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EPIDURALS FOR PAIN RELIEF IN LABOUR

Epidurals have been around a long time, but it only became feasible to
provide them widely for pain relief in labour once a suitable local anaesthetic,
called bupivacaine, became available in the UK in 1968. Bupivacaine remains
the most widely used jab for the job, but is now used in much reduced doses
(the mobile epidural), usually in combination with another sort of pain reliever.
This change has made epidurals much safer and less prone to produce side
effects than in earlier days.

Today an epidural remains the most reliable way to relieve labour pain.
Epidurals are more widely used in many other western countries than they are
in the UK. For example, in France, Canada and the USA the majority of
women have epidurals for childbirth, and in those countries obstetric
complications and abnormal delivery rates are no greater than here — if
anything less.

If you have a long painful labour, your need for an epidural is greater, and you
are more likely to have one. It is precisely in such labours that you may also
need help with the delivery. For example, if the baby’s head is not facing the
right way, or if the fit between it and your pelvis is a bit tight, then progress is
painful and slow, you are more likely to need intervention (ventouse or
caesarean section), and your midwife is more likely to encourage you to have
an epidural. You should be inclined to accept this advice, as if things are
getting difficult it is good for you and your baby to have an epidural on the go.
But the epidural does not cause the “cascade of intervention” — rather the
reverse; this cascade has been set off by the initial problem.

It is not your choice whether you have a quick and easy labour, this is a
matter of luck, but it is your choice whether you have an epidural (apart from a
few fairly rare situations, see below, Who can and should have an epidural); it
should not be a matter of midwife’s discretion.

Just what, exactly, is an epidural?

It is more correctly referred to as epidural analgesia (pain relief).

The ‘backbone’ is made of a series of 24 bony rings placed one on top of the
other. The rings form a canal, down which passes your spinal cord, carrying
nerves between your brain and all parts of your body. The spinal cord and the
nerves coming off it are within a sac, the dura, containing spinal fluid, and the
space outside this sac but inside the bony rings is the epidural space.




So, epidural analgesia involves inserting a tube into the epidural space, and
injecting drugs down it as and when needed, to block the nerves that carry
pain messages from your uterus. The drugs that are used usually include a
local anaesthetic, bupivacaine (or sometimes ropivacaine or levobupivacaine,
which are related) in low dose, and a morphine-like drug, fentanyl or similar.

What is a mobile or walking epidural?

Nowadays it is usually possible to provide pain relief without numbness or
heavy legs, by using the two types of drug (see previous paragraph) in low
dose combination, in other words a ‘mobile epidural.” This is not only better in
terms of your comfort, but also safer. Local anaesthetics alone should not be
used, as larger doses are needed and are less safe. Apparently some
midwives tell expectant mothers that mobile or walking epidurals are not
provided in a particular hospital. This is confusing. Every epidural for labour
pain should be a ‘mobile’ epidural, but in some hospitals walking about with an
epidural is not encouraged. This does not matter as once the pain goes you
feel less desire to walk about. Walking in labour with an epidural has little
effect on the progress of labour or type of delivery.

If you are told a low dose combination is not used in your hospital, then you
should take this up with the consultant anaesthetist in charge of obstetric
anaesthesia services.

What is involved?

Setting up an epidural requires some skill, and is usually done by an
anaesthetist, a doctor who specialises in this particular field. Such a person
therefore needs to be readily available in the place where you are to have
your baby, and needs to be there even if you don’t have an epidural, as
anaesthetists are sort of medical firemen, who cope with many unexpected
emergencies.

You will first need a drip, that is fluid running into a vein in your arm. This is
often necessary in labour for other reasons. Sometimes it is possible to
remove the cumbersome bag of fluid and just leave the little tube in your arm
after a while. You will be asked to curl up on your side or sit bending forwards.
Your back will be cleaned and a little injection of local anaesthetic given into
the skin; this stings for a moment but after this putting in the epidural itself
should hardly hurt. A small tube (known as an epidural catheter) is put into
your back near the nerves carrying pain from the uterus. This is carried in via
a needle, which is then removed. Occasionally when the catheter is threaded
in, it produces pins and needles down one leg. There is no need to worry, but
you should report it.




