREXMEBERIMAZELER -—ERRHREH
IMRIREYEREE

ladad B ZEIE3E

Table 2. Methodological quality of RCTs

Methodological quality criteria Lu:n‘.n'|1=19|;|a o al.'® Wong et al.” Ohel et Gal.” Wong et al.™® Wang et al.”
Jadad criteria 0 3 2 3 3
Blinded && - - - - -
Randomisation procedure mentioned Ul - - + +
Description cross-aver  3XX - + - + +
Description withdrawals and dropouts Bt - + - + +
Description power analysis 74T - + + + +

According to the Jadad standard, the highest score for these studies is 3 points.
O =477 L 77 . /BEFHER D/ KUY IR IA
ol (BliS0)  BRAEMIBREERNRE
=T &5 . = ==
SEMGR . mE O& OARER
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ZER 2: 2G04 SBR[ RY an B A0 4] ? (FAITH)

BIFRIIKRZ ? B AED 1 BRERBEHAMMARNGERER . FERMEEA,

Al S R ETH S 2 HT(meta-analysis), ifi LA F#KE | (forest plot) 2R AT HE

B =FBNLEEESH,

Table 3. Mode of delivery

Outcome measure Mo. of Study references No.of  Early NAn/N Control n/N RR 95% Cl
studies women

Caesarean delivery 5 7.16,17,19,19 14 836 171557417 16E5/7419 1.02 0.96-1.08
Caesarean delivery for dystocia 4 71719 14 776 1356/7387 1317/7389 1.03 0.96-1.10
Caesarean delivery for other fetal status 4 71719 14 776 35777387 365/7389 098 0851.13
Instrumental vaginal delivery B 7.16-20 15 389 95047501 1123/7898 096 0.89-1.05
HEBR = |5 Excluded reference 20 14 836 911/7417 968/7419  0.94 0.87-1.02
Spontaneous delivery b 71620 15 399 4319/7501 4884/7898 1.01 0.958-1.03
5 Excluded reference 20 14 836 479170417 4766/7419 1.01 0.98-1.02

R =

Figure 2. Forest plot, individual and pooled risk ratio (RR) with 95% confidence intervals (Cl) for rate of caesarean delivery.
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ZER 2: 2G04 SBR[ RY an B A0 4] ? (FAITH)

RIFRIIRRE ? FEZAEL 1 EHERKEHEMMANGERR ., EERME0,
A] &1 $HE R AETH S 9 #(meta-analysis), ifi AT #%4KE I (forest plot) 2 IR ZE 4L
R EFENLEEESHT,

Favours early EA Control Risk ratio Risk ratio
Study or subgroup Events Total Events Total Weight M-H, Fixed, 95% CI Year M-H, Fixed, 95% CI
Luxman 1998 2 30 3 30 0.2% 0.67[0.12, 3.71] 1998
Wong 2005 65 366 75 362 4.5% 0.86 [0.64, 1.16] 2005 T
Ohel 2006 28 221 25 228 1.5% 1.16 [0.70, 1.92] 2006 S F
Wang 2009 1486 6394 1456 6399 86.4% 1.02 [0.96, 1.09] 2009
Wong 2009 134 406 126 400 7.5% 1.05 [0.86, 1.28] 2009
Total (95% Cl) 7417 7419 100.0% 1.02 [0.96, 1.08]
Total events 1715 1685

I L J
' L) L} L)

01 02 05 1 2 5 10
Favours early EA Favours control

Heterogeneity: Chi*=1.84,df =4 (P=0.77); P = 0%
Test for overall effect: Z = 0.57 (P = 0.57)
*5 studies, 14836 women

-average RR 1.02, 95% CI1 0.96 - 1.08
'|2 =0%

Figure 2. Forest plot, individual and pooled risk ratio (RR) with 95% confidence intervals (Cl) for rate of caesarean delivery.

