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Abstract

The purpose of thlS exploratory study was to desenbe women s o

. perceptlons of the care they recelved 1n a b1rth centre, compared to thelr'_ _

" prev1ous experlences ina hosprtal Austrahan stat1st1cs 1nd1cate that

- __centre settlng Chmcal: outcomes -of blrth centre care are now well _
- documented but there is 11m1ted emp1r1ca1 data about women s

-:._'--_experlences of th1s model of care Seventeen women who had recently

'_ g1ven b1rth in a blrth centre and had prev1ous1y experlenced care in a .

' '|

'hospltaj settlng, were 1nterv1ewed about the1r care experlences Usmg

B '_ : content analys1s, the prlmary patterns 1n the data were coded and

- categonsed into the four key themes of Behefs about Pregnancy and
"erth', Nature of the Ca_re Re:_latlo_nshlp, Care- Interactlons and Care
_ Structdres; ‘The underlying clinical issues- were th'ose relating'to
' phllosophles of care control over ch11db1rth and cont1nu1ty of ca.rer
__ -:Women wanted carers who v1ewed b1rth as a natural process rather
. 'than as an 111ness and who engaged in a sharmg, rather than a |

controlhng, reIatlonsh1p Flna.lly women preferred to know and be

. known by.thelr carers These fmdmgs are 1mportant.for rmdwwes in

N terms of therr eclucatlon and practlce They also have 1mp11catrons for
| hospltal admlnlstrators, health plannmg agenc1es, and the med1ca1

- 'profess1on

it

- f1ve percent of ch1ldbear1ng women now choose to recerve care in a b1rth -
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CHAPTER ONE

o 2 In’t_roductioﬁ -

| Thi_s study invéétigé‘éed ﬁvofnen's péﬁ.:_cpti.oh_ c__;f th.e. care they
L -::re'ceiv_e'd' in _a'b-i_rth centre compar-.eq to the care théﬁr had previz)uély_
'. : é?:CI.).er‘iven(i'éd in_. the hospiifal setting‘..Australian statistics indicate that :;'_‘. :
| an increas:ing..number of women and their familiés are obtaihir_lg care 1n '
- settings other than hospital (Day, Lancaster & Huang, 1997). I—Iowe\_rgr,gf;
~to date there is limited empirical data about women's pcréeptibns'__of ; |
“these m_odel's of ca_ire,- considered bSr mdst to be an _élté:néﬁvé _to._. |
| mainstrcam medlcal services. *The first part of thisﬂchaﬁtéﬁ _wfll- p_fov\i_(_ﬁié -
somf hackground information about the emergence "ol.' birth cérlitres. in '.
| Austraiia 'andr-;ome'of the Ifea.sbn's.Wh'y tl'iéy .ha.ve proliferated at a vast
- rate durin.'g the 1990s. The rgniaindef of the 'chapter'\&_ﬂl ideﬁtiﬁf the
significance and purpose o_f._this 's'tUdy,- defini__tibn' of 't"érm's'_é_nd thes__is

overview,

Backg;jound tothe Study

" Emergence of Birth Centres

| During 1996, over nine hundred Perth women choée to receive
pregnancy care at a birth centre (McDonald & Evans, 1996). Five years
ago, no birth centres existed in Western Australia. The only alternative
to hospital birth available to women in Western Australia at that time

" .was a homebirth. In 1992, King Edward Memorial Hospital (KEMH)



_'eotarbltshed the first birth centre in this'state-.f':.- This was in'res_ponse to
_reco..rn.mendations_fromlthe_ Ministeriol Revtew into O.bstetric Services,
released in 1990 (Report of the Ministerial T;sk Eorce 'to.'Review
Qbstetric, Neonatai and Gynaecological Serr:rices 1n Western Australia, i
' 1990). The Family Birth Centre at KEMH is now in i't_s sixth year of
operation and currently provides care to 800 women per annum.. A
further two birth centres were established in Western Austraiia in 1996_,
facilitated by funding from the federal government through the

: Alternatirre Birthing Services Program. The second birth _centre 1n Perth

is located at Swan Dlstr1cts Hospital (SDI—I] The third birth-. centre'hos

- been estabhshed 1n the c1ty of Mandumh approx1mate1y a one hour ; -

f

. drive from Perth ’ AH three bxrth centres are 51tuated w1th1n hospltal

. grounds __ancl \Ioffe_r womern rmclm_fe Iec_l;ca_re. Th__e b1rth centres__a_t KEMH
and Swan Districts both offer a small team approach,'?\yith women being -

_ cared for'.by'a maitimnm of three mi'élwives. Mandurah Birth “Centre

offers all women a prlma_ry mldmfe carer for all of their care throughout :

o

| _-_the chlldbearmg contmuum o

~ The increase in number oﬁrblrth centres 1e not restrlcted to

Western Australia. A recent su rvey to determine b1rth centre practlces

' 1n_Austra11a revealed that prxq'r to 1990 there were only three bn‘th‘_ \

centres operating in Austra.li;, compared to twenty four in 1997 .

(Waldenstrom & Lawson, 1597). Data collated in this survey from 22 | |
birth centres demonstrate that the number of women choosing birth

centfe care increased by approximately 1000 women per annum from



| 1991 to .1995 .Durl'.ng' 1995, the total mimber of Australienl women who
- recelved blrth centre care was 7495 Of these women, 4328 (57 T%)
b1rthed in the blrth centre setting (Waldenstrom & Lawson, 1997 ) Thls
'fzgure 1ndlcates that approx1mate1y 2 to 3% of all Austrahan b1rths
o_ccur in_birth centres. This corresp_onds with the ﬁgures for 1994
'.pn.blisne'd"' by the Australian Institute of Health and Welfare (AIHW)
- -ﬁati.onal' Perinatal Statistics Unit. These national statistics indicate thatt_
of the etates who report birth centre births separately through the
M_idwives Notification System, 2.6_% _Of.births in 1994 occurred in bir_t_h'

- céntres (Day et al., 1997).

_. Models of Maternity Care |

A birth .centre'is defined as '.'.a unit located 1n separate prerni'ses:
" within or outside a nospital in which comprehe.hs'l_'ve care c_l:n_ring'

- _preg'nancy,-_laoour and the early post.né_tal. period is .provide'd. by a teern
- of Imidw'ives"- (Wa_ldenstrorn & Lawson 1997 p3) The birth centre )

'_ ;_model of care was developed as an altematlve to Standard hosp1ta1 care

/ ' The ‘emergence of b1rth centres has occurred largely in response

| _to increasing consumer'dissatisfaction __with mainstream hospital

. s'erv:ices. Since 1989, three states in Australia have conducted

ministerial reviews of obstetric services. ---'fhese reviews have been in

response to discontent with current matcrnity services and concerns

over high obstetric intervention rates (Ministerial Review of Birthing

‘Services in Victoria, 1990; Ministerial Task Force on Obstetric Servic'e_s' o



~-in New South Wales, 1989; and Report of the Ministerial Task Force to
Review Obstetric, Neonatal and Gynaecological Serviees in Westexfn
Australia, 1990). All of these reviews indicated that consumers were
seeking a more holistic approach .to care provision, and that the range
__ of birthing optior__;‘_s. a:rail.able to women needed to be expanded. The
concept of birth centres as an optioh for low risk women with normal
' pregnancies was.endorsed by these state reviews, with the
recommendation that more birth centres be developed to allow more
women'aocess to this model of care (Ministerial Review of Birthihg
..Serviees in Victoria, 1990; Mtnisterial' Task Force on Ob‘st_etfic S'ewiees -
_ 1n New South Wale_s,' 1989; and .Repo_rt-'of the Ministerial__ Ta'sk.'F_orce to ..
Re{%i_ew Obstetric_,' Neonatal and Qj.rriaeeologioa.l' Se_fvices in Western' _
- Australia, 199.0). | |
'P'uhli'she'd' statistics of birth'. outcomes' _i‘hf-lAustra.lia reveal that
Austraha has some of the hlghest 1nterventlon rates in the developed
~ world (Day et al. 1997] In ' 1994 over one thlrd of Austrahan women

| requlred an. a351sted delivery, w1th 20% of blrths bemg performed by
caesarean sectlon (Day etal, 1997) Durmg 1991 in response to hlgh
: 1nterventlon rates, the Natlonal Health and Medical Research Counc11

_ (NHM_RC) was commissioned to establish a working party to examine

| maternity services in Australia (National Health & Medical Research . |

~ Council, 1996, The report, titled Options for Effective Care in

Childbirth for effective care in childbirth, indicated that the "culture” of

- obstetrics in Australia required review.



For the most.part, Adst_raiian- maternity services are currently
: pvaided in e_bstetric uni_ts within hospitals. Within tﬁese units, care is |
.base'd on _the traditional medical model, with the majority of women
bemg __caf_e_d for by a general practitioner (GP) dr a specialist obstetrician
| (Na’_donal Health & Medical Research Council, 1996). In the public
i’_’iealtﬁ system, care provision is fragmented, with women being exposed
L 't:0 multiple carers throughout pregnancy, birth and the postpartum
~period. Nunierous consumer sufveys have identified that women are
diSsatisfied with this-form of care (Brewn & Lumley, 1994). AII state
. rev1ews have 1dent1f1ed that laek of contmulty of care across the
_pregnancy contmuum 1s a problem Wthh needs to be addressed
- (Mlmstemal Review ef B1rth1ng Serv1ces in V1ctor1a 1990; Ministerial
Task Force on Obstetnc Services in New South Wales, 1989; Report of |
the Ministerial Task Force to Rev1ew Obstetric, Neonatal and
'Gynaecologieal Seriees in Western Aust'falis_l, 1990i'. |
The degre_e of medicsi involvement in ehildb’ifth._is.-new bei:n;g '
- qliestioﬁed in many develeped countries. Sorne hé\__re sfgﬁed that high
_ intervention rstes are a direct result of most wemen being cared for |
.' within the medical model. (Wagner, 1994), Medicalisation of childbirth
has culminated in a broad use of medical technology for most wormen,
even though this technology was originally developed for a minority of
women who develop eomplieations (Page, 1995; Tew, 1995; Wagner,
1994), There is littl-el evidence to support that this broad use of

- technology has improved maternal or neonatal outcomes (Tew, 1995; -



Wagner 1994) Ma.ny teehnologles currently in use have not been
. adequately evaluated and the1r routme use is now bemg challenged

'.(Enkm Kelrse & Chalmers, 1989 ’I‘ew 1995 Wagner 1994) 'I‘here 1s

S now a worldw1de move in all ﬁelds of medmme towards ev1dence based

' practlce (Enkin, et al., 1989] Itis hoped that this initiative will result
_1n _new technologles being adequately evaluated prior to 1mp1ementa1_:1on,
and that treatments and policies will be based on evidence rather than
tradition. | |
 The question now -béihg .debated thiroughont the obste't'ric world_._
o _1s vlzho are the most appmprlate carers for chlldbearlng women?
Should obstetr1c1ans, who a.re tramed to care for women w1th
'. compl1cat1ons be canng for women w1th normal pregnancy [Enkm”et al |
1989]? The professmn of m1dw1fery is onented to the care of women
: w1th normal pregnanc1es The role of the rn1dw1fe as the pnmary |
caregwer for women w1th normal pregnanc1es is currently be1ng
.mvestlgated in rnany developed co_unt_nes.
‘A nnmber' of midwife led schemes 'h:av'e heen irnplemented and
g :evaluated in the last decade both in Austraha and overseas Pubhshed
: .data of three random1sed controlled trlals from the Umted ngdom o
_'concluded that midwife led care is as safe as tradmona.l care and also
- resnlts in increased maternal satisfaction (Giles, Collin's," Ong & o
- MacDonald, 1992; Hundley et al., 1994; Turnbull et al., 1996).
| ‘In Austra.ha, midwife led schemes w1th1n mamstream matermtv

- serv1ces are small in number Some matermty un1ts have 1mplemented |



_"tearn ntidwifery' projects (Rowley,. Hensley, _Brinsrnead & Wlodarczyk
.. 1995; Waldenstrom Brennecke & Brown 1995) Th1s form of care -
'prov1cles women w1th contmulty of m1dw1fe carers within mamstream.
maternity serv1ces 'I‘he first randomlsed trial to be published on team’
rmdwifery in Australia concluded that team care is as effective as
standard care and was associated with higher levels of satisfaction
{(Rowley et al., 1995). R’esults of other projects are yet to be published.
The forerunner to tearn midwifery in Australia has been the birth
| ; cent:re -moc:lel'of 'care. Within the birth centre setttng, a more_'holistic'_
__ap'proach _t.o.: ca_re is _hs_ually adopte.c_i:-"the und_erlyi_ng'_' phllosophy based
~on a.social rnodel of blrth Chil’dbirth is nOt re.g'ard'e‘d as aniillness it..is:'
.v1ewed as a blosoc1a1 process that is part of dauly life (Wagner 1994) |
- This model also 1dent1f1es that the somal and psychologlcal outcomes
_ are justas 1mportant as the brologlcal ones. The social model focuses |
on the apprnprlate use of technology For healthy women w1th norrnal 3
" pregnanmes technology that.ls non 1nvaswe and acceptable to the
woman is consrdered approprlate Most birth centres adopt a "low
. 'technology" approach to birth, | |
" In Austraha b1rth centres offer consumers who are categorised as_'
'low _r1sk‘ an opportumty to be cared for by a small team of midwives.
'. Medical review is _mandatory in son're'centres when clients present for
E their first visit and again at 36 and 41 weeks gestation (Waldenstrom &

_:Laivs_on, 1997). Most birth centres have developed strict protocols for_ B



the transfer of women to mamstrearn serv1ces when complrcatwns
_ .develop at any tlme durlng the pregnancy, labour or b1rth o

In addltlon numerous blrth centres in Austraha have now -
pubhshed data on c11n1cal outcomes [BlI'O 8 Lumley, _1991 McDonald
' _&; Evans, 1996, Morris et al., 1986; Stern et al., 1992). ._Evaluatlons :
frozrn' a number of .centres using c.o.mparis.ons. with non randomised
"control groups have been undertaken (Eggers, Kloss, Nexl & Robmson -
'1985 Llnder-Pelz, Webster, Martins 8 Greenwell 1990 Wood 1997)
_’I‘hese studles reveal that blrth centre care results 1n less medlcal

_1nterventlor1 s1rn11a.r permatal mortahty rates and 1ncreased maternal .

_satlsfactlon when compared to standard care. These ﬁndmgs are B

.srmllar to those pubhshed in overseas evaluatlons of b1rth centres

: [Feldman & Hurst 1987 Rooks et al 1989 Scupholme, McLeod &
Robertson 1986) One of the major criticisms of these types of

. comparlsons is selectlon b1as Women who choose alternatwe b1rth

._ settlngs have been 1dent1f1ed as be1ng more commltted to natural blrth

'_ (Waldenstrom & Nzlsson,_1993b).__ |

| Th.e.'on'ly'random.ised contro'lle__d trial of __birtb centre care
_-publish:ed_'anywhere in '_the_IW'Or_l'd to date is the Stockholm birth cen_tré' :

| Trial'[Waldenstrom & Nilsson '1993&1, 1993b, 1994; Waldenstr’om'

- _ ersson & Winbladh, 1997). ThlS large tr1a1 (n—1860 women] compared _

o b1rth centre care to standard obstetnc care in Sweden Outcomes
_ass"essed included perlnatal _mortahty and _morb1d1ty,- rnat_e_rnal

morbidity, birth outcomes and interventions, and women's satisfaction



' w1th care. No d1fferences were found in the operatlve dehvery rates
between the two groups, However women in the blrth centre group

| 'were 31gn1_ﬁcant1y less likely to have 1ntervent1ons such as 1nduct10n of

- labour, augmentation of labour, electronic fetal monitoring or the useof

obstetric analgesia (Waldenstrom et al., 1997). In this study, birth
centre women expressed greater satisfaction with both physical and

_p_eycholdgical aspects of care, compared to standard care (Waldenstrom

& Nilsson, 1993a).

‘Satisfaction with Maternity Care

Ass.e_s_sin_g women's satietaetion With}m’aternity_ care has .;:_.).rm_r_eri _t_e_ |
"bea difficult task;'_ Many studies'_ have .iden_ti.fied that wotnen'e |

: .:_'s'_at{'_"sfacti(jri with _cafe differs from satisfaction with thetr birth
'."experienees' ('Seg'uin' ’I‘herrien Champagne, & Larouche, 1989; __

_ Waldenstrom & Nllsson 1993a, 1994 Waldenstrom Borg, Olssen, ..
'Skold 8 Wall 1996) The b1rth expenence con31sts of many

' :components and is very 1r1d1v1dual women often measure it by the1r
~own expectatlons prior to the experience (Bramadat & Driedger, 1993;

. Sequih et al., 1989; Waldenstrom et al., 1996). Women are often more
satisfied with the care provided than with the birth experience (Sequin,
et al., 1989; Waldenstrom et al., 1996). Therefore, although the care
| received from health professionals may affect women's perceptions of
‘the birth experience, women's satisfaction with care should. be assess'ed. .

“separately.



10

Women s satisfaction with care, in a varlety of blrth settmgs, has
: been Well reported in the literature (Bramadat & Drledger 1993 Lomas,
' Dore, Enkln, &._Mltchell, 19§7, Sequin et al,, 19_89, Sullivan & Beeman,
1982; Waldenstrom et al., 1996). 'Thie assessment of satisfaction is
largely based on forced response queStionnaires. Generally high scores
_have been documented when measuring overall satisfaction with care in -
" all birth settings (Bramadat & Driedger, 1993; Lomas et al., 1987 ;
Waldenstrom et al., 1996). However, many authors have suggested that
| O\f'erall satisfaction scores may not be a good indicator of satisfaction

. w1th 1nd1v1dual aspects of care (Bramadat & Driedger, 1993 Lumley, .
: '1985) Bramadat and Driedger (1993) suggest that hlgh scores may be
a xesult of the type of measurement tool used. This observatlon

emerged_ based on a Iarge study by Sullivan and Beernan (1982) whieh_
revealed that unsolieited comments from many women indic'ated |
negative ex_perienees héd occ_urred,.- However, these negative

exp'erie'_hces were not-captured by_.the__for'(:ed respense qﬁestionnaire_ _'
u'sed m the same'study. These aUthors suggest that a forced c'hoice.- -
q_uestiennaife'-may _reSult in an overestimation of satisfaction with. care.

Another limitation of instruments developed to assess satisfaction

is that the importance of different aspects of care to women has not
beern measured and weighted accordingly (Bramadat & Driedger, 1993 ).
One way to avoid superficial responses to questionnaires is to perform
indepth interviews, which allow the investigator to probe the importance

of different aspects of care (Bramadat & Driedger, 1993; Gutek, 1978).



11

The ﬁndmgs from studies that assess satlsfactlen w1th care have
. beeﬁ inconsistent and compansons are dlfﬁcult to make because of
d1fferences 1n'theree1ect1on of subjecte,_ -lnstruments used, and vast .
_ variations 1n _timing'ef studies, in relation t'o.t_he b1rth (Waldenstrofn et '
el'._-, 1996). -'lihe timing of satisfaction studies hes been identified as |
crucial (Bramadat & Driedger, 1993; Sequin et al., 1989). Asking
women 0 assess satfsfaction m the days following birth may be
influenced by what many describe as the "Halo effect” (Bramadat &
Driedger-, 1993; Lumley, 1985). . It may not be possible at this tim'e fo.r.-_: |
- _wom_en. to _'be able to discriminate between the happy exper_ierice ._ef birth
| .a.nd the care they receiv_ed (Shearer 1983}, A sttidy by Slmkln [1992)
1dent1ﬁed that women's recall of events regardmg birth were accurate
- years Iater but some events were v1ewed more negatwely than they had"‘
 been 1rnm_ed1at_e1y following the birth. The small number-of stud1_es_ |
Which have as_sesSed satisfaction with b_irt_h centre care heve been |
: Iimifed to que.st.iennajre-”style a.s_se.ssment of different esp'ects of care
(C_}inningham, 1993; Waldenstrom &..N'ilssoh, 1993a; Wood,'.19_97].
One e}_ﬁplofatory Australian study has been pubiished wl';ich._
B addfeSSed how different medical procedures impacted on women's first -
| .'eJ.c_periences of childbirth (Bradley, Tashevska & Selby, 1990). This
study involved a matched comparison between women who birthed in a
birth centre and women who had birthed in a conventional delivery
suite. In;deptﬁ interviews were performed. Findings revealed that birth

- centre mothers experienced more control, less interventions and were
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more satisfied with their experiences than well women receiving

" conventional eai'e._' This _std_dy_ also found that the orientation of v?iomen

o tqwards _birth was difi‘efen't for_birth '__ceritfe- mothers. Birth centre_

' niother's éictively sought .more inforolation and expressed an interest 1n |
havmg control over the bn‘th process compared to women who recewed '
conventlonal care The authors concluded that the pohmes of the un1t o
P
Wlthln wh1ch women b1rth have a major impact on thelr expenences of
blrth |
In summary, b1rth centres have emerged asa safe and v1ab1e

ootlon for low rlsk womern and statlstlcs 1ndlcate thls optlon 1s bemg
'_ chosen by mcreasmg nurnbers of Austrahan women Th1s low |

_-technologlcal approach to care has resulted in women bemg exposed‘ to =

- tess obstetnc mterventmn_s Satlsfat thIl w1th matermty serv1ces has

_-""croven_ difﬁcult to assess from the 1se of forced response -
:_._'_..questtohnajfes, F_inally, thete has been limited qu.alitati\._ze_dat'a __

' pu.blished: on women's_petceotions of dift‘efent models of .Imateroitjlr.:c:.::a_re,

particularly in the _bifth centre setting.

