[bookmark: _heading=h.z337ya]Appendix A: FramaForms Poll – Initial statements with Fleiss kapa values and bibliography 
	
Shared medical decision and birth projects
The birth project is defined by the « Haute Autorité de Santé » as the compromise between patients’ expectations about childbirth and local care facilities options. Despite the HAS recommendations, it still is few developed in France or misused/underused. No decision aid tool was created formally about this topic. The following tool aims at easing the implementation of a dialogue between patients and professionals and to think about a way to make birth projects more profitable for the patients and reduce the gap between their expectations and what happens during childbirth. This work gives solutions to two problems: health care professionals facing some unrealistic demands from the patients and couples who feel like they haven’t been heard.
	So, this shared-decision aid tool will support the coupes or patients while preparing their birth project. 
Theme 1: Analgesia during labour
	In the following section, we explore different options for pain release during labour. Pharmaceutical and non-pharmaceutical methods are presented, insisting on peridural analgesia. Each statement should be rated according to its accuracy and the help it provides to patients to trigger a shared medical decision. Example: « Peridural analgesia is the most efficient way to release pain related to uterine contractions » = 4 « Excellent ».
We hereby insist on the fact that what matters is the value for patients and not the scientific accuracy of each statement, that is given by professional recommendations and is dedicated to health care professionals.
	Theme 1 : Analgesia during labour
	
	Fleiss Kappa

	General information and peridural analgesia
	Taking care of pain release in of main importance in the delivery room. *
	0,63


	
	Peridural analgesia is so far the most efficient method to obtain pain relief during labour. *

	0,58

	
	Each patient may express her experience of pain during labour, as the perception of pain is different in each person and each context. *
	0,58

	
	Peridural may be inefficient sometimes. This should trigger some medical investigation to find the reason why, and maybe offer a new puncture. *

	0,53

	
	Peridural analgesia is efficient but never compulsory, even though some medical conditions may lead to strongly encourage it (multiple pregnancy, breech presentation, history of hemorrhage…). *

	0,52

	
	The staff may give some advice to the patient to choose a better moment to start peridural analgesia administration. *
	0,50

	
	Some hospitals offer patient controlled epidural analgesia (PCEA): its managing can be explained by the staff.*

	0,49

	
	How we experience pain is a complex and personal experience, which can be communicated during labour to the accompanying staff. *

	0,47

	
	Peridural analgesia doesn’t cancel sensations during the delivery process but modifies them. It is possible to maintain sensitivity during pushing efforts while releasing painful sensations linked to uterine contractions. * 
	0,47


	
	It is to say that some type of peridural analgesia may allow more freedom of movement, requiring some regular fetal monitoring. It should be asked if that option is offered in the chosen maternity. *

	0,45

	
	The most frequent hazard is the occurrence of a dural tear (1%) which may be recognized and accessible to medical treatment. It is to tell that it may be difficult for the mother to endure it as it usually happens early after childbirth and may affect first interactions with the baby. *

	0,43

	
	Peridural anesthesia cancels all pain-related sensations during surgical procedures (uterine revision, fetal extraction, cesarean section…).
	0,42

	
	It is important to think ahead of the delivery about the wish to get a peridural before labour starts, especially during the anesthesiologist‘s consultation.** 

	0,38

	
	On the contrary, paralysis, cardiac arrest has become extremely rare nowadays with technical advances. Dorsal pain is frequent but not always due to the dorsal puncture. It sometimes happens without getting a puncture. Some pain may stay though at the site of lumbar puncture.

	0,33

	Alternative options (drugs or others)
	Those methods nor include nor exclude the use of peridural analgesia and getting prepared before the delivery is of main importance. *

	0,52

	
	The accompanying person is of main importance. It includes the midwife, the partner, a family member, health care professionals… *

	0,49

	
	Working on the posture may help manage pain during labour. Without peridural analgesia, the patient often finds a soothing position. To conclude, spontaneous movements play an important role in pain managing. *

	0,49

	
	Local analgesia can be used (injection or spray) like for perineal suture, because systemic drugs may be useless in those cases. *

	0,42

	
	The “one to one” accompanying process is less frequent in hospitals compared to clinics or non-hospital settings, due to some organization restrictions in France.**
	0,40

	
	Acupuncture, massages, warm water immersion may be a help during labour. *

	0,39

	
	Hypnosis, sophrology, full conscience may be used as well. Though, they require some time of training to be acquired by the patient. **

	0,35

	
	Nitrogen monoxide-oxygen mixture may be inhaled during labour. Its efficiency for pain relief is poor to moderate and may have secondary effects on both mother and infant sides. It can be used in the beginning of labour before peridural or if the woman doesn’t express the desire to get one. Its effect is very short and cannot be administered for a too long time.
	0,30

	
	Fentanyl analogs may be used in case a peridural analgesia in contra-indicated, but respiratory secondary effects may occur (distress, lack of oxygen), requiring continuous other monitoring. Few neonatal effects exist, and no risk of overuse is reported (instantaneous elimination of the product).
	0,29

	
	Opium-derived drugs can be administered intra-venously. Their efficiency for pain relief is poor to moderate and may have secondary effects on both mother and infant sides. They may be used before the labour actually starts but we should stress the eventuality of neonatal respiratory distress if the birth occurs in the next 4 hours after administration (intra-venous or intra-muscular).
	0,27

