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Abstract

Background:

Historically, the focus of the UK and international research exploring planned home birth
decision making has been largely focused on understanding the experiences of women who
decide to birth at home. As a result of high-profile research that suggests that non-OU birth
locations are safe for low risk women, there has been a recent shift in focus resulting in
research studies that aim to increase the rates of planned home birth, or more often the
rates of all non-obstetric unit birth within the UK. However, despite this increased level of
attention, the rate of home birth remains stubbornly low. Whilst there is some research to
indicate why this might be the case, research that sheds a new light on the issue, and that
develops an evidence base for new interventions is required. This thesis illuminates the
factors that need to be considered in order to increase women’s abilities to make an

informed decision about planned birth.
Methodology:

A pragmatic approach, using mixed methods, was used to explore the current way that we
offer planned home birth to maternity service users, and to ultimately make suggestions

about how this could be improved.
The following studies have been undertaken:
Study 1: Initial exploratory study:

The case notes of one hundred and sixty nine women, from one health board and who had

planned to birth at home, were audited.

Non-participant observation of birth planning meetings at thirty-six weeks gestation were
undertaken with seven community midwife and low-risk women dyads. These were followed

by individual semi-structured interviews with the participants.
Study 2: Scoping review:

Qualitative and quantitative research, and non-research based literature, were analysed to

produce a qualitative review of planned home birth decision making.
Study 3: Active offer of planned home birth concept analysis
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The findings of the initial exploratory study and the scoping review, in addition to active
offer literature that is predominantly applied to support the provision of services within

minority official languages, were used to create an active offer of planned home birth.
Study 4: Workshop study testing the findings of the concept analysis

Narrative based exercises were used to explore the concept analysis findings with twenty
previous service users who had birthed at home, nine previous service users who had

chosen an institutional birth, and fourteen community midwives.
Findings:

Women will either take a ‘passive’ or ‘active’ approach to the offer of planned home birth,
with a passive approach likely where no motivation for an active approach has been

provided.

Where a woman takes a passive approach, her ability to make an informed decision about
planned home birth will depend on an active offer being made by her midwife. This will be

most effective when it is supported by a midwife’s employing organisation.

The findings of this thesis suggest that a two stage active offer of planned home birth
(AOPHB) process, consisting of ‘Creating the conditions’ and ‘Positive reinforcement’ stages,

can be used to underpin the offer of planned home birth.
Discussion:

There has previously been minimal understanding of how to facilitate the home birth

decision making process, and a passive offer is routinely provided to women in the UK.

The proposed two-stage AOPHB process provides a structured way for midwives to underpin
their offer to women, in order that an increased percentage of women are able to make an
informed decision about home birth and/or decide to birth at home. Where midwives apply
the AOPHB, women who may take a passive approach could be ‘activated’ to engage in

home birth decision making.

A pilot intervention has been drafted to implement the AOPHB within clinical practice. The
intervention provides support for the implementation of the two-stage AOPHB process
through the use of individual components focused on midwives and their employing

organisation; student midwives; and women, and their significant others.
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Implications:

This thesis has contributed to the developing knowledge base about planned home birth
decision making. The application of active offer theory to the offer of planned home birth
has been undertaken for the first time, and this has generated a new and useful perspective

on this area of midwifery practice.

The resultant two-stage AOPHB process has the potential for developing midwifery practice
in terms of supporting midwives to understand and facilitate women’s decision making
around home birth, providing a flexible tool that can be used in clinical practice. This is the
first approach that has been developed with the aim of increasing the ability of women to

make an informed decision about whether they wish to birth at home.

Additionally, the pilot AOPHB intervention has implications around the understanding of
how employing organisations can best support midwives in this aspect of their role, and

developing how student midwives are educated about offering home birth to women.
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Chapter One: Introduction

This PhD thesis advances the knowledge and understanding of planned home birth decision
making and develops the knowledge base around how to more effectively offer the option of
planned home birth to women. The intention of this introductory chapter is to provide
sufficient consideration of policy and practice so as to set the context of the thesis for the
reader. The prominence of birth place options within maternity policy will be outlined,
followed by a discussion of the position of planned home birth within the context of the UK
maternity service. Lastly, a discussion about the use of the concepts of choice, informed
choice and informed decision making is included, before concluding with an overview of the

contents of the thesis.
The position of birth place options within UK maternity policy:

The prominence of birth place options within UK maternity policy has altered greatly
throughout the last century. It is difficult to access statistics that accurately state the rates of
birth taking place within the different birth locations, but figures suggest that prior to the
1960s approximately thirty-three percent of births took place at home (Office of National
Statistics [ONS] 2014). It is feasible to assert that the vast majority of the remaining birth
would have at that point taken place within Obstetric Units [OUs], although Free Standing
Midwife Led Units [FSMLUs] — perhaps also called ‘cottage hospitals’ would also have been

in operation across the UK at this time (National Archives, 2017; Dodwell, 2013).

Unlike the current clinical guidance that advises low women in birthing in midwife led
settings (National Institute for Health and Care Excellence [NICE], 2014), the position of birth
place location was historically more focused towards ensuring that women birthed in an OU
location. This was achieved via the use of maternity policy, such as the now infamous Peel
Report (Ministry of Health, 1970), which advised that one hundred percent of births took
place in an obstetric labour ward for reasons of safety. This policy was successful in its
intentions — leading to a home birth rate of nought point nine percent between the years
1985-1988 (ONS, 2014). However, a shift in the positioning occurred again within maternity
policy in 1993 with the publication of ‘Changing Childbirth’ (Department of Health [DoH],
1993). This reversed the official policy that an OU birth was always the safest location for

birth, and additionally recommended that women were facilitated to regain the choice,
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control and continuity of carer that had previously been a feature of maternity care

provision.

There are currently four types of birth locations referred to within clinical guidelines (NICE,
2014). These are a woman’s home, FSMLU, alongside midwife led unit [AMLU], and OU. As
suggested above, birth in an OU is no longer expected to occur by default, and instead
guidance states that the four available options should be discussed during a woman’s
pregnancy to allow a choice to be made. In addition, recent research findings have meant
that the current guidance (NICE, 2014) states that in addition to informing all low risk
women that they may choose to birth in any setting and supporting their decisions,

maternity professionals should:

“Advise low risk multiparous women that planning to give birth at home or in a midwifery-
led unit (free standing or alongside) is particularly suitable for them because the rate of
interventions is lower and the outcome for the baby is no different compared with an

obstetric unit birth” (p 1.1.2)
and:

“Advise low risk nulliparous women that planning to give birth in a midwifery-led unit (free
standing or alongside) is particularly suitable for them because the rate of interventions is
lower and the outcome for the baby is no different compared with an obstetric unit birth.
Explain that if they plan birth at home there is a small increase in the risk of an adverse

outcome for the baby” (p 1.1.2)

Further detail that midwives can use during their discussions with women is also available
via the NICE guidance (NICE, 2014). Additionally, an information leaflet has also been

developed and is available for women to support their decision making (Coxon, 2014a).

This guidance represents a shift in the evidence base to support birth place decision making.
The previous NICE Intrapartum Care guideline (NICE, 2007) had only stated that women
should be offered the choice of planning birth at home, in a MLU or an OU; and that birth
was generally very safe for women and babies. This lack of clear guidance resulted because
the available information on planning place of birth was not of good quality (NICE, 2007).
The Birth Place in England cohort study (Birthplace in England Collaborative Group, 2011),

led through the National Perinatal Epidemiology Unit, was undertaken with the aim of



generating evidence of sufficient quality on which to base clinical guidance on birth place
decision making. Evidence from this study was used to underpin the updated guidance
(NICE, 2014). The undertaking of this large study, with the aim of updating clinical guidelines,
demonstrates an increased interest in birth location amongst maternity care professionals
and policy makers. However it is possible that the aim was to increase the rates of any non-
OU births, rather than to specifically ensure that each of the three midwife led care locations
(home, AMLU and FSMLU) were adequately promoted and offered to women. It is difficult
to obtain statistics that demonstrate the impact that the updated NICE guidelines have made
on birth place decision making across the four UK countries. However, a recent report
documents that the number of AMLU births has risen dramatically (NMPA project team,
2017), while the planned home birth rate for England and Wales during 2015 is reported to

have remained unchanged at two point three percent (ONS, 2016).
Planned home birth within UK maternity policy:

In this section the way in which planned home birth is included within the maternity policy

for each of the four UK countries is considered.

The maternity care system in Northern Ireland does not currently routinely provide access to
planned home births. The ‘Strategy for maternity care in Northern Ireland 2012-18’
(Department of Health, 2012. p.6.26) reflects this and an intention to alter their approach in
line with current clinical guidelines when it states that there will be a move within Northern
Irish maternity care provision towards providing home birth and MLU birth ‘for those

women for whom such care is appropriate’.

Within Wales, England and Scotland maternity policies reflect an existing commitment to
ensuring that planned home birth is available as one of the four birth place choices. A brief

overview of the individual policies is given below:

In Wales a policy to achieve a planned home birth rate of ten percent was published in 2002
(Welsh Assembly Government, 2002). While the home birth rates did increase during the
policy timeframe between the years 2002 and 2007, in advance of any increase in rates
within England and Scotland, this target was not achieved. The Welsh Government policy, ‘A

strategic vision for maternity services in Wales’ (2011, p.8) now states the commitment to



ensure sufficient capacity to ‘enable women to give birth at home, in a birth centre or

midwife led unit where that is their choice’.

In Scotland, the Scottish Government’s (Scottish Government [SG], 2017, p.7) policy ‘The
Best Start: A Five-Year Forward Plan for Maternity and Neonatal Care in Scotland’ states that
women should have an ‘appropriate level of choice in relation to place of birth’ and that
home birth, along with the option of MLU and OU birth ‘should be available to all women in

Scotland’.

In England, ‘Better Births’ (NHS England, 2016, p4.11) states that there has been a
‘longstanding expectations that women should be given a full choice of place of birth: home
birth, midwifery unit and obstetric unit’. The policy requires that Clinical Commissioning
Groups must ensure that women are cared for by maternity services who offer them the

choice of birth at home, in an MLU or OU.

Therefore, each of the four UK countries makes reference to home birth as a possible birth
location for women. However, all include a range of midwife led care options, rather than
making specific reference to home birth alone in the way that was seen within Wales in 2002

(Welsh Assembly Government, 2002).
Choice and decision making:

All of the four UK countries recognise, within their maternity policies, the role of maternity
professionals and the maternity services in facilitating choice and providing the offer of
home birth. In contrast to midwife led units, in relation to home birth where the maternity
service does not need to provide the birth premises, this involves providing appropriately

trained staff to attend the birth.