'_S_ignificance of the Study

The emergence of birth centre care has been rapid and 1s vieWed
by many as a sign of discontent with mainstream maternity services in
| ‘Australia. Birth centre care offers women continuity of midwife Care, |
' w1th1n the social model of health. To date, there is. limited emp1r1cal

data available about women's perceptlons of the care, they recelve in the
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birth centre settiag' in Australia. Published reseaifch on birth eeni:_res in
- Australla and thréﬁghoat the world has focused la_rgeiy' on .cliri.ieal

' odtcemes, w.hich. indicate safe outcomes forbo*}l mother and baby
- when ca.mpared to traditional birth settiggs (Bifo & Lumley, 1991;

- Eggers et al., 1985; Linder-Pelz et al., 15!90, Waldenstrom & Nilsson,
1994; Waldenstrom et al., 1997). Mate'i:nal satisfaction with care has
also been 1nvest1gated in many comparatlve studies, with birth centre
care resulting in higher levels of satisfaction (Bradley et al., 1990
.Wald_er;_strom & Nilsson, .1993a; Wood, 1997_)." The assess_ment of .

= safisfaction has been limited to closed response questionnaires to
1nvest1gate dlfferent aspects of care. ” |

Women s expenences of the care they receive in the blrth centre

N se_t_tm_g w1th1n Austraha, from an emic perspec_tl_ve, have never been
investigated. .Therefore it was a broad mandate of this study to provide
a qualltatwe analyms of women's perceptlons of care in this settmg
: .F‘mdmgs frem th1s study should assist health professionals to gajn a
more deta;led 1n31ght into the_ _b}:th centre model of care, and how it
compares to traditional cai‘e.. |

Purpose
The purpose of this study was to describe women's perCegﬁons of

birth centre care following previous experiences in a traditional hosﬁital

setting.
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Re'search 'Question

This study was gulded by the followmg questlons

-: 'r"

1) What are women's perceptlons of the care they recewed 1n the blrth
~ centre setting? | . B o | o
2) How do these women 8 perce“tlons of care dlffer from the1r

peneptxons of care prev1ous1y rece1ved in a hospltal settmg? L

HE

Definiti on of Terms

BlI‘th Centre Care: A unit. located in separate premlses w1th1n or outs1de

a hosp1tal in which comprehenswe care durmg pregnancy, labour- and
' the early postnatal period is prov1ded by a team of midwives.

. Low Risk Women: Women who meet the cr1ter1a for admlssmn:to a -
r:f,-‘ '

birth centre based on their prev1ous meﬂz al and obstetnc h1story

Women are booked for birth centre care on the premlse that they have
'no major health problems wh1ch could aﬂ‘ect their pregnancy, and have

_had no prev1ous obstetric compl1cat1ons which would cla551fy them as

- hlgh rlsk Exclusmn crtterla are outhned in Appendm A.

- Cont1nu1tv of Care G c.re recelved from a smatl team of carers W] th

‘\

‘whom women are fam111ar, Wthh is cons1stent rehable and non

conflicting: o -

- Continuity of Carer: Guaranteed care from a speclflc carer with whom

the woman has developed a special relat1onsh1p,- at_ cr_uc1al tnnes such '

as labour.
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'I‘hesis Overview

g

Chapter one. mtroduces the research tOpIc and dlSCU.SSCS the
' relevant background 1nformat1on and 51gn1f1ca.nce of thlS study |
Chapter two presents a review of the hterature which conmders studies'_ _
.o'f both birth éentres .and mainstream services. Chapter three will B
outline the choice of research methodology; sample selection and - |
setting; data collection method; recruitment procedure and data
._._collection protocol' a des%ription of the data analysis process.';.
'-:--__I.Etrustworthmess of research process and ﬁndlngs, and eth1ca1
con31deratlons Chapter four w111 present the fmdmgs of the study | In
'chapter five cl1n1ca1 1ssues a.rlsmg from the flndnrgs will be dlscussed
'The relatlonshlp of the study ﬁndmgs to theory and methodologxcal
' __strengths and 11m1tatlons w111 also be addressed in th1s chapter

| -Finally, recommendat_lo_ns for future studles_ will also be considered. "

e

i

.|\ ¢ -
S
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CHAPTER TWO

Literature Review

The birth centre model of care is now well established in
Australia, with twenty four centres operating throughout the country
(Waldenstrom & Lawson, 1997). A review of the literature reveals an

abundance of quantitative data that assesses birth centre outcomes

such as intervention rates, perinatal mortality and morbidity rates, and

~ satisfaction with care. Women’s experiences of care within the birth

centre setting ha’ve received lirnited af-tention The following literature

review w111 explore the current sta’rus of maternity services in Austraha
It w111 1dent1fy the changmg face of these serv1ces and the underlymg
reasons for these changes Numerous studles have now been reported

-on mldwﬁ‘e led models of care, the ﬁndmgs of Wthh w111 prov1de a |

valuable background in terms of the evaluation of alternative models of

Ical_'e. The following literature review has been organised into five

sectioﬁs: The Medicalisation of Childbirth, Organisation of Maternity

Services, Midwifery Models of Care, Birth Centre Care, and Satisfaction

- ~with Maternity Care.

-+ The Medicalisation of Childbirth

In the majority of economically developed countries, it has

become accepted by society that childbirth takes place in a medical

institution (Tew, 1995; Wagner, 1994). Australia is no exception.

Childbirth statistics for 1994 indicated that only 1% of babies were -
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born at home (Day et al., 1997). This is in contrast to less than .a
_ century ago whex__l the family home was the tréditio'nal birth place for
n.e_a_rly all births. |
The revolution in the move of maternity care to the hospital
setting has been largely attributed to the establishment of a vigorous
medical profession (Tew, 1995). Professional medical organisations now
promoté hospitals as the only safe place for women to birth (Wagner,
1994). Since World War II fhere has been a prolifel.'ati_c-)n of obstetric
technology and by the 19.60'5, childbirth had beco_me a medical
| prqcedure._(Rothmah, 198.2).:'__ T_ﬁe majorit_;y_()f pregnaht: woﬁx_en now o
réc'eiv'e care w1th1n thé"biomediéaﬂ sCié'ntifip fnodei of hegith :(Wagr_iér,
1994). |
" “The medical profession have justified the.ext_ensive us_e: of birth *
tcéhﬁolﬁgy and the medicalisation of the b1rth proceés by the reduction
' _i_n ﬁerinatal and maternal mort.ality rates thrrjughoﬁt this 'c'entury, o
which:_.havé fallen as hospitalisation of childi)irth in_creased (Tew, 1995).’
| ‘This has now been challenged by a number of rgseart:hers.
Epidémiological studies suggest that the most important factors in
reducing neonatal and maternal mortality rates in the early part of this
century have been social, not medical (Lancaster, 1956; McKeown,
1965; Richmond, 1990; Tew, 1995). Public health measures such as
sanitation, better housing, better nutrition and changing fertility
patterns have resulted in less disease and improved birth outcomes |

(Tew, 1995; Wagner, 1994).
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Furthermore, the debate about where babies should be born is
not ne.ce'ssarily informed by scientific evidence. The safety of planned
home births in several developed countries has been clearly
demonstrated in a number of studies (Campbell & MacFarlane, 1987,
Wagner, 1994). Epidemiological analysis of perinatal mortality rates in
Holland, the only economically developed country where over 35% of
births still occur at home, has also demonstrated safety of home births.
(Tew, 1995). Holland has experienced, as have other countries, a steady
fall in perinatal mortahty rates since the 1950s. In 1986, national
statlstlcs from thls country demonstrated that the perinatal mortahty.
"ratc in hospltals in Holland was six times that of babies born at home
(Teﬁv, 1995). Tew argues that it is not possible for 64% of all women to
be higﬁ risk, so higher perinatal mortality rates in ﬂbspitals have to be
attributed to hospital care. It is even suggested that hospitalisation has
prevented rates from falling even fﬁrther (Tew, 1995). A large number of
' c_liénts in Holland have private midwife care which allows analysis of
_per_inatal mortality rate in terms of birth attendant. This analysis
demonstrates a striking contrast between doctor and midwife care.
Doctors in hospital have a perinatal mortality rate of 8.9 per 1,000
compared to doctors at home, 4.5 per 1,000. This is compared to the
perinatal mortality rates of midwives, which are 2.1 per 1,000 in
hospital. and 1.0 per 1,000 at home. These differences remained
significant, even after accounting for level of risk due to parity and

maternal age (Tew, 1995).
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Medicalisation of the birth process .is now being challenged by
many feminist groups and women as consumers of health care. During
the 1960s, the women's health movement arose from what many
describe as the second wave of feminism (Rowland & Klein, 1990).

It was during this time that women began to challenge the medical
management of their health and the inappropriate mainstream medical
services on offer (Pascall, 1986). During the 1980s, ministerial reviews
into maternity services in several Australian states identified much
consumer discontent with currentgenﬁces (Ministerial Review of
Birthing Services in Victoria, 1990; .Min_isterial Task Force on Obstetric
o Service_s“ in New South Wales, 1989; R.eport of the Ministerial Task Force
to Review Obstetric, Neonatal and Gynaecological Services in Westém
Australia, 1990). These reviews have highlighted the need for hospitals
.to review the models of maternity care they offer and have resulted in
alternative models being developed.

In summary, the care of healthy pregnant women within the
medical model of health is now been challenged as inappl;bpriate and
not able to meet consumer demands. There is mounting evidence to
suggest that hospital is not the safest place to birth for low risk women
(World Health Organisation, 1985} and consumers are now demanding

alternatives to mainstream services.

Organisation of Maternity Services
Maternity Services in Australia are based upon a medical model.

Care is fragmented and there is a clear division between antenatal,
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. 1ntrapartum and past-partum care (National Health & Medical Research
_. ._-_Councﬂ 1996] In 1994, approximately 75% of pregnant women |
' reccived care in the public heaith system (Day et al., 1997). This . |
reflects national data which indicates that about 34% of the Australiah _
‘population possess private health insurance. In-the public_health o
system, the majority of women received anteﬂntal care ir_r_ pﬁb_lic.
antenatal clinics from both doctors and midwirres. Son‘re 'Wornen choose_
to share care with therr farmly general practltloner {GP), 1f the doctor is
- prepared to offer obstetnc services. Care 1n the labour ward is provrded
by another set of mldwwes and doctors, and hospltal post partum care
..1s prov1ded by yet another team of staff The average patlent stay in
.' _pubhc hoSpltals is 3. 9 days [Day et al., 1997) These womern recelve
follow up care by the hosp1tal dom1c111ary service after dlscharge until
'__the fifth postnata] day
| Pat1ents 1nsured prlratelj usually consult a spec1ahst.obstetr.1c1an
jfor routme pregnancy care, regardless of rlsk” status 'I‘hese women -
.- _ have contmulty of doctor in the antenatal perlod but w1th the exceptlon
of aotenatal cla_sses, have no m1dw1fe contact. Labour and post-natal
: care:'in_ the private hospital system is structured much the same as the
o Ioublic hOSpital system, with different teams of midwiizes staffing each
' area ’I‘he average post-natal stay in private hospltals is'5.7. days (Day
' etal, 1997)

. The utlhsatlon of pr1vate m1dw1fery serv1ces is low Thls 1s related

. 'to the fact that the cost of prlvate m1dw1fe serv1ces 1s not refundable

_under the Medlcare system Most pubhc and prrvate hospltals do not
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- allow. mldwwes in pnvate pract1ce to care for private patients; the

majonty of women who access pnvate m1dw1fery services choosing home
'b1rth Rates of reported homeblrth in Australia are about 1% (Day et

" al 1997)

Rev1ew of matermty Serv1ces in many states in Aus‘rraha has
taken place through Government Ministerial Reviews (M_mlstenal Review _'
of Birthing Services in Victoria, 1990' Ministerial Task Force' on'. ' :
Obstetnc Serv1ces in New South Wales, 1989 and Report of the
M1msteria1 Task F‘orce to Rev1ew Obstetrlc Neonatal and Gynaecologmal |
_Serv1ces in Western Austraha, 1990] Submlsswns from both health
: .profess1onals and consumers were rece1ved in all of these rev1ews As
part of the Vlct_orlan rev1ew, a postal_s__urvey was _eomrn1ss1oned to

assess's"atisfaetio.n with childbirth serviee's- The obj'ective of 'thi's surVey

= _was to conflrm if concerns expressed about matermty serv1ces in

- submlsswns to the rev1ew panel were representatwe of the views of all
 women (Brown & Lumley, 1994) Fmdmgs from this. survey 1nd1cated a .

: h_1gh_ rate of d1ssat1sfactlon with mtrapartum _care,.w1_th.as many as.one .

~in three women expressing dissatisfaction with labour care. This.

eonﬁrmed anecdotal information gathered by the: 'revi.ew panel;-' that ._ i
current services were not meeting the needs of women

Other major issues identified as contributing to d1ssatrsfact1on : |
With services were the lack of continuity of care and- the 'l1m1ted' numb'e_r 3
_ of b1rth optlons avallable to women [Mmlstenal Rev1ew of erthlng
K _Servn:es in V1ctor1a, 1990 Mmlsterlal ’I‘ask Force on Obstetru: Serv1ces

' :m New South Wales, 1989; Report of the Mml_sterlal 'I_‘a_sk Foree to
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.Review. Obstetric, Neonatal and Gynaecological Services in Western
‘Australia, 1990). The role of the midwife in the care of .W'omen with
normal pregnancy was identified as being under utilised and the
development of models of care which incorporate midwives as primary
carers was recommended. Governmernts have been slow to respond to
the recommendations from state reviews; the committees in each state
having ho authority to enforce i‘ecommendations. Observable. chs;nges_ _
ha\}fq been limited. |
" The Un_ited Kingdom has also undergone extensive rqviewé_df E
: _-matérﬁity sewices.. The Winterton Repbrt (House of Cofrimo_ns. H_e'al_th'
'Comrniftee, 199.2).expressed high levels of dissatiéféction with mate_f.n.ity '
~services throughout the United Kingdom. The committee idexitified -fhat-
“the evidence provided did not support the un'iv.ersal. adﬁptibn of the * |
o m_.edic_ai model to enSure safe birth outcomes. This report recognised - |
fhe midwife as the specialist in normal childbirth., with the emphasis
y bein.g social suppdrt rathef than medical treatment (House of Cbmmons
.I'—fealth Committee, 1992), Recomrnendations to improve sewiceé from
' _the éommi_ttee were cxt’énsive and indicated a radical restruéturing_ of
_'-matérnity services was required. In response to the Winterton R.eport., :
the- Department of _Heal_th set up the Expert Maternity Grou_p to
| dé_térrnine future_poiicy (Tew, 1995). The report of the 'Expert Maternity
| Gr_otﬁp is kn_b_wh_ as “.Cﬁangirig' Childbirth” (Department of H_e_al_th, 1993).
_"I‘_his- .rep:or.t-_is now policy'for England’s matéfnity serViées and 'has set
up a pol.it'ic'c.ﬂ mah&ate fo ensure chan_ge.w.ithin' the Nla_t'i_on. Héélth R

‘Service in Britain within a five year period. The primary p_tfinc_ipal of
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this report is: “that women must be the focus of maternity care”
E {Depal_'tment of Health, 1993, p 8). |

In summary, maternity services which offer frégmented care have
béen identified as a source of discontent for consumers. In the United
Kingdom, extensive reforms are taking place to ensure services are more
consumer oriented. In Austraiia, changes within mainstream services
have been slow, but increasing consumer pressure has seen ricw

models being developed in some maternity units.

Midwifery Models of Care

To overcome fragmented models of care, cohtimiity of care ﬁas_
become the key issue to new model development. In the early 1'9805,
‘the concept of team midwifery was introduced to provide women with.
-Continu.ity of midwife carers thrbughout the childbif‘th cbntinuum_ : .
(Walton & Hamil.ton, 1995). The aim of this _modél of care.: was to reduc.e..-
- the .nurnber_ of -fnidw_ife carérs women would be exposed to fhroughout _
pregnancy and childbirth. | | |
The first randomised control trial to assess continuity of care by a
team of four midwives was carried out at St George’s Hospital in London
in 1983 and was known as the “Know your Midwife” scheme (Flint,
Polengeris, & Grant, 1989). This trial was restricted to low risk women,
who were randomly allocated to either standard care or Know yOUr
Midwife scheme care. The findings from this trial showed that the trial
group had fewer care givers than the standard care group. In the trial

group, 98% of women had met their care giver in labour during their
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antenatal period compared to 20% who received standard care, however
the importance of this to the women was not assessed. The women in
the trial group were found to have significantly fewer obstetric
interventions such as augmentation, epidural, intramuscular analgesia,
and episiotomy than the standard group. Women in the experimental
group were more satisfied with their care. Satisfaction was accessed in’
terms of reduced waiting times in clinic, ability to discuss anxieties,
feelings of control during labour, and _v&heth_er_ staﬁ‘ Wer_e vieWed as
caring.

As a result of Flint’s work, many v'ari.ati'ons of t'eam. midwifc.ry -
were implemented during the 1980s. In 1993, the Institute of |
Manpower Studies compiléd a survey to assess the status of team |
midwifery in the United Kihgdom (Waltbn & Hamilton; 1995). This -
survey found a large variation in the interpretation of “team” with thf:
average team éonsisting of 11 to 13 midWive__s. Beéause of the'l.arge )
number of midwives and the fact 'thal.; most women did not have a
named midwife caring for her, some ch’enté were being exposed to more -
care givers than the previous models of care. Many of these scheme_é
have now been abandoned (Secombe & Stock, 1993). |

In the United Kingdom, the Changing Childbirth Répbft _.has
provided clear direction for the modification of mateniify services, one of
the key elements being continuity of carer (Department of Health,
1993). New models of maternity care are now emerging throughou_t'the

United Kingdom, with a focus on providing women with continuity of -
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midwife carer across the childbirth continuum. Many midwife led
schemes are now being based in the community.
~In the United Kingdom, three randomised control trials to assess
the efficacy of midwife led care, compared to more traditional doctor or
- consultant led models, have been recently reported (Hundley et al.,
1994_; MacVicar et al., 1993; Turnbull et al., 1996). All these trials were
for women classified as 'low risk' of complications at booking and
tr'él_nsfer rates varied from 32% to 50% :(Hundléy et al., 1994; Turnbull -
et al, _1996). These reported trans_fef rates indicate that .anténatal |
."cr.iteria of low._risk at booking is not capable of determining risk status
throughout pregnahcy. Analysis in all studies was by intention to treat.
Findings in all three studies indicated that there was no difference in
birth outcomes or perinatal mortality.'rates between exp_erim.e'ntal and
control groups.- However, midwife led care resul’ced_ in reduc_ed
-interventions éuch as continuous electronic f_oefal mdnito:ing,
episiotorﬁy, and epidural analgesia {Hundley et al., 1994; MacVicar et
al., 1993; Turnbull et al., 1996}. Two of the studies (MacVicar et al,,
- 1993; .Turnbull et al,, 1996) assessed maternal satisfaction, which was
| significantly higher in both studies in the midwife led groups. Findings
from these studies support the conclusion that midwife led care offers a-
safe alternative for healthy women and enhances women’s satisfaction |
with care. |
The experiences of women receiving midwife led care '.1'1.ave be_en
rc.cently examined in an exploratory study in the Uni_ted. Kingdorri

(Walker, Hall & Thomas, 1995). In this study; indepth focused
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interviews were used to generate data, which were analysed using a
grounded theory approach. Thirty two women and six partners were
interviewed during the study. One third of these women were
transferred to consultant care either during the antenatal or
intrapartum pe1_*iod, providing an important comparison group for
analysis. 'I‘imihg for interviews varied between the immediate post
partum period (in hospital) to 3-5 months post delivery. The, _cen.tral '
category to emerge from data analysis was_. the i.r'nportanee. to women of
perceived c.on_trol'an'd support _during labour. Fat:ters which influenced
_ wemen's perception of control were: feeling.informed., havirllg. options -
- and choices, having a supportive environment, and the development of
trust in caregivers. This study identified the importance to woman of
one IOn one care throughout labour, which was facilitated within the
midwife led scheme. | |

Recent rnodels developed in the United Kingdom are now focusing
| more on continuity of carer. This provides women with a named
midwife to provide the majority of care. One such scheme developed is
f_he_ one-to-one midwifery practice implemented at the Hammersmith
‘Hospital Trust (McCourt & Page, 1996). This scheme was devised in
response to the Changing Childbirth Report (Department of Health,
| 1993} and provides women centred care, Within this model, all women
ere provided with a primary midwife carer, regardless of risk, to follow
zthem throughout the child bearing continuum. One-to-one care was
~ implemented in two postal areas of London and extensive evaluation

was based on both clinical and psychosocial outcomes. Evaluation
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included comparisons to the conventional system of care operating in
other postal districts. Results demonstrated that the one-to-one
‘scheme had no significant impact on rates of normal delivery, but as
with other midwife led schemes, there were reductions in the use of
electronic foetal monitoring, induction of labour, episiotomy and use of
epidural analgesia.

