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ABSTRACT

Objective: Spontaneous vaginal births are often the presumed choice, representing 45% of UK births. However, information
about benefits and risks is inconsistently given, impacting decision-making and experience. A Core Information Set (CIS) is an
agreed set of information points discussed prior to a decision. We aimed to develop a CIS for vaginal birth.

Design: A Delphi study was used to create the CIS. Information points were identified from a literature search, patient leaflets,
interviews, and a survey. These informed a two-round Delphi survey, where stakeholders rated item importance. Items rated
critically important by >80% of parents or professionals, and of limited importance by <15%, progressed to consensus meetings,
where 20 parents and professionals discussed retained items. The final CIS was populated with an engagement group ensuring
accessibility.

Setting: The study took place in the UK, with participants recruited online.

Population: Pregnant and postnatal women, birth partners, healthcare professionals, medicolegal professionals, and represent-
atives from relevant organizations.

Main Outcome: A CIS for vaginal birth.

Results: 77 information items were identified. In round 1 (631 participants) of the Delphi Survey, 84.5% were from the patient
group and 15.5% from the professional group; in round 2 (228 participants), 74.3% were from the patient group and 25.7% from the
professional group. 29 items met the criteria for consensus discussion. The final CIS includes 19 information points addressing:
labour process, pain relief, labour complications, procedures or interventions during labour, experiences after birth, outcomes
for the baby and labour environment.

Conclusions: This CIS can facilitate discussions and support informed decision-making about vaginal birth.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium,
provided the original work is properly cited.

© 2025 The Author(s). BJOG: An International Journal of Obstetrics and Gynaecology published by John Wiley & Sons Ltd.
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1 | Introduction

Less than half of births in the UK are spontaneous vaginal births
[1]. For many women, unless a caesarean birth (CB) is indicated, a
vaginal birth is the presumed choice [2]. This assumed preference
may have contributed to antenatal information about vaginal birth
being inconsistent and insufficient [3]. Having greater knowledge
about birth may influence women's decisions and improve experi-
ences [4]. There is interest in developing decision aids to support
birth choices [5-8]. Supporting women to make informed choices
is championed by the National Institute for Health and Care
Excellence (NICE) [9], birth advocacy groups [10], and enshrined
in law [11].

The physiological process of vaginal birth has benefits for
mother and baby, including shorter hospital stays, decreased
risk of maternal wound infection, and increased breastfeeding
rates [12-15]. Risks include shoulder dystocia, pelvic floor and
birth trauma, or neonatal morbidity, which can impact a wom-
an's, or baby's, long-term health [16, 17]. Knowing these risks
and benefits may influence decision making. The paucity of
high-quality antenatal information can have detrimental effects
on pregnancy and labour experiences [18]. It increases anxieties
due to fear of the unknown and leads to a disconnect between
expectation and reality [16, 19, 20], contributing to reduced birth
satisfaction, and post-traumatic stress disorder [19-21].

Access to consistent, high-quality antenatal information is
imperative. Whilst women are not asked to consent to vaginal
birth, the General Medical Council (GMC) document on deci-
sion making and consent requires that women are given appro-
priate information [22]. Information provision about CB and
instrumental birth has improved, but there has been limited
progress with information about vaginal birth [23, 24].

Core Information Sets (CIS) aim to improve the consistency
and quality of information, whilst not overwhelming patients.
A CIS is developed systematically, achieving consensus be-
tween patients and healthcare professionals about the key
information that should be discussed prior to a treatment or
clinical decision [25, 26].

We aimed to define a CIS for vaginal birth, to provide consistent,
patient-centred information to ensure women are well-informed
about vaginal birth [24].

2 | Details of Ethical Approval

Approval was granted on 27th April 2022 by the University of
Bristol Research Ethics Committee (Ref: 10530).

3 | Methods

This study was registered with the Core Outcome Measures
Effectiveness in Tests initiative (https://comet-initiative.org/
Studies/Details/2069), and adheres to their recommended pro-
tocol and development standards [27] and the COS-Standards
for Reporting guidance (Table S1) [28, 29]. The methodology was
adapted from core outcome sets and CIS [30-32]. Reporting is in

line with the DELPHISTAR standardised reporting recommen-
dations (Table S2) [33]. The Delphi panel constitution, feedback
iteration, and management of attrition are described in Stages
3 and 4. Stability of responses between rounds was assessed by
comparing distributions of item ratings and participant demo-
graphics, following DELPHISTAR reporting recommendations.
The protocol has been previously published [34]. The five-stage
process is detailed below.

3.1 | Stage 1: Development of Long-List

A ‘long-list’ of all information points about vaginal birth was
collated from a systematic review, patient information leaflets,
interviews with antenatal and postnatal women, and a stake-
holder survey.

3.1.1 | Scoping Review

A pragmatic literature search was conducted by an informa-
tion specialist (SD) in September 2022, to identify outcomes and
information points about vaginal birth. The search was lim-
ited to English language systematic reviews (2020-2022) and
Cochrane reviews (2017-2022). These timeframes were applied
due to the large volume of eligible papers, with data saturation
likely within these periods. Studies were not excluded for meth-
odological quality or risk of bias, as this was not relevant to
information-point extraction.

Patient information leaflets on vaginal birth were sourced
from the Royal College of Obstetricians and Gynaecologists
(RCOG) [35], Tommy's Pregnancy Information [36], and
NHS Trusts [37]. Leaflets on instrumental birth and vaginal
birth after caesarean (VBAC) were excluded as these are re-
lated to specific clinical decisions rather than to vaginal birth
generally.

Two researchers (AD, SI) screened titles, abstracts, and full
texts using Covidence software [38]. Information items were ex-
tracted from papers by multiple reviewers (AD, GS, ADe, SI).
Extracted items included any measured outcome, risk, or com-
plication reported. A pre-piloted extraction form (Appendix S1)
was used to extract items, and a similar form (Appendix S2) for
patient leaflets.

3.1.2 | Interviews

Semi-structured qualitative interviews were conducted with
pregnant (>12weeks) and postnatal women, regardless of
the mode of birth. Participants were recruited online via so-
cial media. Three researchers (AD, ADa, AM) conducted in-
terviews, using a topic guide to explore participants’ views
on important information to share with expectant mothers
(Appendix S3), recorded on an encrypted audio recorder.
Interviews were transcribed and analyzed using thematic
analysis [39]. Interviews were coded to identify information
points about vaginal birth. Analysis was conducted in parallel
with the interviews, ensuring that when data saturation was
achieved, interviews concluded.
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3.1.3 | Stakeholder Survey

An online survey to capture information points from stake-
holder groups was undertaken. Stakeholders were all UK-based,
and included antenatal and postnatal women, birth partners,
healthcare professionals who work alongside women in labour
and postnatally, representatives from groups with an interest in
women's birthing rights, and medicolegal experts with an in-
terest in reproductive health. The survey was conducted online
using REDCap software [40]. Participants’ roles and demograph-
ics were collected before they were asked to list the information
items they believed to be crucial for women to be informed of
when considering a vaginal birth. Survey data were thematically
analysed, and responses were coded to identify key information
items. Codes were grouped to create themes and key informa-
tion points were then identified from each of these [39].