Within England, the publication ‘Better Births’ (NHS England, 2016, p.8) makes the
recommendations that women should have a ‘genuine choice, informed by unbiased
information’ that enables them to be able to be ‘fully involved in the decision making’ about
whether they prefer to give birth at home, in a midwifery unit or in an obstetric unit. Within
Wales, the Strategic Plan for the Maternity Services (Welsh Government, 2011) intends that
women are supported to make an ‘informed choice’ about the care that they receive; and
this premise is also advocated within Scotland, where the maternity policy (Scottish

Government, 2017) refers to women making decisions regarding care and birth preferences.
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In Northern Ireland (Department of Health, 2012, p 6.14) the policy states that ‘as with any
other procedure, risks and benefits of place of birth must be explained to women
(antenatally) to allow them to make an informed clinically appropriate choice about place of
birth’.

However, despite the policy intentions, it is also increasingly being acknowledged within
policy documents that support for the birth place decision making process for women is not
always well facilitated. The ‘Foreword’ to the Better Births report (NHS England, 2016) states
that ‘We heard that many women are not being offered real choice in the services they can
access, and are too often being told what to do, rather than being given information to make
their own decisions’, with specific reference being given to choice in place of birth. This
sentiment is echoed within Scottish policy (Scottish Government, 2017, p.61) where
reference is made to the fact that ‘at present, very few NHS Boards actively promote home

birth as a realistic choice’.
Why study planned home birth decision making?

While it is not possible to be categorical about the current home birth rate within all four UK
countries, the most recent available figures show that the rate within England and Wales
was two point three percent in 2015 (ONS, 2016), Scotland had a home birth rate of just
over one percent (NCT, 2010), and Northern Ireland had a rate of naught point three percent
in 2012 (Quigley et al., 2016). To set these figures within an international context, the USA is
reported to have had a home birth rate of naught point eight nine percent in 2012
(MacDorman, Declercq, & Matthews, 2013), while in the Netherlands an approximate home

birth rate of twenty percent was reported by de Jonge et al (2014).

The policies outlined above all highlight the importance of women making an informed
choice around all four birth place options. However, policy makers are acknowledging that
this is not always being achieved, and this is also being discussed within clinical practice and
research. Research demonstrates that a higher percentage of women in the UK would like to
give birth at home than currently do so (Bourke, 2013; Plotkin, 2017), and that maternity
professionals are also aware that within their practice environments best practice in this

area is not being achieved (RCM, 2011).

The thesis aim and objectives:



As a result of the clear clinical guidelines advising that low risk multiparous women choose
to birth at home or in an MLU, and clear policy support within the four UK countries for the
option of home birth being available for primiparous and multiparous women to choose
from, this thesis aims to generate knowledge about how to ensure that women are offered
the option of planned home birth in an effective manner. Justification for focusing on
planned home birth, rather than including the other midwife led care locations is that the

rates of births taking place in MLU locations are increasing, in contrast to home birth rates.
The thesis structure:
Chapter 1

Chapter 1 has provided the background to this study, and has broadly set out the study’s

aims and objectives.
Chapter 2

Chapter 2 presents the methodological approach that has been applied within this thesis.
Justification for using a mixed methods approach with a pragmatic stance has been
provided, along with an overview of how the chosen study methods enabled the research

aims and objectives to be achieved.
Chapter 3

Chapter 3 presents the initial exploratory study that was undertaken within one local health
board with the aim of exploring the ways in which planned home births were offered to low
risk women, particularly in relation to the birth planning visit at thirty-six weeks gestation.
Seven low-risk women and community midwife dyads were recruit to this study, and non-
participant observation and semi-structured interviews were used as data collection
methods. A case note audit of home births planned within the health board was also

undertaken.
Chapter 4

Chapter 4 presents a scoping review of planned home birth decision making that aimed to
explore factors that influence women’s decision making experiences. An inclusive approach
was adopted with the result that the included sources of published literature included both

research and non-research based publication, from the UK and internationally.



Chapter 5

Chapter 5 presents a concept analysis of an active offer of home birth, using Walker and
Avant’s stepped approach (2011). This was undertaken in order to provide understanding of
how an active offer of planned home birth [AOPHB] could be made to women accessing
midwifery care. The published literature that outlines the way in which the process of active
offer is applied within minority language services is explored and applied to the context
surrounding the offer of planned home birth. The findings of the analysis are presented,

including the resultant model, borderline and contrary cases.
Chapter 6

Chapter 6 presents the way in which the findings of the concept analysis were explored with
relevant stakeholder groups during workshop sessions. The groups were previous service
users who had planned to birth at home, previous service users who had not planned to
birth at home, and community midwives who offer and attend planned home births. The aim
of the study was assess the degree of ‘fit’ of the concept analysis findings with the
participant experiences either in receiving or providing the offer of planned home birth. The
findings of the study are presented, alongside the refined concept analysis and a resultant

two-stage AOPHB process.
Chapter 7

Chapter 7 concludes this thesis by providing a discussion of the findings across the elements
of the thesis. The original contributions arising from this thesis are provided, and a draft pilot
intervention for an active offer of planned home birth presented. A reflexive account of the
process that was undertaken throughout the PhD process is provided, before the

presentation of a number of implications for research, practice and policy are outlined.
Conclusion:

To conclude, this thesis provides a report of how several interlinked studies have generated
sufficient new knowledge and understanding of the planned home birth decision making
process to enable the creation of a two-stage active offer for planned home birth (AOPHB)
process that now needs to be further tested in order for it to be effectively used to support

planned home birth decision making in practice.



Chapter Two - Methodology

Introduction:

As described in Chapter 1, NHS policy and UK maternity policy states women should have
choice in place of birth, and that for low risk women the choice of planned home birth
should be offered alongside the options of any Obstetric Unit and Midwifery Led Units, both
Alongside and Freestanding, that are available in their local area (Department of Health
[DoH], 2010; NICE, 2015). Low risk multiparous women are now to be ‘recommended’ to
choose to give birth in an MLU or at home (NICE, 2015). Rates of MLU births are increasing in
the UK (NMPA project team, 2017), but rates of home birth are remaining static (ONS, 2016).

All birth choices are viewed equally, with the choice of planned home birth viewed neutrally
within the guidance in terms of discussion around options (Cairoli, 2010). The only exception
to a neutral approach to planned home birth within policy documents is seen within a Welsh
Assembly Government maternity policy document which states that low risk women should

be ‘encouraged’ to consider planned home birth as a birth place option, in the aim of

increasing the Welsh planned home birth rate to ten percent (Welsh Government, 2002).

This chapter explores where the studies within my thesis have developed from, before
moving to describe the methodological considerations that | made, and to provide
justification for my use of a pragmatic approach and multi-phase mixed methods study
design, in order to achieve my overall aim to develop an active offer of planned home birth.
In doing so, an overview of the main research paradigms is provided, before outlining the
decision making process to reject these in favour of a mixed methodological approach. The
chapter then moves to provide an overview of the constituent study methods, justifying the

chosen methods of data collection and analysis within the thesis.

The development of the thesis:

The thesis has its roots in my personal and professional interest in planned home birth, and
the result that the Welsh Government did not attain their policy objective of a ten percent
home birth rate by the year 2007 (WAG, 2002). In exploring this, the initial exploratory study

that is reported in chapter 3 of this thesis was originally conceived as stand-alone mixed

8



methods study. This was then re-conceptualised as the initial phase of the multi-phase
project that is reported within this thesis as a whole, with the subsequent sequential studies
developed from the findings of the initial exploratory study [Chapter 3], and reported in
chapters 4, 5 and 6.

Methodological considerations:

Any discussion of a study’s methodological perspectives requires consideration of the nature
of knowledge, and how researchers go about finding what it is they think that they can
know. Within healthcare research, and specifically within the sphere of maternity research,
this includes personal beliefs regarding aspects of maternity care, philosophical opinions
regarding the nature of reality and the nature of knowledge and the type of research
guestion being explored. These considerations have required researchers to design and
conduct studies that uphold wide ranging values on these broad philosophical areas (Gray,
2009). The decision to create a mixed methods study for the initial exploratory study was
initially underpinned by my reluctance to apply a purist stance (Green & Hall, 2010), in
regard to the use of a single research paradigm, such as positivist or constructivist, in my aim
of exploring the research areas that | wished to pursue. This decision is discussed in more
detail below with reference to the positivist position, and several positions within the
constructivist paradigm - interpretivist, social constructionist, and critical theory

perspectives.

Positivist perspective:

Historically, scientific investigations have been conducted using a positivist worldview. A
researcher who upholds a positivist philosophy would describe the scientific process as
being a methodical observation with the aim of identifying casual relationships (Gray, 2009).
According to Gray (2009), conducting research from this perspective requires a material or
physical ontological position that holds that there is one ‘truth’ or reality that can be known
about or found, and the adherence to an objective epistemological perspective that states
that this reality exists aside from any interaction that the participants or researcher may

have with it. The use of experimental conditions aims to reduce, as far as is possible, the



influence of confounding variables to ensure the objective observation of the effect of an
independent variable upon the dependant variable in question. This aims to ensure the
internal validity of the experiment, and so allows the researcher to come to know the
objective reality of the phenomenon in question (Bork, Jarski, & Florister, 2016). Although it
is possible to question an individual researcher’s or research team’s neutrality in terms of
any research question that they are investigating, conducting clinical trials according to the
standards prescribed by the use of a positivist lens is accepted by most researchers as being

the most appropriate methodological stance (Ryan, Hill, Prictor, & McKenzie, 2013).

Within research into planned home birth decision making | argue that there are two main
points regarding the application of the positivist worldview that make it unsuitable for my
research. Firstly, the positivist lens’ epistemological position would not enable me to fully
address the aims of my research question as it would require the observation of a single
objective reality, rather than my understanding about the existence of multiple realities. In
terms of this research this would require the knowledge that my participants provided as
isolated, and external to their experiences as maternity service users and members of UK
society. This requirement renders impossible the consideration of the impact of the well
documented medicalisation of birth upon the general society of the UK (Johanson, Newburn
& Macfarlane, 2002), and how this process may impact upon how a woman’s social
networks and the maternity service providing maternity care influence her view of birth and
of planned home birth (Schwandt, 2000). This epistemological position would also require
me, in my role as researcher, to claim a position of neutrality in terms of data gathering,
analysis and reporting. | am cognisant that in my professional and personal life my opinion is
that the UK maternity services do not always ensure that maternity service users make
informed choices about planned home birth, and that the option of planned home birth is a
positive birth place that women should be encouraged, alongside other options, to consider.
Positivist researchers aim to eliminate this potential for confounders through the separation
of researcher and participants (Ryan et al., 2013). The way in which these important
considerations have been addressed within this thesis is discussed in greater detail within

the section on reflexivity in the final discussion chapter [Chapter 7, p. 285].