Evaluation of the one-to-one scheme included assessment of
womeﬁ’é responses to care. All participants in this scheme were asked
to complete postal questionnaires during the antenatal and postpartum
periods. Questionnaires incorporated both closed responses and open |
~ended responses (McCourt & Page, 1996)..:_:__Ana.1'ysis of questionnaires
demonstrated one-to-one women had mofé positive views about {heir
care than women who received standard care. Additional assessment
through in depth iﬁterviews were undertaken to address some of the
limitations of Ithe_ postal survey. Comparison of responses across the
th.ree aspects of the survey demonstrated considerable coherence but
also highlighted differences in quality of responses (McCourt & Page,
1996). Open ended questionnaires and interviews generated a broader
range of feelings expressed, compared to the neutral responses to closed
questionnaires, The evaluation of this schemc indicates that it exceeds
the indicators for success outlined in the Changing Childbirth Report
(Department of Health, 1993}, and the scheme is now being expanded
throughout other postal districts within the London area.

In Australia, the concept of team midwifery, encompassing

continuity of carers across the pregnancy continuum, has been slower
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to develop than in the United Kingdom. Team midwifery has been widely
~ adopted within the birth centre setting (Biro & Lumley, 1991; Eggers et
a.L, 1985; Stern et al,, 1992). However, this model of care is limited to
low risk women who chose to access this type of care.

Within mainstream maternity services in Australia, midwife led
schemes are uncommon. Giles et al. (1992) reported a randomised
control trial comparing antenatal care for low risk women by midwives
compared to standard care. Continuity provided in the antenatal
periods did not encompass intrapartum care. Outcomes assessed in
‘this trial were salary costs and client satisfaction. The study findings
demonstrated that midwife clinics were cheaper to run than doctor
clinics and in addition, women expressed a higher level of confidence
with care givers.

The first Australian trial on team midwifery, within mainstream
maternity services, was conducted at John Hunter Hospital, in New
South Wales during 1991 (Rowley et al., 1995). This randomised
controlled trial was designed to assess a team midwifery model of care
versus routine hospital care. The team model consisted of six midwives
who provided antenatal, intrapartum and post-natal care for women in
the trial group. The study was not restricted to low risk women,
therefore high risk women were included. High risk women saw a team
midwife at each visit and also had medical consultation according to
their individual risk status. Results from this trial were similar to the
midwife led schemes outlined above. There was no demonstrated

difference between team care and standard care in terms of birth and
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perinatal outcomes. Again, team women utilised less analgesia and
expressed higher levels of satisfaction than women receiving standard
care. Significant cost savings in the team model were also
demonstrated (Rowley et al., 1995).

In summary, assessment of midwife led care in overseas trials has
demonstrated benefits to consumers in terms of reduced intervention
rates and improved satisfaction with care. Overall, models of care
| which focus on continuity of midwife care, such as tegm midwifery,
have been slow to be implemented in Australia. Until recently, the team
concept has been more widely adopted within the bir.th_ centre setting. .
However, this model of care is only available to low risk women and is

an alternative to main stream maternity care in Australia.

Birth Centre Care

The proliferatioﬁ of birth centres in Australia reflects the patterﬁf
which er_nerged in the United States during the 1980s (Mathéws 8 |
Zudah, 159 1). By 1987, there were 160 free standing birth centres.in
the United States (Rooks et al., 1989). Free standing birth centres are
structurally and administratively separate from the hospital, women
being transferred to main stream facilities should complications arise
(Mathews & Zudak, 1991). Birth centres in Australia have developed
along different lines with the majority of centres located in hospital
grounds, under the contro] of the hospital administration
(Waldenstrom & Lawson, 1997). The ninderlying philosophy of birth

centres is that childbirth is a natural physiological process which is
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seen as a largely social event rather than a medical one (Mathews and
zudak, 1991). The care provided in birth centres reflects this attitude
with the limited use of technology and a client centred focus, involving
women and their families in the decision making process. Continuity of
care throughout the child bearing continuum from a small team of
midwives is a predominant feature,

During the 1980s, the safety of free standing birth centres in the
United States was been ¢ ustioned by medical profession {Rooks et al.,
1989). The difficulty in establishing safety from published studies has
been largely due to the retrospective design and small sample sizes.
The national birth centre study, conducted in the United States duri;'ng
1986, was designed to obtain information on the safety and efficacy of
free standing birth c@,htres (Rooks et al., 1989). This prospective study
incorporated 84 out ofthe 163 free standing birth centres in the United
.States at that time. Of the 11,814 women admitted in labour in these
centres, 15.8% were transferred to hospital intrapartum and the rate of
caesarean section was 4.4%. There were no reported maternal deaths
and the neonatal mortality rate was 1.3 per 1,000 births. It was
concluded from this study that free standing birth centres provide safe
care for low risk women.

In Australia, a number of individual birth centres have now
published statistics for public scrutiny (Biro & Lumley, 1991; Morris,
Campbell, Brown, Lumley and Spencely, 1986; Stern et al., 1992}, The
good safety record reported from most centres is based on the existence

of conventional obstetric back up. Transfer rates antenatally and
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intrapartum of 30% to 50% are reported by most birth centres (Eggers
et al., 1985; McDonald & Evans, 1996; Morris et al., 1986;
‘Waldenstrom & Nilsson, 1993a). These transfer rates are linked to
strict criteria for transfer and are considered a frade off for safety and
good perinatal mortality rates (Child, 1986).

A number of matched studies have been carried out to compare
care in birth centres with care received by low risk women in a hospital
setting in ter_ms of birth outcomes and intervention rates. Ofie such

" study was performed at the Royal Women’s Hospital, Melbourne (Eggers
ét al., 1985). Nb significaﬁt differences b:etwee_n the two gfoups were
fc.)u_nd.when comparing mode of delivery. Birth centre clients were
found to have longer labours but they required less analgesia. Neonatal
morbidity was assessed by apgar score, and was not found to be
sighiﬁcantly different.
| A similar prospective matched study was also performed at the
~ King Edward Memorial Hospital Family Birth Centre during 1995
(Wood, 1997].. Findings from this study indicated that birth centre
women had significantly lower rates of interventions in terms of
electronic foetal monitoring, induction of labour, augmentation of
labour, pain relief, and episiotomy. birth centre women also expressed
higher rates of satisfaction with care. Outcomes in terms of perinatal
mortality and morbidity were difficult to assess due to the low numbers
j_n this study.

A retrospective matched study to compare obstetric risk and

outcomes between birth centre and conventional labour ward care was
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published in 1990 (Linder-Pelz et al.). This Australian study found that
women who received birth centre care had outcomes at least as good as
those of women receiving standard obstetric care. This study also
concluded that women who received traditional labour ward care had
substantially higher rates of intervention after controlling for prenatal
and intrapartum risk.

The only randomised controlled trial on birth centre care to date,
- undertaken in Sweden, confirms the findings of many Australian birth
| centre studies. In the Swedish trial, birth centre care resulted in |
significantly lower rates of intervention, suCh___as obstetric anéigesia,
induction and augmentation of labour and eleétronic fetal monitoring,
vﬁrhen compared to standard care (Waldenstrom et al., 1997). Higher
levels of satisfaction were also expressed for both physiéa.l and
psychological aspects of care, in the birth centre group (Waldenstrom &
Nilsson, 1994). Dii'ect comparison with Australian birth centre
outcomes is difficult because of different inclusion and transfer criteria.
Operative delivery rates reported in the Swedish trial were substantially
lower than the rates of assisted delivery reported in birth centre
‘outcomes in Australia (Biro & Lumley, 1991; Morris et al., 1986; Stern
et al., 1992; Wood, 1997). It is reasoned that these low intervention |
rates reflect the general obstetric culture in Sweden, which has much |
lower rates of intervention than Australia (Waldenstrom et al., 1997).

In Australia, in-hospital birth centres are available in nearly all
states, but continue to be restricted to large urban populations, The

safety of birth centre care is now well established, although it is
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acknowledged that a larger data base to compare outcomes from all

centres would be useful to assess rare perinatal outcomes.

Satisfaction with Maternity Care

Pregnancy outcomes have been well evaluated in terms of
fnortality and to a lesser extent, morbidity. However, the psychosocial
outcomes of pregnancy, often referred to as the "soft outcomes”, have
" had more limited investigation (Lumley, 1985; Oakley, 1983). These
latter outcomeés have proven to be difficult to assess, so are often
ignored. If '.s.atisfaction was based on hard outcomes, such as the birth.
of a healthy baby, then all consumers would he satisfied with maternity
care (Sullivan & Beeman, 1982). However, investigation into women's
satisfaction with mate.rnity care reveals that not all women are satisfied
and this indicates the importance of the process, not just the end
result.

A number of population based studies have now been reported,
~ both in Australia and overseas, to determine women's satisfaction with
care (Brown & Lumley, 1994; Seguin et al., 1989; Sullivan & Beeman,
1982). During 1989, an Australian survey was conducted to assess
women's satisfaction with care during labour and birth (Brown &
Lumley, 1994). All women who birthed in Victoria during one week in
1989 were mailed a questionnaire 8 - 9 months after birth. The
response rate was 71%. This survey revealed that one in three women
were dissatisfied with intrapartum care. Regression analysis

demonstrated the following factors were highly related to dissatisfaction:
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' lack_ of involver_nent in decision making; insufﬁcient information; a
_ higher. score for 'ob:stetri.c intervention; and a perception that caregivers
were unhelpful. These findings suggest that there are many factors that
determine women's satisfaction with care.
| In the United States (Sullivan & Beeman, 1982) and Canada
(Seguin'.et al., 1989), similar population based surveys were conducted |
fn the late "fO’s and e'arly 1980s, to assess wornen's satis’faction w1th __
| _-rnaternlty care. The Amemcan f1nd1ngs revealed very hlgh 1eve1s of
' _._.satlsfactlon with both prenatal and mtrapartum care.” The level of
" _' consumer satlsfactlon was related to both the quallty of cornmumcatlon
_ Wlth carers and the extent to wh1ch preferenees were. The Canadlan '
_ survey results also demonst__rated hlgh levels of sat1sfactlon thh ca_re. -
'. | Satisfacti_on with 'rriaterntty sérvi’ces in this latter survey were .again' _
.l'ink'e'd_t'o. par_ticipa_tion.in decision.rnak_ing :_a_s'__well_' as sati’sfactionwith -
explanations by "{:arers. o -
T ~ Satisfaction with care in.'the birth_centre context'xeas'-_alsrj | o
_ investigated. in a randomised controlled trial'of birth Cen'tre-c'are in
Sweden [Waldenstrom & Nilsson, 1993a] In thlS study, sat1sfact1on
i .
~ with birth centre care was compared to satlsfactlon with standa_rd care,
_ '_Women were asked to assess antenatal c_are.one month.-p_r.lor_to _dehverj
and assessment of care during birth and the 'po'stpart'urn oeri_od_ were
assess'e_d t\uo_ months after birth. Assessment was b}r ques‘tidnrtajre, .
_.using a seven.point Liﬁert—tYpe sc‘ale'..--' The r'eturn' 'rateﬁ‘;f.or a]i .' |
quest1onna1res was-over 92% 1n both groups Flndlngs from th1s study

demonstrated that women who recelved blrth centre care expressed
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greater satisfaction with both physical and psychological aspects of
_antenatal, intraparturd and postpartum care, than women who rec'_eive_d' )
| standard care. N
In summary, satisfaction with maternity care has been sh'own to
be multidimensional. Some studies have identified overestimatio_ns of
Satisfaction levels when forced response questionnaires are used.
' ngher levels of satisfaction have been reported in many midwife led

. models of care; compared to standard eare | _

. "-S'L_l_mrn_ag[ and Conclusmns

In the maJorlty of developed countrles, Chlldbl[‘th takes place in-
: 'the hosp1ta1 settmg, wrthm the med1cal model ThlS model of care is-
now bemg challenged as 1nappropr1ate for the care of healthy pregnant
- women. Alternative models of care, w1th the m1dw1fe as the lead health
.'professronal have been dew eloped in the Un1ted K1ngdorn In Austraha, -
| d1ssat1sfact1on with mainstream maternlty services has resulted in the |
development of many new birth centres, as an alternative to
: mainst.ream care. Satisfaction with maternity care has proven difficult |
_ to me'asnre_”,_ and the assessment of satisfactio:n in most studies has B
been limited to forced response questio_r_inaires. -
Research _to :date,' on the b'irth-centre model of c_a.re, has focused
Iargeil-)?o'n. clinical .outcomes to es'tablish safety | Assessment -of ._ -
satlsfactmn w1th th1s model of care has had more limited 1nvest1gat10n | .
Sat1sfact1on has been assessed quantrtatwely in a number of studles,

1nd1cat1ng'_wo_men are more satls_ﬁ_ed w1th birth -centre care co_mpared to



standard care. Womens' experiences of care in the Australian birth
- centre setting has never been studied from an emic perspective and

requires further investigation.

36
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CHAPTER THREE

Methodology

An exploratory descriptive design was adopted for this study..
This chapter outlines the rationale for the qualitative methodology used.
The design of the study and the research sample are detailed. The
technique utilised during data analysis and measures to enhance rigor
in the study are described. Ethical considerations underpinning the
study are also’outlined. ”

| Selection of the Research Methodala'gv

An exploratory design was c-hoséﬁ--for this study to enable the
researcher to explore women's pérceptions of the care they eXﬁerienced
" in the birth centre setting. | Th.is'.;-'ét.udy was planned to complement a
'larger research Study ent_itlédi 'The ant'enatal, birth and postnatal
experienceé of women who gave birfh in hospitals and birth centres in

the Perth region'. The .principlle investigator on this study was D“r E
Patriéia Percival. The larger study was carried oﬁt in twelve hospitals
and two birth centres in the Perth region. The six hundred women who
participated in this study completed an extensive questionnaire which
assessed Women's experiences such as numbers of carers, birth
gratification, satisfaction with care and postnatal depression. The
current study was designed to complemeﬁt the quantitative design of _

the larger study, by exploring women's birth centre experiences from a



qualitative paradigm. Qualitative research is described as "modes of
systematic inquiry concerned with understanding hum:.1 beings and
the nature of their transactions with themselves and with their
surroundings” (Benoliel, 1984, p. 3).

The combination of two methodologies should provide a more
complete picture of women's experiences, in the birth centre Setting.
The larger study provided facts and figures about number of carers and
broad levels of satisfaction, whilst the qualitative approach of this study
explored what women's experiences of having a limited number of
midwife carers was like. The use of multiple methods is supported by
Bockman (1987), who suggests "that qualitative methodologies which
address the whole, and quantitative methodologies, which analyze the
pieces, should be considered together to form the whole of nursing
research” (p. 72).

A review of the literature demonstrated that there had been .
limited investigation into women's perceptions of the birth centre model
of care. To ascertain the women's perspective of their care, it was
-determined that an exploratory design was the most appropriate
method to elicit this information. A qualitative approach has been
identified as useful when the researcher wishes to document and
interpret the phenomena being studied from an emic perspective {Field
& Morse, 1985; Patton, 1990; Strauss & Corbin, 1990}. Qualitative

data allows the researcher to gain insight into the human experience.
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The qualitative approach is often referred to as naturalistic
inquiry (Field & Morse, 1990; Lincoln & Guba, 1985; Polit & Hungler
1995). The investigator does not attempt to control variables,
manipulate the data or predict outcomes. This form of inquiry also
allows the investigator to explore similarities and differences in
individual experiences.

The qualitative method informing this study was grounded theory.
A modified grounded theory approach was adopted to guide this study,
a full grounded theory methodology not being possible due to time
limitations at the Masters level. Grounded theory is describ'e.d by
Burns & Grove as an "inductive research technique” (1987, p. 85). An
inductive approach to analysis of the data allows the important .
categories to emerge from the data, without making prior assumptioris '

(Patton, 1990).

Sample Selection and Setting

Women who had received their antenatal, intrapartuff_i_ and
postpartum care in three Perth Iarea birth centres were ihterviewed in
this study. It was anticipated that all three birth centres in Perth would
be involved in the larger study, as outlined above. However, it was not
possible for the chief investigator of the larger study to access women
who birthed at the King Edward Memorial Hospital Family Birth Centre,
due to the hospitals prior research commitments. The hospital was

willing to allow the researcher of the current study to access a smaller
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- sample of women, to be involved in Interviews. As a result of this,
women at the Mandurah Birth Centre and the Swan Districts Family
Birth Centre were recruited through the larger research study as
planned. Women who birthed at the King Edward Memorial Hospital
(KEMH) Family Birth Centre, were recruited directly from the birth
centre and had not participated in the larger study.

” Women were invited to participate in the study if they met the
following criteria: o
;._had .atteride'd a minimum of five antenatal visits by'.blirth centre -

midwives dﬁr_ing their pregna:ncy;'. |
+ had a midwife cére for them in labour who they had met at least
twice during the antenatal périod; |

. had a normal birth;

- had beer_l diécharged- home w.ithin'.24 hours of the birth;:

» had previously given birth to a baby in a hospital setting;

.i. were availablc.fdr interview 2 - 4 inonths after the birfh of their baby;
- had_ not had any part of their pregnancy 'éare prt::ivic.led'bj,r the’

_._reseéi*cher. | o
Seventeen women were recruited and interviewed between
November, 1996 and April, 1997. Nine women were interviewed from
Mandurah and Swan Districts Family Birth Centres and eight from
KEMH Family Birth Centre. As suggested by Patton (1990) and Morse
(1991), interviews continued until redundancy and saturation of

-infor_mation was reached. After the seventeenth interview was analysed,
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it was determined that no new themes were emerging from the data, so

no further interviews were performed.

Data Collection Method

This study explored women's perceptions of the care they received
in the birth centre setting. The data collection method chosen by the
researcher was face to face interviews, It was decided that this method
would allow women to describe their experiences in depth. Women
who were willing to participate were interviewed in their own homes.
The reason for this was twofold. Firstly, women are often more

~comfortable in their own environment and it was felt that the relaxed
atmosphere would enhance the interviews. Secondly, all participants
had a new baby and at least one other child, so it was easier for t_:hc

‘researcher to travel to the mother than to expect her to travel to a
different location. Inter_vieWs were audiotaped with permission.

A se.mi structured in.terview guide was developed to pj.x.'ovide a
general outliﬁe for questioning. This guide was not rigidly adhered to, |
allowing the investigator to explore issues as they emerged (Appendix
B] Open ended questions were used, with a list of probes should they
be necessary. A rigid interview structure were avoided, as this would
have limited the experiences that were explored (Polit & Hungler, 1995).
The interview questions evolved through the review of the literature and
consultation with a number of midwives with research expertise. The

focus of the interview was on women's perceptions of the care they
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received, not on their actual birth experience. It was the intent of the
interview to explore women's perceptions of both their most recent care
experiences and their previous experiences. The researcher conducted
pilot interviews with two women who met the selection criteria and were
willing to participate. This led to minor modifications and refinement of
the interview guide. This was mainly the addition of probes that could
be used to elicit more depth from participant. The pilot interviews also
gave the researcher the opportunity to reflect on strategies to enhance
- rapport, active listening and questioning techniques.

The timing of interviews was also considered during the pilot
interviews. ’fhe immediate postnatal period was avoided to reduce the
‘halo effect’ (Bramadat & Driedger, 1993; Lumley, 1985) on the woman's
‘most recent birth experience. Pilot interviews were performed at one
;ind tw_b months postnatal respectively. It was decided by the
researcher that two months postnata.l was the more appropriéte time.
By two months, woImen were more likely to have recoVelred from the
birth physically, and should have overco.me early postnatal problems,
‘such as breast feeding difficulties and sleep 'deprivation. Demographic
data as outlined in Appendix C were obtained from each participant
after each interview., This enabled the investigator to compile a profile

of the women interviewed.
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Recruitment Procedure and Data Collection Protocol

Midwives in the KEMH Family birth centre were given a half hour
presentation by the researcher that covered the objectives of the study,
selection criteria for the study and recruitment procedure. All staff in
the centre were willing to provide information about the study to eligible
clients. All women who met the selection criteria were approached
about the study prior to discharge from the Family Birth Centre.
Consenting women were informed that the researcher would phone
them when their baby was about two months old. During this phone
call the researcher confirmed that the clients were willing to participate
in the study. An appointment was then made to conduct the interview.