	
	Anxiolytic drugs like histaminic can be given with phloroglucinol before the labor actually starts (as a second option, IV or IM).
	0,26

	
	Homeopathy can be offered according to the patient’s demand (to smoothen the cervix for example…).
	0,21

	
	Transcutaneous Electrical Nerve Stimulation may be used if available.
	0,17


* : statements selected after the first round ; ** statements selected after two rounds of Delphi consensus 

· What if things do not happen as planned…?
Sometimes, despite how much the patient got prepared and the good care of the medical and paramedical team things do not happen the way we had planned them. In this case, the accompanying person’ role is even more important. A situation is never unchangeable in the delivery room and the way patients experience events may affect their perception and have them change their mind. Dialogue is fundamental in the context of childbirth. 
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Theme 2: Drug administration before and during labour

This category deals with inducing methods and drug administration around labour process. As a reminder: it is about assessing the accuracy to help patients participate actively in a shared medical decision, and not about the scientific accuracy of the statements, which is given by reference books. This table presents the kappa value for each statement.
	Inducing labour: modalities and methods
	When induction of labour is decided, the fetal monitoring follows different protocols compared to natural labour to make sure you and your baby are doing good during that process. * 
	0,55

	
	If the induction method chosen is inefficient or not well tolerated, it can be decided either to change the method, either to perform a cesarean section* 
	0,53

	
	Induction of labour does not mean that the delivery will happen within a day, because of the sometimes-long process of cervical maturation. The efficiency of inducing relies on different factors: receptor characteristics, first examination, parity (number of previous deliveries) … Some are predictable, others are not. *
	0,53

	
	The leading obstetrician may trigger the induction of labour for maternal or fetal indication. Each context may lead to a specific conversation and balance the decision, but it is of usual practice to discuss the patient’s preference. *
	0,49

	
	It is good to notice that the amniotic fluid pouch can be detached manually from the uterus during a vaginal touch, to induce labour more gently. 
	0,35

	
	Accuracy of the table explaining induction of labour methods (attached document). * 
	0,35

	Medication facilitating labour process
	For her comfort, the patient is allowed to ingest liquid food (without mater nor gas), gels and fluids during labour as well as anti-acidic drugs. *
	0,49

	
	Though, the venous catheter is often used to administer fluids in the delivery room, to anticipate urgent situations. For example, to rapidly administer volume expansion in case of brutal hypotension. * 
	0,48

	
	Venous catheter insertion is considered as part of the natural/physiological labour process. It is not always used to administer drugs. * 
	0,46

	
	Though, in the two hours following childbirth, which is at highest risk of hemorrhage, oral intake is not allowed. After this time lapse, the monitoring is lightened. *
	0,43

	
	In case of diabetes, blood sugar level can be stabilized with a perfusion of serum glucose associated with insulin to protect the neonate from neonatal hypoglycemia. Hypoglycemia is a possible reason for fetal rhythm alteration. **
	0,33

	
	A mixture of local anesthetic drugs can be administered through the peridural catheter to help smoothening the cervix during labour.
	
0,15

	
	Magnesium and phloroglucinol intra-venously can help obtaining smoothening of the cervix and help trigger uterine contractions during labour.
	0,14

	Antibiotic administration
	Main indications for antibiotic administration during labour are : prevention of Streptococcus agalactiae materno-fetal infection, premature rupture of membranes of more than 12 hours without labour, chorioamnionitis signs.*
	0,56

	
	Main antibiotics administered are amoxicillin or clindamycin in case of allergy. Those are well known and do not present any fetal or neonatal risk. The main risk is allergy, which should be checked during the anesthesiologist’s consultation. *
	0,44

	
	In case of infectious hazard (endouterine procedure, internal version of breech position, fetal extraction, severe perineal tear), an antibiotic shot can be administered. *
	0,38

	Oxytocin administration during labour
	During delivery (placenta expulsion), a quick administration of oxytocin shot prevents a hemorrhage to occur. This is the only procedure that proved to be efficient towards post-partum hemorrhage in evidence-based medicine literature. To refuse to deliver it is taking some unnecessary risks for the mother and so contrary to good practice. *
	0,56

	
	Oxytocin is a synthetic hormone, very close structurally and pharmacologically to the natural hormone. It increases the frequency and intensity of uterine contractions. *
	0,53

	
	Oxytocin is used in case of postpartum hemorrhage, lack of uterine retraction after a cesarean section, insufficiency of uterine contractions during labour. *
	0,48

	
	No fetal anomaly when oxytocin is used as it should. Oxytocin is not toxic towards the neonate.**
	0,42

	
	Each woman has her own sensitivity towards medications (receptors characteristics, drug metabolism, drugs administered before…). Also, there can be an excess of number or intensity of contractions despite proper drug administration. This is why dosage should always be increased gradually. *
	0,36

	
	If high dosage of oxytocin is administered by error, her uterus may contract too strongly and provoke an alteration of fetal rhythm. In this case, the administration must be stopped immediately.
	0,27

	Homeopathy
	Some midwives may offer some homeopathic drugs to improve the dynamic of uterine contraction, pain relief and manage a slow cervix dilatation.
	0,16

	Emergency drugs in the delivery room
	If too frequent or too strong uterine contractions happen, a drug called NITRONAL has to be administered to obtain some uterine smoothening. This can only be given intra-venously or through sublingual absorption.
	0,31

	
	Ephedrine is administered in case of non resolutive hypotension after fluid administration (under general or locoregional administration including peridural analgesia).
	0,26


* : statements selected after the first round ; ** statements selected after two rounds of Delphi consensus 


· Labour induction : This table explicates the different ways of inducing labour and associated conditions.