Care is needed to avoid puncturing the dura, the bag of fluid that surrounds
the spinal cord, as this may give you a headache afterwards. It is therefore
important to keep still while the anaesthetist is putting in the epidural, but after
the needle is removed and tube taped in place you will be free to move.

Some people feel the pain is so bad before the epidural that they simply
cannot keep still. Just remind yourself that moving about does not actually
cure the pain, but the epidural can!

While the epidural is taking effect, the midwife will take your blood pressure
regularly. The anaesthetist and your midwife will also check that the epidural
is working properly. Occasionally it doesn’t work well at first, and some
adjustment is needed.

Once the tube is in place, pain-relieving drugs can be given as often as is
necessary, sometimes by your midwife, or continuously by a pump. In some
centres you may even be able to give yourself doses of epidural drugs, via
what is called a PCA (patient controlled analgesia) pump.

What is a combined spinal epidural?

An epidural takes about 20 minutes to work; occasionally, for example in late
labour, quicker pain relief is needed. In this case, the anaesthetist may start
by putting a small dose of drug directly into the dural sac surrounding the
spinal cord. This is called a spinal and it works much more quickly. Then the
epidural catheter is put in and can be used later if needed. Hence the term
combined spinal epidural. It should only be used when there is urgency.

Who can and should have an epidural?

Most people can have epidural analgesia, provided it is available in the
particular hospital.

e If you have a complicated or long labour or twins, your midwife or
obstetrician may recommend that you have an epidural. In such
circumstances it will benefit you and your baby.

e There are many chronic medical conditions (heart or chest diseases or
diabetes for example) that make it difficult for your body to cope with the
stress of labour; in these conditions you may also be advised to have an
epidural.

e On the other hand, there are certain complications of pregnancy, bleeding
disorders and abnormal blood vessels that may make it unsuitable,




because if a blood vessel in punctured the bleeding may cause pressure
on important nerves.

« It may be difficult to place the epidural correctly if you have a seriously
crooked or abnormal back or are very fat. In these circumstances it may be
necessary to call a very senior anaesthetist.

e Having a bad back or a neurological condition does not stop you having
an epidural. Epidurals are often used to treat back pain.

If you are concerned about any of these problems you should ask to see an
anaesthetist during your pregnancy.

When should | have an epidural?

Can it be too early to have an epidural?

Usually you should be in established labour before you have an epidural,
although if you need to have your waters broken and cannot relax sufficiently,
an epidural can be given first. What counts is that you are definitely going to
have the baby. Once you feel you need an epidural, that is when you should
be allowed to have one. Several careful studies have shown that, contrary to
popular belief, starting an epidural in early labour does not cause delay.

Can it be too late to have an epidural?

If you are about to push the baby out within the next few minutes, then yes it
is probably not necessary to have an epidural. If on the other hand you are in
late labour but the baby is not facing the right way or the head is still high,
then delivering the baby may yet be difficult or delayed and an epidural may
be well worth it. It is in late labour that a combined spinal epidural can be
useful.

Should it be allowed to wear off in the second stage?

Some midwives and obstetricians believe that stopping the epidural in the
second stage (often the most painful time) will help you to have a normal
delivery. Actually, studies have shown that this does not always help,
particularly with modern light epidurals. If you are having top-ups, it is best to
have one at the start of the second stage, while the head is still high. Then by
the time the head has come down (you should not be encouraged to push
before this) the effect is not at its strongest, and you will feel better able to
push. If you are having a continuous infusion with a pump, then it could be
slowed a little, but rarely needs to be stopped completely.




What are the pros?

e An epidural is the most reliable form of pain relief in labour.

¢ You (and you baby) will stay fresh, alert and clear-headed during labour, so
you can enjoy the experience to the full.

e It is much pleasanter for your partner not to have to see you in pain and
distress.

¢ Unlike pethidine or Entonox (gas) an epidural should not make you feel
light-headed or sick, nor does it normally stop your stomach from working.