Recruitment of women from Mandurah birth centre and Swan
Districts Family birth centre was through the larger study outlined
above. Women who participated in the larger study were aware that k
they may be approached for an interview. The names and phone
| numbers of women who met the selection criteria were provided to the
researcher by the chief investigator of the larger study. These women
were then contacted by phone. During this phone contact the
researcher explained the purpose of the interview, estimated time
involvement and the fact that the interview would be audiotaped.
Participation was entirely voluntary. Appointments were made to
conduct interviews with women who expressed a willingness to
participate. A total of nineteen women were approached for interview,

two declined because they did not feel comfortable about being tape
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recorded. Recruitment through the Family Birth Centre at King Edward
Memorial Hospital was slower than anticipated. The main reasbn for
this was the selection criteria excluded all primiparous clients, who
account for 55 to 60% of all birth centre bookings in this centre
(McDonald & Evans, 1996). It was also identified that many
multiparous clients had previously attended a birth centre for care
during their first pregnancy, and had never experienced hospital care.
Interviews were all held in the participants home at a time and
date convenient to them, two to four months after the birth of their
baby. Women were given the opportunity to read the information sheet
about the study [Appéndix D) and ask the researcher any questions.
They were then asked to sign a written consent (Appendix E}. All
participants were aware that the researcher was a midwife who worked
in a birth centre. Women were advised that if they did not feel
comfortable with any guestion, they could decline to answer it.
Interviews were audiotaped and ranged from between twenty minutes to
one hour. The semistructured interview guide was utilised by the
researcher in each interview. Probes were only used if this information
was not elicited by the initial question. During each interview, the
researcher tried to enhance the communication process by maintaining
appropriate eye contact, mainiaining an open posture, responding to
comments with non verbal cues such as a nod of the head and reflective
listening skills where appropriate. At the end of each interview

participants were asked to complete the demographic data form
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(Appendix C) Each interview was then transcribed verbatim from the
tape by a professional audiotypist. The issue of confidentiality of the
data was discussed with the typist and she was asked not to discuss
the content of the interviews with anyone. The typist was asked to
insert pseudonyms for all names of places and people throughout the

transcript.

Data Analysis

Data analysed in this study was from written narrative
communication transcribed from interviews. The method of data
analysis utilised was content analysis. This is defined as "the process
of identifying, coding and categorising the primary patterns in the data” |
(Patton, 1990, p381). The units of analysis identified by the invesﬁéator
were phrases, sentences or paragraphs (Polit & Hungler, 1995). The
significant meanings of these umts were then coded and categorised

| into groups. This form of analyéis is often referred to as latent content
analysis as it allows for the underlying meanings within the
communication to be identified within the context of the entire interview
(Field & Morse, 1990).

Data analysis began after the first five interviews were completed
and transcribed. Subsequently, each interview was transcribed as soon
as possible after the interview and coded throughout the data collection
period. The data were categorised through a process identified by

Strauss and Corbin (1990} as open coding. “During open coding the
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data are broken down into discrete parts, closely examined, compared

for similarities and differences, and questions are asked about the

phenomena as reflected in the data” (p. 62).

The steps used for data analysis in this study were based on the
method outlined by Burnard (1991}, to analyse interview transcripts.
This method has been modified slightly and is outlined below:

1. The audiotapes were transcribed verbatim by a professional
audiotypist.

2. Each typed transcript was checked against the audiotape by the
researcher. | |

3. The written transcript from each interview were read and keywords |

‘and significant statements were highlighted throughout the
transcript.

4. Transcripts were read again and emerging themes were listed in the
margins of the recorded data to describe all aspects of the cbntent.
This allowed the researcher to become immersed in the .data.

5. Theidentified themes that emerged from each interview were then
considered by the researcher and similar themes were grouped
together.

6. This theme was then named to reflect the contents.

7. Transcripts were then re-read alongside the final list of themes,

identifying which theme each significant statement belonged to.
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Throughout this study women were asked to discuss their birth
centre care experiences in relation to their care experiences in the
hospital setting. This resulted in each identified theme having a
number of dimensions and features, which encompassed women's

experiences in both care settings.

Trustworthiness of the Research Process and Findings

Evaluating the rigor of qualitative research is an important aspect
of the research process. Qualitative inquiry is based on completely
different assumptions from quantitative inquiry and the criteria used to
judge validity needs to reflect this difference (Beck, 1993; Guba &
Lincoln, 1985; Sandelowski, 1986). Quantitative data are generally
judged in terms of internal and external validity as well as reliability.
Guba and Lincoln {1985) suggest thaf the criterion used to evaluate
rigor in qualitative inquiry should be credibility (truth value), fittingness
(applicability), auditability (consistency) and confirmability (neutrality).
Trustworthiness of the research process in this study was assessed
using these criteria.

Creditability and Fittingness

Creditability and fittingness in this study were confirmed in a
number of ways. Firstly, the validity of the categorisation process in
this study was confirmed by asking a fellow research student who was
not involved in the study, to read through two of the interview

transcripts and identify a category system. These categories were then
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discussed with the fellow research student and compared with Ithe

R r'esearcher's otvn categery system. Secondly, the researcheris two

| .Supervisers, who were both familiar with the raw data, were eorisul_ted':- |
| | throUgheut the categorisation process. Finally, validatiofl of the' _

| findings was achieved by returning to two of the partit:lpants
interviewed. After data analysis was completed by the researcher, two _
participants were contacted by phone and asked if :they would be willing
to be mvolved in the val1dat10n process Partmpants were sent a |
_ .transcrlpt of thelr 1nterv1ews w1th categorles 1dent1f1ed and were 1nv1ted

| "to make cornments on the mterpretatlon and categonsatmn of the data

. This ensured that the researcher S 1nterpretat10n of data was correct.

Fee_clback from these participants confirmed that the resea:cher had o
interpreted the._ data correctly and they indicated that the .fnajor. t.herr_ies
'were a true reﬂectlon of their experiences o | |
Audltablhtz - o _. - +
Aud1tab111ty is seen to b.'e achieued when any reader can'fdlloik'the_ |
| piﬂegress_iOn of events_ the te_s’e'ai'_cher used .fl_‘OII:l heginuin'g to end lof. the
researchj 'p'i'oces‘s'"(Sande_loiNski, 1986). .Te enhance the auditability-cf )
:_ this study a sa__mp'le' of a coded transcript has been included (see- |
Appendlx F), after idehtifying details have been eliminated.. This shculd.
-help _th'e reader to clarify how the researcher derived the themes. The
;esearcher also dccumented an audit trail throughout the data analysis,
s0 1t was clear hcw Categ_crisati_on was deter'miﬁed. This ha_s.been |

~“confirmed by the researcher's supervisors.
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- Confirmability

- Guba and Lincoln {1985) suggest that confirmability (neutrality) is
| achieved when credability (the truth value), fittingness (applicability),

and auditability (consistency) are established.

-. Limitations
The researcher acknowledges that the sample is self selectmg,
- clients eligible for the study chose blrth centre care Fmdmgs from this
: study may not be generahsed to all ch1ld beanng women However, they _
'have the potential to be transferable to women who glve birth in snm11ar .'
b_1rth settings. M1_c_1w1ves who pra_ctlce in similar care settmge may be
- able to.use the fin.ding's.from this study to_a_ssi_st.in caie .planﬁing and

delivery.

' Ethical Considerations
Written perrnission .to uodertake thlS stl..t.dy'was. obtained from the |

Commlttee for Conduct of Eth1cal Rescarch at Ed1th Cowan Umversny

. Approval to carry out th1s research at K1ng Edward Memorlal Hospxtal

- was obta;l_ned by the researcher, through the Research and Eth1cs Sub-

. _ cOmrrlittee at this hospital. Ethical approval at Swan Districts Hospital

- and Mandurah Hospital had already been cobtained through the larger"'
- study. All participants in the study were involved on a strictly voluntary
| basis with the unconditional option to withdraw at any time. Each

'participant was given a letter of e__;_q:ilanation and an_informed conéent to
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sign prior to interview (Appendix E). All participants kept a copy of the
information sheet, which contained contact numbers of the researcher
and her immediate supervisor should the participant have any queries
‘or concerns. |

All research participants were guaranteed confidentiality.
Participants were informed that no names would be identified on
records, and that pseudonyms and a coding system would be used. A
mas_ter list of participants was kept separate from the coded tapes.
Only the rese;archer and supervisors had access to the raw d.at.a,' o
franséfipts and computer discs which are'é;ecured in. a lot.:l;éd't.:'_.u:p_boér.d _
in fche home of the researcher, and will be destroy’cd éu"tér a ﬁvé yeai”

period.
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CHAPTER FOUR

Findings

This chapter presents the findings of this study. It begins with a |
d.escription of the study sample. The second section of the chapter
consists of results of analysis of the interviews undertaken, focusing on
women's perceptions of the care they received from health professionals,
| in both the birth céntre and hospital environments. Each theme is

illustrated throughout by including excerpts of interviews. _

- Description of the Sample
© Seventeen women were interviewed for this study. _Al_ll
ﬁérticipants r’riét thé selection criteria, and had expéfienced care within
fhe hospxtal settiﬁg with aﬁ: least one of theif prévio.u's' pregn:anci.es.',. the1r _
mbst recent e'icper'ier'l.ce '. of care being in the b_ifth Cénfr_é con_teXt._ Orie |
. part1c1pant reported ﬁaving a previou.s horﬂ:e_birt.h ex'pé_ri_e'r:lée,' -.\A.lll _ |
| partlclpants Weré Caucasiaiﬁ with the exception of one benan'who was
.' atMaori. All part1c1pants reported b.eing. either married or living in a
'de_factd relationship. The age of the participants ranged from 22:5yea.'rs
'.to 34 years, and the parity ranged from between 2 and 5 children. Thé'
| _edu.(_ﬁational background, qualifications, usual occupat_i_on and combin_ed

_ -fa’mily income of participants are outlined in Table 1.
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Table 1. Demographic Profile of Participants

Characteristics Women
n=17

Current Age :
22-25 _ 5
26 - 30
31-34

Parity

Lh Ja b B
Yt

School Education
Achievement Certificate (year 10)
Tertiary Entrance (year 12)
Highest GQualification

None

Trade

Diploma

Degree (Undergraduate)
Usual Occupation

Home duties

Service Industry
Professional

Other

Combined Family Income
less than - $ 20 000
$20001 -$ 30000
$30001-%40000

$ 40 001 - $ 50 000

$ 50 00} and over

00 O

W L W oo

_— Ly =]

h bbb

Women's Perceptions of Birth Centre Care ,

Women interviewed in this study shared their experiences of care
in both the hospital and birth centre settings. This provided a wealth of
data about two different models of care. Final analysis of the data
_-.__resultedm the identification of four key themes: Beliefs about
Pregnancy and Birt_h; Natui‘e of the Care Relationship; Care
Interactions; and Care Structures. Each one of theee themes was

cempris_ed of two dimensidns at either end o} a co.r.l.t_inuu'm, _a's outliried.

in Figure 1...Each theme is discussed separately below.
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Beliefs about Pregnancy and Birth

The first theme to emerge from the data was Beliefs about
Pregnancy and Birth. This theme captured the attitudes and beliefs
about the pregnancy and birth process held by both women and their
carers. The philosophical ideologies identified within the data varied
along a continuum from birth being perceived as a normal life event, to
birth being viewed as a disease process. The features of each of these -
ideologies are outliri_ed below. Exemplars of this thémc are presented in -

Table 2.

. Birth as a Normal Life Event

The belief that birth is a normal life event was the view articuléted
by many women. The carers philosophical beliefs were also evident in
‘women's descnptlons of the care they recelved ThlS 1deology was | |
_compnsed of two features These were: (a) Birth as a natura.l proccss, |
and ({b) Carers non—mterventlomst_ approach!, These features are
described below.

Birth as a natural process. Birth as a natural pfocess was
defined as the belief that pregnancy and labour are normal physiological.
processes, Many participants verbalised their belief that birth was not
an illness and therefore should not be treated as such,

"Giving birth is not an iliness, it is not a medical procedure, it is

life, it is a miracle and each and every one is different and I think

people have lost that, or had lost, I feel it is coming back now, I

think women are coming into their own about how they want to -
give birth..." [Interview 6]
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Table 2. Exemplars of Theme One: Beliefs about Pregnancy and Birth.

Beliefs about Pregnancy and Birth

This theme captures the attitudes and beliefs about the pregnancy and birth process
held by both women and their carers

Birth perceived as a normal life event.

approach

2. Carer's non-interventionist

Features Definition Exemplar
1. Birth as a natural The belief that pregnancy | “..the way they (midwives) just seemed
process and binth are normal life to treat birth as being a natural process
experiences. instead of a medical process.”

The lack of physical
interference with the birth
Process.

"But I wasn’t touched when I came in
and [ was in labour, I wasn’t examined
at all which 1 really appreciated. They
seemed to know wherc 1 was at and not
interferc with me in any way."

Birth viewed as a disease process.

- “Features

Definition

Exemplar

1. Birth viewed as an
illness

2. Carer's interventionist
approach

The belief that pregnancy and
birth are pathological
processes.

The physical interference with
the birth process

"Dactors don’t talk about things you
can do during labour. When you sce a
doctor they talk about what problems
yon may have and what might go
wrong, They don’t talk about what is
normal and how you can make things
be normal."

" ..with the doctors they wanted to do
internals and check me all the time."
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Women revealed a confidence in their bodies ability to birth normally,
based on the fact that they had birthed before. This is demonstrated in
participants' comments below.

"I knew with my first baby I had a normal birth so I knew it
wouldn’t be a difficult birth this time around." [Interview 7]

"The knowledge I learned after she [first babyf was born, I knew I
could do it. It's one of those things women have done for
thousands of years." [Interview 12]
Women's prior birth experiences instilled trust in the natural birth
process.

The midwives in the birth centre were perceived by participants
to treat pregnancy and birth as a natural life process. As one
participant outlined: "..the way they /fmidwives]just seemed to treat
birth as being a natural process instead of a medical process."
[Interview 12]. Midwives in the birth centre were perceived to actively
encourage women to trust in their body's ability to birth naturally.
Many participants described how the birth centre midwives encouréged
them to listen to their bodies, as demonstrated below.

"] asked the midwife when do I know when to push? She said

your body will tell you. And I said, no it won't, it didn’t the last

two times, the doctors told me. She said your body will tell you
when you are ready to push, So I walked around a little longer
then I had the urge to push. Iwas leaning up against the bed on
the floor and moved out a bit then. Then my body told me what
to do. My waters broke at that time. A couple of contractions
happened - I was waiting for them to happen. Then the baby

came out." [Interview 3]

"...she fmidwife] said you know how to do it, your body knows how

to do it. The baby is going to come out. She gave me the
confidence to know it was going to be fine." [Interview 12]
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The midwives practicing in the birth centre context were identified by
women to display trust in the birth process and encourage women to be
instinctive,

Carer's non-interventionist approach. The midwives approach to

care during pregnancy and labour was perceived as one of non-
interference, when they adopted the philosophy that birth was a normal
life process.

Participants' experiences revealed that the birth centre midwives

~did not interfere with their bodies in a physical sense. Procedures such

as vaginal examinations were kept to a minimum and utilised when
required rather than routinely; as one participant explained.

"I wasn’t touched when I came in and I was in labour, I wasn't -

examined at all which I really appreciated. They seemed to know

where I was at and not interfere with me in any way."

[Interview 15]
The non-invasive approach to care was also described by another
participant. She described her perceptions of the care provided by the
birth centre midwives during routine antenatal visits.

“...the midwives would feel my stomach and that was it. They put

the monitor /[doptonef on and listened to the baby. They did not

want to interfere in any way.” [Interview 3]

During labour, the birth centre midwives non-interventionist

approach and support of natural childbirth was enhanced by the fact
that technology such as epidurals and continuous electronic fetal

monitoring were not readily available in the birth centre. Women often

chose the birth centre option for this reason',' as one participant related.
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“...the fact if I said in labour I wanted an epidural there wouldn’t
be a doctor there straight away to say, OK iet’s give you an
epidural, don't worry you shouldn’t have to have pain. Just to
have someone there to say, No let’s go a bit longer, you can do
this." [Interview 10]

Non-intervention was positively received by women and reinforced birth

as a normal life process.

Birth as a Disease Process

The belief that birth is a disease process was the ideology
perceived to be held by many health professionals working in the
hospital setting. This belief was comprised of the following features:
(a) Birth is viewed as an illness and {b) Carer's interventionist
approach. These features will be further explored below.

Birth viewed as an illness. The belief that pregnancy and labour

are pathological processes was evident in Women's descriptions of
interactions with carers in the hospital setting. The majority of
participants had previously experienced involvement of doctors during
routine antenatal and intrapartum care., Women perceived that doctor's
attitudes reflected their medical background; Pregnancy and birth were
viewed as a disease with many potential dangers. As one woman
described.

"Doctors don’t talk about things you can do during labour. When

you see a doctor they talk about what problems you may have

and what might go wrong. They don'’t talk about what is normal

" and how you can make things be normal.” [Interview 4]

The same participant also indicated that midwives within the hospital

system also adopted this ideology, preparing women for intervention.
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As she outlined:
"Actually I found the first time we went to antenatal classes it was
like that. My husband and I walked out in shock, just the
problems and intervention. For example, they talked about drugs
but they didn’t talk about how you can control your pain without
this. They focused on intervention, what would happen if you
had to have a caesarean, what would happen if you needed
stitches. I think it is important to say these things may
happen but they shouldn’t be the focus." [Interview 4]
One participant in the study was having her fourth child and had
previously experienced a homebirth. This option was not available to
her during her most recent pregnancy. She believed that society has
socialised women into thinking that birth is dangerous and the only
safe place to give birth is in a hospital.
"] think with all this programming over the years, that women
believe the only way they can give birth is to go into a hospital.”
[Interview 6]
The belief that birth was safer in hospital, and preparing women
for interventions resulted in women perceiving that carers believed
intervention was routine and ‘normal’, indicating a distrust of the birth

process.

Carer's interventionist approach. The carers orientation to

pregnancy and labm.ig was characterised by interference when they
adopted the ideology that birth is ¢ disease process. Most participants
had experienced the involvement of doctors during routine care in the
hospital setting. The perception that doctors did not view birth as a
normal life event was endorsed by the fact that the doctor was often

seen to adopt an invasive approach. Procedures such as vaginal

examinations were often performed in pregnancy as a routine. As one
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participant identified: "...with the doctors, they wanted to do internals
and check me all the time." [Interview 3]. Another participant indicated
that the only discussion about the birth focused on the participants
feelings about the use of epidural analgesia during labour.

"She [obstetrician] never really spoke about the actual birth. She

did mention epidurals and how I would feel about having one. I

said I'd prefer not to have one. But as far as the birth itself that

was all that was done." [Interview 5]

The focus on possible interventions reflected the doctor's medical
philosophy and did not reinforce normal birth.

In the hospital environment, the use of technology was an
accepted part of the birth process. Many participants perceived that in
the hospital setting, there was an assumption that women would want
to use analgesia such as epidurals. One participant described how in
labour, she felt that she was coping well, when she heard the midwives
discussing her.

"When [ was in the hospital, when I was actually in labour,

someone said “it is too late to give her an epidural” and I thought

“well, did someone ask for one?” 1 never mentioned anything

you know, and just that sort of thing, because I was in a

hospital.”" [Interview 15].

Experiences such as this resulted in women perceiving that technology
was an integral part of the birth process in the hospital setting,.

In summary, the carer's philosophy of birth varied in each care
setting. In the birth centre setting, the midwives approach was seen as
non-interventionist, based on the belief that birth is a normal life event.
In contrast, carers in the hospital setting adopted an interventionist

approach, based on the belief that birth is a illness which requires

medical management.
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Nature of the Care Relationship

The second theme to emerge from the data was the Nature of the
Care Relationship. This is defined as women's perceptions of the type of
relationships they have with care providers. Women identified that the
relationship with health providers varied from one of collaboration, to a
provider dominated relationship. The nature of the relationship
between women and carers was identified as having a direct impact on
the degree of control women experienced over their birth and the degree
of satisfaction women expressed. The features of each end of this
continuum will be explored separately in the following section. Table 3

provides exemplars of this theme.

Collaborative Relationship

A collaborative relationship is dgﬁned as a partnership between
the woman and her carer. The relationship with midwives in the birth
centre was more often described by participants as one of collaboration.
This relationship was characterised by two features: (a) Equality with
carers, and {b) Women as primary decision makers. These features are
elaborated below.

Equality with carers. The feature of equality with carers is

defined as an egalitarian relationship between the women and carer.
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Table 3. Exemplars of Theme Two: Nature of the Care Relationship

0T Nature'of the Care Relationship

How women perceive their role in the relationship with the
health professionals that provide care.

_Dimension: Collaborative Relationship. -

The collaborative relationship between the women and her carer.

Coror o Features:

o Definition.

_Exemplar

1. Equality with carer

2. Women as primary
decision makers

An egalitarian relationship
between the women and carer.

Women taking responsibility
for decisions related to their
care.

"She /midwife] would come to my
house, give me my checks. We would
talk on an even. There was no
superiority there..."

"She /midwife] would ask me a
question and say we could do it this
way and that way and gave me
suggestions but ultimately it was my
decision."

Dimension: Provider Dominated Relationship

The paternalistic relationship between the woman and her carer

" Features

Definition

Exemplar

1. Health professional

superiority

2. Women as passive

participants

The autheritarian stance
carers adopt when interacting
with pregnant women.

Women's lack of involvement
in decisions related to their
care,

"1 found the males fdoctors/, although
they were very nice people and could
be great at other things, but when it
comes to something like giving birth.
found their attitudes very 'they know
better'. That offended me as a woman
and mother, ."