3.2 | Stage 2: Developing the Long List
of Information Points

Using the exhaustive ‘long-list’ from stage 1, the information
items were grouped thematically into subcategories to support
presentation. The core research team (AD, AM, ADa) met to
establish how items should be worded in the survey, and to de-
velop definitions for items to support understanding. Duplicate
items were removed. We had planned to involve the whole re-
search team in this process, but due to time constraints this was
carried out by three members of the team.

The long-list was presented as an online survey using REDCap
[40]. It was piloted with four pregnant and postnatal women
using Think-Aloud interviews [41]. Changes were made to en-
hance the usability of the survey. The involvement of pregnant
and postnatal women in this stage helped shape the final long-
list for the Delphi survey rounds.

3.3 | Stage 3: The Delphi Survey

Survey participants were recruited through social media.
Stakeholders included antenatal/postnatal women, birth partners,
healthcare professionals (obstetricians, midwives, midwifery care
assistants, anaesthetists, general practitioners and physiothera-
pists), representatives of birth-rights groups, medicolegal experts
and researchers with an interest in reproductive health.

The survey was presented in a two-round modified Delphi pro-
cess on REDCap [40]. Each round stayed open for approximately
8weeks. Demographic data were collected at the start of the sur-
vey, including which stakeholder group they belonged to, age,
area of residence, and level of education. All participants were
asked about their parity and modes of birth. Stakeholders were
subdivided into the parent/non-professional group (antenatal
and postnatal women, birth partners, representatives from in-
terested groups) and professional group (healthcare profession-
als, medicolegal experts, researchers). Professionals were asked
for information on their job role, work location and experience.
Professionals who were pregnant, had a baby, or were partners
of someone who was pregnant or had a baby, were included in
the professional group.

In round 1, survey participants were asked to rate the impor-
tance of each individual item for inclusion in a CIS on a 9-
point Likert scale (1-3 limited importance; 4-6 important but
not critical; 7-9 critical). This categorisation follows COMET
Initiative recommendations for consensus studies. While scores
of 7, 8 and 9 may reflect different levels of strength of opinion,
grouping them ensures comparability with other Delphi studies
and simplifies the consensus process. A priori exclusion crite-
ria were applied to the removal of items between rounds: where
>80% of one of the stakeholder groups (patients/professionals)
voted the item as being of limited importance, and <15% from
either group believed it to be critically important, the item was
removed before round 2.

In round 2, the Delphi survey with the retained items from the
first round was redistributed to round 1 participants. Round 2
included information on: the participant's own score, the me-
dian score, and histograms representing the distribution of
scores for parents and professionals for each point. Participants
were asked to vote again using the same 9-point scale.

Information items which were rated as critically important
by >80% of participants, either parents or professionals inde-
pendently, with <15% from either group classifying as limited
importance, were carried forward to the consensus meetings.

3.4 | Stage 4: Consensus Meetings

An online consensus meeting was planned using Zoom video
conferencing software [42]. Due to the number of items, two
meetings were held. We purposively sampled Delphi partici-
pants (both parents and professionals) to achieve a mix of roles.

The consensus meeting participants were shown the median
scores for both the parent and professional groups, as well as
a graphical illustration of the distribution of scores for these
groups. Participants were asked to discuss their views on each
individual item, and whether it was vital to discuss with all
women planning a vaginal birth. A nominal group technique
was used for discussions, whereby participants were presented
with the data, given some time to consider the item, and then en-
couraged to share ideas in a group discussion [43]. Participants
were then asked to anonymously vote on items to ‘include’, ‘do
not include’ or ‘unsure’. Voting was conducted using the in-built
voting system on Zoom, which does not tell participants who has
voted for each option. Voting did not allow us to decipher how
individuals (and thus the different groups) voted on each item.
Consensus to include or exclude an item was defined a priori as
>80% of participants agreeing to include it. Where consensus
was not reached, further discussion and re-voting took place,
until a consensus was reached.

3.5 | Stage 5: Populating the Vaginal Birth Core
Information Set

The agreed CIS items were then populated with information
from National Institute for Health and Care Excellence's guide-
lines, Royal College of Obstetrics and Gynaecologists' Green
Top Guidelines and systematic reviews with a preference for
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Cochrane reviews due to their rigorous nature. Women and
health professionals participating in an engagement group re-
fined the content.

4 | Results
4.1 | Stagel

The scoping review included 145 relevant papers and 29 pa-
tient information leaflets. Seventeen interviews with antenatal
and postnatal women were undertaken, and 136 participated
in the online stakeholder survey. 426 information items were
identified.

4.2 | Stage2

Items identified in stage 1 were organised into a Delphi survey of
11 categories comprising 77 information items. Categories were:
birth environment, labour process, pain relief, possible compli-
cations, possible intrapartum and postnatal procedures/inter-
ventions, experience after birth (short, medium, and long term),
outcomes for the baby, and wider effects of birth (Appendix S4).
Following piloting, the number of information items was re-
duced to avoid duplication, and wording and functionality of the
survey were refined, until the survey was deemed usable and
ready for circulation. This process produced 74 items for round
1 of the Delphi survey.

4.3 | Stage3
4.3.1 | Delphi Round1

Demographic characteristics of the parent and professional par-
ticipants group are detailed in Table 1. Pregnancy-related demo-
graphics are shown in Table S3.

631 participants took part in round 1. We were not able to cal-
culate the response rate for the survey due to the methods of
recruitment. 533 (84.5%) were parents, birth partners or mem-
bers of charity organisations, and 98 (15.5%) were profession-
als. 335 (62.9%) non-professional participants had given birth
to at least one baby, and 144 (27.0%) were pregnant. 92 (17.3%)
participants from this group were partners of someone who
had been or was pregnant, and a further six (0.02%) were from
groups or charities with an interest in pregnancy and birth.
Participants represented all regions of the United Kingdom.
362 (67.9%), identified as white British, and 61 (11.4%) iden-
tified as white other. 102 (19.1%) identified as being of non-
white ethnicity.

Of those that had previously given birth, 262 (78.2%) of these
had experienced a spontaneous vaginal birth, 50 (14.9%) an
assisted vaginal birth (forceps or ventouse), and 68 (20.3%)
had experienced an emergency (11.3%) or elective (9.0%)
caesarean.

From the professionals’ group, 33 (33.7%) were midwives, and
five were midwifery care assistants (5.1%). 38 (38.8%) were

obstetric doctors, of which 25 (65.8%) were consultants or spe-
cialty doctors, and 13 (34.2%) were trainees or clinical fellows.
Ten (10.2%) professionals were anaesthetists and general practi-
tioners. One participant was a medicolegal expert and five were
researchers.

None of the information items in round 1 (scoring shown in
Table S4) met the predefined criteria for exclusion, and therefore
all items were carried forward to round 2.

Analysis of the free text comments resulted in three new items
relating to family planning, comparisons with other modes of
birth, and after care immediately following vaginal birth.

4.3.2 | Delphi Round 2

Of the 631 completing round 1, 526 provided an active email
for round 2. Of these, 288 completed round 2, representing
an attrition rate of 45.2%. 214 (74.3%) participants were pa-
tients. Professionals made up a larger proportion in round 2
(R2:25.7%) than round 1 (R1:15.5%). Among parous women,
mode of birth proportions were broadly similar across rounds.
Vaginal birth remained most common (R1:78.2% vs. R2:84.9%).
Assisted vaginal births were slightly higher in round 2 (R1:
14.9% vs. R2:17.9%), while emergency (R1:11.3% vs. R2:8.9%)
and elective (R1:9.0% vs. R2: 6.1%) caesareans were lower in
round 2. Thus, attrition did not substantially alter the distribu-
tion of birth experiences.