Secondly, the discussion of whether positivist ontology can be applied to the complex

subject matter explored within the social sciences is ongoing within methodological
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literature (Polit & Beck, 2009). In terms of this thesis, | would argue that employing a
positivist lens to the truth of how decision making around planned home birth needs to be
facilitated, is inappropriate for two reasons, but that the current Intrapartum Care Guidance
published by NICE implies that the use of this perspective is acceptable (NICE, 2015). This is
seen through the suggestion that a single discussion about place of birth is sufficient for
women to make an informed birth place decision about planned home birth, and also in the
ideological sense where the ontological ‘truth’ that is supported through a neglect to
challenge the culture of institutional birth that exists in the UK ultimately supports, rather
than challenges our society’s medical model of birth (NICE, 2015; Teijlingen, 2005). The
medicalisation of birth within the UK has become synonymous with the positivist worldview,
and so | felt that this approach would be inappropriate within a study that aimed to
highlight, and ultimately challenge the practical impact of the medicalisation of birth upon

current maternity care provision, for example, through the low percentage of home births.

Constructivist and interpretivist positions:

The interpretivist position, as a standalone worldview, is difficult to define (Weber, 2004).
Additionally, the approach that some commentators have taken is to describe worldviews,
such as social constructionism and feminist, within the broad category of ‘Interpretivist
Paradigms’ (Denzin & Lincoln, 2000), and this lack of clear distinction appears to transfer into

research studies (Catling, 2013).

Schwandt appears to critique this approach, as while he accepts that the qualitative
movement as a whole has developed as a reformative movement that served to question
the use of traditional positivist approaches in social science, he acknowledges that significant
differences exist between the perspectives taken by the scholars of the differing approaches
(Schwandt, 2000). In relation to the interpretivist and constructionist worldviews (which he
states includes the ‘social constructionism’ worldview), he claims that while both share the
intention of understanding human inquiry, the way in which they answer questions on the
purpose and aim of human interactions, and how we can know about this is different

(Schwandt, 1998).

Interpretivist

11



Schwandt (2000, p.189) describes interpretivism as ‘the interpretivist theory of human
action and meaning’ and that ‘to understand a social action, the interpreter must grasp the
meanings that constitute the action’ and that ‘what an action means can only be understood

in terms of the system of meanings to which it belongs’.

| was unconvinced that the interpretive worldview would provide new insights into how to
effectively offer planned home birth. It is possible that interpreting birth place choices,
therefore the meaning behind the action, would demonstrate similar rational for all
maternity service users — their choice reflects where they feel to be the most appropriate
place, for example in terms of safety or birth experience, for their baby to be born. It may
not explain why that was, for example, in terms of understanding how their sociocultural

backgrounds, and current contexts created this meaning.

Additionally, undertaking research within the interpretative worldview requires the
researcher to understand the subjective meaning of an action, in an objective manner
(Schwandt, 2000). In my position of researcher within discussions with maternity service
users and Community Midwives this requirement would be impossible to adhere to as |
continually reflect upon my own experiences as a service user and as a midwife during the

research process.

Social constructionism

Social constructivists reject the idea that the world can be known about through positivist
approaches (Christensen, 2005), refuting statements regarding the ability of positivist
science to operate aside from the process of social construction, and that the yielded results
of positivist research actually access the searched for objective and singular ‘truth’.
Therefore, social constructivists do not regard science as a process of objective discovery
and empirical verification (Christensen, 2005). Instead, the scientific process is one that
discovers ‘subjective and socially contingent’ truths (Rowland 1995, in Christensen, 2005).
For researchers using a social constructionist perspective, the purpose of conducting
research is to make contact with, and learn from the ‘meaningful reality that is contingent

upon human practices, being constructed in and out of interaction between human beings
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and their world’ (Crotty, 1998, p.42). It is this subjective meaning that social constructivists

aim to access.

Social constructionists build upon the constructionist position that knowing is not passive
but actually an active process when one considers how our minds generate and test
concepts and ideas as we seek to make sense of our experiences (Schwandt, 2000). Social
constructionists add in to this process the grounding of our experiences in our historical and
sociocultural backdrop of shared understandings and practices (Schwandt, 2000). This is
supported by Stake’s (1995, p.100) illustration that ‘infants, children and adults construct
their understanding from experience and from being told what the world is, not by
discovering it whirling there untouched by experience’. Therefore, within this worldview, it is
reasonable to imagine that maternity service users being offered the opportunity to consider
or choose a planned home birth can be expected to be using their prior knowledge about
birth, and about planned home birth to assist them with their decision making. Using this
worldview, we can understand that maternity service users who have not given birth, or
witnessed a birth before can already have knowledge about birth that they have learnt from

those around them.

Godman and Blanchard (2015, p.3.1) write that ‘epistemologists often speak of epistemic
“sources” in terms of the way that ‘we can get knowledge or justified belief’. This statement
refers to the application of appropriate research methods, and to the quality of participant
selection affecting the ability of a study design to achieve reputable findings. This thesis has
applied these principles by viewing the primary source of knowledge of how an effective
offer of planned home birth could be made as being maternity service users who have been
involved in making a decision about where to give birth, and secondly Community Midwives
who are employed to offer and attend planned home births. By virtue of their social or
historical positioning these two groups of participants have ‘epistemological privileges’ as a
result of their experiences and their ‘knowledge’ should be accorded value above those who
do not inhabit this group in society (Devin, 1997). This epistemological ‘privilege’ is
differentiated from ‘epistemological authority’, which is currently bestowed upon those

involved in policy making (Janack, 1997).

However, while social constructionism may provide a beneficial approach to underpin this

research, difficulty in applying a social constructionism worldview within this thesis exists.
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The perspective proposes that it is through language that we are able to learn from each
other about the world, and it is through this process that social constructionist research
employs while knowledge collecting (Taylor, 1995). While this thesis uses multiple narrative
methods to access the language used by my participants — interviews, observation,
workshops, it also employed numerical methods for data collection and analysis in the form
of an audit of maternity case notes, and during participant observation. This therefore
creates a degree of disconnect between the social constructivist worldview, and the

methods that are employed within the thesis.

Critical theory

Proponents of the critical theory worldview feel that it contrasts beneficially with that of
other viewpoints, such as that of social constructionism, in that ‘because of its inherent
reformative fervour, it goes beyond mere recording observations, and strives to reform for a
better world’ (Asghar, 2013, p.3121). This makes critical theory particularly suitable for use
in research exploring power relations, and the issues around numerous subjects including
race, gender, economy, religion (Asghar, 2013). In consideration of whether this worldview
could be applied to my work, Cohen and Crabtree (2006, p.5) write that research employing
critical theory should have ‘social import’ and that this could include ‘how people see the
world’. | would argue that assisting maternity service users to make informed choices about
planned home birth as a result of facilitating their reconsideration of birth has social import;
as does assisting Community Midwives who currently operate under the belief that the
current approach to offering planned home birth is effective at ensuring that maternity
service users make informed choices around birth place location that include planned home
birth. Additionally, the relativist ontology proposed by critical theory provides a fitting
explanation to the fact that while maternity service users and community midwives operate
under the assumption of a reality of birth that may feel ‘real’ to them, that this is actually
the product of the social and historical, and political backgrounds to which they have been

exposed (Cohen & Crabtree, 2006).

An area of incompatibility for me in terms of applying the critical theory worldview is that |
did not intend to encourage maternity service users to ‘take charge’ of the maternity
services to create change themselves. Rather the aim was to use the input from this
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transient population of maternity service users to potentially help design a more effective
offer of planned home birth that may benefit future service users. However, it is possible
that participating in this research process may cause Community Midwife participants to
reconsider their own concepts of the reality of how maternity service users should be
offered planned home birth, therefore un-legitimising their current approach to offering
home birth, and that this may result in them employing a different ideological perspective to

their clinical interactions in future (Comstock, 1994).

A further reason | perceive that this research does not fit within a critical theory worldview is
the central requirement that maternity service users are being denied the ability to make
informed choices about planned home birth because maternity professionals, such as the
obstetric profession, wish to exert power over them (Bastalich, 2015). While this is a view
that has been discussed in some literature about maternity service users’ lack of choice of
planned home birth, understanding the power base of health care providers was not a

research aim or objective.

Using the requirements of the application of critical theory to a research study that
Comstock (1994) outlines, it would be possible to outline how the option and choice about
planned home birth has become side-lined in place of the option and choice of institutional
birth location in both policy and practice. It would also be possible to show how the current
position of adopting a position of objectivism and neutrality within maternity policy actually
serves, despite a policy that appears to support maternity service users’ choice of planned
home birth, to ensure that other institutional birth place options continue to be the
dominant choices. This feels important, as to date no published studies have been
undertaken where maternity service users have been asked to discuss how they feel an offer
of planned home birth would have been most effectively made to them, and so it could be
suggested that at present the current NICE guidance (2014) privileges other sources of
knowledge above that of the service user. Therefore, in some ways, this research would fit
well into the parameters of critical theory worldview. However, because it was not designed
with a ‘fervour for reform’ (Asghar, 2013) of how the maternity services offer planned home
birth to service users | did not align myself to it, although it is where the research could

naturally lead.
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Therefore, in the way outlined above, | recognised fundamental components of the various
paradigms, such as their fixed ontological or epistemological positions in relation to planned
home birth, as being unsuitable for use within my thesis, while recognising that a range of
data collections methods and analysis methods that would traditionally be considered as
aligning with opposing paradigms, would be beneficial to my research. Therefore, mixed
methodology research was felt to be an instinctual ‘fit’ for my thesis. This, along with my

decision to adopt a pragmatic stance, is discussed in more detail below.

The methodology of mixed research:

Teddlie and Tashakkori (2010, p. 5) define the methodology of mixed research as ‘the broad
inquiry logic that guides the selection of specific methods and that is informed by conceptual
positions common to mixed methods practitioners’. The authors state that the most
significant variation among practitioners arises in relation to the approach taken by those
who are conceptually or philosophically orientated, and those who are methods orientated,
and that therefore, with the aim of supporting all practitioners within the field, the
methodology of mixed methods can be viewed as being the ‘mediator between conceptual
and method issues within the field, or as the point of integration between the two’ (2010, p.

16).

In considering conceptual positions and the way this impacts on the subsequent research
design, Teddlie and Tashakkori (2010, p. 13-15) explain that the way that paradigms, such as
those discussed above, are viewed within mixed methods research has developed over the
past years, moving from a perspective that views them as ‘monolithic interlocking sets of
philosophical assumptions towards a more practical orientation’. Six conceptual stances
have been noted in the mixed methods research by groups of scholars adopting a mixed
methods approach, differing on the ways that paradigmatic positions are viewed as
important. These range from the a-paradigmatic stance that proposes that within the real
world, ‘paradigms and conceptual stances are unimportant’; a substantive theory stance
that privileges theory above philosophical paradigms; a stance proposing the use of
complementary strengths, where researchers adopt an approach that attempts to conserve
the different methods so as to conserve the strengths of their different assumed
paradigmatic positions; the multiple paradigm stance where researchers believe that
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depending on the design of your study, a researcher may adopt the relevant most
appropriate paradigm position; a dialectal stance which advocates the use of multiple
paradigms within a single study on the understanding that each different paradigm will
provide a different understanding of the research area, and that in combining these
perspective, a greater level of understanding will be achieved; and a single paradigm stance
that proposes that, in the same way as was proposed within studies that employed solely
guantitative or qualitative methods, in applying a mixed methods approach that an
‘alternative paradigm’ provides the philosophical underpinnings for this approach. Within
the alternative paradigm, which therefore can be said to position mixed methodology as the
‘3rd paradigm’ (Teddlie & Tashakkori, 2010, p. 318), several stances are currently included,

of which pragmatism is stated to be the most popular.