" And they didn’t seem to {ake any
consideration for my feelings or what 1
wanted or asked me what I wanted,
they just went ahead and did it. They
said this is what we have to do, this is
what we are doing. Tt wasn’t, this is
what we could do, we havc other
options. They didn’t give me any
options.”
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The relationship with t_he-midvrife carers in the birth centre was
~perceived by women to be one of equal status., As one participant -
© described.
"She [midwife] would come to my house, give me my checks. We
would talk on an even. There was no superiority there and she
actually taught me how to give birth." [Intervrew 6]
Many women cared for in the birth centre 1dent1f1ed that
_d1scuss1ons during pregnancy revolved around thelr w1shes and
o preferences for birth, As another partlclpant stated "She [the m:dunfej
spent a lot of tlme _]ust talkmg and dec1d1ng how we were goxng to |
E handle thmgs " [Interv1ew 8] Most women percelved that they were
| encouraged to play an active role in plannmg the blrth
"They_ encouraged me to express whatever I felt I would like. They -
put a, lot of care into what I would like for the birth, who I would -
 like to be there...even the very small details and that really meant -
- alot to me." [Interv1ew 1] -
- Many pa_rt1c1pants also acknowledged that_ their chOic_es were
- respected by the birth centre midwives,
"'Th_'e birth centre births were the more positive two experien.ces in
that [ really felt my choices would be respected, what I wanted to
-do would be listened to and would be supported.” [Interview 10]
The m1dw1fe was not perceived by women to have the author1ty in the
: relatlonshlp to ma.ke decisions for them The outcome of perce1ved
: ':_equahty between women and their carers culmmated in women havmg
a sense of control over thelr care dunng pregnancy and blrth
Women as prlmagg decision makers. The feature of women as

pr1mary decision makers is defined as woman takmg respons1b1l1ty for -

'- demsxons related to their care. Women who accessed bxrth centre care -.
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felt :‘!chat they were treated as autonomous individuals. Many
participants identified that the midwife provided them with information,
enabsling them to make informed decisions. As one participant outlined:
"She [midwife] would ask me a question and say we could do it this way
_' and that way and gave me suggestions but ultimately it was my |
decision.” [Interview 8]. Another woman identified that the midwife did.
not allow her own personal viewpoint to influence the decision to b‘e.
made. Rather, the midwife ensured that the participant felt fhat she
_-was'tl.'le one making the decision. | |
"She[midunfe] was the one .who'had no personal statement, she
was objective. She could see we were getting a lot of pressure and
she was the one that kept bringing it back and saying hold on,
you have two options." [Interview 4|
'_ meen acknowledged that they weré able to make decisions that were -
appropriate for them. One participant outlined how she.had been
| 'adv'ised- by the birth centre midwife to be transferred int_‘_o fhe hospital
fqr:a longér postpartum stay. This Was based on the fact that she h_ad '.
| eic'per"i.encéd.a lérge. pdst partum haemorfﬁage af_tcr 'her.._birth. 1n the
'ceﬁfre. “This women considered this édvicé but opted to go home to
| recover. .As she explained: |
| I ého'se to go home and that was respected as well, I wasn't made
to go into hospital. As it turned out that was totally appropriate
for me, I recovered quickly." [Interview 15]
| 'W'omen identified that within a collaborative relétionship, their righi: to
maké decisions was acknowledged and supported. Womens.ability to
make- decisions resulted in a séﬁse of coﬁtrol over their'.bil"th '

experiences.
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Provider Dofninated Relatiohship

A provider dominated relationship is defined as the paternalistic
relationship b.etween the woman and her carer. Many participants,
when describing their interactions with health professionals in the
hospital setting, described a sense of medical domination in the
relationship. This type of relationship was composed of two features:
(a) Health professional superiority, and (b) Women as passive

participants. These are detailed below.

Health professional superiority. The feature of health professional
superiority is defined as the authdritarian stance carers adopt when
interacting with pregnant women. Medical practition_ers and midwives
in the hospital setting were perceived by many partit:ipants tc havea
'sujjerior attitude, based on an assumption that they are experts.'

‘1 found the males [doctors], although they were very nice people

and could be great at other things, but when it comes to

something like giving birth I found their attitudes very 'they know
better’. That offended me as a woman and mother...

[Interview 6]

One woman related her experience after birthing in the birth centre and
then being transferred into the hospital as her baby required
phdtdtherapy. The nature of relations with carers changed fro_ni one of
equality to one of feeling dominated.

"I ended up being admitted to the main unit for a day with him

[baby] .... There wasn’t that respect that [ knew my body and 1

knew what [ needed and didn’t need. It was back to more of “we

know what’s best for you” sort of attitude and “we know what’s

best for baby”. It was very different.” [Interview 10]

 Many women felt they had no say when they had doctor care, reSultirig

- in a feeling of lack of control over their experiences. As one woman



66

shared: "When I had a doctor it was his baby, we weren't allowed to
‘talk and I had to do it his way." [Interview 3]. Many participants did not
perceive doctors to be very approachable, their knowledge and expertise
were not to be questioned. As another woman described.
"I don't think you can talk to them [doctors] like you can a
midwife, Bemg doctors, I know you take it for granted you dont B
ask questions.” [Interview 9]. :
Carers who functioned within the hospital framework were
_ percelved to lmpose their own behefs onto women. When part1c1pants
d1d not choose to follow medlcal advice, they often felt pressured to
| conform to the carer' s view, rather than the carer respectmg their
ch01ce One Woman felt otrongly about her baby not bemg glven a
Vitamin K injection after birth and had discussed this with the doctor at
a routine antenatal visit. This woman descrlbed how 1mmed1ate1y after
birth, in the birth centre, the doctor continued to pressure her to
consent to Vitamin K.
"The doctor hovered up and down the hallway and when he heard
the baby cry, he came in. But once again, as soon as he came in [
got the Vitamin K issue all over again, and we were still
attached to the umbilical cord and then it happened again and it
was like, hang on a minute, let me complete my birth, my child is
beautiful, he is healthy and happy, you even said that - don'’t
start telling me [ have to start putting something artificial,
synthetic in his little body already.” [Interview 6]

There was no acceptance by the doctor that the woman had the right to

decline treatment based on her own belief system,

Women as passive participants. The feature of women as passive
participants is defined as women's lack of involvement in decisions

related to their care. In the hospital systeni women did not percei_ve'
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~that they were to be involved in decisions affecting their care. Women
often indicated they were not given any choice in terms of what care
they would receive, they were simply told what would happen.
"And they didn’t seem to take any consideratior: for my feelings or
what I wanted or asked me what I wanted, they just went ahead
and did it. They said this is what we have to do, this is what we
are doing. It wasn’t, this is what we could do, we have other
options. They didn’t give me any options." [Interview 13]
Some women were subjected to procedures they did not want; their
wishes specifically ignored.
“They insisted on an examination fvaginal] which was something I
really objected to, but they did it anyway. Then she was born less
~ than an hour later." [Interview 4]
Women's lack of input into their care often resulted in dissatisfaction
with care.
- It was also the experience of many women that their preferer_ices_
Were not accommodated. This was in contrast to what they had
_ expected
"At the hospital, when they had thelr antenatal classes, they said
- you could basically have the baby any way you wanted and I was
in the actual position I wanted but then they wouldn’t allow me to
do it." [Interview 7].
When preferences were denied, this resu_lteh in women expressing a loss
of control over their birth experiences.
Many women described that the involvement of doctors in
pregnancy care oft_en resulted in the doctor having total 'centro_l over any

decisions which needed to be made. As one participant described.
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"The only time we had problems was towards the end when our
obstetrician was concerned with the baby's weight. Ifelt the
control got taken away from us a bit by everybody... The
midwives then said if the obstetrician won’t agree to it we won't
let you into the birth centre, we shall throw you out. It then
really became an issue for me because we were seeing him only if
an emergency arose...So we decided to say we were wrong with
the dates. So we felt our control had been taken away angd it
was not a decision for us at all. They weren’t saying we will talk
about this and demde together, it was whatever the obstetrlman
says is what goes." [Interview 4] .
The lack of involvement in the decision making process resulted i_n this
: woman feehng a lack of control over the dec1s1on Wthh was to dlrectly
| affect her and her baby |
_ Some part1c1pants felt that the medlcal staff d1d not prov1de full |
1nformat10n so that they could make an 1nforrned chmce One woman
- was adv1sed to be 1nduced after her waters had broken. She 1ndlcated-
that the doctor failed to explam what this would entaﬂ As she
descnbes "But I was never really sat down and sa.ld that when we
induce th1s is what is gomg to happen ! [Interv1ew 12] ’I‘he faulure_ to
'prOVide women with enou'gh ’information also resulte'd in Women sensing
- a Iack of 1nvolvement in the decisfon makmg process.
In sumrnary, t_he nature of the care relationship varied from one
of collaboration through to provider dominated. This was identified as

--one of the key influencing factors in women's sense of control over their -

: eare throughout pregnancy, birth and the postnatal period.
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Care Interactions

’I‘hé third theme to emerge from the data was Care Interactions.
This is defined as the opportunities that women have to develop a
rapport with carers. Interactions with health care providers were
determined as either: (a) Cumulative interactions, or (b) Non
Cumulative interactions, These are discussed below, Table 4 provides

exemplars of this theme.

Cumulative Interactions

Cumulative interactions were defined as women being providéd

- with the opportunity to de'velop an ongoing relationship with the
midwife. Par_ticipants_in this study were all given the opportunity to be
cared for by the same midwife, or group of midwives, during their |
pregnancy and birth. The cumulative cont_e_;ct resulted in: {a) Women
comfortable with carers, and (b) Women beihg known. These are
discussed below.

Women comfortable with carers. This feature is defined as
women feeling at ease with carers with whom they have had the
opportunity to become familiar. In the birth centre model of care,
multiple exposures to the same midwives throughougt pregnancy and .
birth enabled a rapport to develop between women and their carers.
This resulted in woman feeling at ease with the midwife.

"...it was important to have someone I knew even though she

[midwife] wasn’t a close friend. It was someone for me to make
contact with and feel comfortable with." [Interview 1]
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Table 4. Exemplars of Theme Three: Care Interactions

The opportunities that women have to develop a rapport with carers,

Dimensions: Cumulative Interactions

Women being provided with the opportunity to develop an ongoing relationship with the midwife.

Features

_ Definition Exemplar

1. Women comfortable

with carers.

2. Women being known

Women feeling at ease with "...it was important to have

carers with whom they have someone I knew even though she
had the opportunity to become | [midwife] wasn’t a close friend. It
familiar, was someone for me to make
contact with and feel comfortable
with."

Women's perceptions that they { "It was someone who knew me,

were understood by the knew my previous experience.

midwife and that their When I was delivering in second

preferences and past stage, she fmidwife] kepl saying it

experiences were considered is not going to be the same as the

in the care relationship. last one because she knew how
much that bothered me,"

" Dimension: Non Cumulative interactions

Interactions with carers throughout pregnancy which do not result in an ongoing telationship.

Features Definition ' Exemplar
1. Lack of rapport Women being unable to feel "...there seemed 10 be two people
with carers at ease with unfamiliar carers. | around. Iwasn’t that interested in
looking to be honest. But there
seemed to be people around but I
couldn’t identify with anybody."

2. Women being unknown Carer's lack of knowledge "T had written a birthplan for when
about women's past my baby was born and quitc a few
experiences and birth things ! had written on the
preferences, birthplan weren't even really

looked at...and there were litile
things that maybe would have run
differently with the birth..."
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The degree of comfort expressed was perceived by women to be directly
linked to the number of contacts they had with the midwife.
"The first [contact with one midwife] ] was nervous. The second
time [ was a lot more relaxed and then the third time it was like,
hi how are you going, it was a lot more comfortable and I was able
to open up a lot more to her," [Interview 11]
- Participants identified that they disclosed more information to carers
once they felt comfortable with them. Another participant suggested
- that one contact was not enough to feel comfortable with a midwife.
"I met two midwives only once, quite near the end and I remember
once walking out and thinking “I didn’t feel too good about that”.
Just because it was kind of getting near the end, and she had a
whole different manner, she was nice but it was getting “who’s
going to be there in the end”. So I was pleased when it was [ the
midwifef, who [ had seen the most..." [Interview 15]
Most women expressed that the midwife they felt the most comfortable
with was the one whom they had had the most contacts.
When women were cared for by a midwife with whom they had a
rapport th'ey were more likely to feel comfortable to discuss concerns.
"You feel a lot more relaxed and comfortable and I think if you
had things you want to talk about at that time you can speak -
more about what you want to or you feel more comfortable than
just meeting a stranger walking in." [Interview 9]
Some participants described that being cared for by a familiar midwife,
helped them to feel uninhibited and consequently they were able to be
themselves. As one woman described.
"It made it easier and shorter because you can come out of
yourself more. You could express yourself more. You are more
comfortable with them." [Interview 7]

Communication was facilitated as a result of being cared for by a

familiar midwife carer.
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Many participants indicated that they did not mind having

intimate procedures performed on them by a midwife with whom they
‘had rapport. As one participant outlined.

"It was good because I knew her and [ was comfortable with her

and it didn’t bother me if I had to have certain tests done, or if

she had to break my water or come in and check me..."

[Interview 13]

Care provision by a midwife with whom the woman was familiar
and comfortable resulted in the woman being able to focus her attention
and energy on the birth process, instead of having to spend time

- developing a relationship with an unknown carer.

"... with the last two babies I knew the midwives and all I had to

do was concentrate on myself and the labour. I think that is what

causes a lot of pain during labour, your mind is elsewhere
thinking about other things rather than what you are actually

doing." [Interview 6]

Trust was often the result of women being cared for by a familiar
midwife. Many participants identified that they were more likely to
listen to someone that they felt knew them.

"...and having in labour “yes you can do it”, and it is like “l can’t

go on anymore” and it is “yes you can, you're almost there” and

having someone that you know [midwife] telling you that, you

think oh well I can do it, all right." [Interview 16]

The midwife's encouragement was perceived to have more impact when
" she knew the woman.

Many participants identified that being cared for by known carers

resulted in the development of a special relationship, which had a

positive impact on the woman's birth experiences. As one woman

described.
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“So I just think that besides having your mum and your husband
there who you can lean on, you also feel like a closeness with the
midwife as well. It is a bond. You can’t explain what that feels
like. I really like it I think that is the way it should be comparing
with the other births.” [Interview 9]

Having the opportunity to be cared for by a known carer
throughout labour was highly valued by those who experienced it.

Women being known. The feature of women being known is

described as women's perceptions that they were understood by the
midwife and that their preferences and past experiences were
considered in the care relationship. All participants interviewed had
experienced continuity of carer in the birth centre setting; being cared
for in labour by a midwife that they had met at least twice during their
pregnancy. Women found it beneficial to be cared for by someone who
already knew their history and past experiences. As one participant
explained.
"It was someone who knew me, knew my previous experience.
When I was delivering in second stage, she [midwife] kept saying
it is not going to be the same as the last one because she knew
how much that bothered me. Or how long I had second stage and
how difficult it was." [Interview 12]
Many women also expressed that when the midwife knew them, they
did not have to spend time conveying their fears.
"She [midwife] knew what I had been going through with the first
pregnancy and the birth. She knew everything, what I was scared
of and all of those things. She knew exactly what I wanted. I
didn’t have to tell her then." [Interview 14]
Women also felt midwives who knew them understood their perspective.
"she [midwife] knew how we felt about intervention and

drugs...that was a direct benefit of her having had so much
interaction with us along the way." [Interview 4].



74

Discussion of birth preferences with the midwife prior to the
birth allowed women an opportunity to inform the midwife of their
wishes and discuss options.

“...she fmidwife] knew exactly what I wanted before I even went in

there so when [ was in labour she knew exactly what I wanted.

She made quite sure how things worked so I knew, | could have

whoever [ wanted there and she made things very easy

[Interview 13]

Many participants identified that discussions about their impending
birth, during the pregnancy, allowed them to let the midwife know how
they would act in labour and what they felt they would require from her.

One participant described how she was able to let the midwife know
that during labour, it was normal for her to be very vocal and that she
would probably ask for an epidural, but felt with good support she
should not need one,

"I remembered we had discussed it a lot in the antenatal, that I

would ask for an epidural and that I would make a lot of noise

and that [ would need lots of enrouragement and support.”

[Interview 10]

The woman actually being known by the midwife resulted in her

| ~ perceiving she received the support she required. As she described: "I
actually didn't ask for an epidural this time. I just really felt the
support was there." [Interview 10].

Many participants demonstrated a desire to have their primary
midwife carer present at the birth. As this woman identified. "I really
did want my own midwife to be there because she knew me and she

knew how I wanted to give birth," [Interview 6]. The knowledge that the

midwife present at the birth would know the woman and her wishes
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resulted in most participants not actually writing a birthplan. As
~another woman described: "I didn't write a birthplan but it went exactly
how I wanted it to." [Interview 16]. Women expressed confidence that
their preferences for labour would be honoured by the midwives.
"I was asked what way [ would like to have my labour and [ said 1
was more comfortable standing up most of the time...they said it
was no problem and to do what I felt comfortable with and they
would go with the flow. I was pleased about that." {Interview 11]
The woman being known by the midwife resulted in the midwife
understanding the woman's needs. Some women required minimal
'p'hysical input from the midwife as they had their own support team for
this. As this woman outlined.
"{The midwife] very much played the outer circle but coming in as
required. But, not like doing lots of encouragement, I had people
for that and really appreciated that." [Interview 15].
Other women needed a large amount of physical and psychological
support from the midwife. Another participant described how the birth
centre midwife provided this for her.
"...she fmidwife] was talking me through and very often during the
contractions I had to hug her, to hold her, and she would look
right at me and say “you can do it, you can get through it"..... she
was like my tower, when [ look back on the birth, that was where
my strength was. My husband was not able to provide that for
me. He knew that." [Interview 12]
Being known by the midwife was also perceived by women to
~facilitate their ability to be in control of their birth experience.
"Having met her (midwife} beforehand and discussing what we
would like to have happen and the {eeling she was putting me

back in control, that really made a big difference. Rather than
the doctor being in charge." [Interview 1]
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Being__ cared for in _labcur by a midwife who kne'w't'hem, enhanced
wemen’s conﬁde_nce that they would achieve the birth experience .they

had'planne_d. :

~ Non-cumulative Interactions

Non cumulative interactions are defined a's interactions thh -
* carers throughout pregnancy which do.not r.esult. tn an .cngoing
_' relatlonshlp For many part1c1pants prevmus care in the hospltal
g system resulted in them meetmg dlfferent carers at every antenatal
. 'v1stt.- In l:abour_, they were cared fe_r by mrdwwes they. had never'rnet_._ '
prior to admission. Non cumulative centa_tct's_ resulted in: (a) _ii'aek of
| 'raphort,"and (b) Wcrnen heing un.knev'\_rn. These are further._illustrated '

below.

) _'Lack'cf rapport. ‘The 1ac_k of rapport, as a result cf _nen'

: cumulat_iye interacticns, is deﬁned- as wmien -being unable te feel lat |

- ease. With.-unfamiliar carers, Havmg care provxded by many different -
.ca.rers throughout pregnancy and lahour culmmated in woman not

having the opportunity to develop a rapp'ort with carers For one

._ part1c1pant the lack of rapport with carers in her f1rst pregnancy WhllSt
attendmg the hospital antenatal cl1n1c resulted in her bemg unable to |
address her psychological concerns, |
‘I 'think I was a bit scared ...with this pregnancy the talks yvith the
midwife helped me so much...l think going somewhere like the
hospital and talking to different people you don't even get into-

these things, you talk about the pregnancy and what is 1mportant
in the pregnancy.” [Intervrew 14] o
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When women receive care from different carers every time they |
- come _'i'ntd the health care system, par_ti'cipants'peree_ive that much time
~ is spent covering old ground.
"] seem to remember, when you see different people you always
~have to start the whole story. You always have to talk your
medical history. And then they ask about the previous deliveries,
were they normal? You end up doing that a lot." [Interview 13].
Many participants received labour care from unfarriiliar carers
during their previous hospital eXperi_ences. The lack of rapport resulted
in-th_e woman not being able to relate to carers. -
..there seemed to be two people [staff] around. [ wasn’t that
mterested in looking to be honest. But there seemed to be people _
~ around but I couldn’t identify with anybody.” [Interview 5]
Some women also described carers they didn't know as strangers.
"It would have been nice to have everyone around you that you
knew, not just your family...rather than all these strangers ,
around and then they change and you get more strangers comlng '
~in. It is a bit scary..." [Interview 16] -
The presence of carers that women did not know was identified by many
participants as a source of anxiety. As one pafticipant described: "I
think I honestly felt more tense_t_he first time.'because I didn't kntjw_the_ _
~ people in the room..." [interview"l 1]. There was also a lack of tri._lst
~verbalised by some women when care was provided by unfamiliar i
carers. As another woman outlined.-
*...with the main hospital, when I had my first baby and the =
people I didn't know, I was thinking to myself: Did I really want -
to listen to them? I wanted to do my own thing but then again
they were saying no, no, no, you have to do this and I really dldI’l t
want to do that..." [Interv1ew 11] '

Control over the birth expenence was d1reet1y 11nked to the

presence of known carers by many women., One partlcxpant descrlbed .
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“her feelings when she was facing transfer to the main hospital for
induction, after having all her pregnancy care in the birth centre. .
"...it was an absolutely enormous issue for me that I would be
transferred out...I would lose control from people I hadn't met and
didn't know." [Interview 10]
Participants in this study identified tha_t being cared for by
unkﬁown carers, particularly in labour, had a negative impact on their

care experiences,

Woman being unknown, The feature of women being unknown

'~ was defined as carer's lack of knowledge about women's -preirious -
" history and birth'preferenées. In the hospital systemIi Womén -Wére
'exposed to mul‘mple carers throughout pregnancy and birth. When
. reﬂectmg on these experiences, many part1c1pants Jdentlﬁed the fact
-that they felt unknown by carers.
"It was really hard...they don't know you. I think at the birth
centre because they knew 4 little about you and your life, S0 of
- course everything was different..." - [Interview 14].
~ For this same participant, different carers at every antenatal visit -
resulted in a failure to recognisé hei_* 'a'nkiety' related to an eéfly
pfegnan'cy loss in her prior pregnancy.
"It was seven months last time and I hadn't got one thing ready
for the baby...it was like I didn't want to believe I was going to
have a baby...that is how I felt during the pregnancy.. J think if1
had someone to reassure me that nothing is wrong, they said to
me that things were fine, but that was different people every
time...I think I needed someone to talk to." [Interview 14]

" In the hospital setting, being cared for by midwives who had no

: --knOW_lédge:of thc_\_#_oman resulted in many women writing a.birt_hp.lén._
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) However; }hany'participants felt their birthplan was not used to

* capacity. As one woman explained.