29 items met the criteria to be included in the consensus meet-
ings. Table S5 summarises the survey results for all items in
round 2, with those rated as critical (7-9) for inclusion in the CIS
by >80% of participants from either group highlighted.

4.4 | Stage4

Two online consensus meetings were undertaken to support
attendance and ensure adequate time for discussion. 20 partic-
ipants attended both meetings. The participants were nine par-
ent representatives (six pregnant women who previously had a
baby, three members of interested charities or organisations),
three researchers, and eight from the professionals’ group (five
obstetricians, three midwives). Attendance was comparable
across meetings, with a similar mix of parent and professional
participants, facilitating balanced discussions. As half the par-
ticipants were from the patient group, as aimed for in the proto-
col, equal weighting was given to all votes.

Of the 29 items carried forward, 12 met the pre-specified in-
clusion criteria for the CIS without needing discussion in the
consensus meeting, as >90% of participants from one or both
groups had scored them as critical in the second Delphi round.
These information points are highlighted in blue in Table S5,
and the final items are shown in Table S6.

Before the meetings, the study team reviewed closely related
items and proposed mergers. These were presented to consen-
sus meeting participants and agreed upon through discussion
and anonymous Zoom voting (‘yes’, ‘no’ or ‘unsure’) [42]. For

4

BJOG: An International Journal of Obstetrics & Gynaecology, 2025

85U8017 SUOWILLOD 3A 81D 3|ced! dde 8Ly Aq pausenob afe sajole VO ‘8sN JO Sa|nJ o Akeid18UI|UO /8|1 UO (SUORIPUOD-PUR-SLLIBILIOD"AB | 1M ARIq 1 BU1[UO//SdNL) SUORIPUOD PUe SWie | 8U1 89S *[5202/2T/T0] Uo ARiqi7auliuo A8 |1M ‘uopuo JO Aisienun S61099 1S Aq T200.'8250-TLT/TTTT OT/I0P/wW00 A8 |imAriqijpuljuouABaoy/sdny wolj pepeoiumod ‘0 ‘8ZS0T.yT



TABLE1 | Demographic characteristics of participants in round 1 and 2 of the Delphi process.

Patient group participants

Round 1 (n=533)

Round 2 (n=214)

Role (able to select more than 1)
Pregnant at time of completing survey
Previously been pregnant

Partner of someone who had been or is pregnant
Member of interested organisation or charity
Sex

Female

Male

Prefer not to say

Other

Ethnicity

White British

White other

Mixed/Multiple

Asian/Asian British
Black/African/Caribbean/Black British
Other

Prefer not to say

Age

Under 21

21-30

31-40

41-50

51-60

61-70

Prefer not to say

Education level

Pre-GCSC

GCSE

A levels

Post grad degree

Bachelors/equivalent

Prefer not to say

Other

Area of residence

East of England

London

Midlands

N (%)
144 (27.0)
335 (62.9)
81 (15.2)

6(1.1)

N %)
483 (90.6)

50 (9.4)

0(0.0)

0(0.0)

N (%)
362 (67.9)
61 (11.4)

32(6.0)
46 (8.6)
23 (4.3)

2(0.4)

7(1.3)

N (%)

3(0.6)
264 (49.5)
222 (41.7)

33(6.2)

8(1.5)

3(0.6)

0(0.0)

N (%)

16 (3.0)
45 (8.4)
76 (14.3)
158 (29.6)
236 (44.3)

2(0.4)

0(0.0)

N (%)
84 (15.8)
74 (13.9)

38 (7.1)

N (%)
42 (19.6)
179 (83.6)
34 (15.9)

6(2.8)

N (%)
197 (92.1)

17 (7.9)

0 (0.0)

0(0.0)

N (%)
164 (76.6)

13(6.1)

17 (7.9)

16 (7.5)

4(1.9)

0 (0.0)

0(0.0)

N (%)

1(0.5)
113 (52.8)
73 (34.1)

18 (8.4)

6(2.8)

3(1.4)

0 (0.0)

N (%)

1(0.5)

10 (4.7)

16 (7.5)
94 (43.9)
93 (43.5)

0(0.0)

0(0.0)

N (%)
26 (12.1)
25(11.7)

16 (7.5)

(Continues)

BJOG: An International Journal of Obstetrics & Gynaecology, 2025

85U8017 SUOWILLOD 3A 81D 3|ced! dde 8Ly Aq pausenob afe sajole VO ‘8sN JO Sa|nJ o Akeid18UI|UO /8|1 UO (SUORIPUOD-PUR-SLLIBILIOD"AB | 1M ARIq 1 BU1[UO//SdNL) SUORIPUOD PUe SWie | 8U1 89S *[5202/2T/T0] Uo ARiqi7auliuo A8 |1M ‘uopuo JO Aisienun S61099 1S Aq T200.'8250-TLT/TTTT OT/I0P/wW00 A8 |imAriqijpuljuouABaoy/sdny wolj pepeoiumod ‘0 ‘8ZS0T.yT



TABLE1 | (Continued)

Patient group participants

Round 1 (n=533) Round 2 (n=214)

North East England and Yorkshire
North West

Northern Ireland

Scotland

South East

South West

Wales

Other

61 (11.4) 22(10.3)
99 (18.6) 42 (19.6)
33(6.2) 8(3.7)
42(7.9) 11 (5.1)
35(6.6) 18 (8.4)
38(7.1) 32(15.0)
17 (3.2) 10 (4.7)
12 (2.3) 4(1.9)

Stakeholder group participants

Round 1 (n=98)

Round 2 (n=74)

Stakeholder profession
Midwives

Midwifery care assistants
0&G doctors
Anaesthetists

General practitioners
Medico-legal experts
Researchers

Others

Years held in position
<5years

5-10years

11-20years

>20years

N (%) N (%)
33(33.7) 25(33.8)
5(5.1) 2(27)
38 (38.8) 28 (37.8)
5(5.1) 5(6.8)
5(5.1) 5(6.8)
1(1.0) 1(1.4)
5(5.1) 2(2.7)
6(6.1) 6 (8.1)
N (%) N@%)
24 (24.5) 18 (24.3)
26 (26.5) 20 (27.0)
28 (28.6) 19 (25.7)
20 (20.4) 17 (23.0)

example, “Pelvic floor injury” and “Bladder or bowel symp-
toms” became “Pelvic floor injury and potential issues with this
area following birth.” “Choice of birth location” and “Transfer
of birth location during labour” merged into “Choice of where
to give birth.” “The process of speeding up labour” was incor-
porated into “How the stages of labour are defined, and the ex-
pected progress.” Two items merged with two already meeting
automatic inclusion thresholds (“How the stages of labour are
defined...” and “How a baby's wellbeing is checked”); discus-
sions addressed both merging and inclusion, resulting in the
automatic inclusion of both. A full list of merged items, includ-
ing the process and rationale, is outlined in Table S7.

After combining items, the participants discussed and voted.
If no consensus was reached, further discussions preceded an-
other vote. Voting results appear in Table S8. Both meetings
used identical item lists, formats, and thresholds. Overlapping
items were re-presented in the second meeting for confirmation.
No inconsistencies emerged between meetings.