Despite these philosophical differences, a key binding principle across all researchers who
adopt a mixed methods approach, is the belief in ‘methodological eclecticism’, which is
defined as the ‘rejection of the either-or principle’ or the ‘incompatibility thesis’ at all levels
of the research process, in the way that is practiced within either the quantitative or
qualitative approach (Teddlie and Tashakkori, 2010, p. 5). This results in researchers
selecting and integrating the most appropriate techniques to investigate their area of

interest.

Mixing methods with a pragmatic stance:

In discussing the use of a pragmatic stance within mixed methods research, continued
discussion exists amongst researchers regarding the exact definition and application of the
pragmatic stance (Biesta, 2010). Drawing upon an everyday pragmatic position, Johnson and
Onwuegbuzie (2004) state that a pragmatic approach enables the researcher to select the
combination of methods that is most effective in answering the research questions.
However, the importance of recognising the philosophical underpinnings of pragmatism,
rather than merely applying ‘everyday pragmatism’ that permits an ‘anything goes approach’
within research design, is required by Biesta (2010, p. 131), and supported by Green and Hall

(2010, p. 131) who suggest that researchers should not adopt a pragmatic approach as a
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‘mindless mantra’ and should instead understand and adhere to what they view as its key
characteristics. These are considered to be a rejection of the mind and matter dualism, a
view of knowledge as both constructed and as a function of the organism-environmental
transactions, recognition that knowledge is fallible as we can never be certain that our
current knowledge will be appropriate for future enquiry, holding the belief that truth comes
from experiences, support for a problem solving, action focused inquiry process, to
understand that warranted assumptions are those that arise from a particular context and
can therefore only be warranted in that context, and commitment to the values of
democracy, freedom, equality and progress. While it would be perhaps simpler to state that
my thesis has employed an ‘everyday’ approach (Biesta, 2010) in its use of the pragmatic
stance, | believe that several of these key characteristics underpin the research approach

that | have taken.
The reality of experience:

Within this research, ‘truth’ and knowledge is viewed as arising from the participant
experiences. Maternity service users and their significant others all hold real experiences of
planned home birth decision making, whether they decided to give birth at home or within
an institutional setting; and all Community Midwives hold their own knowledge, based on
their own experiences, of the process of offering planned home birth to maternity service
users. As each participant’s truth will be based upon their own personal experience, they will
therefore be expected to differ from each other. However, within this, | acknowledge that |
have accorded the maternity service users a greater degree of epistemological privilege,
than the Community Midwives - based upon suggestions within research publications that
many women who do not choose to give birth at home may have made this choice with
insufficient midwifery input, and because many of the service users who would prefer to
birth at home face obstacles and difficulties making this choice or enforcing this choice

(Royal College of Midwives, 2011; Shaw & Kitzinger, 2005; Lavender & Chapple, 2005).

Knowledge as fallible:

| acknowledge in the conclusion of this thesis, and within the empirical chapters where |

have conducted primary research [Chapter 3 & 6] that the findings, or warranted assertions
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that arise from the studies within the thesis should be viewed as being context dependent.
Therefore, while some suggestions with regard to the way that the findings could be used

within future research are made, this is to be understood as taking place with this in mind.

Commitment to the values of democracy, freedom, equality and progress:

This research, in exploring the subject of planned home birth decision making, is intended to
provide support for progress within clinical practice, and has attempted to consider and
include the perspectives of the of maternity service users who do not appear to be accessing

planned home birth services within the UK.

Having justified my use of a pragmatic stance within this research, | will now move to discuss

how this has been taken forward within my study design.

Methods:

The thesis reports the findings of a multi-phase research study, using mixed methods for
data collection and data analysis. The overview of the methods used within these studies will

be briefly discussed for the remainder of the chapter.

In accordance with the chosen pragmatic stance, the study methods were chosen as they
were felt to provide the most effective approach to answer the research questions (Johnson
& Onwuegbuzie, 2004). Figure 1 below illustrates where methods that result in quantitative

data (QUAN) being obtained, and where qualitative data (QUAL) was obtained:
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Figure 1. lllustration of the multi-phase research project that is reported in this thesis

PHASE PURPOSE COMPONENTS PRODUCT
To explore home auan QUAN + QUAL alaL :"E”mi";"s‘ ‘
Phase | birth decision Clinical Observationof || Semi structured Iu” nerjt:: "m'"g iarth
making within one audit birth planning interviews dg;:ﬂ: ﬂ;:{ 1: e
local health board visits lsian Ingir
local health board
To build an phase 1, QLII'M Scoping review of
and explore planned Empirical quan. & gual planned home birth
Phase Il home birth decision | fe-raturzl s 1|;I :al ' decision making across
rmaking across the UK ' e rn'l Ir”tqr t ) the UK and
and internationally non-empinical Ikerature internationally
How should we Firet
conceptualise an active !
Prese ffer pf lanned hom QUAL . conceptualisation of
i anera E:th”f pme Cancept analysis the AOFHB
I ¥
To test the first
Phase conceptualisation of the QuAL Final, refined
IV AOPHB with stakeholder Warkshaop study conceptualisation of
groups the AOPHB

The focus of the programme of work:

The figure also illustrates the way that the subsequent studies were undertaken
sequentially, with the subsequent research phases being developed pragmatically according
to the findings of the previous studies. The columns labelled ‘Purpose’ and ‘Product’
demonstrate this process, with phases one and two providing the opportunity to take an
exploratory approach within the subject of home birth decision making locally [Chapter 3],
and then UK wide and internationally [Chapter 4]. Findings of the respective exploratory
study and scoping review led to the consideration that consideration of a more effective way
of offering planned home birth within midwifery practice may be possible and beneficial to
maternity service users and midwives. Phase three [Chapter 5] considered how this process
could be conceptualised, assessing the possibility of applying an ‘active offer ‘ approach
within planned home birth decision making and creating the initial conceptualisation of the
Active Offer for Planned Home Birth [AOPHB]. Phase four [Chapter 6] then provided the
opportunity to test the first AOPHB conceptualisation with relevant stakeholder groups. In
this way, the methods employed within this thesis have enabled the research process to
move from a wide exploration of the subject area, to a more specific assessment of one area

of clinical practice. This is illustrated below:
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Figure 2. lllustration of the way study commenced with a wide focus, and moved towards a more narrow focus

Phases 1+ 2
Enabled a wide exploration of planned home birth (PHB) decision making in
local, UK, and international contexts.
Findings suggested that considering the way PHB was being offered to
women could be beneficial.

Phase 3
Focused on the way that PHB is offered to women,
considered if an active offer approach could be
applied to PHB, and conceptualised the initial
active offer of planned home birth (AQOPHE)

Phase 4
Tested the initiation AOPHB
with relevant stakeholder
groups. Refinement of the
AQOPHB undertaken.

The way the study methods facilitated the programme of work:

The chosen study methods enabled the necessary focus of the studies to be achieved. The
following section provides some brief discussion about the rationale for the data collection
and data analysis methods that were employed. Additional detail about each of the studies

is provided in the relevant chapters.

Chapter 3 — The initial exploratory study:

This study is a mixed methods study using a concurrent triangulation design (Teddlie &
Tashakkori, 2010). Non-participant observation, semi-structured interviews, and clinical
audit were the three data collection methods employed within this study. As a result, the
study collected both quantitative and qualitative data [Figure 1], and this was analysed using
descriptive statistics, and thematic analysis respectively, with the quantitative data

integrated within the final qualitative thematic analysis.
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As noted in figure 1, this chapter came to provide one element of an initial broad exploration
of planned home birth decision making, after its original conception as a stand-alone mixed
methods study exploring planned home birth decision making in one local area. The use of
clinical audit, employed to capture the documented midwifery care of all women who had
planned to birth at home within the health board’s catchment area within 2010, supported
this aim. The use of non-participant observation, followed by individual semi-structured
interviews with each participant provided additional detail in a way that is not felt to have
been achievable via the use of any other research methods. The use of semi-structured
interviews following the observation allowed some flexibility to respond to the individual
context of the observation (Rees, 2011). Additionally, and of particular importance, was the
opportunity for the triangulation of the data that was provided by taking this approach,
enabling me to explore confirming and disconfirming findings that were collected through
the different methods - for example between the interview and observation data, and
between the clinical audit findings (Rees, 2011). The clinical audit could have provided a
more useful component to the thesis if data from women who had not decided to birth at
home had also been included. This is viewed as a weakness in the study design, rather than a

weakness of the chosen study method and has been noted as such as a study limitation.

The following table details the research aims, and the data collection and analysis methods

that were used to achieve them:

Table 1. Chapter 3 research aims and methods

Study type Research aims Data collection methods Data analysis methods
Mixed To ascertain greater Audit — quantitative data Descriptive statistics
methods detail on home birth Observation — qual. and quan. | Descriptive statistics
study using | rates in one region

a concurrent

triangulation

data

Thematic analysis

Interview — qualitative data

Thematic analysis

design

Audit — quantitative data

Descriptive statistics
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To investigate birth
planning decisions
between midwives and
women in a sample of

low-risk pregnancies

data

Observation — qual. and quan.

Descriptive statistics

Thematic analysis

Interview — qualitative data

Thematic analysis

To investigate the
facilitators of and
barriers to increasing
the proportion of
planned home births
across one maternity

service

Audit — quantitative data

Descriptive statistics

data

Observation — qual. and quan.

Descriptive statistics

Thematic analysis

Interview — qualitative data

collection

Thematic analysis

Chapter 4 — Scoping review exploring decision making for planned home birth:

This chapter reports how the scoping review to broadly explore planned home birth decision

making in the UK and internationally was conducted. The three research aims are stated in

table 2 below, alongside the approaches taken regarding data collection and analysis:

Table 2. Chapter 4 research aims and methods

Study type | Research aims Data collection methods Data analysis
Scoping To broadly explore the | Inclusion of empirical sources — | Thematic analysis
review of published literature gualitative and quantitative
published surrounding women’s - —

Inclusion of non-empirical
literature decisions to plan a

home birth.

sources — qualitative

To highlight any gaps
in the existing

literature

Inclusion of empirical sources —

gualitative and quantitative

Thematic analysis
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Suggest directions for | Inclusion of empirical sources — | Thematic analysis

future research into qualitative and quantitative

the process of - —
Inclusion of non-empirical

women’s home birth —_
sources — qualitative

decision making

In line with scoping review methodology (Levac, Colquhoun & O’Brien, 2010) empirical
publications, including qualitative, quantitative and mixed methods publications, and non-
empirical publications. The inclusion of non-empirical publications, especially those written
by service users about their maternity care experiences were afforded epistemological

privilege (Janack, 1997) in the light of their experiences in home birth decision making.