	Method

	Physiopathology

	Advantages
	Risks associated

	Prostaglandin 
	Local maturing of the cervix 

Provokes uterine contractions
	Non favorable cervix preparation
	Too strong or too frequent uterine contractions

It is important to explain that the pain related to uterine contractions is not specifically associated with the product.

In case of uterine scar, this drug is contra-indicated because of the risk of uterine rupture.

	Oral misoprostol 
	Provokes uterine contractions and hormonal cervix maturing 
	Oral administration: no cervix irritation nor vaginal irritation 

Thresholds for administration and low doses compared to the other options.
	Risk of too strong uterine contractions.

In case of uterine scar, this drug is contra-indicated because of the risk of uterine rupture.

	Cervical Ripening Balloon
	Mechanical dilatation and detaching of the amniotic membrane 
	Local mechanical action and release of natural hormones: double physical and chemical action

Retrieval and adjustment of the balloon is possible at any time
	Sometimes hard to insert if the cervix is posterior and closed.

Variable tolerance according to the patient


	Oxytocin
	Triggers uterine contractions
	Natural hormone produced by the human body. 

Speed of administration monitored and adjustable
	
Maximum of efficiency if the cervix is mature.

Maximum dosage should never be reached.
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Theme 3 : What happens in the delivery room?
This part is less standardized, and this is where local practice may differ the most. As a reminder: we here aim at defining what is the most useful for patients to trigger a shared medical decision-making and not to evaluate the scientific validity which is told by professional recommendations. 

	
	
	Fleiss Kappa value

	Monitoring during labour and sequence of events in the delivery room
	The way to induce labour may be discussed with the patient and has to be explained. *
	0,54

	
	Having drug administration or intra-uterine device leads to more intense fetal monitoring. *
	0,53

	
	Fetal monitoring consists in continuous fetal heart rate recording with uterine contractions measurement (intensity and frequency). Continuous monitoring allows them to determine the base heart rate of the baby.*
	0,51

	
	It is also nice for couples to know what kind of accessories like balloon, bathtub, dilatation hamac… and so on are available in the maternity they chose. *
	0,51


	
	Vaginal examination during labour helps the midwife evaluate the cervix modifications. When the cervical dilatation starts, the examination should be repeated every one to two hours. * 
	0,48

	
	In case of a peridural analgesia, the bladder will be emptied through catheterization often, especially when intravenous fluids are given to the patient. *
	0,42

	
	Pain relief is a main concern. According to the patient’s tolerance, analgesia may be adapted in the most appropriate way. *
	0,40

	
	If labour hasn't begun yet, the frequency of fetal monitoring may be discussed according to local conditions (fetal head position, cordonal position, amniotic fluid quantity…).*
	0,37

	
	It is better to check the availability of wireless monitoring in the maternity chosen. *
	0,36

	
	In case of low-risk pregnancies with spontaneous labour, discontinuous monitoring may be offered and should be explained.**
	0,35

	
	It is good for the patient to visit the delivery room and the cesarean section surgery room before the delivery to make them familiar places.**
	0,32

	
	So, the patient or the couple may discuss the frequency of monitoring according to the obstetrical context.
	0,23

	
	Intermittent auscultation consists in listening to the fetal heart rate from time to time but is in daily practice difficult to implement as it implies the continuous presence of a healthcare professional to make sure the fetal rhythm is normal. It deciphers diminution of fetal heart rate and base rhythm.
	0,22

	Freedom of movements and posture during labour and fetal expulsion 
	The patient doesn’t have to stay motionless during fetal monitoring. But in case of a fetal rhythm anomaly, the team has to obtain reliable fetal monitoring which can be a burden for patient’s movement freedom*
	0,60

	
	The gynecologic position is used during medical and surgical procedures during labour (hands on approach during fetal expulsion, hemorrhage, fetal extraction, suture, …).* 
	0,57

	
	Choice of posture during expulsion may be discussed by the leading midwife. Practice may differ between them but the posture itself mainly depends on the patient’s feelings, with pain in the first place*
	0,56

	
	There is no fixed rule about position during labor. Though, some events like alteration of fetal rhythm may lead the staff to ask the patient to change position themselves (sometimes in a hurry).*
	0,55

	
	Guidance during pushing efforts is here to help the patient whose fatigue, position, reaction to drugs administered may alter her judgment. Practically, it consists in pushing while blocking the air in the lungs or while expiring according to the fetal descent in the pelvic excavation. * 
	0,48

	
	The midwife or doctor leading pushing efforts may guide the patient during this particular time. * 
	0,44

	
	Low-dose peridural analgesia permits free movements but also an efficient pain relief (for example during the head expulsion).** 
	0,34