Bl atn o B O&0ORF
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CER 2: 804 SURR R EE R an B A0 4] ? (FAITH)

REFHIREE? AEBRFELT, SEGARNEREMLINKEREE EEFETE,
1’E%F’EnﬂE§£ BHE(RAETE). REESRENAEPFRMPICORMETIE,

FatEREEMERMIERER, 12<25% MBS BAE
12=25-50% M8 Z(EAYEF A
12>25% S B R

. BligEERLE (12 = 0.0%, 95% C1 0.0-89.2)

. EEBIIEE (12 = 0.0%, 95%Cl 0.0-88.7 )

. EftBASIHRESRYEIRSE (12 = 35.3%, 95%C1 0.0-96.0 )

- ERZEAE (12=0.0%, 95%Cl -0.0-95.8 )

. BIfIEDRIHET (/2= 57.8%, 95%Cl 0.0-92.2)
matri%,\ mm (/2= 0% 95%Cl 0.0-86.9 )

ttttttttttt
participants % $
/ Early Late
340 . { >3
ous EA, bupi,
| [

e O, 2% coniinuous A Dupivacaine U.2%a

FEEER M2 OBOFE
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Early versus late initiation of
epidural analgesia for labor

Cochrane Database System Rev.
2014 Oct 9;(10):CD007238.
DOI: 10.1002/14651858.CD007238.pub2.

+ § Cochrane
o Library
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early initiation versus late initiation Outcome

« Caesarean section

nine studies 15,499 women
high quality evidence

risk ratio (RR) 1.02

12=0.0%

95% C1 0.96 to 1.08 124



early initiation versus late initiation Outcome

 Instrumental birth

eight studies 15,379 women,
high quality evidence

RR 0.93

12=0.0%

95% Cl 0.86 to 1.01,

25



early initiation versus late initiation Outcome

 The duration of first stage

tRIME
EEEHEXKR
MERAST A S DT
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early initiation versus late initiation Outcome

 The duration of second stage of labor

eight studies, 14,982 women

high quality evidence

mean difference (MD) -3.22 minutes
95% Cl -6.71 to0 0.27 27



Obstetrcs and Gymaecology

B} An Internaional Journal of

~’n~
Early versus late epidural analgesia a
nd risk of instrumental delivery in n
ulliparous women:
a systematic review.

+ W\ Cochrane
o Library

Early versus late initiation of epidural
analgesia for labor(Review)

Non pharmacologic Approaches for
Pain Management During Labor
Compared with Usual Care: A Meta-
Analysis
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ACOG Practice Bulletin 2019

Obstet Gynecol. 2019 Mar;133(3):e208-e225. doi: 10.1097/A0G.0000000000003132.

ACOG Practice Bulletin No. 209: Obstetric Analgesia and Anesthesia.

[No authors listed)

Abstract

Labor causes severe pain for many women. There is no other circumstance in which it is considered acceptable for an individual to
experience untreated severe pain that is amenable to safe intervention while the individual is under a physician's care. Many women desire
pain management during labor and delivery, and there are many medical indications for analgesia and anesthesia during labor and delivery.
In the absence of a medical contraindication, maternal request is a sufficient medical indication for pain relief during labor. A woman whao
requests epidural analgesia during labor should not be deprived of this service based on the status of her health insurance. Third-party
payers that provide reimbursement for obstetric services should not deny reimbursement for labor analgesia because of an absence of "other
medical indications." Anesthesia services should be available to provide labor analgesia and surgical anesthesia in all hospitals that offer
maternal care (levels |-1V) (). Although the availability of different methods of labor analgesia will vary from hospital to hospital, the methods
available within an institution should not be based on a patient's ability to pay.The American College of Obstetricians and Gynecologists
believes that in order to allow the maximum number of patients to benefit from neuraxial analgesia, labor nurses should not be restricted from
participating in the management of pain relief during labor. Under appropriate physician supervision, labor and delivery nursing personnel
who have been educated properly and have demonstrated current competence should be able to participate in the management of epidural
infusions.The purpose of this document is to review medical options for analgesia during labor and anesthesia for surgical procedures that
are common at the time of delivery. Nonpharmacologic options such as massage, immersion in water during the first stage of labor,
acupuncture, relaxation, and hypnotherapy are not covered in this document, although they may be useful as adjuncts or alternatives in many
cases.
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https://www.everymum.ie/pregnancy/birth/labour/pain-relief-in-labour-pethidine/
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