A thematic analysis was undertaken, with coding undertaken to enable the narrative findings
of the quantitative research to be integrated with those of the qualitative research
publications, and non-empirical publications. International and UK based sources were
included in the review as, in line with the first aim of the review, this enabled a broad
overview of the multiple contextual factors that may be considered to influence or relate to

planned home birth decision making.

In response to the second and third aims of the review, the review findings, in combination
with the findings of the initial exploratory study suggested that consideration around how to
improve the way that planned home birth is offered to women may be possible and
beneficial to women and midwives. My awareness of an active offer approach being used in
Wales (WAG, 2012), in relation to publicly funded services being provided in minority official

languages, suggested than this approach may be applied to the offer of planned home birth.

Chapter 5 — Concept analysis for an Active Offer of Planned Home Birth [AOPHB].:

Walker and Avant’s (2005) concept analysis approach was used to explore what the defining
attributes of an active offer of planned home birth may be. The location of this study within
the thesis enabled the previously broad perspective of home birth decision making that had
been taken during the previous phases, to be focused more narrowly on the process of

conceptualising the active offer.
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While the philosophical underpinnings of Walker and Avant’s (2005) approach, in addition to
other popular concept analysis approaches that have been used within healthcare and in
particular nursing research, have been criticised as a result of their misunderstood
philosophical underpinnings (Risjord, 2009), the decision to use this method of concept
analysis was a pragmatic one. Alternative approaches, such as Rogers’ (1989) emphasises
the importance of maintaining the context of healthcare within their approach, denying the
use of wider sources within the analysis, and it was of central importance to this conceptual
analysis that input pertaining to the active offer approach within minority language provision

was included.

Table 3. Chapter 5 research aims and methods

Study type Research aims Data collection and analysis

methods

Concept analysis | To define the concept | A mixture of quantitative and
of ‘an active offer of qualitative data analysed as per

planned home birth’ Walker and Avant (2005)

Chapter 6 — Workshop study:

This chapter employed a workshop approach to test the initial conceptualisation of the
AOPHB with relevant stakeholder groups. As stated above, epistemological privileges were
afforded to the previous services users and Community Midwives, in line with a
constructivist approach, which aligns with the pragmatic stance of viewing experience as

knowledge (Biesta, 2010; Green & Hall, 2010).

Table 4. Chapter 6 research aims and methods

Study

type

Research questions Data collection methods | Data analysis methods
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Workshop | Test the findings of the AOPHB Workshop data — Framework analysis

concept analysis with three gualitative

relevant stakeholder groups. Verbal, oral and written

data

Refine the conceptualisation of the | Workshop data — Framework analysis
AOPHB by exploring participants’ qualitative

experiences .
P Verbal, oral and written

data

The decision to invite the previous service users [PSUs] who had planned to birth at home
[PHB PSUs], and those who had not planned to birth at home [Non-PHB PSUs], and
Community Midwives to attend workshops where members were solely of the same
participant group provided the opportunity to observe for confirming and disconfirming data

across the group perspectives (Teddlie & Tashkkori, 2010).

The workshop approach, in contrast to other possible data collection methods, such as a
guestionnaire, that could perhaps have been adopted, provided a flexible approach that
enabled me to interact with the participants, exploring and clarifying their experiences

(Rees, 2011).

Conclusion:

This chapter has outlined the decision making process that has led to my employing a mixed
methods approach with a pragmatic stance, and justified the methods for data collection

and analysis that were made.

The subsequent chapters detail how the research process was undertaken within each study
in my aim to understand the component parts that would create an effective offer for

planned home birth.

26




Chapter Three - Initial exploratory study

Introduction:

This study was conducted in one Welsh local health board four years after the Welsh
Assembly Government target (Welsh Assembly Government, 2002) to achieve a rate of ten
percent of planned home births by 2007 was not achieved. In Wales during 2010 the home
birth rate was three point four percent and within this local health board the achieved home
birth rate was approximately two point one percent (BirthChoice UK, 2012). According to
statistics published by BirthChoice UK (2012) within the catchment areas of the three district
general hospitals staffed by the health board, the home birth rates differed between
approximately four point three percent and one percent. The comparative rate of planned
home birth across the UK was two point four percent (BirthChoice UK, 2012). The study
arose from a professional and personal interest in planned home birth, and an awareness
that this policy target was not being achieved across Wales, including in the local health

board.

Funding was secured that initially enabled me to conduct the study, however, during the
study period the opportunity to undertake a PhD arose, and so this study then developed

into the initial exploratory study within this thesis.

The study gave me the opportunity to explore the way that planned home birth is provided
within the local health board, using observation of birth planning meeting, and subsequent
interviews with the participants as ‘windows’ in to the way that home birth was discussed
and offered as a birth place option by midwives, and the decision making process that
women and their significant others engaged in. Research studies conducted in England at
around this time suggested a range of approaches to supporting women in their birth place
decision making were being taken by midwives. Some studies suggested that women were
not being encouraged to consider the option of planned home birth (Madi, 2001, Houghton
et al., 2008) and other researchers finding that some areas were employing innovative
methods to this area of clinical practice (Kemp & Sandall, 2010). One piece of published
research had been conducted elsewhere in Wales, and this suggested that improvements
could be made to the way in which home birth was discussed with women making this

choice (Andrews, 2004b). However, no research had been undertaken to explore this with
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women who were not necessarily planning to birth at home, or within the local health
board. Therefore, it was felt that undertaking a study to explore the way in which planned
home birth was offered to low risk women within one local health board may provide an
opportunity to understand current practice, and further ascertain women’s views about

home birth decision making.

Methods:

The aims of this study were to:

1. To ascertain greater detail on home birth rates in one region

2. To investigate birth planning decisions between midwives and women in a sample of

low-risk pregnancies

3. To investigate the facilitators of and barriers to increasing the proportion of planned

home births across one maternity service

The study used a mixed methods design, using three data collection methods within two

distinct phases:

In line with a mixed methods study using a pragmatic approach, in this study quantitative
and qualitative data were collected using audit, observations and interviews as data
collection methods. The use of these varied approaches to data collection were envisaged to

provide the opportunity to the required data.

A retrospective audit of all of the case notes where women had intended or achieved a

home birth whilst being cared for within the local health board during 2010 were accessed.

Birth planning meetings between midwives and mothers at thirty-six weeks gestation were

observed.

Separate semi-structured interviews were then conducted with midwives and mothers to
investigate perceptions about their prior interactions, the birth planning meeting and how

future interactions would proceed.

This is illustrated in the following table [Table 5]:
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Table 5. Rational for the study data collection methods

greater detail
on home birth
rates in one

region

Study aim Data collection Rational for this approach
approach
To ascertain Audit Opportunity to note care components, and

documentation relating to home birth for one cohort of
women planning home births within the Health Board,
and to consider the implications in relation to home

birth rates

Observation

Ability to observe how birth planning discussions are
undertaken at several points across the Health Board,
and to consider the implications in relation to home

birth rates

Interview

Opportunity to discuss with women and midwives about
their individual experiences of how way home birth is
integrated into care provision, and to consider the

implications in relation to home birth rates

To investigate
birth planning
decisions
between

midwives and

Audit

Opportunity to note documentation about how home

birth decision making in the cohort’s case notes

Observation

Ability to directly observe how decision making about
home birth was approached within the woman-midwife

dyad

the facilitators

of and barriers

women in a
Interview Opportunity to discuss individually with women and
sample of low-
) ) midwives about their individual experiences of home

risk pregnancies
birth decision is undertaken within their dyad, and for
the midwives in terms of their routine practices

To investigate Audit Opportunity to note care components, and

documentation relating to home birth for one cohort of

women planning home births within the Health Board,
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to increasing and to consider the implications in relation to barriers

the proportion and facilitators to increasing the home birth rate

of planned Observation Ability to observe how birth planning discussions are
home births undertaken at several points across the Health Board,
across one and to consider the implications in relation to barriers
maternity and facilitators to increasing the home birth rates
service

Interview Opportunity to discuss individually with women and
midwives about their individual experiences of home
birth decision is undertaken within their dyad, and for
the midwives in terms of their routine practices, and to
consider this in relation to barriers and facilitators to

increasing the home birth rate

The way in which the data were collected and analysed is presented below in figure 3. This
figure provides a more detailed view of the approach that was taken, building on the

broader overview of this study location within the overall thesis that is provided within the

methodology chapter [Figure 1].

Figure 3. Figure to illustrate the approaches to data collection, data analysis and data integration within this study

| COMPONENTS
QAN QUAL
Data Clinical . UUAN.+ QUAL o Semi structured
collection audit Observation of birth planning visits interviews
T T Y
QUAN data CUAN data QUAL data analysis QUAL data
QUAN data analysis— analysis— = undertaken analysis—
analysis influenced by influenced by Independently up unhdertaken
Data ‘questions’ topics areas to stage 2a of independentlyup
analysis noted within covered within Braun and Clark's & to stage 2a of
the audit the ohservation stage process Braun and Clark’s
proforma and 2006) 6 stage process
reflections upon 12006)
the data l
QUAL data analysis =
QUAN findings undertaken collectively from
R
5 L stage 2b of Braun and Clark's 6
ata
integration QUAL data synthesis stage process (2006)
| QUAN findings ‘

As discussed above in table 5, figure 3 above illustrates that three data collection methods
were used within this study, with the audit undertaken independently of the observation

and interviews, which were conducted as part of the same stage of the study.
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The audit data which was entirely quantitative, and the quantitative observation data was
analysed separately. The figure illustrates that within the quantitative observation data
reference was made to questions contained within the audit, and also topics contained
within the observation proforma [Appendix 1]. After being analysed separately, the findings

were then embedded within the qualitative observation and interview findings.

The qualitative observation data, and the interview data which was entirely qualitative, were
analysed separately during the initial stages of the thematic analysis (Braun and Clarke,
2006) to the point where codes were created, and then categories from both data sources

were created, and then combined to complete the thematic analysis.

Within the study reporting, while the focus adopted within the reporting of the study
findings has been given to the findings from the qualitative data analysis, the integration of
the findings from the quantitative data has been used to provide a complementary,

explanatory framework (Howe, 2012; Mertens & Hesse-Biber, 2012).