	Staff and accompanying persons in the delivery room 
	It is shown that human support is of main importance during labour and favors physiological labour and delivery. * 
	0,55

	
	The accompanying person may be put aside if the situation requires it. * 
	0,55

	
	The accompanying person may be asked to stay distant to allow the staff to work in good enough conditions. The accompanying person should be next to the parturient in order to support her and to share the first moments of childbirth. * 
	0,46

	
	It is required to ask for consent of the staff before taking pictures if pictures or videos in the delivery room. ** 
	0,38

	
	Using the phone too early may alter first interactions with the baby.
	0,38

	
	Some health care professionals may not feel at ease with accompanying people during abnormal situations. ** 
	0,39

	
	It is important to know the maternity’s policy towards accompanying persons if it may not be the husband/wife or for additional people who want to attend the delivery. **
	0,37


* : statements selected after the first round ; ** statements selected after two rounds of Delphi consensus 


Theme 4 : First neonatal care in the delivery room
We here focus on first neonatal care and first interactions with the newborn. Neonatal resuscitation is also addressed with the parents’ point of view. As a reminder: we here aim at defining what is the most useful for patients to trigger a shared medical decision-making and not to evaluate the scientific validity which is told by professional recommendations. 
	
	
	Fleiss kappa value

	Kangaroo care and first breastfeeding
	Kangaroo care prevents the baby from hypothermia, facilitates first contact with the mother and first breastfeeding after the baby is born and improves the answer to stress of both the mum and the newborn. *
	0,56

	
	First contact with the newborn are privileged moments. It is important to consider it during first neonatal care, except in urgent first care to the newborn. * 
	0,53

	
	Kangaroo care helps establish the link, especially when breastfeeding is wished by the mother. It stimulates the child and lactation, while triggering suction reflex or contact with the maternal breast for the newborn. * 
	0,53

	
	Kangaroo care is not compulsory, and the mother shouldn’t feel forced and sometimes maternal care does not allow the woman to do it. This may be the opportunity for the accompanying person to take a more active place, even more if he felt left beside during the delivery process. *
	0,51

	
	First breastfeeding is even more beneficial in case of diabetes (better blood sugar regulation…).* 
	0,40

	
	Kangaroo care requires continuous supervision of a health care professional (midwife, childcare assistant) and not parents alone. A minimum requirement is an oxygen level monitoring to avoid incidents while providing some time and intimacy for the new family.** 
	0,34

	Delayed chord clamping: expected benefits 
	Benefits seem to be even bigger from premature babies. It improves the iron level (ferritin) in the neonate around 4 to 6 months old and reduces the prevalence of hypochromic anemia.** 
	0,37

	
	The time to talk about delayed clamping is at least 30 seconds to get a real benefit and allow pH analysis. 
	0,34

	
	If kangaroo care is not done properly, the newborn should be put in a warm cover and stimulated especially in case of respiratory distress. 
	0,32

	
	If the couple wants to donate blood from the umbilical cord, it will be difficult to respect delayed clamping. 
	0,29

	
	The newborn may be on his mother’s abdomen and this way the delayed chord clamping is still efficient due to some residual pressure delta. 
	0,28

	
	We have to stress that fetal wellbeing is assesses by the measure of lack of oxygen which cannot be performed if the delay is too long.  
	0,26

	
	Maternal position during delivery also influences the timing of clamping. A pressure delta can also be obtained in gynecologic position. 
	0,21

	Neonatal resuscitation: cases of non-indication from the medical point of view 
	In cases of neonatal resuscitation, it is of central importance to evaluate the obstetrical context of the couple and the pregnancy. Baby and mother should be close to an appropriate level maternity to have access to global evaluation and decide for the appropriate care for the newborn. * 
	0,51

	
	Each maternity will adjust the level of care according to the gestational age and expectations towards each procedure. The situation will be regularly assessed by the team to make sure each treatment is appropriate and each team member may be met to give advice to the parents about their child’s care. *
	0,42

	
	For the medical team, the main point is to avoid both doing too much (medical obstinacy) or too less (loss of chance). Under 25 weeks of pregnancy and 400 g of fetal weight, no active treatment may be offered in France. This decision can be adapted according to the unique situation of each patient. Later on, the situation may change according to daily modifications. *
	0,41

	
	After 25 weeks of pregnancy, there is hope for neonatal adaptation and success of resuscitation.
	0,30

	
	Neonatal resuscitation usually lasts for 10 to 20 minutes, and the process as well as the choices of the staff may be adapted and explained to the parents secondly.
	0,29

	What if things turn out differently…? 
	If the maternity that admitted the patient doesn’t provide a suitable level of care assume appropriate care to the newborn, they may be transferred to another hospital (in utero transfer).*
	0,58

	
	It may be also that after the delivery, the neonate needs more advanced care and must be transferred after the birth, or the mother. In this case, the staff will do its best to also transfer the other half as soon as possible to avoid separating them. * 
	0,52

	
	Transferring the patient doesn’t affect the establishment of a bound with the neonate. Though, the help of a psychologist specialized in perinatality may be of precious help. * 
	0,46


* : statements selected after the first round ; ** statements selected after two rounds of Delphi consensus 
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Theme 5: Perineal protection

We here address to discuss interventions before, during and after delivery. Il s'agit là de discuter les interventions possible et utiles avant, pendant et après l'accouchement. As a reminder: it is about assessing the accuracy to help patients participate actively in a shared medical decision, and not about the scientific accuracy of the statements, which is given by reference books. This table presents the kappa value for each statement.