~ "I had written a birthplan for when my baby was born and quite a
few things I had written on the birthplan weren't even really o
looked at...and there were little things that maybe would have run
differently with the birth..." [Interview 12].
. Some women said in the hospital system they had been encouraged' to

~ write down their birth preferences, but that in labour thIS wrxtten

| -'blrthplan was not referred to or consuiered by the staff 1nv01ved in thelr
- care.

' _‘.'Actl.ia'lly, they sent out a questionnaire to your home and you
filled it out and that allowed you to list all the choices and
preferences you wanted. But when I actually went in it was
never referred to and [ remember thinking later, I can’t
remember specifically what happened, but I remember going
home and thinking that they didn’t even look at the care plan
that [ had written." [Interview 10]

The i}vritten birthplan, as a tool to assist women to inform unfamiliar
carers of the1r birth preferences, seemed to have m1n1ma_1 1mpact on the
care they recexved
In surnm_aly, .partieipa_nts in this.Study identified that in the birth

) - centre setting, they were given the _o'p'per'tunity to d_eve.lop' an ongoing

 relationship with midwife earere aerOE_s the_chi_ldbeé:ing_ continuum.

- This was in contrast to the non cumulative interactions they

- experienced in the h'OSpii:ai setting. C_umulative_inte_r_actiohs were.

- '.perc'eive'd by Wem_en to have a positive 'impact on their birth -

" -experiences.
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Care Structures

~ The last theme to emerge from the data was Care Structures.
| -"._Thisis deﬁﬁed as the organisational frammework through which care is |
delivered. Two organisational dimensions to the delivery of materr'.i:ity.
care were identified: (1) Women tailored care, and (2) Institution
otiented care. Women's experiences revealed that b_irth”"c.entr.e care Waé _-
more likely to be women tailored, in contraisf to care in the hospital
setting, whi;ﬁhlwas interpreted as inStituti_on oriented. These - |
.dimefl_si.p'ns 'ai"e.clab(:)ratec.l. ﬁn_‘ther. below, and a___,éumrﬁéiy.is proijfd":ed m _

" Table 5.

Women Tailored Care

Woman tailored care is defined a's.' the assistance and attention
- p'rdvidcd to women during their pregnancy and birth _thﬁt focuses oﬁ
their u'nique 'conce:rr'ié, preferences and needs. 'fhis dimcnsfon-Was
IChara_ctcri_s'ed by three features:. _'(a) Pe_rsonalis.éd éaie, {B) Ge_n_uinc

caring, and {c) Seeing-me-through.

Personalised care. Personalised care is defined as attention ahd
assistance provided by midwives that revolves around women. When_ "
women perceived they were the focus of care, this resulted in them
feeling they had received individualised care. Care delivery in the birth -

‘centre was perceived to be woman focused by many partiéipéﬁts.

"But when they fmidwives] talk to you, they talk to you, not taik

to you about something else or someone else or what someone _

else did, it was always your experience and what you want and if

- you aren’t happy with that then they change it because as far as

- they are concerned you are the one having the baby not them... "
[Interview 13] -
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Table 5. Exemplars of Theme Four: Care Structures

Defined as the organisational framework through which maternity care is delivered,

- Dimension: Women Tailored Care

This is defincd as assistance and attention provided to women during their pregnancy and birth that

focuses on their unique concerns, preferences and needs.

- Features

" Definition

Exemplar

1. Personalised care

2. Genuine caring

3. Secing-me-through

The attention and assistance
provided by midwives that
revolves around women.

Women's perceptions that
midwives provide attention
and assistance that was
regarded as sincere,

An assurance that the same
midwife would provide all
care throughout labour and
birth,

"But when they fmidwives] talk to you,
they talk to you, not talk to you about
something else or someone else or what
someone ¢ise did, it was always your
experience and what you want and if you
aren’t happy with that then they change it
because as far as they are concerned you
are the one having the baby not them..."

“I was wondering ruaybe they do care a
different way when they know someone.”

“,.that was what she [midwife] said to me
at my visits “whoever is with you will be
with you that entire {ime. 'We are not
going to leave you, there will be that same
person there the whole time™. Like I say,
when I look at it that made all the
difference in being able to concentrate...”

Dimension: Institution Oriented Care

Defined as the assistance and attention provided to women during pregnancy and birth
that focus on the requircments of the care setting,

Featiires -

Definition

Exemplar

1. Systemised care

2. Fragmented labour
care

The attention and assistance
provided to women by carers
which revolves around the
routines and usual practices of
the care setting.

The inability of the care
setting to assure one carer for
women throughout labour.

I know with my first two sons [hospital
births] there were so many people
popping inand out, and students, and all
that stuff and you are a slab on that 1able
and you are bringing a life into this
world..."

"But I think the main thing was 1 had like
five different peopie looking afier me all
at once..."
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- Many partieipants describecl that they felt the'eare they received was
adjusted to sult them individually.

"Every“thmg went at its own pace. Ididn't feel things were pushed
‘on Us...it was very very nurturing care...there was no such thlng
~as the system taking over." [Interview 15]

Wc_i_inen's birth centre experiences revealed tha':ﬁ_f:t their preferences
| "were acdemmodated by the midwives caring for them. As one -
partlclpant explamed

r "It was all up to me. Icould do whatever 1 wanted lay where I
: wanted to and fthe midwife] was quite happy to go a‘ong w1th me.
She just followed me around." [Interv1ew 3] U

) One partlclpant was surpr1sed the midwife was able to fac111tate her
-dehvery in an unusual pos1t1on Jjust so she was comfortable

..we tried a few different positions where 1 could feel
comfortable and I ended up leaning on the bed on my knees,
that felt really good. And then when it came to giving. birth. I
thought I would just stay like this. I didn’t think it was possible
. because the bed was quite low, She [m:dwtfe] just wanted me to
; be comfortable." [Interview 14] | -
|

' felt;-they were recognised as individuals and thdt their care was -

Many participants expressed the view that. in the birth centre they E

1nd1v1duahsed As the following participants outhned

o ‘l' "I had the impression that people actually read my file. There was .
1 still that individualised care." {Interview 10].

'i "I felt at least they [midwives] took my measure and let me be

i what I'needed to be, does that make sensc.ather than treating

i people routinely. Or I need to tell you this because that’s the -

+  policy." [Interview 15]. '

I_ngjividualised care often resulted in participants being given some time
on their own during labour, which many women really appreciated.

of
i
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"Everyone left me alone, left me to it Whl(:h is great, you know. It
was really what [ wanted. Yeh. [ didn't want to be poked and
bothered, and told to lay here and do this.” [Interview 17].

When women perceived that their specific needs were met by carers,

. then care was interpreted as being personalised.

Genuine canng Genuine vanng is deﬁned as women s

L percept1ons that mldwwes prov1de attent1on and ass1stance that was

" regarded as sincere. The b1rth centre env1ronment allowed women’ to be.
_"eared for by m1dw1ves w1th whom women had developed a relat1onsh1p
_"l‘hzs relat1onsh1p was percelved to result in: genume carlng As one -
_'partl_t;l_pant 1dent1_f1ed "I was wondermg maybe they do care a dlfferent

'Way when they know someone." [Interv1ew 14]. Many part_1c1pants _

described the assistance midwives gave them as caring, in a personal

., way. As one women described.

she [midwife] fitted in and rea]ly cared, it wasn 'tjusta serv1ce
she was there to help.” [Interv1ew 2]

| Mldwwes in the birth centre were percewed to have more time

) avallable to spend w1th women. Time equated to caring, Wthh resulted

. in women feehng they were provided with care which met their needs.

"She [midwife] actually came here f/home/and it was just so : L
relaxed. We had a cup of coffee and she had time for my worries."”
- [Interview 14].

"while they fmidwives] were here, that was your time. It wasnt
looking at the watch all the time..." [Interview 13]. o

The bhirth centre structure allowed m1dw1ves the tlme-to interaet With

women W1thout belng rushed The result of thls was womern felt that

- carers were genulne and 1nterested in them as 1nd1v1duals S
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Seeing-me-through. The feature of seeing-me-through was

defined as an assurance that the same midwife would provide all care
throughout labour and birth. The birth centre framework was perceived
as being able to accommodaie providing women with one midwife carer
for the duration of labour. Labour was identified as an importarit time
for most participants. Many participants felt that continuous care by
‘one midwife only during labour had a positive effect on their birth
'experienc'es As one participant stated" "if 'you had just one midwife
throughout that Just makes a huge d1fference it really does."’ (Interview
o 8] Wornen felt pos1t1vo about the assurance of one carer dunng labour.

'..that was what she midwife] said to me at my visits whoever is
w1th you will be with you that entire time. We are not going to
leave you, there will be that same person there the whole time”.
Like I say, when I look at it that made all the difference in being
able to concentrate..." [Interview 12].

The assurance of one carer for the duration of labour was highly valued -

by women, anid impacted on their birth experiences.

Institution Oriented Care

Institution oriented care is defined as_' the assistonce and -
) atit___ention provided to Womer_i df:ilrin'g pregnancy and birth that.fo_c.uses |
- on the requirements of the ing;titUtion.' Care dolivery in the hospital Wa_s.
| experienced as institution oriented by many participants in this st}id_y. '
This dimension was cttaracterised by two features: (a) Systemisedj'-’oare,

'and_(b) Fragmented labour care. These are discussed b_elo:v's}'.

A

Systemised care. Systemised care is defined as the atteﬁtioo and
assistance provided to women by carers which revolves around the

[/ T
5
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'routines and usual practices of the care setting. Many women
iaerceived that the organisational structure of the hospital setting
dictated the type of care they received. Participants expressed the view
that they were just a number in a large system. As one participant
described: "I was sitting there...no one to talk to, no-one really carée',
you are just a patient." [I-nterview 13]. The hospital system did not
allow women to become famlhar wnth care;"e .. Having intimate
procedures performed by unknown carers resulted ina perceptlon of
impersonal care. As one participant identified:

"...the doctor who actually examined me [vaginal examination] ...l
- had never met him. [ found it very impersonal." [Interview 8]

. The hospital system involved many different care providers as
part of routine care, not only throughout pregnancy, but also in labour.
I know with my first two sons fhospital births] there were so many
- people popping in and out, and students, and all that stuff and
you are a slab on that table and you are bringing a life into th1s
world " [Interview 6]
- Lack of privacy was perceived as having an extremely negative impact
: qn women's experiences. |
Hospital care often involved a doctor being called in for the bl[‘tl’l ;
- of the baby, at the end of labour. One participant described how she
- felt when her doctor attended the birth of her first child. The _doctor's |

lack of involvement in the labour care led to the woman perceiving that

o -~ he did not.have any understanding of wha‘_c she had been through up to -

that point. . '_I‘h'e conversations going on around the woman resulted in -

- her feeling that she was unimportant.
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“I thought, well you haven’t been with me the past 20 hours... he

- [doctor] just walks in and I remember him talking to one of the
nurses and she asked what he had been doing and he said he
had just had some friends for dinner and his dinner party had
been interrupted or something and that has stayed on my mind.
It seemed he was feeling “oh she is just another woman in labour,
she’s in another world, she doesn't really know what’s going on”."
[Interview 1].

“Another participant, when discussing her hospital birth experience, felt
the hospital system was very inflexible. As she explained:

"With my first child that is what Ihad. This is what we've got,

this is what ygu get. Ididn't like that because I didn't have a

choice. Ijust turned up for the experience.” [Interview 13].

The hospitals' inability to offer choices resulted in women perceiving
‘care as not personalised.

In the hospital system, womén were expected to endure long waits
prior to being seen in the antenatal clinics. Carers often had little time
available to discuss concerns with the women.

"...at the hospital | was sitting there waiting for 2 or 3 hours and

never saw the same doctor twice... I felt like no-one really cared. I

didn’t have one person I could turn to if I had worries and they

didn’t have time to talk., There was only 10 minutes. You waited

3 hours and then you were given 10 minutes and then you were

out." [Interview 14].

The hospital structure, which allowed little time for carers to address

-women's concerns, resulted in women perceiving a lack of empathy by

carers.

Fragmented labour care. The feature of fragmented 1abour care is
defined as the inability of the care setting to assure one carer for women
throughout labour. The hospital shift system often prevented midwives
from being able to commit to staying with a client throughout their

entire labour. This often resulted in women being exposed to multiple
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carers in a short time frame. Woman would just start to become
familiar with their carers and then there would be a shift change and

new staff would come on.

" liked the first lot and [ was just starting to get used to them and
: . then all of a sudden, I had an epidural, went to sleep a bit, woke
% 1 upandlhad different ones, and it was like, oh OK."
“w% . [Interview 16] -

Women were aware midwives were due off shift, but as one participant
reported, this caused her much anxiety and culminated in a very
negative experience.

"...one of the comments from the first midwife, I know it was good
intentions, but it was “come on, you have to push that baby out I
have to leave”. And then I started to panic Oh my God [ am not
going to have it - and I didn’t have it. I should have been able to
push her out, ... And that midwife was with me until her shift
went off at 9.30 pm. Now I started my second stage at 8.45 pm at
night. When she left everything stopped. Then they had someone
else come in for a while and she left, then I had a third midwife.
So during second stage [ had three midwives and my second
stage was 2 hours and 45 minutes and it was awful.”

[Interview 12]

Some participants did not feel it was appropriate for carers to leave
them halfway through labour.

"I think, me myself if [ was a midwife and 1 came in to somebody
who was going into labour I would stay with them through to the
end instead of OK I have to clock off now, run out and another
lady come in and it is OK right what are we doing. For myself]
would want to see it through to the end and that is what I felt
they should have done instead of half way through.”

[Interview 11]

The lack of continuity of carer throughout labour was perceived to have

a negative impact on many women's birth experiences.
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Some participants also expressed concern about the fact there
were too many carers involved in caring for them, in the hospital
setting. As one participant described:

"But I think the main thing was I had like five different people
looking after me all at once..." [interview §|.

In summary, the care setting governed the type of care women
received. Institution oriented care resulted in care being perceived as
-'_1= inﬁpersonal. Birth centre care was described as women tailored. When
women were the focus of care, then care was perceived as being

: 'indi_viduali's'ed,' _whicl'{ impacted positively on women's birth experiences.

- Summary

Th1s study enabled women to share their expenences of care in
both the hospltal and b1rth centre settlngs The four key themes to "
emerge from the data were: Beliefs about Pregnancy and Birth, Natu_r__e
of the .C_ar.e Relationship, Care Interactions, and Care Struc_tures. Eacb
theme was comprised of two dimensions at either end of a c.oﬁtin.uum.
‘The fbllowing chapter ﬁill'now discuss the elinica_l issues arising from

these findings.
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CHAPTER FIVE

Discussion

This chapter presents a discussion of the research findings. The
interpretation of findings and clinical issues arising from the study,
'If.elationship of the study findings to theory, and methodological
strengths and limitations will be examined. Implications for practice
and recommendations for future'r_esearch will -also be outlined in__ th(_e

final section of the chapter.

" Interpretation of Findings and Clinical Issues

Arising From the Study

This study was designed to provide descriptive data about
women's perceptions of care experiences in the birth centre setting,
_corh'paréd with their experiences previously in the traditional hospital
Setti.ng. A'_number of factors that affect women's experiences with
carers were identified in this study. The four k{_éy themes arising ff_om
| fhe étﬁdy findiﬁgs were: Beliefs about Pregnéncy_ and Birthl, -.Naturc of
the Care Relationship, Care Interactions, an.d _Care_ Sfructures. Thrée
uhderlying clinical issues arose from these then'.le's.f Ph.ilt)soﬁhy _b'f 'Care.,.
Control over Childbirth, and Continuity of Carer. The following
discussion will address these issues and integra'té'rélévgnt Wbrk of s

other researchers.
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| ) Phllosophy of Care
The fmdmgs frorn th1s study 1dent1ﬁed that the phllOSOphy of

cetrers was percewed to be very -dl_ffere_nt between the hospltal and.._blrth
. centre .setttngs; | To women, the cerers philosophy was demonstrated by
._ the{r approach 't'_o. care. In the'hos'pi'tel setting, both midwives and
-d.octorsw.ere vie;;ved as interventionist in their approach to care. The
conduct of invasive procedares, use of technology, and a focus on
”potent1al problems implied that ch11db1rth was an illness that requu'es
: medlcal ma.nagement 'I‘hese fmdmgs confirm that care dehvery W1th1n
'_ ma.lnstrearn maternlty services is embedded in the medlcal model
(Bennett 1997 Wagner 1994) | | o
“Women 1dent1f1ed a d1fferent approach to care in the b1rth centre
.context Midwives were percetved to treat pregnancy and b1rth as.
normal life events Thxs was demonstrated by anon 1ntervent1on
' .approach to _care__, by actwely supporting natural Chlldb_l]:_'th and -
: encou'ra.ging .\'a'ror.n'en | to behave inStinCtively, andby providing -
| .psy_choiogi.cgd sup.port. ’_I‘h_iS _dppr_'oach__ .was pe’rceiired by _Women to .
_prornote ;__the-'nor'mé__lity; of b1rth and often reint’OrCed _thé’i'r own belie'gfs".
| _ abont birth; Care provis_ion in.birth centres is based on tne pnilosophy
| that birth is a normal life event (Mathews & Zudak, 1991). The :f.indi_ngs
frozn the present study indicate that women did perceive this |
_-philo_sophy to be evident. 1n the care they received frorn_birth cer_ltre_

. midwives.
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The ﬁndmg from thlS study also suggest that the carers
| | phllosophy is determmed largely by the health care organlsatlon.ln
::whmh care is prov1ded The majorlty of mldwwes have spent most of:
.thelr educatmn and practme 1n the hosplta.l settlng I—Iow much does
.the 1nst1tut10n S phllosophy of care 1nﬂuence 1nd1v1dual mldwwes |
' p_:_rac_tl.ce? _Bryar (1995) _sug_gest_s that the care context has a great
) itnpact on the type of ca.t'e rnidWives are able to deliver. Midwifery
practlee is often 1nﬂuenced by the needs of the organisation, which in |
the hosp1ta1 settmg revolves around the medical model. Bryar argues
' that the m1dw1fe s role has developed ina medlcal way becaus_e of the
| ofganisational set.ti_ng._:_. Findings_ from fhe current study providé? further
_ evidenee to s.uppor't _Bryai‘s argiiment. Midv.viferjr. care in the titv'o.csre'
'settii-*?lgs was perceived trery differently 'oy women which suggests that
the m_idw_.if_e'.s behaviour niay_ be shaped by the social forces_and policies
of the institution in which.they practice. | | |
' The belief in birth centres that oirth is ?-no'rmal_ life even‘t isa
ph_ilosophy also identified in other alternattire birth .setting's‘.- A recent
__Western 'Au stralian 'st‘udy into women' sﬂ homebirth experiences
| highl_igﬁted'this issue' (MoriSOn, i9_96). ’i‘his phenomenological study of
couples homebirth experiences re{realed a strong belief by both parents
that birth is a normal process and that women are capable of giving
birth naturally at home. Women who had experienced a homebirth
reported that they actively sought a midwife who shared their |

philosophy of birth. -
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The effects of alterhative 'mOdels Of care are no'“i clearly' '

| _demonstrated in pubhshed cl1n1ca1 outcornes Reduced med1cal

_ | mterventlons are a common feature of the b1rth centre model of care |
- (Eggers et al 1985 Linder-Pelz et al 1990 Stern et al 1992
- 'Walden'strom & Nilsson, 1994; Wood, 1997).

| Findings from the only randomised controlled trial on birth centre

care, carried out in Sweden, also suggest that birth ce_r'ltre philosophy
- and policies not only impact on carers but also on women's behavio_ur
(Waldenstrom & Nilsson, 1994). Prior to this trial, the low rates of
| 1ntervent10n reported in the b1rth centre settmg were attrlbuted la.rgely
to selection bias, that-1s women who chose birth centre‘ Iacare were more
committed to.n.atura'lbi.rth thart wo’m..en.who chose ho'spital. care. 'i‘he
B Swedish trial addressed this selection hias Iintitation_. All women who
| participated in the study expresSed an interest.innnatural c'hildbirth. and
- were keen to receive birth ccntre care. Results from this tr1a1 revealed

| that women who rece1ved b1rth centre care ut111sed 31gr11ﬁcant1y less

_ pain rehef than women m the mainstream system These results raise
_' quest1ons about other aspects of care that 1nﬂuence women s
: -:_exp_enences and suggest that the phll__losophy of carers and birth centre
._'polljicie's .may___.play' a major part in influencing woren's behaviour.