Ethical approval:

Ethical Approval was received from the local NHS Research Ethics Committee on 21st of April
2011 [Appendix 2], and governance approvals granted by the Research and Development
Department at the health board on the 18th April 2011 [Appendix 3]. The key ethical issues
attended to in the study design and conduct related to preventing coercion through a
transparent recruitment strategy and ensuring informed consent of study participants, and
maintaining confidentiality and anonymity. As | am a Registered Midwife, professional
responsibility required attention to the possibility of the observation of harm or poor
practice during the birth planning meetings. A protocol was agreed through which any
concerns could be raised and escalated if appropriate. Harm or poor practice of concern was

not observed.

Ethical approval was not required for the case note audit, but appropriate governance
approval was granted from the Health Board, and the audit registered with the relevant
departments. Ethical principles adhered to included ensuring the confidentiality of data

obtained, and anonymity through appropriate data protection processes.
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Component study designs:
Case note audit:

The case note was undertaken in order to set the context for this study. It was anticipated
that the audit would provide detailed information about the care provision that was
documented in relation to the cohort women in the Health Board who had decided to plan a
home birth within 2010. While smaller audits had been undertaken in relation to aspects of
home birth provision, such as the provision of home birth information leaflets, an audit of

this scope had not been undertaken before in the Health Board.
Sample:

All of the case notes where women who had intended or achieved a home birth whilst being

cared for within the local health board during 2010 were accessed.

Observation and interview study:

The observation and interview components of this study were undertaken for the reasons
discussed in table 5. Observation does not appear to have been used widely within research
exploring home birth decision making, and so this combination of data collection tools is felt

to provide a strength of this study.
Sample:

Participants who volunteered for this study were participants in both the observation and

interviews aspects of this study. Therefore, the sampling will be discussed jointly.
Sampling was dyadic, in that each data collection opportunity included both:
Community Midwives —any Community Midwife employed by the health board.

Pregnant Women — inclusion criteria were that the woman was aged over 18 years, fluent in
English or Welsh, over 24 weeks into her pregnancy, experiencing a low risk pregnancy - as

defined by NICE (2007), and cared for by a participating Community Midwife.

Over the period of the study, the aim was to recruit 15 Community Midwife and woman
dyads, as this was expected to balance the available funding and project timescales with the

richness of data to support a credible analysis.
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Identification of participants:

Community Midwives — The names and practice addresses of all the Community Midwives

employed by the health board were obtained from the Health Board.

Pregnant Women — Eligible women were identified by participating Community Midwives

from their caseloads.
Approaching participants and obtaining consent:

All Community Midwives employed by the health board were sent Midwives Study Invitation
Packs [Appendix 5] containing English and Welsh Midwives Study Information Sheets, and
Midwives Consent Forms; and a stamped addressed envelope. Community Midwives were
asked to contact me stating that they did not wish to take part in the study, or that they
gave their consent to take part in the study. Two weeks after the initial invitation to
participate Reminder Study Invitation Packs [Appendix 6] were sent to all of the Community
Midwives who had not contacted me yet. This pack informed them that | would be not be

sending any further reminders.

Community Midwives who wished to participate were sent approximately 25 Women'’s
Study Information Packs [Appendix 7] and asked to offer them to all the women in their
caseload who met the study inclusion criteria. An enclosed letter recapped the study

inclusion and exclusion criteria for the Community Midwives.

The Women'’s Study Information Pack contained English and Welsh language Women’s Study
Information Sheets and Women’s Study Consent forms; and a stamped addressed envelope.
The women were asked to return their completed Consent Form to me if they wished to
take part. Participating Community Midwives were informed of women who consented to
participate in their caseload, and were asked to inform the researcher of the date of their
planned 36 week birth planning meeting with each woman, or if a situation arose that meant
that they felt would it was no longer appropriate for me to attend a scheduled birth planning

meeting.

Where | had a previous relationship with the Community Midwife | travelled independently
to the location of the birth planning meeting, and met them and the woman there. Where |
did not have a previous relationship with the Community Midwife | met her beforehand to

introduce myself and then awaited the arrival of the woman, or then travelled to the
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woman’s house in my own car. A colleague was informed of my location and expected time

of return from each appointment, in line with the University’s lone working policy.

Data collection:
Audit data collection:

An audit proforma [Appendix 4] was created to collect data on the numbers of intended and
achieved planned home births, and also the documentation within the women’s handheld
notes in terms of frequency of when references to home birth was documented by a
midwife, and the sources of information that were listed as being provided as part of the

birth plan.

Observation data collection:

Observations of the 36 week birth planning visits were undertaken and digitally recorded
with the consent of all participants. An observation checklist [Appendix 1] was also
completed during each of the meetings. The checklist was developed following consideration
of Kemp and Sandal’s (2010) research findings about the process of undertaking birth
planning meetings in a way that aimed to uphold the philosophy of physiological birth. The
content was also aligned with the topics that were included within the birth plan in All Wales
handheld maternity notes. Note was also made of the way in which the verbal and non-

verbal interactions were made within the midwife-woman and partner relationship.

Two of the meetings were undertaken using the Welsh language; therefore a Welsh
Language Research Support Officer was present, with the consent of the participants, to

complete the checklist.

Interview data collection:

Independent, semi-structured interviews were undertaken in the English language by the
researcher, the participating women [Appendix 8], and in some case their birth partners; and
then the Community Midwives [Appendix 9]. Three of the women had their birth partners

present with them during their interviews and they all participated in our conversations.
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Three of the Community Midwives had Student Midwives present with them during their

interviews, in an observational capacity, and with their consent. This is illustrated in Table 6.
The interviews were digitally recorded with the consent of the participants.
Data protection:

Participants were assigned codes, and their names removed. Pseudonyms have now been
awarded to each midwife-woman dyad. All of the transcribed documentation was saved to
University password protected computers. These were only accessible to me. Recordings
were deleted once they were transcribed. Original documents were stored within locked

cabinets.

Data analysis:
Audit Data Analysis:

Data from the completed audit proforma were uploaded into SPSS.14 (IBM, 2017).

Descriptive statistics were used to note:
The gravida and parity of the women who had intended to birth at home
The relationship status of the women who had intended to birth at home

The type of the most recent birth that the women who had intended to birth at home had

experienced

The location of the recent birth that the women who had intended to birth at home had

experienced

The location of the first contact between woman and midwife

The number of midwives documenting in the handheld notes

The frequency of planned home births being intended and also achieved

The frequency and timing of any references to home birth within the women’s handheld

notes that was documented by a midwife

The recorded location of the birth plan visit
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The sources of information that were listed as being provided by the midwife as part of the

woman’s birth planning meeting

Observation data analysis:

Both quantitative and qualitative data analysis was undertaken with the observation data.

This is discussed below, commencing with presentation of the quantitative analysis process.
Quantitative analysis of the observation data:

The observation recordings were listened to.

The time spent by in relation to the following subject areas was noted:

The time spent within the birth planning meeting discussing each topic that had been listed

within the observation pro-forma
The time that each of the participants in the birth planning meeting spent talking

The time spent discussing topics that align with the Maternity Working Party (2007)

definition of normal birth

Points one and two were subject areas that related to the case note audit subject question
areas. Point three is an additional line of enquiry that arose as part of the observational

process.

The data was then tabulated, and descriptive statistical analysis undertaken.

Qualitative analysis of the observation data:

The thematic analysis of the observations, and the semi structured interview data, was
undertaken according to Braun and Clark’s (2006) six phased approach, with an adaption
required at the point where the initial codes that had been created within each data source
(stage 2a) were integrated and categories created (2b). Categories allowed the opportunity
for the consideration of confirming and disconfirming data arising from the observation and

interview process. This is suggested to be a strength of this study.

Braun and Clark’s (2006) approach is listed below:
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1. Familiarising yourself with the data
(2a) Generating initial codes
(2b) Creating categories

3. Searching for themes

4. Reviewing themes

5. Defining and naming themes

6. Producing the report of your findings

As illustrated above in figure 3, the observation data was analysed separately during stages 1
and 2a of this approach, and at stage 2b the codes that had been generated were combined
to create categories. From this point onwards the analysis process was combined for both

aspects of this study. This is illustrated below:

Figure 4. Study qualitative data collection and analysis process

Stage 1: Familiarisation with ‘ Stage 1: Familiarisation with

abservationdata interview data
& (3
Stage 2a: Codes from both the observation Stage 2a:
Generation of initial codes from data and interview data combined Generation of initial codes from
within the observation data within the interview data
k]

Stage 2b:
Searching for categories

S
Stage 3:
Searching for themes

!

Stage 4:
Reviewing themes

i

Stage 5:
Defining and naming themes

1

Stage 6:
Producing a repart

Combining two sources of data could be considered a variation in Braun and Clark’s (2006)
approach, however, they do state that approaching your analysis in a pragmatic manner is
permissible within their approach. Therefore, this process of initial analysis from the two
data sources, and the resultant combination of the two sources from stage 2b onwards
could be considered the product of appropriate ‘analytic sensibility’ (Braun & Clark 2013,
p.7). The combination of data from the two data collection methods is also permissible
within the multiple methods approach, with consideration given to the process of data

integration (Teddlie & Tashkkori, 2010).
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The analysis process for the observation data will therefore be discussed below up to stage

2b:
Stage 1 - Familiarising yourself with the data

All of the observations were anonymised and fully transcribed by myself in to WORD
documents with the exception of the two Welsh language observations which were
translated into English by the Welsh Language Research Support Officer who had been

present at the meeting.

The transcripts provided a verbatim reproduction of the data collection episode, and also
contained non-verbal utterances [Appendix 10]. A recognised method of transcription was

not used, but | ensured that the scripts were formatted in same way.

Braun and Clarke (2013) note that the transcription phase was a highly beneficial process as
it results in a good level of knowledge of the data being obtained, prior to any formal re-
reading being undertaken. A process of reading and re-reading each of the data sources was
then undertaken until familiarity with the content was achieved. Each of the data sources
was read at least once before the active process of analysis started. In addition, initial blocks
in the coding process were generated during this stage of analysis (Braun and Clarke, 2013).
This related to the apparent disparity between the approach to the discussion and
promotion of home birth that was observed within several of the birth planning meetings, in
comparison to the level of professional experience and commitment to home birth that | had

experienced within my own professional interactions with these midwives.
Stage 2a — Generating initial codes

During the subsequent episodes of reading the transcripts, meaningful units for analysis
relating to the research questions, were identified within the transcripts. These varied in size
from a few words to small paragraphs. The codes were either descriptive in nature — mostly
reflecting the topics that were covered within the observation proforma, or made reference
to a ‘sense’ that had been gained within this element of the data. Therefore, both data-
derived codes, such as descriptions, and researcher-derived codes, such as relating to

concepts or theory, were created (Braun and Clarke, 2013).

In the initial stages | printed out the WORD documents and wrote on the transcripts to

highlight the unit for analysis and the accompanying code. | then started to collate each of
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the relevant quotations within handwritten documents for each of the codes that | had

generated. Later | moved to using the ‘copy and paste’ function within WORD and Excel to

create tables for each of the codes that | had identified - across all of the data sources, and

across each participant dyad by copying the highlighted sections of text. | did try to use

Nvivo (QSR International, 2017) but rejected this in favour of manual analysis as | preferred

the feeling of being closely connected to the data.