	
	
	Fleiss kappa

	What can possibly prevent perineal lesion before and during delivery? 
	A history of episiotomy does not predict the need for an episiotomy for a second delivery. * 
	0,57

	
	Each patient has her own anatomy and history. Perineal examination is required in case of Crohn disease history, obstetrical anal sphincter injury or sexual mutilation, to determine the most appropriate way of delivery (cesarean section or vaginal delivery) and appropriate care (also in the post-partum period). * 
	0,37

	
	Perineal massage or warm white tissue application did not prove any efficiency in preventing perineal lesions. ** 
	0,35

	
	It is important for the patient to know her own perineum to visualize her own anatomy. * 
	0,35

	
	Expulsion of the shoulders requires the same attention from the health care professional. 
	0,34

	
	The health care professional will pay careful attention to control the fetal head expulsion by sustaining a pressure on the posterior perineum to avoid a too rapid expulsion of the head (“hands on” approach). ** 
	0,32

	
	Systematic episiotomy did not prove to reduce perineal lesions during instrumental delivery (some studies are in process). 
	0,32

	
	In case of fetal extraction/instrumental delivery, to control the fetal head expulsion after removing the forceps may help protecting the perineum as well.
	0,27

	
	Manual rotation of persistent posterior variety presentations (when the baby is looking up with a mum in dorsal decubitus) may diminish severe perineal lesions. ** 
	0,21

	Postures and breathing during delivery 
	If a peridural anesthesia is decided, movements and position changes may be limited by drugs’ effects. In this case, the attending midwife may give useful advice. * 
	0,48

	
	Pushing while breathing out may be trained before the delivery, during prenatal sessions. * 
	0,39

	
	To prevent perineal lesions during the delivery, postures described by Bernadette de Gasquet may be useful. 
	0,35

	Use of episiotomy 
	Except in some special cases, the risk of getting an episiotomy is not always predictable. It is during childbirth that the decision may be made in each particular case. * 
	0,61

	
	Episiotomy may be useful during instrumental delivery. It can be practiced if the perineum seems to block the fetal head on the perineum, even more when childbirth becomes urgent (fetal heart rate anomaly). * 
	0,52

	Obstetrical lesions of anal sphincter: initial care and follow-up 
	Perineal physical rehab is tough to propose to every patient because some symptoms may appear without any anatomical lesion. Even when a cesarean section is performed, without pushing efforts, the perineum sustains the weight of the pregnancy and may be modified by hormonal level changes. This rehabilitation also gives better chance of well-being after childbirth to the patient and assuming her woman body after giving birth. * 
	0,44

	
	Rectal examination allows to diagnose obstetrical anal sphincter lesions and is essential because it leads to an appropriate treatment. An expert repair of those lesions by a trained surgeon is necessary to optimize the post-natal care. * 
	0,42

	
	It is of central importance to ensure specialized and close follow-up of sever perineal lesions involving the ana sphincter. Patients can be offered early physical rehab and eventually some psychological support. Early consultation within 14 days and later consultation are essential to enhance the chance of favorable rehabilitation. **
	0,40

	
	Several grades of severity exist and have their own consequences. There is no direct correlation between anatomical lesions and functional consequences. * 
	0,34

	
	The main point is to obtain an anatomical repair of sphincter lesions by a trained surgeon fr this kind of procedures. ** 
	0,34

	
	No technique has shown superiority in terms of surgical repair for anal sphincter lesions. The most important is to treat visible lesions (“see and treat”). 
	0,19


* : statements selected after the first round ; ** statements selected after two rounds of Delphi consensus 
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Appendix B: Selected content
Theme 1: What do I need to know if I feel pain during labour?
	General information and epidural analgesia
	Taking care of pain release in of main importance in the delivery room.

	
	Each patient may express her experience of pain during labour, as the perception of pain is different in each person and each context.

	
	The staff may give some advice to the patient to choose a better moment to start peridural analgesia administration.

	
	How we experience pain is a complex and personal experience, which can be communicated during labour to the accompanying staff. *


	
	Peridural analgesia is so far the most efficient method to obtain pain relief during labour.


	
	It is important to think ahead of the delivery about the wish to get a peridural before labour starts, especially during the anesthesiologist‘s consultation.


	
	Peridural analgesia doesn’t cancel sensations during the delivery process but modifies them. It is possible to maintain sensitivity during pushing efforts while releasing painful sensations linked to uterine contractions.

	
	Peridural analgesia is efficient but never compulsory, even though some medical conditions may lead to strongly encourage it (multiple pregnancy, breech presentation, history of hemorrhage…). 


	
	Peridural may be inefficient sometimes. This should trigger some medical investigation to find the reason why, and maybe offer a new puncture.


	
	The most frequent hazard is the occurrence of a dural tear (1%) which may be recognized and accessible to medical treatment. It is to tell that it may be difficult for the mother to endure it as it usually happens early after childbirth and may affect first interactions with the baby.