From the discussed items the meeting participants derived two
distinct groups of CIS items. The first of these was items related

to decision making about whether to have a vaginal birth, which
was determined to be the key purpose of this core information
set. The second was important information after having decided
to have a vaginal birth, to ensure they are as prepared as pos-
sible. Following the voting, 19 items were included in the final
vaginal birth CIS, which were categorised into seven domains
(Figure 1 and Table S9 for more detail). The consensus group
wanted an additional supplementary list of 5 items for sharing
once a vaginal birth was planned (Figure 2 and Table S10 for
more detail).

A total of 74 items entered round 1 of the Delphi survey, all of
which proceeded to round 2. Following scoring, 29 met the cri-
teria for discussion at consensus meetings, where overlapping
items were also merged. The final CIS comprised 19 items.

4.5 | Stage5

Seven Patient and Public Involvement and Engagement (PPIE)
groups were held with 22 participants to populate and refine
the content (Appendices S5 and S6). The PPIE groups involved
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Labour process

How the stages of labour are defined, and the expected progress through these.

Giving birth to the placenta.

Expected experiences whilst pushing during labour, when about to give birth.

Choice of where to give birth (home, midwife led unit, consultant led unit), and when & why may it
be recommended to change location during labour.

Use of medical pain relief in labour including gas & air, oral medications (i.e. paracetamol,
dihydrocodeine), injectable medications (i.e. pethidine, diamorphine) & epidural.

Environment during labour

Labour companions who you can choose to have present during labour and their role in the process.

Keeping mobile and adopting different positions in labour.

Vaginal examinations offered during labour.

How a baby’s wellbeing is checked during labour- Monitoring and procedures.

Methods to reduce risk of serious tears to the vagina.

When an episiotomy may be offered.

When an instrumental or caesarean birth may be offered or recommended, and why.

Possible labour complications

Complications relating to the mother during labour.

Complication related to the baby during labour.

Outcomes for the baby

Condition of baby when they are born.

Experiences after birth ‘

Possible experiences or symptoms immediately after birth.

Feeding of the baby following birth.

Pelvic floor injury that can happen during labour, examination of the area to assess these, and
potential issues with this area following birth.

Possible mental health experiences following birth (may be in short and long term).

FIGURE1 | Vaginal birth core information set (in seven domains).

Labour process

The signs and symptoms of labour.

Waters break before labour.

Environment during labour

Medical professionals who may be present in the room during labour.

What food or drink can be consumed.

Experiences after birth

Skin-to-skin and attachment of the baby following birth.

FIGURE2 | Vaginal birth supplementary list of information items.
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midwives, parents, researchers, members from interested or-
ganisations, charity workers, a statistician and meetings with
risk communication experts. Diagrams displaying anatomical
details were requested along with additional detail available in a
longer version of the CIS.

5 | Discussion
5.1 | Main Findings

The final CIS contains 19 key information points, grouped into
seven domains, to support discussions and informed decision-
making about vaginal birth. These domains are labour process,
pain relief, procedures or interventions, potential complica-
tions, postnatal experiences, outcomes for baby, and environ-
ment during labour, as well as potential risks to mother and/or
baby. An additional 5 information points are included for after
vaginal birth is opted for. Discussing these domains will ensure
that health professionals have addressed essential information,
agreed upon by parents and professionals, to promote a better
understanding of childbirth.

Few items in round 1 exceeded 70% agreement within the pa-
tient group, reflecting the wide range of women's priorities and
experiences. Differences between patients and professionals
were anticipated, and the Delphi process with consensus meet-
ings brought these perspectives together, ensuring the final CIS
captured what both groups regarded as essential.

The 19 information points are more than other CIS's contain
[25, 26]. Our aim was to produce up to 15 points [34] but a flex-
ible approach was adopted as childbirth is a broad subject [34].

Much of this information is available within patient literature,
though not always in an accessible form. For instance, patient
leaflets cover the stages of labour and what to expect [44], pain
relief options [45-47], and procedures like CB, instrumental
birth, and episiotomy [48]. NICE guidelines discuss potential
complications and risks of different birth modes [49], while post-
natal care literature addresses recovery and emotional changes
[50]. Baby outcomes and long-term effects [51], and the labour
environment are explored in various resources [52].

Now that the most valuable and critical-to-know information
has been identified and compiled as a single CIS, it is import-
ant to develop methods to best communicate this information
effectively in everyday practice [26, 53]. This could include using
the information to standardise conversations women have with
healthcare professionals about their mode of birth [54], creating
visual aids to demonstrate risks [55], and informing, updating
or linking into existing patient information leaflets and online
resources. In partnership with an engagement group, we have
populated the vaginal birth core information set (Appendices S5
and S6), to ensure it aligns with the communication needs of
those who will use it. The resource incorporates the context-
specific and evidence-based statistics for each item, whilst
utilising language and visual aids which women find accessi-
ble. This can be used as a starting point for discussions about
mode of birth. However, it is a minimum set of information and
should not preclude discussion of other information, tailored to

individuals' needs based on their own history, risk factors and
desire for information [56, 57].

This study created a core information set to improve communi-
cation and decision-making about vaginal birth. The study was
based in the UK, but it can be used as a guide to the information
that should be discussed about vaginal birth in any setting, as
long as the content of the CIS is tailored to local information. Low
and middle-income settings may be able to use the identified core
information set but populate it using careful translation, regional
statistics and cultural contextualisation to ensure its relevance.

Delivering all 19 information points within current antena-
tal care structures may be challenging. Discussions may need
to span several community midwife appointments, supported
by written or digital resources, with obstetricians in high-risk
clinics tailoring content to individual priorities. We have pro-
vided the CIS documents (in summary (Appendix S5) and a
more detailed form (Appendix S6)) which can be shared with
women; we are also developing a website to share this informa-
tion (www.birthoptions.co.uk). An example diagram from the
summary document is shown in Figure 3.

5.2 | Strengths and Limitations

The iterative process involved more than 600 stakeholders.
Importantly, the process has had majority participation by preg-
nant women, or those who have given birth in the past, ensuring
representation of the views of the end-users. The online process
allowed for national participation, reflected positively in the var-
ied geographical locations of participants. Additionally, there
was good diversity among the participants, with 19.2% in the first
round and 17.3% in the second round of the survey identifying
as non-White ethnicity, showing engagement of diverse groups
[58]. Recruitment via social media facilitated wide national reach
and inclusion of diverse voices, though using these methods may
favor digitally engaged participants with stronger views. Thus,
priorities identified may not fully reflect those less active online
or harder to reach. However, the large and varied sample, includ-
ing patients and professionals, helps mitigate this risk.

We used a systematic and comprehensive approach to identi-
fying potential items and a rigorous Delphi survey process. We
achieved good engagement of patients and professionals in two
rounds. We aimed to balance having a small but representative
group of participants for the CIS consensus meetings to ensure
manageable discussions. However, the number of participants
was commensurate with other Delphi consensus meetings
[25, 26, 32]. Extending the meeting across two dates allowed for
the facilitation of more meaningful engagement.

The Delphi survey had an attrition rate of 45.2% between round
one and two. This was higher than our aim of 20% [59]. Delphi
survey attrition rates vary, from 20% to 90% [60]. Therefore
an attrition rate of up to 50% is reasonable. The attrition was
greatest in the patient group; however, there remained a high
majority of patients compared to professionals. Demographics
within the patient group remained similar between rounds. This
mitigated the risk of underrepresentation of these voices in the
second round.
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http://www.birthoptions.co.uk

Methods to reduce the risk of serious tears to the perineum:

Perineum refers to the area
between the vagina and anus.