The following codes were noted within the observation data:

Table 7. Codes that were derived from the observation data

Codes generated from the proforma

check-list

Codes generated from the analysis process

Place of birth

Attitude to birth interventions

Type of birth

Pressure on interaction

Antenatal classes

Midwife wants to feel a relationship has developed between

her and her client(s)

Pain in labour

Understanding of decisions and thoughts

Induction of labour

Assumption of hospital birth

Signs of labour

Myths and stereotypes of home birth being supported

Who to contact in labour

Atmosphere

Routine AN check

Location of care during pregnancy

Woman already written anything in

her birth plan?

Continuity of care

Use of props

Power over interactions

Birth plan discussion

Involvement

Place of birth discussed

Offer of home birth

Interventions during labour

Brief discussion of topics

Normality focus

Health literacy impacting on interactions
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Woman’s autonomy Tailoring of the approach

Feels like a conversation

Feels rushed and skimmed over

Home birth is a difficult topic

Some topics ‘safer’ than others

Priorities

Choice sounds real

Decision making

Social norms

Midwife protecting woman

discuss home birth

Reflective notes were also made after each individual observation episode, and after the

entire process of data collection has been undertaken. These are listed below:
More talk of home birth when use of an MLU is possible/ likely? Why?

See what fits into ‘normal labour’ definition of what is being suggested - ‘without induction,
without the use of instruments, not by caesarean section and without general, spinal or
epidural anaesthetic before or during delivery’ as all affects perceived possibility of ability to

give birth at home?

Idea of continued conversation throughout pregnancy — relate to interviews re opinions of

care provision and what is provided
Actual discussion of birth itself —is there any?

Midwives seem to be disempowered — maybe because in this model of care, care is
fragmented and all important discussions take place in AN class? Their role is to provide

routine AN checks
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There is an issue of how visible home birth is to women going on — what makes up visibility?

We need to think about within maternity care and also outside of their care

What situation drives what? Chicken and egg situation?

Interview data analysis:

The woman’s and midwives’ interviews were analysed concurrently, and as discussed above
were analysed along with the observation data from stage 2b onwards [Figure 3]. The
decision to analyse the midwives and woman’s interviews together, rather than individually,
was felt to be the most appropriate approach as the sources of data were considered to be
interlinked. As the observations had been undertaken within dyads, to separate them felt to
create an artificial distinction between them. On reflection, it may have been useful to
consider the two sources individually, and to then collate the codes from each source as this
may have provided a clearer picture of the ways in which the two groups of participants

experienced the birth planning meeting and birth planning in general.

Therefore, as per Braun and Clark’s (2006) description of their six phased approach, thematic
analysis of the semi-structured interviews was undertaken, and will be described below up

to the conclusion of stage 2a:
Stage 1 - Familiarising yourself with the data

All of the interviews were anonymised and fully transcribed by myself in to WORD

documents.

The transcripts provided a verbatim reproduction of the data collection episode, and also

contained non-verbal utterances [Appendix 10].

Braun and Clarke (2013) note that the transcription phase was a highly beneficial process as
it resulted in a good level of knowledge of the data being obtained, prior to any formal re-
reading being undertaken. A process of reading and re-reading each of the data sources was
then undertaken until familiarity with the content was achieved. Each of the data sources

was read at least once before the active process of analysis started.

Phase 2a — Generating initial codes
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During the subsequent episodes of reading the transcripts, codes were given to each data

segment. Complete coding was undertaken, with the creation of both data-derived codes

and researcher-derived codes. As with the observation analysis detailed above, in the initial

stages | printed out the WORD documents and wrote on the transcripts to highlight the unit

for analysis and the accompanying code. | then started to collate each of the relevant

quotations within handwritten documents for each of the codes that | had generated. Later |

moved to using the ‘copy and paste’ function within WORD and Excel to create tables for

each of the codes that | had identified - across all of the data sources, and across each

participant dyad by copying the highlighted sections of text.

Table 8. Codes derived from the interview data

Data derived descriptive codes

Researcher derived codes

Experience of offering

Continuity in relation to the offer of home

birth

Attitude to birth

Benefit of partner involvement

Attitude to home birth

Influence of partner on decision making

Maternity service factors

Influence of social network on decision

making

Continuity of carer

The visibility of home birth in our society

View of community midwifery role

Home birth as a priority

Impact of possible locations

Home birth offer is led by women not

midwives

Community midwifery influence on decision

making

Concern about how to offer

Confidence in community midwife

Assumption that an unwelcome offer of
home birth is viewed as pressuring a

woman

Information provision

Offer everyone the same — is that a good

way to approach this?
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Knowledge of home birth Vibes influence how an offer is made

Welsh Assembly Government policy Information provision is all that is needed
Community midwifery support to provide Trying to offer
home births

Attitude to other birth locations (OU, AMLU, | Decision making is done before birth

FSMLU) planning meeting

Community midwife’s attitude to home birth | Takes place outside of maternity care

Passive approach that ‘just happens’

sometimes

Sources of info via the media

The impact of expectations

Preconceptions are powerful but may not

be acknowledged

Guidelines

Midwife feels she has discussed home birth

a lot during this woman’s care

Women have known for a long time if they
want a home birth, do not make this

decision during pregnancy

Qualitative data analysis continued — observation and interview data:
Stage 2b — generating categories

In stage 2b the combined codes from the qualitative observation and interview data were
considered to generate categories. This enabled confirming and disconfirming data to be
considered. Disconfirming data was most commonly noted in relation to a woman’s
perception of the care she had received, and the care her community midwife reported that

had been provided; and between the way that a community midwife provided care, and the
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way that she then described her care provision, or the aims of her care provision during her

interview with the researcher. Examples are illustrated in the table below:

Table 9. Examples of disconfirming or differing perspectives within dyads

Configuration Data Example codes

sources
Woman + Interviews Midwife feels she has discussed home birth a lot during this
Community woman’s care, but women seem to hold a different view
Midwife
Community Observation | Myths and stereotypes of home birth being supported but this
Midwife + + Interview | is not acknowledged
Researcher

Home birth offer is led by women not midwives , but this is not

discussed

Stage 3 — Searching for themes

The third stage of the data analysis required categories to be collated into themes,

generated to illustrate important aspects of my data, in relation to the three research

questions (Braun and Clark, 2006).

Initially six key areas of participant experiences were revealed as potential themes.

Table 10. The initial themes and categories

Theme

Categories

1 | The participants personal

to home birth

backgrounds in relation

The women’s pre-pregnancy experiences

The Community Midwives’ personal and pre-midwifery experiences

2 | Observed birth planning

meetings

Location of the birth plan meetings

Content of the birth plan meetings

Division of conversation time between Community Midwife and

Woman, and her birth partner if present
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Resources and demonstrations used during the birth planning

meetings

Making an informed The opportunity to make an informed choice about home birth

choice about home birth Varying priorities to making an informed choice about home birth

Clarification - the constituting elements of an informed choice about

home birth

Antenatal discussion of Consensus of discussion at the start of pregnancy

home birth Mixed perceptions and experiences of continued home birth
discussion during pregnancy
A dyad’s further discussion about home birth is influenced by their
initial interactions
Home birth discussions, and birth discussions during the birth
planning meetings

The visibility of home Within maternity care

birth Outside of maternity care provision

The position of home Community Midwife opinion about home birth

birth within the Health Support for home birth by Health Board management

Board

As quantitative data analysis was being undertaken alongside the qualitative analysis, |
expected that theme 2 ‘Observed birth planning meetings’ would be extensively

supplemented with findings from the audit.
Stage 4 - Reviewing themes

During this stage the themes were refined further, and four themes were decided upon that

provided a more appropriate explanation of the data.
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These are listed below in table 11. The associated codes from both the observation and

interview data analysis, and categories, are included to demonstrate the extent to which the

themes are grounded in data from both data collection methods.

Table 11. The resultant study themes, categories and codes

Theme Categories (from both Codes from observation Codes from interview data
data sets) data
Fragmented | Continuity of care in the Continuity of care Continuity in relation to the offer of
care antenatal period home birth
provision — - : - — — -
Conversations about birth | Midwife wants to feel a Decision making is done before birth
living the and about birth place relationship has planning meeting
dream choices that include developed between her
planned home birth are and her client(s)
conducted during the
antenatal period between
woman and community
midwife
Perceptions about the AN classes Continuity of carer
community role
Location of discussion Community midwifery influence on
about PHB during decision making
preghancy View of community midwifery role
Confidence in community midwife
Community midwifery support to
provide home births
Informed Information provision and | Tailoring of the approach | Information provision
choice in discussion
place of - X X . .
Sources of information Importance of informed Attitude to home birth
birth

decision making
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Clarification of thoughts
and plans during birth

planning meeting

Choice sounds real

Assumption that an unwelcome offer
of home birth is viewed as pressuring

a woman

Achieved informed choice

or decision?

Offer of home birth

Home birth offer is led by women not

midwives

Assumption of hospital

birth

Power over interactions

Myths and stereotypes of
home birth being

supported

Information provision is all that is

needed

Understanding of

decisions and thoughts

Passive approach that ‘just happens’

sometimes

Decision making

Offer everyone the same —is that a

good way to approach this?

Trying to offer

Experience of offering

Concern about how to offer

Women have known for a long time if
they want a home birth, do not make

this decision during pregnancy

Vibes influence how an offer is made

Feels like a conversation

Home birth as a priority

Planned
home birth

visibility

PHB within their social

world

Location of care during

pregnancy

The visibility of home birth in our

society
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The visibility of
professional support for

home birth

Some topics ‘safer’ than

others

Influence of social network on

decision making

PHB by 36/40

Home birth is a difficult

topic

Decision making takes place outside

of maternity care

Planned home birth
within antenatal care

provision

Social norms

Sources of info via the media

Place of birth discussed

Welsh Assembly Government policy

Knowledge of home birth

Impact of possible locations

Maternity service factors

Social norms

Midwife feels she has discussed
home birth a lot during this woman’s

care

Benefit of partner involvement

Influence of partner on decision

making

Priorities

Community midwife’s attitude to

home birth

Pressure on interaction

Chicken

and the egg

Thoughts about birth —

social influences

Interventions during

labour

Attitude to birth

Birth and intervention

Normality focus

Attitude to other birth locations (OU,

AMLU, FSMLU)
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The influence of the
community midwives on
the women'’s thoughts

about birth

Induction of labour

Preconceptions are powerful but may

not be acknowledged

Pain in labour

The impact of expectations

Attitude to birth

interventions

Feels rushed and skimmed over

Discussion of considered
birth location impacts on
ability to discuss home

birth

Midwife protecting

woman

Place of birth

Type of birth

Signs of labour

Birth plan discussion

Brief discussion of topics

Clark 2006).