	What can be used besides epidural?
	The accompanying person is of main importance. It includes the midwife, the partner, a family member, health care professionals… 


	
	Hypnosis, sophrology, full conscience may be used as well. Though, they require some time of training to be acquired by the patient.


	
	Working on the posture may help manage pain during labour. Without peridural analgesia, the patient often finds a soothing position. To conclude, spontaneous movements play an important role in pain managing.


	
	Acupuncture, massages, warm water immersion may be a help during labour.


	
	Those methods nor include nor exclude the use of peridural analgesia and pre-delivery preparation is of main importance.

	
	Local analgesia can be used (injection or spray) like for perineal suture, because systemic drugs may be useless in those cases.




· What if things do not happen as planned…?
Sometimes, despite how much the patient got prepared and the good care of the medical and paramedical team things do not happen the way we had planned them. In this case, the accompanying person’ role is even more important. A situation is never unchangeable in the delivery room and the way patients experience events may affect their perception and have them change their mind. Dialogue is fundamental in the context of childbirth. 


Theme 2: What medication can be used during labour and after ?
	What can be used to induce labour?
	The leading obstetrician may trigger the induction of labour for maternal or fetal indication. Each context may lead to a specific conversation and balance the decision, but it is of usual practice to discuss the patient’s preference.

	
	Induction of labour does not mean that the delivery will happen within a day, because of the sometimes-long process of cervical maturation. The efficiency of inducing relies on different factors: receptor characteristics, first examination, parity (number of previous deliveries) … Some are predictable, others are not.

	
	When induction of labour is decided, the fetal monitoring follows different protocols compared to natural labour to make sure you and your baby are doing good during that process.

	
	If the induction method chosen is inefficient or not well tolerated, it can be decided either to change the method, either to perform a cesarean section* 

	
	Accuracy of the table explaining induction of labour methods (attached document).

	How are drugs administered?
	Venous catheter insertion is considered as part of natural/physiological labour process. It is not always used to administer drugs.

	
	Though, the venous catheter is often used to administer fluids in the delivery room, to anticipate urgent situations. For example, to rapidly administer volume expansion in case of brutal hypotension.

	Is oral intake allowed after delivery?
	For her comfort, the patient is allowed to ingest liquid food (without mater nor gas), gels and fluids during labour as well as anti-acidic drugs.

	
	Though, in the two hours following childbirth, which is at highest risk of hemorrhage, oral intake is not allowed. After this time lapse, the monitoring is lightened. 

	Which and how are antibiotics used ?
	Main indications for antibiotic administration during labour are: prevention of Streptococcus agalactiae materno-fetal infection, premature rupture of membranes of more than 12 hours without labour, chorioamnionitis signs.

	
	Main antibiotics administered are: amoxicillin or clindamycin in case of allergy. Those are well known and do not present any fetal or neonatal risk. The main risk is allergy, which should be checked during the anesthesiologist’s consultation.

	
	In case of infectious hazard (endouterine procedure, internal version of breech position, fetal extraction, severe perineal tear), an antibiotic shot can be administered.

	Why and when will oxytocin be used?
	Oxytocin is a synthetized hormone, very close structurally and pharmacologically to the natural hormone. It increases the frequency and intensity of uterine contractions.

	
	Oxytocin is used in case of post-partum hemorrhage, lack of uterine retraction after a cesarean section, insufficiency of uterine contractions during labour.

	
	No fetal anomaly when oxytocin is used as it should. Oxytocin is not toxic towards the neonate.

	
	Each woman has her own sensitivity towards medications (receptors characteristics, drug metabolism, drugs administered before…). Also, there can be an excess of number or intensity of contractions despite proper drug administration. This is why dosage should always be increased gradually.

	
	During placental expulsion, a quick administration of oxytocin shot prevents an hemorrhage to occur. This is the only procedure that proved to be efficient towards post-partum hemorrhage in evidence-based medicine literature. To refuse to deliver it is taking some unnecessary risks for the mother and so contrary to good practice.



· Labour induction: This table explicates the different ways of inducing labour and associated conditions.

	Method

	Physiopathology

	Advantages
	Risks associated

	Prostaglandin 
	Local maturing of the cervix 

Provokes uterine contractions
	Non favorable cervix preparation
	Too strong or too frequent uterine contractions

It is important to explain that the pain related to uterine contractions is not specifically associated with the product.

In case of uterine scar, this drug is contra-indicated because of the risk of uterine rupture.

	Oral misoprostol 
	Provokes uterine contractions and hormonal cervix maturing 
	Oral administration: no cervix irritation nor vaginal irritation 

Thresholds for administration and low doses compared to the other options
	Risk of too strong uterine contractions.

In case of uterine scar, this drug is contra-indicated because of the risk of uterine rupture.

	Cervical Ripening Balloon
	Mechanical dilatation and detaching of the amniotic membrane 
	Local mechanical action and release of natural hormones: double physical and chemical action

Retrieval and adjustment of the balloon is possible at any time
	Sometimes hard to insert if the cervix is posterior and closed.

Variable tolerance according to the patient


	Oxytocin
	Triggers uterine contractions
	Natural hormone produced by the human body. 

Speed of administration monitored and adjustable
	
Maximum of efficiency if the cervix is mature.