Most women in their first births
will have a graze or tear. A more
serious tear (those involving the
anus), occurs in 6 in 100 first
births and approximately 2 in 100
subsequent births.

Some tears will need stitches, and
some can heal themselves.

N wly

p Clitoris
Labia
Vagina
—— Perineum

Guided pushing, massage/warm compress, and support of the perineum
during birth can reduce the risk of more serious tears.

IBERER.

The most serious tears happen in 6
in 100 first births

NIHR | jopt et © LviRrOO!

*#

The most serious tears happen in 2
in 100 subsequent births

N = University of
e BRISTOL

FIGURE3 | Example infographic from vaginal core information set summary document.

This work addressed information points regarding sponta-
neous vaginal birth, not comparisons with other modes of
birth. Our aim was to create a minimum, standardised in-
formation set for vaginal birth. Parallel CIS's for induction

of labour and caesarean birth are completed to enable direct
comparison [61, 62]. We chose not to include individual ma-
ternal risk factors (e.g., hypertension, fetal growth restriction,
diabetes, high BMI), as they are variable and context-specific.
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The CIS instead offers universally relevant information, to be
supplemented by personalised discussions based on medical
history and risk profile.

The a priori definitions for the inclusion of items for the con-
sensus meeting and the final core information set allowed for a
replicable and objective process.

6 | Conclusion

This vaginal birth CIS can be used as a minimum list of points
to support discussions between healthcare professionals and
women planning a vaginal birth. It should be tailored to indi-
vidual circumstances, needs, and expectations. This CIS can
improve the information received by women to support their
decision-making by reducing variation in the key elements
discussed.

Author Contributions

ADemetri and A.M. conceived the study, obtained the funding, drafted
the protocol, carried out the study and wrote the first version of the
manuscript. ADavies helped with drafting the protocol and carrying
out the study. D.B., C.B., and A.S. helped with formulating the methods
for the study. S.I., S.M. and G.C. assisted with conceiving and carrying
out stage 1 of the study. A.H. aided in conceiving and carrying out stage
2 of the study. G.B., G.C., A.K. and L.K. helped with study conception
and feasibility. V.B., E.B., C.K. populated the Core Information Set. The
Options Study Collaborative Group Members were contributors to the
direction of the project and the final manuscript. All authors read and
approved the final manuscript.

Acknowledgements

The words women/mother are used as a collective term in this paper,
but we acknowledge those that identify by other terms.

Options Study Collaborative Group Members: Professor Deborah
Lawlor (Professor of Epidemiology, MRC Investigator and BHF Chair,
University of Bristol); Professor Gordon Smith (Professor of Obstetrics,
University of Cambridge); Professor Jane Norman (Professor of
Obstetrics and Provost and Deputy Vice Chancellor University of
Nottingham); Dr Jon Heron (Associate Professor in Medical Statistics,
University of Bristol); Professor Louise Kenny (Executive Pro Vice
Chancellor of the Faculty of Health and Life Sciences at the University
of Liverpool); Professor Sheelagh McGuinness (Professor of Law,
University of Bristol); Dr Anna Davies (Research Fellow in health psy-
chology and services research, University of Bristol); Professor Dame
Tina Lavender (Professor of Maternal and Newborn Health, Liverpool
School of Tropical Medicine); Dr Christy Burden (Associate Professor
in Obstetrics, University of Bristol); Professor Jonathan Ives (Professor
of Empirical Bioethics, University of Bristol); Professor David Lissauer
(NTHR Professor of Global and Fetal Medicine, University of Liverpool);
Dr Emma McGoldrick (Consultant Obstetrician, Liverpool Women's
Hospital); Mr Simon Grant (Consultant in Fetal Medicine, North
Bristol NHS Trust); Mr Sherif Abdel-Fattah (Consultant in Fetal
Medicine, North Bristol NHS Trust); Dr Danya Bakhbakhi (Academic
Clinical Lecturer in Obstetrics & Gynaecology, University of Bristol);
Dr Laura Bonnet (Senior Lecturer in Health Data Science, University
of Liverpool); Dr Andrew Demetri (Academic Clinical Fellow in
Obstetrics & Gynaecology, University of Bristol); Dr Mairead Black
(Senior Clinical Lecturer in Obstetrics, University of Aberdeen); Dr
Samuel Finnikin (National Clinical Specialist Advisor in personalised
care at NHS England, GP, Clinical Research Fellow at University of
Birmingham); Dr Amie Wilson (Research Fellow in Global Maternal

Health, Midwife); Alexandra Freeman (Executive Director, Winton
Centre for Risk & Evidence Communication, University of Cambridge);
Professor Pete Blair (Professor of Epidemiology and Statistics, University
of Bristol); Dr Kattherine Birchenall (Honorary lecturer, University
of Bristol); Joanne Johnson (PPI Core group rep); Ms Abigail Johnson
(Midwife, North Bristol NHS Trust); Dr Chloe de Souza (Obstetrics and
Gynaecology Trainee, North Bristol NHS Trust); Dr Aine Dempsey
(Obstetrics and Gynaecology Trainee, St Michael's Hospital); Dr
Gabriella Snook (Obstetrics and Gynaecology Trainee, North Bristol
NHS Trust). Deborah Lawlor, Gordon Smith, Jane Norman, Jon Heron,
Dame Tina Lavender, David Lissauer, Emma McGoldrick, Simon Grant,
Sherif Abdel-Fattah, Laura Bonnet, Mairead Black, Samuel Finnikin,
Amie Wilson, Alexandra Freeman, Pete Blair, Katherine Birchenall,
Joanne Johnson, Abigail Johnson, Chloe de Souza, Aine Dempsey,
Gabriella Snook.

Ethics Statement

A favourable ethical opinion for this study was granted on 27th April 2022
by the University of Bristol Research Ethics Committee (Ref: 10530).

Consent

Consent was sought and obtained from participants in all parts of the
study, including for the stakeholder survey, interviews, Delphi surveys
and consensus meetings.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

All data collected for the study is under controlled access. Any access
requests for data will be referred to the study committee for review on
a case-by-case basis.

References

1. NHS Digital Data and NHS Digital, “NHS Maternity Statistics, En-
gland, 2023-24,” (2024), https://digital.nhs.uk/data-and-information/
publications/statistical/nhs-maternity-statistics/2023-24.

2. M. Colomar, N. Opiyo, C. Kingdon, et al., “Do Women Prefer Cae-
sarean Sections? A Qualitative Evidence Synthesis of Their Views and
Experiences,” PLoS One 16, no. 5 (2021): e0251072.

3. A. Shub, K. Williamson, L. Saunders, and E. A. McCarthy, “Do Pri-
migravidae and Their Carers Have a Realistic Expectation of Uncom-
plicated Labour and Delivery?,” Australian and New Zealand Journal of
Obstetrics and Gynaecology 52, no. 1 (2012): 73-77.

4. A. Waddell, D. Goodwin, G. Spassova, L. Sampson, A. Candy, and P.
Bragge, ““We Will Be the Ones Bearing the Consequences™ A Quali-
tative Study of Barriers and Facilitators to Shared Decision-Making in
Hospital-Based Maternity Care,” Birth 51, no. 3 (2024): 581-594.