" The constraints of the institution on midwives practice has also

- been questioned by other researchers who have evaluated midwifery
-rr10dels_of care. McCourt and Page (1996), in their evaluation of one-to-

one midwifery practice, question whether midwifery led care is possible
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._':w1th1n an obstetnc led umt Evaluatlon of the one—to—one scheme when
: compared to tradltlonal obstetrlc care d1d not result 1n a large mcrease |
| _:_ '_1n rates of normal blrth as ant1c1pated The researchers concluded that
B __ .the m1dW1fe s practlce 1n the hosp1ta1 settmgs 1s constramed by : |
'obstetnc blased pohcres and practrces, Wthl’l do not support the -
| phys1olog1cal processes of labour: and b1rth |
However, a recent randon1iseti'controlled trial of m1dw1fery
| model of caré for low risk wome:, that operated within t.he-. tert'iary_;care a
~ setting in Ca.nada, resulted in. ngmﬂcantly lower rates of mterventlon '
when women recewed midwife care (I—Iarvey, J arrell Brant Stamton &
N .Rach 1996) This study 1nd1cated that although care dehvery o
- contmued Wlthm the hospltal system, m1dw1ves were more select1ve 1n.. |
'thelr use o.f technology,_vnthout_ comprom1s1ng-sa__fety (Harvey, et al.-
- 1_956]. These f.:indings.'su'gg'est that the m1dw1ves were able _to pr.ac_tice
:f'f;.oml a.midwifery philosophy,. :within the h0spita1 en:r_/_ironment; )
Comparisons of the success of midwifery models of care in
'differen't' countries is diffiCult The obstetric .cultu're in'Canada-varies :
. '_ greatly to. that in the Umted Klngdom in terrns of the 1nvolvement of _.
_ mldwwes in mamstream care and the rates of 1nterventlon ’I‘he impact -

o of -rn1dW1feI‘Y care in Canada may be greater because of the limited

in\rolvement of midwives in the mainstream health care system in that

| "C('Juntry The degree; of autonomy of the midwives in each scheme is

a.lso o1fﬁcu1t to compare
. _._:-;ﬁ'
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~In summary, there was strong evidenee in'.this study to "indicate
tha_f csrer's-‘.[.)eha\ii(mrs vary acéording'to the care eon'text Within which
they. p_ré.ctiee. The carer's ﬁﬁderlyiﬁg _philosOphy was perceived to |
imij.aefo.n_ their sﬁpfosches to care, _iirhich._ul..l:imately impacted o"n._ _the

woman's experience..

f _Control over Childbirth

Control over birth has been Iinked.;to the é.vaii'ability of ._

_ _1nformat10n, choice and part1mpat10n in decision makmg m numerous

studles wh1ch have 1nvest1gated women s birth experlences (Brown &

Lumley, 1994 Sequm et al., 1989 Walker et al 1995} In th1s study,

'women -clea_rly artleulated_ that thelr_sense of eontrol “__r__as.dlrectly linked

te the'_r'lature' of the_ir relatioriship with carers. The reletionships

| experienced by momen with birth centre midwives were described
_.differer'_ltly comi)ared to previous relatio'n.ships Wemen hed exﬁerienced

_ with health 'p.ro'fe's;sionals in the hospital s’etting".'. o

‘The collaborative relationships between wemen and midwives

'_descrlbed in thlS study confirm findings from earher studies, concernmg

women' s m‘ceractmns with midwives. A study by Berg, Lundgren,

‘Hermansson and Wahlberg (1996) described the encounter between

~ birthing women and the midwife during childbirth. This

phenomenological study of eighteen women was set in an al_ternatiire_

.birth care centre in Sweden. The essential structure. of 'th.e |

- woman/midwife encounter during childbirth was_fo'rmulated into three
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'.'therne"s' to --be'ati individual to have a trusting relationship, and to be
| supported and gu1ded on one's own terms. Bemg seen as an 1nd1v1dual
1n thlS study was to 1dent1fy the s1gn1f1ca.nce of the woman w1th1n the
relatlonshlp Women expressed the importance of being treated as an
| e_qu_al- and with respect. |

: Fiudings, in the current study demonstrated that within the
» collaboratlve relationship, the midwife was utilised as a resource durmg
1nteract10ns, providing information to give women optlons and ehoxces |
about the du‘ectlon of their care. Women percelved that_wﬂ:hm thls o
relationship they took responsibility_ for makmg decisiods' related to "
their cate, which 'resulte'd ina feeling of coritroi over th.ei'l.' 'pregﬂahcy o
and b1rth Berg and colleagues (1996] drew s1m1lar conclusmns from
their study In this study worren artlculated the need to be the |
| authonty at the blrth Control was achleved by bemg 1nvolved m.
| _. __dee1s1on makmg, whlch was fac111tated by the mldwwes support and
' gu1da11ce | | | |

~In the st_udy .by IB'eré_-et“.é}l_-'(.1996.]-, III_lany'm.ultip.atous Wo_rﬁeli B

re'co'ur_ited negative expe_rienees from previous births. Many womer:

o .lrep'or_:ted _how.the'jr perceived that staff were in control. Worrien's loss of -
| _;{,.-f_j_cor:ltrol wds described as a consequence of lack of inv!olvement in
-';'d:ecision making, poor communication and lack of explauations. These
findings are supported by this study, with women reporting numerous
provider dominated encounters when describing previous birth

experiences. These experiences revealed that women perceived a lack of
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E_contro'l.ﬁvhen their pret‘erences were not accommodated, and when there
" were no options prov1ded “ e - |
| A grounded theory study by Walker et al. (1995], that explored

' Women 's expenences of mldwﬁ'e led care, also reported control as an
1mportant_ 1ssue for women. The core category to emerge in this study
was.the 'ba.lan'ce of personal control and support. Personal control was
debendent on women having options that allowed choice, adequate
information and involvement in the decision making process. - McCourt
and Page [1996), in the one-to-one m1dw1fery evaluation, also 1dent1ﬁed
.the 1mportance of the nature of contact between wormen and health |

| professmnals The way 1nformat10n is glven or w1thhe1d was 1dent1ﬁed

| 'by women as crumal to thelr experlences | |

The nature of the relatlonsh1p between women and health care
protnders as an 1ssue of control was also raised ina study by Green. et
al. (1.9_90] This study assessed the relatlonshlp between women's

' prefetences, ex_pectatlons, experlenc‘es, and women's subsequent

- _feelinge .' Findings from this study euggested that the issue of- control is
._ not 11m1ted to 1nvolvement in dec1310n makmg, but is much more o

. broadly related to the type of relat1onsh1pe that women believed they

o have with s_taff. Loss of control was linked to factors such as lack of -

| ‘information and perceptions of staff as unsupportive.
A phenomenological study by Fenwick (1997), which 1nvesf;gated
the meaning of midwifery care, also identified the nature of the -

relatlonshlp between the woman and mldW1fe Women in thlS study
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had'received care threughout the pregnancy oontinuum from one

'_ 'prim'ary rntdwife carer and the_place of birth vaned from home 't_hr_ough':

" to hospital. Pariicipants in Fenwick's (1997) study reported that "care -

g ,t__ook piace within a shared equal relationship between mother and

midwife" (p. 207). The collaborative nature of women's relationships

‘with carers facilitated information sharing, choices and control. -

The working relationship between midwife and woman has been

identified as an important component of the homebirth experience_ |

(Morison, 1997) Women in Morison's (1997) study reported that.their _

relat10nsh1p w1th carers was  based on mutual respect Wlthln th1s

| | relationsh1p, women 1dent1ﬁed that the m1dw1fe was utlhsed asa

o 'resource mformatmn was shared concerns dlqcussed and decisions

negotlated. Thls type of relatlonshlp facilitated empowerment, enabling

~ women to c'ontrol their ow'n health

It is postulated from the f1nd1ngs of the current studv that one of

the major factors 1nﬂuenc1ng women's percepttons of control over their

pregnancy and b1rth experlence rnay be the nature of the 1e1at1onsh1p

: between the woman and her carers. Participants 1dent1ﬁed that the

_ collaboratn(e nature of the relationship with midwife carers in the birth |

ERieE

- . centre facilitated information sharing, which resuits in an availability of

choices for women. The care provided in the birth centre centext has
clearly moved away from the medical model, many authors now
describing a partnership between women and midwives (Bennett, 1997;

Guilliland & Pairman, 1995}. The midwifery partnership, asa model for
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practlce w111 be conmdered further in the sectlon on relatmnshlp of the

o study ﬁndmgs to theory

' ;Co.ntinuit\.r of Carer ._
. : Continuity of care_r has become one of the major issues facing
. midwives in the 90s [Page, 1995; Walton 8 Hamilton, 1995). Many
co_nso.mer s_urveys of childbearing women undertaken in the last decade
1n the United Kingdom have identified women want continuity of carer
(GarCia,-:=_1995]. In Austral_ia, many women have expressed Similar .vie_ws'
~in sﬁbmi'ssio'ns to \tarioas rninisterial reviews into obstetric' services in
| three d1fferent states (Mlnlstenal Rev1ew of Brrthmg Serv1ces in V1ctor1a, |
1990 Mlmsterlal 'I‘ask Force on Obstetnc Serv1ces in New South Wales '
._1989; Report of the Ministerial Task Force to Revlew_ Obstetrlc,- _Neona_tal -
. 'and'-’Gynaecological Services in Western Aastralia, 1990) Continuity of
m1dw1fe ca.rer across the chlldbearmg contmuum is one of the central
aims of new models of care bemg developed in the Unlted ngdom and |
_ Australla (Page 1995; Rowley et al., 1995'.Walton & Harmlton 1995). o
In Western Austra.ha, the b1rth centre model of care fac111tates
.contlnulty ofa small number of m1dw1fe carers, usually three or less,

- across the pregnancy continuum. Participants in this study were able -

. to compare continuity of midwife carer in the birth centre setting, with

the1r prev1ous experlences in the hospitat setting, which did not provide

.{.

g COIltlIll.llty of midwife carer.
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Fmdmgs from the current study h1gh11ght a number of 1mportant |
issues 1n the area of contmu1ty of carer Not only d1d women 1dent1fy
the bene.ﬁ_ts of co_ntlnulty of carer across the pregn_a!ncy contlnuurn, but
| women also emphaeised .the inipa(':tof "havin"g a sii‘ig.le midwife carer__
throughout labour Women perceived negatlvely, care in a systeml
.wh1ch resulted fnmultiple carers throughout labour. In the hospltal
setting, structured rostering systems for midwives resulted in _rnany :

- women being exposed to many staff shift changes and multipilc‘-— carers
throughout labour. This type of care was perceived to he inetituti‘onj'

_.oriented and resulted in what many women ':deecrih'ed 'ae itnpereor_l?l} -
Cére_ o DR

I contfast, 'the:'organi_;sational struCtur_e of the birth centre was

perceived to he oriented towards women, .Midwives did not_ h.ave 'to work
'\aithin o"rg_anisational constraints such as a r1g1d zshiftwork‘system'-, hUt

._ _ organised their workload around the neede of ‘women. Although

. cont1nu1ty of carer across the pregnancy continuum is a key feature of

; 'the blrth centre model women acknowledged that the assurance of one

: 'carer.throug_hout labour had an extremely pos1t1ve impact on their birth

. experiences. Woman tailored care within the birth centre context, as

_';-ide_nti.fied in this Study, resulted in WOrnen'perceiying that care was -

. individualised and personal. | |

- Women in the current study clearly articulated the benefits' of
_being cared for throughout pregnancy and birth by a small nu.mber_..oi_‘

kriown carers. This was particularly important at crucial times such as
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labour. Women revealed that cumulative contacts with birth centrel
- midwives resulted in feelings of comfort with carers. The rapport that
- developed with carers throughout pregnancy was perceived to enhaﬁce _' :
.the guality of communication. Women indicated they communicatéd
- more easily with familiar carers and disclosed concerns more readily.
Trust and confidence in carers developed as the relationship with birth
centre midwives developed. Women also expressed the importance of
being known as individuals. The inidwife who was familiar with the
woman was aware of her previous experiences and had a knowledge of
her aspirations for this hi_rth. Women often expressed a feeling of being
uninhibited when be_ing .car.ed for durir.lg' labour by a known midwife
_ carer . o :
‘These fiﬁdings are supported by other exploratory research
- | _"Stﬁdies which have assessed women'é experiences of midwife led care.
In Fenwick_'s study of the fﬁeéning of midwifery care, continuity of
 midwife cargr.!, for women facilitated the de\iel_opffient of an ii_itimate
~ relationship thh a»spécific midwife (1997). Featureé of this relétionshi_p
vée_re describéd bj the women és mutual trust,-resp_ect,. erﬁpathy and
truth, |
A grounded theory study of midwife led care by Waiker et al..
(1995) also identified that perceived support was enhanced when the
woman received care from a known carer; someone she trusted and
with whom she had confidence. Many women who participéted in

- Walker's study were transferred out of the midwife program, into the
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mainstream system of care when they became high ri_sﬁk. This enabled
| the researchers to co.mpare the expérienccs of women who received
continuity of carer with those who did not. Women who received
cont'inuity._of midwifc carer valued it. In contrast, many women who did
not experience continuity were unable to comment on something they
had not experienced. Wome.n in this study who were transferred during
labour were often not provided with continuity upon transfer. During
interviews these 1_a_1tter women expressed a desire to be provided with
continuity of midwife carer from one birth setting to another.
| The iésue of .(.tont'inuity of carer was highlighted in__anﬁther a -
gro_u_ndéd_t_f_lédi&study_-ivhich cqnsideréd women's experiences' of -
' transfer ._from.(.:c')mmunity béScd to consultant ba.s.ed cbmrﬁuhity '.care. _
_ (Creésy, -19.'97) Continuity of carer was idenﬁfied as one of the main |
_ .reasdns_ wormen Chose_community based.care. ’I‘he negat_ive impact of
transfer on womgn's experienceé was reduced by the'rri_aint.enance o_f |
'mid\.n?ife Conﬁhﬁitjfrbfn one care setting to anothef. .;I‘his"study .
| identifie_d that confinuity. enhanced women's ekperiénces in a number of
| ways. When carers knew the women they were able to tailor
exp.lanations to meet the woman's needs. Women also reported that
they trusted the familiar carer above others. Care was perceived by
woman as 'personalised’ when a midwife with whom she had a
relationship continued her care.
Many large trials of continuity of carer schemes have now been

reported in the literature (Hundley et al., 1994, MacVicar et al,, 19_93;_
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- Rowley et al., 1995; Turnbull ei; al., 1996). The focus of analysis of the
. continuity of care model in these trials has been largely based on

' ch'nical oUtcomes- Women's assessment of continuity in these trials

B has been hmlted to a broad rating of satisfaction with different aspects

_of care by questlonnalre All trials, where satisfaction was assessed,
: reported higher levels of satisfaction with 'continuity of care' models,

| ﬁhen compared to standard care. Similar assessments of satisfaction
| .'with care have been undertaken in many birth centre trials [Linder—Pela
| 'et al., 1990; Waldenstrom et al., 1997; Wood, 1997)

Cont1nu1ty of carer was the focus of the one-to-orie m1dw1fery
practlce 1mp1emented ina number of- postal dlStI’lCtS in London in 1994
(McCourt &_ Page;, 1996) All women in this pro_lect were prov1ded w1th |

-con'tinu.itj}' of nlidwife carer across the pregnancy contmuum. In
_comparlson to standard care qualltatlve analys1s revealed that one-to-
_' one women were more posmve about thelr care than women who
'. received standard care. Women who -recewed one—to-one:care 1dentified_.
tl_iza'.c the maj_or be_nefit of eo_nt_inuity of. midWife c'arer_ was .l.:)eing known .
and followed through by a _farniliar ﬁidwife Wh_o undel;s:tood' their _ne_eds.
fn .cont.'l_'ast, Women in -this':evaluaf.ion who .received con'ven'tio‘nal care_,'
| .--'ideri't:iﬁed aneed for greater continuity of caref. | -

Based on evaluation of the cne-to-one scheme, the researchers |
.ooneluded that the midwife's role, Within a continuity of _carer scheme.,
may have extended past conventional boundaries (McCourt & Page,

| °1996). In particular, midwives were perceived to be providing women
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| with _r_ndre generalised pregnancy related support. Similar cdnclusions __
~ could be drawn from the findings of this sfu:c:lly r.epo_rted here.
_ Pafticipémts of this study identified that a special relationship with thg o
- midwife was able to develop because of the éumulative contacts with
them. The.close bond and availability of thé midwife resulted in women
feeling supportéd. Participant's in Fenwick's study also reported that
_Ian intimate relationship developed with their primary midwife (1997). __
These women perceived that the midwife was genuinely interest_ed in
. their experiences. |
o In summa.ry,_thc'currgnt_ study has been able to provide a deté_i_l_ed_ -
- ..desci"i'ption of how womenpercelvecontmmty of midwife'carér, in the
birth qenfre ﬁ:qn't.e.xt._ The benéﬁts _..t.)f. cdn_t.in_ﬁ:ity:df carer idc_nfiﬁed by
women in thié.study é_r_e well supiiorted by other ernpirical findings.

' The team midwifery model has been well developed in the birth centre
cot_ltéxt and is ﬁow being t.ria'le_d._in a nﬁmber of mainstfeéiri_fnaternity' |
ﬁnits. “The pef;:eiVEd success of th1s model has been the removal of the -
_ érg_an_isétiori barriers which, in the..tr&_iditiori_al .rriledi_cal model;-_hgve_ |
inh.ibi.ted.-coﬁ.tinﬁ.ity of mi.dWife caréf 'both _aéro'és thé chxldbeanng . |

_(_';ontinu'um_an'd t_hfdughdut :lab_oﬁr.
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Relauonshm of the Study Findings to Theory

B The 11m1ted amount of emplrxcal data available on women S
perceptions of birth centre care resulted in an inductive approach being
| _'adopte‘d'for this study. This study was therefore a factor seeking’
exercise, to generate baseline data in this area. No theoretical
assumptions were made prior to data collection, therefore a theoretical_ |
framework was not adopted for this study.

However, once the findings had emerged, a rev__ie_vt' of the. |
theoretical literature was undertaken to identify a nursing/ midwifery
| . model whlch would support the flndlngs ’I‘he f1nd1ngs from thlS study
indxcate that m1dw1fery practice, w1th1n the bll‘th centre model of care,
needs to be redefined w1th1r1'the social context of birth. The: |
| development of the birth ceatre model of care has resulted in an
1ncreasnng number of midwives bemg able to take on the responSIblhty
| of the care of low risk pregnant women without dlrect med1cal
' superv15_1on. Th1s has re_sult_ed in midwives bemg- able to practlce' :
'autOnomously, 'within:a _sdcial model of health. | |
_'MidWifery practice'has undergone a .similar .transition in.ma'ny :
other count'ries.' _In_New Zealand, sweeping legislative changes during -
. ___1990.,!!.h.ave enabled midwives to practice autonomously, independent
from the medical profession (Guilliland & Pairrnan, 1994).
~ New models of midwifery practice have now evolved in New Zeaiand_,
‘based on the recognition that "midwifery care takes place in pa_rtnere_hip :

with women" (New Zealand College of Midwives, 1993, p. 10). ‘The -
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M1dw1fery Partnershlp has been 1dent1ﬁed as a model for practlce m the
) -New Zealand context (Gu11111and & Pairman, 1994) - g
" In li'gh't of the ﬁndings of this study, the Midwifery PaJ'tnership, as' _
‘a mcdel' for'_practi(ie, is .relevant to the practice identified within the B
birth ¢¢ntfé model of care. This model is further explored below, and

study findings discussed in relation to this framework.

‘I‘he MidWiferv Partnership

| -Guilliland and Paeran (1994) 1dent1fy that a successful m1dw1fery
partncrshxp can be achleved when the m1dw1fe S sphere of practlce T )
encompasses essential phllosophwal underplnnmgs These .
phllosophmal underpmn_mgs_mclude. blrth _1s p_ercewed as a normal'life
- event, midwifery provides care to_!'w_c_.nen ac'ros.s the childbéaf;ng :
continuum, midw_ifery is identifted as a profession.in_ its owh right,__ and |
_. midwifery care 1s woman centced |
| The f1nd1ngs of the current study md1cate that the orgamsatlonal
- structure-and. phllosophy of care in the bxrth centre meet all of the -
CI’ltCI‘la for.a-successful midwifery partnershlp. Midwives practlclng 1n
_the Perth birth centres were perceived by wormen to view pregnancy and
birth as a normal life event, The organisational structure of these birth
centres allowed midwives to provide care across the pregnancy
continuum, and enabled midwives to practice autonomously within the

o bif_th centre setting. The findings also indicated that the care provided
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in these birth centres was women centred, as opposed to institution
oriented,
" The theoretical concepts underpinning the midwifery partnership

are outlined in Figure 2. These will be discussed further below.

Figure 2, Theoretical Concepts of the Midwifery Partnership

Individual negotiation. T.he concépt of individual negotiation is
thé underlying premise of the midwifery partnership. Guilliland and
Pairmén (1994) identify that within the partnership with women
. "individual negotiation is the method by which the woman and the

' midwife work through issues of choice, consent, decision making, power
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sharing, mutual rights and responsibilities as these arise” (p. 7).