Maximum dosage should never be reached.





Theme 3: What happens in the delivery room?
	How is labour monitored?
	If labour hasn’t started, the frequency of fetal monitoring may be discussed according to local conditions (fetal head position, cordonal position, amniotic fluid quantity…).

	
	Fetal monitoring consists in continuous fetal heart rate recording with uterine contractions measurement (intensity and frequency). Continuous monitoring allows to determine the base heart rate of the baby.

	
	Intermittent auscultation consists in listening the fetal heart rate from time to time, but is in daily practice difficult to implement as it implies the continuous presence of a health care professional to make sure the fetal rhythm is normal. It deciphers diminution of fetal heart rate and base rhythm.

	
	In case of low-risk pregnancies with spontaneous labour, discontinuous monitoring may be offered and should be explained.

	
	Having drug administration or induction of labour leads to more intense fetal monitoring.

	
	The way to induce labour may be discussed with the patient and has to be explained.

	
	Pain relief is a main concern. According to the patient’s tolerance, analgesia may be adapted in the most appropriate way.

	
	It is good for the patient to visit the delivery room and the cesarean section surgery room before the delivery to make them familiar places. **

	
	It is also nice for couples to know what kind of accessories like balloon, bathtub, dilatation hamac… and so on are available in the maternity they chose.

	
	Vaginal examination during labour helps the midwife evaluate the cervix modifications. When the cervical dilatation starts, the examination should be repeated every one to two hours.

	
	In case of a peridural analgesia, the bladder will be emptied through catheterization often, especially when intravenous fluids are given to the patient.

	Can I change position during labour and delivery? 
	The patient doesn’t have to stay motionless during fetal monitoring. But in case of a fetal rhythm anomaly, the team must obtain reliable fetal monitoring which can be a burden for patient’s movement freedom.

	
	There is no rule about position during labour. Though, some events like alteration of fetal rhythm may lead the staff to ask the patient to change position themselves (sometimes in a hurry).

	
	Choice of posture during expulsion may be discussed by the leading midwife. Practice may differ between them but the posture itself mainly depends on the patient’s feelings, with pain in the first place.

	
	Low dose peridural analgesia permits free movements but also an efficient pain relief (for example during the head expulsion). 

	
	The gynecologic position is used during medical and surgical procedures during labour (hands on approach during fetal expulsion, hemorrhage, fetal extraction, suture, …). 

	
	The midwife or doctor leading pushing efforts may guide the patient during this special time. 

	
	Guidance during pushing efforts help the patient whose judgment is altered by fatigue, position, and in reaction to drugs. Practically, it consists in pushing while blocking the air in the lungs or while expiring according to the fetal level in the pelvic excavation 

	Who may be with me during labour? 
	It is shown that human support is of main importance during labour and favors a physiological labour and delivery.

	
	It is required to ask for consent of the staff before taking pictures if pictures or videos in the delivery room

	
	The accompanying person may be asked to stay distant to allow the staff to work in good enough conditions. The accompanying person should be next to the parturient in order to support her and to share the first moments of childbirth

	
	The accompanying person may be put aside if the situation requires it. 

	
	Some health care professionals may not feel at ease with accompanying people during abnormal situations. 



Theme 4: How is the baby taken care of in the delivery room ?
	Kangaroo care and first breastfeeding
	First interactions with the newborn are privileged moments. It is important to consider it during first neonatal care, except in urgent first care to the newborn. 

	
	Kangaroo care prevents the baby from hypothermia, facilitates first contact with the mother and first breastfeeding after the baby is born and improves the answer to stress of both the mum and the newborn.

	
	Kangaroo care requires continuous supervision of a health care professional (midwife, childcare assistant) and not parents alone. A minimum requirement is an oxygen level monitoring to avoid incidents while providing some time and intimacy for the new family.

	
	Kangaroo care helps establish attachment, especially when breastfeeding is wished by the mother. It stimulates the child and lactation, while triggering suction reflex or contact with the maternal breast for the newborn.

	
	Kangaroo care is not compulsory, and the mother shouldn’t feel forced and sometimes maternal care does not allow the woman to do it. This may be the opportunity for the accompanying person to take more active place, eve, more if he felt left beside during the delivery process.

	What does late clamping bring to the baby? 
	Benefits seem to be even bigger from premature babies. It improves the iron level (ferritin) in the neonate around 4 to 6 months old and reduces the prevalence of hypochromic anemia.

	What is a newborn resuscitation? 
	In cases of neonatal resuscitation, it is of central importance to evaluate the obstetrical context of the couple and the pregnancy. Baby and mother should be close to an appropriate level maternity to have access to global evaluation and decide for the appropriate care for the newborn.

	
	For the medical team, the main point is to avoid both doing too much (medical obstinacy) or too less (loss of chance). Under 25 weeks of pregnancy and 400 g of fetal weight, no active treatment may be offered in France. This decision can be adapted according to the unique situation of each patient. Later on, the situation may change according to daily modifications.

	
	Each maternity will adjust the level of care according to the gestational age and expectations towards each procedure. The situation will be regularly assessed by the team to make sure each treatment is appropriate, and each team member may be met to give advice to the parents about their child’s care.