5. A. Farnworth, S. C. Robson, R. G. Thomson, D. B. Watson, and M.
J. Murtagh, “Decision Support for Women Choosing Mode of Delivery
After a Previous Caesarean Section: A Developmental Study,” Patient
Education and Counseling 71, no. 1 (2008): 116-124.

6.J. Frost, A. Shaw, A. Montgomery, and D. Murphy, “Women's Views
on the Use of Decision Aids for Decision Making About the Method of
Delivery Following a Previous Caesarean Section: Qualitative Inter-
view Study,” BJOG: An International Journal of Obstetrics and Gynae-
cology 116, no. 7 (2009): 896-905.

7. C.Kingdon, J. Neilson, V. Singleton, et al., “Choice and Birth Method:
Mixed-Method Study of Caesarean Delivery for Maternal Request,”
BJOG: An International Journal of Obstetrics and Gynaecology 116, no.
7 (2009): 886-895.

10

BJOG: An International Journal of Obstetrics & Gynaecology, 2025

85U8017 SUOWILLOD 3A 81D 3|ced! dde 8Ly Aq pausenob afe sajole VO ‘8sN JO Sa|nJ o Akeid18UI|UO /8|1 UO (SUORIPUOD-PUR-SLLIBILIOD"AB | 1M ARIq 1 BU1[UO//SdNL) SUORIPUOD PUe SWie | 8U1 89S *[5202/2T/T0] Uo ARiqi7auliuo A8 |1M ‘uopuo JO Aisienun S61099 1S Aq T200.'8250-TLT/TTTT OT/I0P/wW00 A8 |imAriqijpuljuouABaoy/sdny wolj pepeoiumod ‘0 ‘8ZS0T.yT


https://digital.nhs.uk/data-and-information/publications/statistical/nhs-maternity-statistics/2023-24
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-maternity-statistics/2023-24

8. F. Vlemmix, J. Warendorf, A. Rosman, et al., “Decision Aids to Im-
prove Informed Decision-Making in Pregnancy Care: A Systematic
Review,” BJOG: An International Journal of Obstetrics and Gynaecology
120, no. 3 (2013): 257-266.

9. National Institute for Health and Care Excellence, “Caesarean Birth,”
(2021), https://www.nice.org.uk/guidance/ng192/resources/caesarean-
birth-pdf-66142078788805.

10. Birthrights, “Choice of Place of Birth,” (2021), https://www.birth
rights.org.uk/wp-content/uploads/2021/08/Can-I-choose-where-to-
give-birth-FINAL.pdf.

11.J. Montgomery and E. Montgomery, “Montgomery on Informed
Consent: An Inexpert Decision?,” Journal of Medical Ethics 42, no. 2
(2016): 89-94.

12.Y. Ulfa, N. Maruyama, Y. Igarashi, and S. Horiuchi, “Early Initiation of
Breastfeeding up to Six Months Among Mothers After Cesarean Section or
Vaginal Birth: A Scoping Review,” Heliyon 9, no. 6 (2023): e16235.

13. S. Liu, M. Heaman, M. S. Kramer, K. Demissie, S. W. Wen, and S.
Marcoux, “Length of Hospital Stay, Obstetric Conditions at Childbirth,
and Maternal Readmission: A Population-Based Cohort Study,” Ameri-
can Journal of Obstetrics and Gynecology 187, no. 3 (2002): 681-687.

14. National Institute for Health and Care Excellence, “Caesarean Birth:
NICE Guideline [NG192]; Appendix A,” (2021), https://www.nice.org.
uk/guidance/ngl92.

15. V. Adewale, D. Varotsis, N. Iyer, et al., “Planned Cesarean Delivery
vs Planned Vaginal Delivery: A Systematic Review and Meta-Analysis
of Randomized Controlled Trials,” Am J Obstet Gynecol MFM 5, no. 12
(2023): 101186.

16. K. Gregory, S. Jackson, L. Korst, and M. Fridman, “Cesarean Versus
Vaginal Delivery: Whose Risks? Whose Benefits?,” American Journal of
Perinatology 29, no. 1 (2012): 7-18.

17.J. P. Zetterstrom, A. Lépez, B. Anzén, A. Dolk, M. Norman, and A.
Mellgren, “Anal Incontinence After Vaginal Delivery: A Prospective
Study in Primiparous Women,” BJOG: An International Journal of Ob-
stetrics and Gynaecology 106, no. 4 (1999): 324-330.

18. M. Bergstrom, H. Kieler, and U. Waldenstrom, “Effects of Natural
Childbirth Preparation Versus Standard Antenatal Education on Epidural
Rates, Experience of Childbirth and Parental Stress in Mothers and Fa-
thers: A Randomised Controlled Multicentre Trial,” BJOG: An Interna-
tional Journal of Obstetrics and Gynaecology 116, no. 9 (2009): 1167-1176.

19. N. Gammie and S. Key, “Time's Up! Women's Experience of Induc-
tion of Labour,” Practising Midwife 17, no. 4 (2014): 15-18.

20. A. Davies, M. Larkin, L. Willis, et al., “A Qualitative Exploration of
Women's Expectations of Birth and Knowledge of Birth Interventions
Following Antenatal Education,” BMC Pregnancy and Childbirth 24,
no. 1 (2024): 875.

21. R. Webb, S. Ayers, A. Bogaerts, et al., “When Birth Is Not as Ex-
pected: A Systematic Review of the Impact of a Mismatch Between Ex-
pectations and Experiences,” BMC Pregnancy and Childbirth 21, no. 1
(2021): 475.

22. General Medical Council, “Professional Standards: Decision Mak-
ing and Consent,” (2020), https://www.gmc-uk.org/-/media/docum
ents/gmc-guidance-for-doctors---decision-making-and-consent-engli
sh_pdf-84191055.pdf.

23.K. E. Briscoe and D. M. Haas, “Developing a Core Outcome Set for
Caesarean Delivery Maternal Infectious Morbidity Outcomes,” Ameri-
can Journal of Perinatology 37, no. 4 (2020): 436-452.

24.U. A. Ali and E. R. Norwitz, “Vacuum-Assisted Vaginal Delivery,”
Reviews in Obstetrics and Gynecology 2, no. 1 (2009): 5-17.

25.J. M. Blazeby, R. Macefield, N. S. Blencowe, et al., “Core Information
Set for Oesophageal Cancer Surgery,” British Journal of Surgery 102, no.
8 (2015): 936-943.

26. A. G. K. McNair, R. N. Whistance, B. Main, et al., “Development
of a Core Information Set for Colorectal Cancer Surgery: A Consensus
Study,” BMJ Open 9, no. 11 (2019): e028623.

27.P. R. Williamson, D. G. Altman, H. Bagley, et al., “The COMET
Handbook: Version 1.0,” Trials 18, no. S3 (2017): 280.

28.7J. J. Kirkham, K. Davis, D. G. Altman, et al., “Core Outcome Set-
STAndards for Development: The COS-STAD Recommendations,”
PLoS Medicine 14, no. 11 (2017): €1002447.

29.7J. J. Kirkham, S. Gorst, D. G. Altman, et al., “Core Outcome Set-
STAndards for Reporting: The COS-STAR Statement,” PLoS Medicine
13, no. 10 (2016): €1002148.