¢ It removes much of the stress of labour and improves the blood supply to
the placenta, which is good for the baby. Numerous studies have shown
that baby’s chemistry is actually improved by a labour epidural.

e Ifit turns out that you need a ventouse delivery, forceps, removal of the
placenta or stitches, the epidural can be used for anaesthesia.

¢ If you need a caesarean section, a larger dose of drugs can be given down
the epidural catheter, and it should not be necessary to have any other type
of anaesthetic. (Of course situations may arise when a spinal or general
anaesthetic is needed)

e Breast-feeding should not be impaired, unlike with pethidine.

What are the cons?

Blood pressure. Occasionally your blood pressure drops, which is why you
have the drip. Extra fluid in the drip can correct the problem.

Poor pain relief. An epidural may become less effective at the end of labour.
Sometimes at the start it does not work completely or is one-sided. This may
be because you have a funny back or because the anaesthetist or person
topping up is not very skilled. They should persevere until it works, and if
necessary put it in again. It is usually better to have a specialist registrar than
a staff grade anaesthetist; if there is a persistent problem ask for a consultant
obstetric anaesthetist.

Headache. This arises because the dura (the bag that holds the spinal fluid) is
punctured accidentally while the epidural is being put in. In this country as a
whole, there is a less than one in 100 chance of your getting a headache after
an epidural. Hospitals vary in their headache rate and should know their own
figures, so you might enquire about this. This sort of headache may be severe




and need treatment by an anaesthetist, so you should tell your midwife about
it.

Ventouse or forceps. With old-fashioned epidurals, mothers often needed
forceps, but now with better techniques and understanding, the problem is
less. An epidural sometimes prolongs the second stage and reduces the urge
to bear down, but with time the uterus should push the baby out. There may
be an increased need for a hormone drip to stimulate the uterus. Even with an
epidural, you are more likely to have a normal delivery than any other type of
delivery. If you need a ventouse or forceps unexpectedly, then your doctor
may recommend an epidural or a spinal for this reason.

Caesarean section. Over a dozen studies (randomised controlled trials and
systematic reviews) have now shown unquestionably that epidurals do not
‘cause’ caesarean sections (obstetricians do!). If you are unfortunate enough
to have the sort of labour that experience suggests is heading for caesarean
section, then an epidural may be recommended, but it will not make
caesarean section more likely, just less troublesome.

Backache. You may feel local tenderness in your back for a day or two after
an epidural, but epidurals do not cause long-term backache. Backache is
common during pregnancy and often continues afterwards when you are
looking after your baby.

In fewer than one in 100,000 epidurals an acute backache may be caused by
an abscess in your back. This may occur because infection has come from
somewhere else, and you will also have a fever. It is important to report this.

Neurological problems.

e Neurological problems after having a baby are most likely to be due to
childbirth itself.

o About one in 2000 mothers get a feeling of tingling or pins and needles
down one leg after having a baby. Such problems are most likely to be due
to childbirth, but occasionally result from a spinal, a combined spinal
epidural or even more rarely a plain epidural.

e If you have an infection in your vagina or blood stream, there is a very
small chance (about one in 10,000) that a spinal or combined spinal
epidural may result in meningitis, which is easily treated with antibiotics.

e Other more serious problems, such as an abscess (see above), happen
even more rarely.




« Inthe early days, big doses of bupivacaine given accidentally into the
wrong place caused catastrophes, which are nowadays avoided by correct
use of modern techniques.

e Remember, if we thought epidurals could do you serious damage, out of
the blue, we would not offer them.

Will having an epidural mean | am missing out?

No, on the contrary, having an epidural can help to make your labour a
pleasurable experience.

You can condition yourself to believe that having an epidural is a failure, that
is your prerogative. But labour with extreme pain is no fun — it is only
satisfying in retrospect once your brain has suppressed the memory of the
pain. But remember that your partner will not forget how it looked for you, and
it is far easier for him to see you comfortable.

With modern epidural analgesia and careful adjustment, it should be possible
to have the sensation of birth without so much of the pain.

You can also be assured that you have done the best thing for your baby.

Felicity Reynolds
felicity.reynolds@btinternet.com
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