	What if things turn out unexpectedly…? 
	Transferring the patient doesn’t affect the establishment of a bound with the neonate. Though, the help of a psychologist specialized in perinatality may be of precious help.

	
	It may be also that after the delivery, the neonate needs more advanced care and has to be transferred after the birth, or the mother. In this case, the staff will do its best to also transfer the other half as soon as possible to avoid separating them.



Theme 5: Perineal protection
	What can possibly prevent perineal lesion before and during delivery? 
	It is important for the patient to know her own perineum to visualize her own anatomy.

	
	A history of episiotomy does not predict the need for an episiotomy for a second delivery. 

	
	Perineal massage or warm white tissue application did not prove any efficiency in preventing perineal lesions.

	
	Manual rotation of persistent posterior variety presentations (when the baby is looking up with a mum in dorsal decubitus) may diminish severe perineal lesions.

	
	The health care professional will pay careful attention to control the fetal head expulsion by sustaining a pressure on the posterior perineum to avoid a too rapid expulsion of the head (“hands on” approach). 

	Postures and breathing during delivery 
	If a peridural anesthesia is decided, movements and position changes may be limited by drugs’ effects. In this case, the attending midwife may give useful advice.

	
	Pushing while breathing out may be trained before the delivery, during prenatal sessions.

	When is episiotomy used?
	Episiotomy may be useful during instrumental delivery. It can be practiced if the perineum seems to block the fetal head on the perineum, even more when childbirth becomes urgent (fetal heart rate anomaly). 

	
	Except in some special cases, the risk of getting an episiotomy is not always predictable. It is during childbirth that the decision may be made in each case.

	What if there is a severe perineal injury?
	Perineal physical rehab is tough to propose to every patient because some symptoms may appear without any anatomical lesion. Even when a cesarean section is performed, without pushing efforts, the perineum sustains the weight of the pregnancy and may be modified by hormonal level changes. This rehabilitation also gives better chance of well-being after childbirth to the patient and assuming her woman body after giving birth.





Appendix 3: Fleiss kappa values – first round of consensus
Table 2: Results of the first round of Delphi consensus
	THEME 1: ANALGESIA DURING LABOUR
	Fleiss kappa coefficient*

	General information and peridural analgesia 
	0,48 (0,08)

	Drug alternatives to peridural and others 
	0,34 (0,11)

	THEME 2: DRUG ADMINISTRATION BEFORE AND DURING LABOUR
	

	Labour induction 
	0,42 (0,10)

	Drugs facilitating the labour process 
	0,35 (0,15)

	Hydration and venous catheterization 
	0,43 (0,06)

	Antibiotics
	0,48 (0,09)

	Oxytocin administration during labour 
	0,44 (0,11)

	Homeopathy
	0,16 

	Emergency drugs 
	0,27 (0,05)

	THEME 3: WHAT HAPPENS IN THE DELIVERY ROOM ? 
	

	Monitoring in the delivery room 
	0,40 (0,11)

	Mobility and posture liberty during labour and pushing 
	0,51 (0,08)

	Accompanying persons in the delivery room 
	0,44 (0,08)

	THEME 4: FIRST NEONATAL CARE IN THE DELIVERY ROOM  
	

	Kangaroo care and first breastfeeding 
	0,48 (0,09)

	Late umbilical cord clamping and its benefits
	0,30 (0,05)

	Neonatal resuscitation 
	0,39 (0,09)

	What if nothing goes as planned…? 
	0,52 (0,06)

	THEME 5: PERINEAL TEARS PREVENTION
	

	Preventing perineal tears 
	0,35 (0,02)

	Postures and breathing while pushing 
	0,41 (0,07)

	Episiotomy
	0,57 (0,07)

	Severe perineal tears 
	0,36 (0,09)


*: mean kappa value ; () : standard deviation


Appendix 4: Fleiss kappa values – second round of consensus
	THEME 1 : ANALGESIA DURING LABOUR
	Fleiss  Kappa coefficient*

	General information and peridural analgesia 
	0,46 (0,03)

	Drug alternatives to peridural and others
	0,33 (0,12)

	THEME 2 : DRUG ADMINISTRATION BEFORE AND DURING LABOUR
	

	Labour induction 
	0,39

	Drugs facilitating the labour process 
	0,19 (0)

	Hydration and venous catheterization 
	0,47

	Oxytocin administration during labour 
	0,45 (0,07)

	Homeopathy
	0,21

	Emergency drugs 
	0,36 (0,12)

	THEME 3 : What happens in the delivery room ?
	

	Monitoring in the delivery room 
	0,40 (0,09)

	Mobility and posture liberty during labour and pushing 
	0,53

	Accompanying persons in the delivery room 
	0,55 (0,06)

	THEME 4 : FIRST NEONATAL CARE IN THE DELIVERY ROOM  
	

	Kangaroo care and first breastfeeding 
	0,56

	Late umbilical cord clamping and its benefits
	0,42 (0,11)

	Neonatal resuscitation 
	0,34 (0,05)

	THEME 5 : PERINEAL TEARS PREVENTION
	

	Preventing perineal tears 
	0,41 (0,40)

	Postures and breathing while pushing 
	0,38

	Severe perineal tears 
	0,46 (0,12)


* : mean kappa values ; () : standard deviation
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