30.S. L. Killeen, S. L. Callaghan, S. L. O'Reilly, and F. M. McAuliffe,
“Pregnancy Nutrition Core Outcome Set (PRENCOS): A Core Outcome
Set Development Study,” BJOG: An International Journal of Obstetrics &
Gynaecology 130, no. 10 (2023): 1247-1257.

31. F. Dos Santos, S. Drymiotou, A. Antequera Martin, et al., “Devel-
opment of a Core Outcome Set for Trials on Induction of Labour: An
International Multistakeholder Delphi Study,” BJOG: An International
Journal of Obstetrics and Gynaecology 125, no. 13 (2018): 1673-1680.

32. D. Bakhbakhi, A. Fraser, D. Siasakos, et al., “Protocol for the Devel-
opment of a Core Outcome Set for Stillbirth Care Research (iCHOOSE
Study),” BMJ Open 12, no. 2 (2022): €056629.

33. M. Niederberger, J. Schifano, S. Deckert, et al., “Delphi Studies in So-
cial and Health Sciences—Recommendations for an Interdisciplinary
Standardized Reporting (DELPHISTAR). Results of a Delphi Study,”
PLoS One 19, no. 8 (2024): e0304651.

34. A. Demetri, A. Davies, D. Bakhbakhi, et al., “Vaginal Birth Core In-
formation Set: Study Protocol for a Delphi Study to Achieve a Consen-
sus on a ‘Core Information Set’ for Vaginal Birth,” BMJ Open 13, no. 8
(2023): €070215.

35. Royal College of Obstetricians and Gynaecologists, “For the Public-
Browse All Patient Information, RCOG,” [cited 2024 Dec 10], https://
www.rcog.org.uk/for-the-public/browse-our-patient-information.

36. Tommy's, Pregnancy Information, Tommy's. Together, for Every Baby
[cited 2024 Dec 10], https://www.tommys.org/pregnancy-information.

37. Care Quality Commission (CQC), “Choosing Maternity Care-Care
Quality Commission,” [cited 2024 Dec 10], https://www.cqc.org.uk/
care-services/help-choosing-care/choosing-maternity-care.

38. “Covidence Systematic Review Software,” Veritas Health Innova-
tion, Melbourne, Australia, www.covidence.org.

39. V. Braun and V. Clarke, “Thematic Analysis,” in APA Handbook of
Research Methods in Psychology, Vol 2: Research Designs: Quantitative,
Qualitative, Neuropsychological, and Biological (American Psychologi-
cal Association, 2012), 57-71.

40. P. A. Harris, R. Taylor, R. Thielke, J. Payne, N. Gonzalez, and J. G.
Conde, “Research Electronic Data Capture (REDCap)—A Metadata-
Driven Methodology and Workflow Process for Providing Translational
Research Informatics Support,” Journal of Biomedical Informatics 42,
no. 2 (2009): 377-381.

41. C. Burden, S. Bradley, C. Storey, et al., “From Grief, Guilt Pain and
Stigma to Hope and Pride — A Systematic Review and Meta-Analysis of
Mixed-Method Research of the Psychosocial Impact of Stillbirth,” BMC
Pregnancy and Childbirth 16, no. 1 (2016): 9.

42. Zoom Video Communications I, “Zoom: Video Conferencing, Web
Conferencing, Webinars, Screen Sharing,” (2024), https://zoom.us/.

43.N. Harvey and C. A. Holmes, “Nominal Group Technique: An Effec-
tive Method for Obtaining Group Consensus,” International Journal of
Nursing Practice 18, no. 2 (2012): 188-194.

44.NHS, “NHS Website. NHS Choices. Labour and Birth: The Stages
of Labour,” [cited 2024 Jun 10], https://www.nhs.uk/pregnancy/labou
r-and-birth/what-happens/stages-of-labour/.

BJOG: An International Journal of Obstetrics & Gynaecology, 2025

11

85U8017 SUOWILLOD 3A 81D 3|ced! dde 8Ly Aq pausenob afe sajole VO ‘8sN JO Sa|nJ o Akeid18UI|UO /8|1 UO (SUORIPUOD-PUR-SLLIBILIOD"AB | 1M ARIq 1 BU1[UO//SdNL) SUORIPUOD PUe SWie | 8U1 89S *[5202/2T/T0] Uo ARiqi7auliuo A8 |1M ‘uopuo JO Aisienun S61099 1S Aq T200.'8250-TLT/TTTT OT/I0P/wW00 A8 |imAriqijpuljuouABaoy/sdny wolj pepeoiumod ‘0 ‘8ZS0T.yT


https://www.nice.org.uk/guidance/ng192/resources/caesarean-birth-pdf-66142078788805
https://www.nice.org.uk/guidance/ng192/resources/caesarean-birth-pdf-66142078788805
https://www.birthrights.org.uk/wp-content/uploads/2021/08/Can-I-choose-where-to-give-birth-FINAL.pdf
https://www.birthrights.org.uk/wp-content/uploads/2021/08/Can-I-choose-where-to-give-birth-FINAL.pdf
https://www.birthrights.org.uk/wp-content/uploads/2021/08/Can-I-choose-where-to-give-birth-FINAL.pdf
https://www.nice.org.uk/guidance/ng192
https://www.nice.org.uk/guidance/ng192
https://www.gmc-uk.org/-/media/documents/gmc-guidance-for-doctors---decision-making-and-consent-english_pdf-84191055.pdf
https://www.gmc-uk.org/-/media/documents/gmc-guidance-for-doctors---decision-making-and-consent-english_pdf-84191055.pdf
https://www.gmc-uk.org/-/media/documents/gmc-guidance-for-doctors---decision-making-and-consent-english_pdf-84191055.pdf
https://www.rcog.org.uk/for-the-public/browse-our-patient-information
https://www.rcog.org.uk/for-the-public/browse-our-patient-information
https://www.tommys.org/pregnancy-information
https://www.cqc.org.uk/care-services/help-choosing-care/choosing-maternity-care
https://www.cqc.org.uk/care-services/help-choosing-care/choosing-maternity-care
https://www.covidence.org
https://zoom.us/
https://www.nhs.uk/pregnancy/labour-and-birth/what-happens/stages-of-labour/
https://www.nhs.uk/pregnancy/labour-and-birth/what-happens/stages-of-labour/

45. L. Jones, M. Othman, T. Dowswell, et al., “Pain Management for
Women in Labour: An Overview of Systematic Reviews,” Cochrane Da-
tabase of Systematic Reviews 2012, no. 3 (2012): CD009234.

46. Obstetric Anaesthetists' Association, “Labour Pains,” (2024).

47.D. Bisson, S. Newell, and C. Laxton, “Antenatal and Postnatal Anal-
gesia,” BJOG: An International Journal of Obstetrics & Gynaecology 126,
no. 4 (2019): el14-e124.

48. NHS, “NHS Website. NHS. Labour and Birth: Interventions,” [cited
2024 Jun 10], https://www.nhs.uk/pregnancy/labour-and-birth/what-
happens/interventions/.

49, National Institute of Health and Care Excellence, “Benefits and
Risks of Vaginal and Caesarean Birth,” in NICE Guideline (NG192):
Caesarean Birth (NICE, 2021), https://www.nice.org.uk/guidance/
ngl92/resources/appendix-a-benefits-and-risks-of-vaginal-and-caesa
rean-birth-pdf-9074971693.