Negotiation is the vehicle through which women maintain control over |

- their experiences.

| FindingS'from this study indicate that in the birth centre confext;

the nature .of the relationship with midwives was perceived as oneof
equality. The collaborative nature of this relationship resulted in |
women being in a position to negotiate care based on their individual
neéds.' Pélrticipants identified that birth centre midwives acknoWledgéd

: women's right to choice by making options available and respecting

“women's decisions.

Equality, shared responsibility and empowerment. T_he. concepfs
- of equality, shared responsibility and empowerment support equal g
_..'status of both the woman and the mic_ivi_zife within the r_el_atio'n_ship |
(Guilliland & Pairman, 1994). The midwife provides information to
'ér_labie infor'rr.léd. chcﬁcé, wit_h' the wonian being recognised as fhe
pnmary Idé_cisio_n méker. This relationship results in empowerment for
- women.,

N In the present study, women reported that midwiveé in the 3 birth. |
ceritres shared information with them and the midwife was utilised as a
resource; they did not 'tell' women what to do, as was perceived to have
happened in the hospital environment. Guilliland and Pairman (1994)

identify that within the partnership, the midwife does not hold the only
authority in the relationship, but provides knowledge and support to

the woman. Within the partnership, "control of the experience and
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responsibility fdr deCisiqn making remains with the woman" (Guilliland
& Pa.irman, 1994, p. 7). Participants in this study reported that within
the collaborative relatidnship with the birth centre midwives, they felt
t_hcy were the primary decision makers. This resulted in many |
participants expressing that they felt in co.lfltrol over the decisions
related to their care.

Shared responsibility is a component ot 'tﬁ"e midwifery partnership
{Guilliland & Pairman, 1994). Midwives are accountable to women for
the professional knowledge and skills they provide Responsibih‘ty ts |
| also placed on women to share 1nformat10n that may 1mp1nge on their
care. Women are also accountable for their decisions thhln th1s |
‘balanced partnersh1p {Guilliland & Pairman, 1994) In th1s study,
.women percewed that midwives had a degree of expertlse in normal
rriidwifery care. The maintenance of professional knowledge and skills -
was nb_t able to be assessed from these study findings. Women wht)
participated in this study acknowledged that curnulatiire in.t.;sractidﬂs
| with carers allowed a relationship to develop that enhanced the.

' communication process. This resulted in woman béing ﬂmr'e likely to
. disclose information to carers whom they knew. |

Informed choice and infermed consent have also been identified as
important mechanisms for empowerment (Guilliland & Pairman, 1994).
The midwife has a role to play in facilitating informed choice within the
- partnership. Guilliland and Pairman (1994) identify that, "if the women

is to be an effective partner within the relationship, she must make her
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own choices” (p. 8). Participants in this study perceived that the birth

centre midwives provided them with choices and encouraged them to

. make the decisions which were appropriate for them. By facilitating

‘informed choice in this way, the midwife's practice is supporting
'womeh's control over their childbirth experiences.

Continuity of care/caregiver. Fundamental to the midwifery
~ partnership is the concept of continuity of caregiver (Guilliland &
Pairman, 1994). This is the opportunity to develop a trusting
. relationship between the women and midwife. Continuity also allows |
__ _th_e midwife to access the women's experience. Care giver nur_nber.s
-shoul_d be restricted to allow a relationship to dcvelop.. Women should
be central to care,":i'ather than the midwife. |

The birth centre model of care facilitated the continuity of cérer
concept. Women in this study identified that cumulative interacfions :
with the’ Séme midwife carers Culniinaifed in thé de_veiopment of rapport
and trlisf in carers., Pérticip'ants in this. study also acknowledged the
benefits of the midwife knowing' them. The midwife had an
understanding of the women's previous and cu.rrent. expcrienceé and
‘this facilitated appropriate care for that women.

The midwifery partnership, as a model for practice, places woman
at the centre of care (Guilliland & Pairman, 1994). Participants in this
Sfudy reported that their care in the birth centre was focused on them,
rather than the institution, resulting in a perception of personalised

care,
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In summary, the m1dw1fery partnership, as a model for practlce

-was developed in the New Zealand context. This model prov1des a

- standard for practice which has gained recognition and acceptance

' within the midwifery profession (Guﬂhland & Pairman, 1994). Findings
" from this study support the application of this model of care to = - N
midwifery practice in the Australian birth centre context. The | |
theofetical concepts of the partnership model support the fundamental' : |
N basis of midwifery care, the aim of which is to meet the needs of woi‘nen; '
their babies and families (Bryar, 1995). The application of this ﬁodel L at
.. -an orgamsatxonal level would support midwifery practlce and prov1de :

_.fthe stlmulus for fundamental reforms w1th1n the mamstream matermty

- care system .

~ Methodological .S:fi:rengths and Limitations

T.he.re wete a number of s;..udy limifations which need to be
acknowledged Women in this study deliberately chose to have their
second or subsequent child in a birth centre, after prev1ously
experiencing care in the hospital setting. The motivation for this oho;ce
was not investigated in this study. It is acknowledged that some |
pa.rtieipants may not have been satisfied with their previous hospitai
care experiences. Therefore, these women do not represent all women _'
who choose birth centre care.

Data collection in this study was limited to interviews, and did not

include other qualitative data collection methods. The use of
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participant observation may have been useful to support the interviews
in this study. The observation of interactions between women and
carers in both birth centre and hospital contexts, may have been helpful
ir_1_ further defining the relationship beﬁv +2n women and their carers.

| The selection criteria for this study excluded women who had
been transferred out of the birth _c;‘,:ntre program during the antenatal
and intrapartum periods. Current statistics reveal that between 30 to
50% of women who choose birth centre care are transferred to the
pospital setting for ongoing medical management (Waldenstrom &
Lawson, 1997). This study did not explore the experiences of these
‘women, and it is acknowledged that this is an area that warrants future
'investigation.

Not withst'c;nding these limitations, the study was built on a
number of strengths. The boundaries of this study were clearly
articulated. One of the major strengths of the study design was the
- decision to interview multiparous women who had previously
experienced at least one hospital birth, prior to their birth centre
ekperience. This design allowed women to compare two different model
-of care, which provided a copious amount of rich data. The density of
the data s;et enabled analysis of both models of care, allowing
identification of major features of each.

Key informants in this study had experie_nced care in a number of |
different birth settings and were able to articulate the phenon‘llenol_n

under investigation. The interview guide used during interviews



112

facilitated indepth discussion of women's experiences. Use of j.c;pen
eﬁded questions allowed informants to respond in their own ;vords and
elicited useful and interpretable data. |

A number of strategies were adopted throughout *ﬂ:xis study to
ensure trustworthiness of the data. Credibility was éﬂhanced by
ensuring that sufficient time was spent in the field to recognise and
overcome distortions in the data (Lincoln & Guba, 1985). Interviews,
weré:'}g_:ontinued until there was evidence of saturation. Repetition of
themes was evident by the cémpletion of the ﬁffeenth ihteryiéw. A
further two interviews werél undertaken t? ensure no new themes
| en'le.rged.. a
| Another measure taken to enhance credibility was reguiér__ andt
"ﬁactive use of peer debriefing. To avmdbyas such as 'going native': (Mﬂes
& Huberman, 1984), the researchet‘had frequent meetings, every two
 weeks throughout data collection and analysis, with thesis supervisors.
During meetings, analysis was discussed and also the feelings and
emotions that emerged in relation to these. Acknowledgment and
discussion of these feelings and emotions allowed the reseafcher to
| prevent thé;{ﬂ from clouding her judgement. Validation qf_-.tge study
findings wert, achieved by returning to a ni:imber of participants to
ensure interpretation of the data was r:drrect.

This report provides a detailed ﬁescription of the study method

and findings. The detail provided would enable another researcher to

replicate this study, resulting in 'auditability’ (Sandelowski, 1986). The
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findings are well supported with excerpts from the data, which allows
'the:.readef. to judge the 'fittingness' of the results to describe the
phenbmenon outside of the context of the study situation (Sandelowski,
1986]:.' As well, confirmation of study findings was evident through a
' re-examination of the literature, revealing links to theory and support

from other empirical findings.

- Women's exﬁgi'iehces of maternity care are varied and there are
many féctors wh1ch affect these experiences. In this study 17 women
‘who had experienced two different modelsotfl._ca'ré shared their | .
experiences. The findings suggest that the ﬁature of the care :
relationship and the carers approach have a strong impact en women's
childbirth experiences. The birth centré model of care allows midwives
to practice outside the traditional constraints of the hospital
'=i:§rganisation_. Women in thiS study clearly articulated the positive
benefits of this model of care, which was perceived to be woman
centred.

Women also spoke of their previous hospital experiences where
birth was viewed as an illness, where their birth was controlled by (often
unknown) others, and where their needs must fit in with the needs of
an (often rigid) organisation.

Birth, then, is an important event in a woman's life. Health

professionals should not underestimate the impact that their actions
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have on women at i:his time. In lister_éiing to the voices of the women. in
the study it was cleé\r to me that the_w} not only wanted a heaiihy baby,
they also wanted a positive birth experience - to quote -

"Having a baby is such a Spcciél time. You only get to do ii:

two or three times in your whole life and it needs to be right!"
[Interview 4| :

Implications for Health Care

This stﬁdy was désigned to ascertain women's perceptions of care
they had received in the birth centre setting following previous hospital
experiences. There is mounting empirical evidence that women zre B
more satisfied with models of care that provide continuity of midwife
carer, than they are with standard care. The findings of this study have
assisted in identifying aspects of care which women perceive as

“impacting on their care experiences. These findings also have
.impiications for health care planning, and the practice of rnidwivés and

other health professionals involved in the care of childbearihg woren.

Recommendations

The following recommendations are made based on the findings of
this study:
1) Expansion of midwifery models of care into mainstream services.
The mode] of care offered in birth centres is restricted to 'low risk'
women who chose to access this form of care. However, the

majority of women continue to receive care in the hospital
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environment. It is clear from this study that some aspects of care
in the hospital setting impact negatively on some wormen's

experiences. Models of care which provide continuity of midwife

- carer across the childbearing continuum clearly have many

positive benefits for women. Organisational barriers to more
effective models of care within mainstream maternity care require
review. Hospital administrators now need to facilitate and

support the implementation of midwifery models of care such as

team midwifery, to ensure services provision which is consumer

focused and can meet the needs of women.

Recruitment and education of midwives. Findings from this study
suggest that midwifery practice within the hospital environment is
perceived to be grounded within the medical model of health. This
has implications for the recruitment and education of midwives.

Currently in Australia, an undergraduate nursing qualification is

required prior to undertaking a midwifery course. The transition

from nursing to midwifery may have some impact on the carer's
philosophy. This requires a transition from caring for clients who
are often unwell, in the hospital environment, to caring for
childbearing women who in the main are healthy. Training
institutions need to more closely consider the socialisation
process of students into the midwifery profession. Midwifery
students often experience a gap between theory and practice.

Clinical experiences for students continue to be based mainly in
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‘the hospital setting, within the medical model. Ideally, students

should have some of their clinical placements working with
midwives who practice within alternative models of care, such as .

birth centres, continuity of carer schemes and community based

practice. This may provide students with a more solid grounding

in 'normal' midwifery practice.

Implications for Clinjcal Practice. The findings of this study

should be of interest to all health professionals involved in the
care of pregnant women. The positive experiences of women who
have received midwife continuity shouid not be ignored.. This
study has emphasised the importance of the involvement of
mic_ﬁviveé in antenatal care. This i_nvolvenient allows a
relat'ionship between women. and midwife to develop prior-to
labour. This relationship is recognised to enhance

communication both throughout pregnancy, during labour and

the postnatal period. The other findings of this study have |

important implications for midwives working in mainstream
matemity care. The nature of the relationship between woman
and carer has a major impact on women's experiences. Although
all midwives may not have the opportunity to work within a
‘continuity of carer' scheme, they can still adopt a collaborative
approach to care, working with women. Information sharing, the

provision of options and acknowledging women's right to make
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decisions, all keys components to women's sense of control over

their birth experience.

Future Research

A number of recommendations are offered for future midwifery

research:

1)

2

3)

4)

This study identified the nature of the care relationship as one of
the key elements which affects women's experiences of care.
Future studies should be designed to further explore this concept
and should be combined with participant observation of the
'intcractions between women and their carers, in the hospital and
birth centre settings.

This study considered the experiences of multiparous
participants, who had experienced both mainstream and birth
centre care. Future studies should consider the experiences of
Primigravid women, who have not experienced mainstream
maternity services, to validate the findings of this study.

Future studies also need to give consideration to whether women's
perceptions of birth centre care changes over the course of their
pregnancy experiences.

The benefits of continuity of midwife carer to women were clearly
articulated by women in this study and supported by empirical
evidence from many other evaluations of continuity of midwifery

care. Further research is required to explore the experience of
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women who are transferred from the birth centre environment

into the hospital environment, and the impact ongoing continuity

" of carer has on this transition.

The impact of the care context on midwifery practice remains an

_ unresearched area that would be worthy of further investigation.

- Findings from this study to su’ég&st-that midwives practicing

within the hospital environment may not be able to adopt a
midwifery philosophy of birth. The socialisation process of
midwives who work within mainstfeam services reqtiires further

investigated.

“The importance of the relationship between women and midwife,

emphasised in this s'tudy, has e_no'r'rnou.s imp'li'cation's'for the
practice of midwifery. | Further research into the experiences of

midwives working with women in a more collaborative way, would

| provide a m(jre completc_'picture of these caregiving interactiohs.
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Appendix A

Exclusion Criteria for King Edward Memorial Hospital

Family Birth Centre

‘Medical -

* cardiac disease except uncomplicated mitral Valve prolapse
* renal disease

* psychiatric disorder including puerperal psychosis

* haematological including bleeding disorders

* essential hypertension

* pulmonary embolism or deep vein thrombosis

* epilepsy or seizures or use of anticonvulsant drugs

* malignant disease
* asthma requiring hospitalisation or steroid therapy other than
inhaled steroid therapy in the previous five years
* chemical dependency

* known bony pelvic deformity

* H.I.V positive (with evidence of 1mmunodeﬁc1ency)
* systemic lupus erythematosis

* diabetes mellitus

Obstetric
* Parity 5 or more
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* previous severe pre eclampsia or eclampsia in most recent pregnancy

* previous abdominal uterine surgery including caesarean section
* previous poor obstetric outcome such as stillbirth, birth asphyxia,
shoulder dystocia.

Factors to be assessed individually by Obstetrician /FBC Gene1a1
Practitioner
~* three or more first trimester spontaneous or induced abortions
without subsequent term delivery or midtrimester abortion.
* previous third stage problems including postpartum haemorrhage
* infertility requiring surgery of fertility drugs
* previous cone biopsy
* thyroid discase
* previous infant with major congenital anomaly and / or inherited
disorder (subject to genetic consultation)
* atypical red cell antibodies
* previous caesarean section
* difficult vaginal delivery
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Appendix B

SEMI STRUCTURED INTERVIEW GUIDE

Why did you choose to have your baby in a birth centre?

Can you describe the type of care you had during your previous
pregnancy/s and birth/s in the hospital environment?

Prompts

S How may caregivers?
Type of relationship with care givers?
Opportunity to discuss birth preferences?
Involvement in decisions making?

- Could you describe the type of care you recelved durmg your o

-~ pregnancy and birth in the birth centre environment?

Prompts-
' How may caregivers?
Type of relationship with care givers? _
Opportunity to discuss birth preferences? -
Involvement in decisions making?

How did this experience compare to your previous birth experience?
: _Cou'ld you tell me about your care after the birth bf your baby?.

-'Tell me about the followup provided for you after dlscharge in each
- care settmg? : : : o

"_PrOmpt's |
"~ Number of carcrs? .
- Were they known to you?
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Appendix C

Demographic Data

1. '_'What is your age?

2. What is your usual occupation?

3. What is your highest level of education? (Please circle one under
each heading).

School Education Other Qualifications
Less than Achievement Certificate. 1 None 1
| Achievement Certificate... TP . 2 Trade /Apprentlce / certlﬁcate . 2
TEE (Leavmg)/Year 12 3 Dlploma...........__....' ............ 3
| Uﬁder Graduete Degree ...... e
Post Gr:. ‘uate Degree 5

4. What is your combmed famﬂy annual mcome?

'$0

Last Financial Year : _ .This Financial Year (Ant;cipated)

| ; $10 000..-.._...-....-...1 $0 - $10,000.............. 1

. $10,001 - $20 000 .......... .2 $10,001 - $20,000.............. 2
$20,001 - $30,000 .3 $20,001 - $30,000 ... 3

~ $30,001 - $40,000.............. 4 $30,001 - $40,000.............. 4
$40,001 - $50,000 ......ccu..... 5 $40,001 - $50,000.............. 5
$50,001 - and oVer............. f‘a.-$5'o,001 - and over ...... . .6.

| 5. What is your Marital status?
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Appendix D

INFORMATION SHEET

Study Title: Women's Perception of Birth Centre Care

My name is Karen Coyle and [ am a Midwife who works full time in a
Birth Centre. I am currently researching women's experiences of care in
the birth centre setting. The information gained from this study will
assist in the future planning of models of health care.

If you agree to participate in this study it will involve being interviewed
by myself about 3 months after the birth of your baby. This interview
will be audiotaped so that I can carefully analyse it at a later date. The
interview will take approximately one hour of your time and I would be
happy to come to your home to do this, at a time convenient to you.
Your identity will remain confidential as the interview will be coded by
number and no names will be 1sed.

Your participation in this study is strictly voluntary and you have the
right to withdraw at any time. You also have the right not to answer
any questions you may be uncomfortable with.

If you have any questions about the study or being a participant, please
do not hesitate to call me on 9402 1402. You may also contact the
Head of Postgraduate Nursing Studies at Edith Cowan University,
Patricia Percival, on 9273 8591.

Approval for this study has been given by the Ethics Committee’s at
Edith Cowan University,
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Appendix E

CONSENT FORM

Study Title: Women'’s Perception of Birch Centre Care

I have read the information sheet about the above study and my
questions have been answered to my satisfaction.

I understand that [ am agreeing to be contacted by Ms Karen Coyle and
will be interviewed about three months after the birth of my baby. 1
understand the interview will be audiotaped.

I agree that the information gained through this study may be
published providing that my name is not used.

1 am aware I have the right to withdraw from the study at any time after
I have given consent and that withdrawal will not interfere with routine
care.

1, have been asked to
participate in the above research study, which has been explained
to me by . I understand

it’s aims and how I will be involved and hereby give my written
comsent.

Name:
Signature:
Date:
Witnessed by:
Signature of Witness:
Date:




Appendix F

Coded Transcripts

Interview Transcript
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Code/theme

Interview 10

The Birth Centre births were definitely the more positive two
experiences in that I really felt my choices would be respected, what I
wanted to do would be listed to and would be supported. Whereas
with the other two, T remember with the first it wasn’t an issue of
what I wanted or didn’t want. The second looking back on it now, at
the time I felt a bit cheeky, but looking back at it now [ realise it
wasn’t as bad a birth as [ thought.

But with the third and fourth, the Birth Centre made a choice. The
midwives and the philosophy made a difference and also my
experience and knowing myself and knowing my body. But also
respect for the midwives | knew. Especially the last time. There was

an acceptance that I knew my bodv and [ kngw how it would react and

that was something quite specific to the birth Centre. Because
afterwards when I ended up being admitted to the main unit for a day

with him was totally different. There wasn’t that respect that I knew
my body and I knew what [ needed and didn’t need. It was back to
more of “we know what’s best for you” sort of attitude and “we know
what’s best for baby”, It was very different. Perhaps actually I had
really forgotten and it was highlighted by that,

Interview 12

They put the drip inat 1.00 pm and by 1.30 pm it was like I started
labouring and I think at about 3.00 pm they said to me “you really
should have something for the pain” and during the birthing classes
they said they wouldn’t encourage vou to do it unless they felt it was
necessary so I said “I don’t want it, T don’t want it” and she said “vou
really have a long way to go 1 think vou better take it” - so [ gave in.
And that midwife was with me until her shift went off at 9.30 pm.
Now I started my sccond stage at 8.45 pm at night. When she left
gverything stopped. Then they had someone else come in for a while
and she lcft, then I had a third midwife. So during second stage [ had
three midwives and my sccond stape was 2 hours and 45 minutes and
it was awful. I mean it was really awful, not just in pain, but just in
the ....even on husband, it was like “when is this baby going to come
out”, It just kept coming down and going back up, coming down
going back up. I was on my back. I had a midwife holding my hand
and my husband holding my hand and my feet on their hips, But they
had tried to get me to turn over and go on all fours at one point and I
couldn’t do it. I think I was so tired. 1did it with my second baby, I
went on all fours and it took just a while for him to turn down the
birth canal, and then it was it was the right thing to do. But when 1
had my first baby [ just couldn’t do it and [ just had a real hard time
pushing her out. 1 don’t know if | had the same midwife the whole

time I don’t know if it would have taken so long,

Positive experience
Choices respected
& supported
hospital - fack client
focus

negative hospital
experienice

PHILOSOPHY carers
Knew own needs

birth centre - respect
clients knowledge

Hospital - lack respect
Patronising/Provider
dominated

Actively encouraged to
use analgesia
expectations and actual
experience different
Gave in to carers

shift change at crucial
stage

multiple carers in 2nd
stage - negative impact

Tired - unable to
reposition

perceived difficult
labour

strong impact/change of
carers
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