50.NHS, “Labour and Birth: After the Birth,” [cited 2024 Jun 10],
https://www.nhs.uk/pregnancy/labour-and-birth/after-the-birth/.

51. E. K. Hutton, A. H. Reitsma, and K. Kaufman, “Outcomes Asso-
ciated With Planned Home and Planned Hospital Births in Low-Risk
Women Attended by Midwives in Ontario, Canada, 2003-2006: A Ret-
rospective Cohort Study,” Birth 36, no. 3 (2009): 180-189.

52. E.D. Hodnett, S. Downe, and D. Walsh, “Alternative Versus Conven-
tional Institutional Settings for Birth,” Cochrane Database of Systematic
Reviews 2012, no. 8 (2012): CD000012.

53.V. Bradley, A. Hunt, E. Bunni, et al., “How Should We Commu-
nicate Information Regarding Birth Choices to Women?: An Online
Randomised Survey,” BJOG: An International Journal of Obstetrics &
Gynaecology (2025): 1-9.

54.N. Gobat, P. Kinnersley, J. W. Gregory, and M. Robling, “What Is
Agenda Setting in the Clinical Encounter? Consensus From Literature
Review and Expert Consultation,” Patient Education and Counseling 98,
no. 7 (2015): 822-829.

55. A. G. K. McNair, S. T. Brookes, C. R. Davis, M. Argyropoulos, and J.
M. Blazeby, “Communicating the Results of Randomized Clinical Tri-
als: Do Patients Understand Multidimensional Patient-Reported Out-
comes?,” Journal of Clinical Oncology 28, no. 5 (2010): 738-743.

56.S. Downe, K. Finlayson, D. Walsh, and T. Lavender, ““Weighing Up
and Balancing Out’: A Meta-Synthesis of Barriers to Antenatal Care for
Marginalised Women in High-Income Countries,” BJOG: An Interna-
tional Journal of Obstetrics and Gynaecology 116, no. 4 (2009): 518-529.

57.V. F. Reyna, W. L. Nelson, P. K. Han, and N. F. Dieckmann, “How
Numeracy Influences Risk Comprehension and Medical Decision Mak-
ing,” Psychological Bulletin 135, no. 6 (2009): 943-973.

58. UK Government, “Population of England and Wales: Latest Es-
timates. Ethnicity Facts and Figures,” (2022), https://www.ethni
city-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-
and-regional-populations/population-of-england-and-wales/latest/#
main-facts-and-figures.

59.D. A. Hall, H. Smith, E. Heffernan, and K. Fackrell, “Recruiting and
Retaining Participants in e-Delphi Surveys for Core Outcome Set Devel-
opment: Evaluating the COMIT'ID Study,” PLoS One 13, no. 7 (2018):
€0201378.

60. Z. Shang, “Use of Delphi in Health Sciences Research: A Narrative
Review,” Medicine 102, no. 7 (2023): €32829.

61. A. Merriel, “Developing a Core Information Set for Induction of La-
bour,” (2023), https://www.comet-initiative.org/Studies/Details/2600.

62. C. Kingdon, B. Greenfield, M. Aljubeh, et al., “Informing Decision-
Making About Caesarean Birth: A Delphi Study to Develop a Core
Information Set,” BJOG: An International Journal of Obstetrics & Gy-
naecology (2025): 1-16, https://doi.org/10.1111/1471-0528.18269.

Supporting Information

Additional supporting information can be found online in the
Supporting Information section. Appendix S1: Data extraction form
for studies. Appendix S2: Data extraction form for patient information
leaflets. Appendix S3: Interview topic guide. Appendix S4: Long-list
of information items. Appendix S5: Vaginal birth core information set
summary document. Appendix S6: Vaginal birth core information set
detailed document. Table S1: Core Outcome Set-STAndardised Protocol
Items (COS-STAP) Checklist. Table S2: DELPHISTAR checklist.
Table S3: Pregnancy related demographics. Table S4: Delphi survey
round 1 scoring. Table S5: Summary information item scoring for sur-
vey round 2 and inclusion or exclusion in consensus meeting. Table S6:
Information items included automatically in the core information set
following the second Delphi survey round. Table S7: Information on
merging of information items. Table S8: Voting on information items
during consensus meetings and outcomes. Table S9: Vaginal birth core
information set. Table S10: Supplementary list of information items
with descriptions.

12

BJOG: An International Journal of Obstetrics & Gynaecology, 2025

85U8017 SUOWILLOD 3A 81D 3|ced! dde 8Ly Aq pausenob afe sajole VO ‘8sN JO Sa|nJ o Akeid18UI|UO /8|1 UO (SUORIPUOD-PUR-SLLIBILIOD"AB | 1M ARIq 1 BU1[UO//SdNL) SUORIPUOD PUe SWie | 8U1 89S *[5202/2T/T0] Uo ARiqi7auliuo A8 |1M ‘uopuo JO Aisienun S61099 1S Aq T200.'8250-TLT/TTTT OT/I0P/wW00 A8 |imAriqijpuljuouABaoy/sdny wolj pepeoiumod ‘0 ‘8ZS0T.yT


https://www.nhs.uk/pregnancy/labour-and-birth/what-happens/interventions/
https://www.nhs.uk/pregnancy/labour-and-birth/what-happens/interventions/
https://www.nice.org.uk/guidance/ng192/resources/appendix-a-benefits-and-risks-of-vaginal-and-caesarean-birth-pdf-9074971693
https://www.nice.org.uk/guidance/ng192/resources/appendix-a-benefits-and-risks-of-vaginal-and-caesarean-birth-pdf-9074971693
https://www.nice.org.uk/guidance/ng192/resources/appendix-a-benefits-and-risks-of-vaginal-and-caesarean-birth-pdf-9074971693
https://www.nhs.uk/pregnancy/labour-and-birth/after-the-birth/
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/population-of-england-and-wales/latest/#main-facts-and-figures
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/population-of-england-and-wales/latest/#main-facts-and-figures
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/population-of-england-and-wales/latest/#main-facts-and-figures
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/population-of-england-and-wales/latest/#main-facts-and-figures
https://www.comet-initiative.org/Studies/Details/2600
https://doi.org/10.1111/1471-0528.18269

	What Should Be Discussed When Considering a Vaginal Birth? A Delphi Consensus Study
	ABSTRACT
	1   |   Introduction
	2   |   Details of Ethical Approval
	3   |   Methods
	3.1   |   Stage 1: Development of Long-List
	3.1.1   |   Scoping Review
	3.1.2   |   Interviews
	3.1.3   |   Stakeholder Survey

	3.2   |   Stage 2: Developing the Long List of Information Points
	3.3   |   Stage 3: The Delphi Survey
	3.4   |   Stage 4: Consensus Meetings
	3.5   |   Stage 5: Populating the Vaginal Birth Core Information Set

	4   |   Results
	4.1   |   Stage 1
	4.2   |   Stage 2
	4.3   |   Stage 3
	4.3.1   |   Delphi Round 1
	4.3.2   |   Delphi Round 2

	4.4   |   Stage 4
	4.5   |   Stage 5

	5   |   Discussion
	5.1   |   Main Findings
	5.2   |   Strengths and Limitations

	6   |   Conclusion
	Author Contributions
	Acknowledgements
	Ethics Statement
	Consent
	Conflicts of Interest
	Data Availability Statement
	References