Stage 5 - Defining and naming themes
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Braun and Clark (2006) state that at this stage the researcher should assess both the internal
and external homogeneity of their data analysis. Internal homogeneity refers to the extent
to which the codes that are collated under each of the themes creates an accurate and
distinctive picture of the intended focus of each theme. My assessment of each of my four
resultant themes, and the categories and codes that are aligned within them is that this has
been achieved. External homogeneity refers to the extent to which the four themes, when
considered as the whole product of this study, accurately reflected the meaning of the entire
data set. My assessment of the way that this has been achieved rests upon the way that
each of my four themes addresses a distinct aspect of my data, and allows me to tell the

‘story’ that is contained within the original data that my participants provided (Braun and




Braun and Clark (2006) suggest that at this point in the data analysis process that data is re-
read to ensure that the most appropriate elements of the data are used to illustrate the
meaning of each theme. | also returned to my list of quotations contained within my coding
documents to highlight which quotations best illustrated the aspects of the themes that |

wished to highlight in my findings.
Phase 6 - Producing the report of your findings

The findings from the qualitative analysis process follow as the substantive content of this
chapter, with the addition of the quantitative data that was obtained from the case note
audit and the observations (Howe, 2012). Therefore, the findings from all data collection
approaches were combined in order to write the final findings section, with the quantitative

data integrated within the qualitative themes. This is illustrated below:

Table 12. Table to illustrate the ways that the sources of data have been integrated within the qualitative themes

Finding Data source
Demographic findings Audit data Observation and interview participant data
Thematic Quantitative data Qualitative data
findings Audit data Observation Observation Interview
data data data
Fragmented | v v 4 4
care
provision —
living the
dream
Informed v v v
choice in
place of
birth
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Planned v 4 4
home birth

visibility

Chicken v v N
and the egg

Before the themes are discussed, my personal reflections, and the initial findings of a
demographic nature in the case note audit, and demographic information of participants in
the observation and interviews will be provided first. Where data relates to the overall

thematic analysis this is discussed later in the chapter.
Personal reflection:

My observations of the birth planning meetings were supplemented by the fact that | trained
and worked within the same health board locality as many of the Community Midwife
participants (Mw Davina, Emma, Fern and Grace) so | therefore had prior knowledge of the
way in which they practiced midwifery and of their underlying birth philosophies. | had
previously been part of conversations with these Community Midwives talking about their
belief in the benefits of home birth, and attending home births with one of them, so already

knew about the commitment that they had for this aspect of their work.

The first birth planning observations that | undertook for this study were with Community
Midwives (Mw Anna and Carole) that | had not already met. As a result, my observations
were not grounded in the same context of the background knowledge | had of Mw Davina,
Emma, Fern and Grace. However, after observing birth planning meetings with the
Community Midwives with whom | did already have a professional relationship | started to
develop a fuller understanding about the complexities that Community Midwives encounter
when they try to offer and discuss home birth. | believe that without this prior knowledge |
would not have had a reason to question or consider the women participants lack of clarity
around their Community Midwives’ positivity towards home birth, or their perceptions that

home birth had not been discussed with them.

Initial results:
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Case note audit:
Planned home births across the jurisdiction of the three health board areas during 2010:

A total of 177 women planned home births within the health board jurisdiction during 2010.
This equates to approximately two point two percent of all births taking place under the

health board jurisdiction being planned to take place at home [Table 13].

The health board operates three broad areas, based on the geography of its three DGHs, and
within these different jurisdictions the rates of planned home birth varied from four point

three in area 1; naught point nine percent in area 2, and one point nine percent in area 3.

Table 13. Demographic detail of the number of case notes accessed, in relation to health board area

Area Birth Complete Maternity Notes Notes location Total
rate Notes viewed | incomplete in Medical unknown/
2010 Notes — therefore data .
location known
incomplete but unavailable at
time
1 Approx. | 65 12 13 90
2077
2 Approx. | 21 0 0 21
2191
3 Approx. | 66 0 0 66
3443
TOTAL | 7711 152 12 13 177

The frequency of planned home births being intended and also achieved:

Further variation occurred within the three DGH areas as the rates of PHB differed across
postcode areas. The data showed that approximately twenty-five postcode areas, out of a
total of sixty-eight across the health board jurisdiction, did not have any home births
planned within them during 2010. In the remaining postcode areas twenty-eight had

between one and five home births planned in them during 2010, eleven had between six and
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nineteen home birth planned during this time period, and four had more than twenty. From
the data collected as part of this audit, it is not possible for me to provide this data in terms

of percentages [Table 13].

The majority of the postcodes areas had less achieved planned home births than were
planned, as in only seven postcodes areas had all of the women who had planned a home

birth been able to achieve this aim.

Figure 5. Graph to illustrate the numbers of planned and achieved home birth rates within the health board postcode
areas in 2010. Where no home births were planned or achieved the postcode is absent (N = approximately 25). Letters A-
G illustrate the location of the participant dyads across the health board

Planned home births

Actual home birth

A B C DE F G

The seven observed birth planning meetings took place in seven different postcode areas,
and these have been marked on the graph with the letter that corresponds to their
participant pseudonyms. Each area had at least one home birth planned within this postcode
region during 2010 — although this does not necessarily coincide with the local community

midwifery team case load area.

The gravida and parity of the women who had intended to birth at home:

The audit data showed that the most common gravida and parity for the women who
planned home births within the health board was gravida three para two. However, the
range of the gravida status was from gravida one to gravida twelve, and the range of the

women’s parity was from para naught to para nine.

The majority of the women were multiparous, with only thirty-one women planning home

births with their first pregnancy.
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The relationship status of the women who had intended to birth at home:

Ninety-eight of the 161 women who planned a home birth were married, and a further five
were reported to be cohabiting. Forty-four women were reported to be single. For a further

twenty women the data was incomplete.

The type of the most recent birth that the women who had intended to birth at home had

experienced:

With the exception of the women who were planning a home birth with their first
pregnancy, all of the women planning home births had given birth vaginally in their most

recent birth.

With consideration given to the definition of normal birth (Maternity Working Party, 2007),
it was possible to note that seventy-five women had experienced normal births, eighteen
had experienced spontaneous vaginal births and in the case of a further thirty women it was
not possible from their notes to establish if they had experienced either a normal birth or
spontaneous vaginal birth. A further thirteen women had experienced instrumental births —

seven experiencing a ventouse birth, and four a forceps birth.

The location of the recent birth that the women who had intended to birth at home had

experienced:

At the time of the audit there was no Alongside MLU available within the health board, but
there were Freestanding MLUs available in areas 1 and 2. Ninety of the 138 multiparous
women had given birth in an Obstetric Unit during their most recent birth, and forty-three of
the women had most recently given birth at home. No women had birthed in a FSMLU in

their most recent pregnancy.

The location of the first contact between a woman and her midwife:

The audit data demonstrates that the majority of first contacts were made in a primary care
setting — 113 women were booked for their maternity care here, and thirty-four women

were booked at home. There were twenty-two sets of missing data.
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The number of midwives documenting care provision within the handheld notes:

Fourteen women who planned a home birth within the health board during 2010 received
antenatal care from only one midwife. The thirty-six and thirty-five women respectively
received care from three or four midwives, with eleven women receiving care from five
midwives, and a further eleven from six midwives. Five women received care from seven

midwives, and one woman was cared for by eight different midwives.

The frequency and timing of any references to home birth within the women’s handheld

notes that was documented by a midwife:

The audit data showed that on average women were documented to have discussed home
birth with their midwife three times during their pregnancy, although this ranged from once

to seven times.

The first time that a discussion was first documented was most commonly noted by fifteen

weeks of gestation, although this ranged from six weeks to thirty-eight weeks.

The last time of discussion for most women was documented at around thirty-seven weeks

gestation, although this ranged from ten weeks to forty-two weeks.

The recorded location of the 36 week birth plan visit:

Most birth plan visits for this cohort of women occurred at home. Ninety- six women had a
home visit, and thirty-four women had their birth plan completed in a primary care facility.

In thirty-nine cases the data was missing.

The sources of information that were listed as being provided by the midwife as part of the

woman’s birth planning meeting:

Ninety-five of the women’s birth plans were completed in full with their handheld notes, and
twelve were partially completed. A further twenty-two birth plans were blank within the

notes, and in thirty cases the ability to record this information was missing.
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In 129 cases the All Wales ‘Your pathway through normal labour’ leaflet (WAG, 2004) was
documented as being provided during the birth plan visit. No other source of information or

resources were documented as being used.

The following table states the findings arising from the descriptive statistical analysis of the

case note audit data:

Table 14. Table to display the findings of the descriptive data analysis of the case note audit

Documented details All planned home births

(N=169)

Pregnancy demographics:
Gravida (Median, range) 3(1-12)

Parity (Median, range) 2 (0-9)

Place of recent birth experience:

Home (No. births, %) 43 (25)
CLU (No. births, %) 91 (54)
No previous birth (No. births, %) 31 (18)
Missing data (No. births, %) 4(2)

Type of most recent birth experienced:

Normal birth 75
Spontaneous Vaginal Birth 18
Unknown NB or SVB 30
Ventouse 7
Forceps 4
No previous birth 31
Missing data 4
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Marital status:

Married 98
Cohabiting 5
Single 44
Other 2
Missing data 20
Location of booking / first contact
Home 34
Primary care setting 113
Missing data 22
Number of midwives documenting in the
notes
1

14
2

0
3

36
4

35
5

11
6

5
7

5
8

1
Location of birth plan visit
Home 96
Primary care setting 34
Missing data 39
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Place of birth discussed: (median, range)

Weeks gestation at first discussion 15 (6-38)
Weeks gestation at last discussion 37 (10-42)
No of times place of birth discussion 3(1-7)
documented

Birth plan:

Completed in full 95

In part 12

Blank 22
Missing data 30

Resources used during birth planning

meeting:

Normal Labour Pathway Leaflet 129
Photographs 0
Other 0

Observation and interviews:
Recruitment:

Eighteen of the health board’s ninety-five community midwives consented to participate in

the study, and they recruited fifteen women to the study.

Ultimately, as the result of one of the women being transferred to consultant led care, and a
further seven women not being able to participate as their community midwife had already
been observed providing care and interviewed for the study, seven community midwife and

woman dyads participated. This process is outlined in figure 6:
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Figure 6. The recruitment process for community midwife and women participants

Enrollment of Community 95 Community Midwives

Midwives (CM’s) sent Study Pack

N Excluded (n=77)

Not meeting inclusion criteria (n=0)
Enrollment of 478 Study Packs sent to
Women participating 18 Cm Mw’s to offer to
women on their caseloads.

l

’ 15 women provide consent to participate in the study.

Declined to participate (n=77)

CM not participated (n=11)
Participating Woman transferred to CL (n=1)
No Woman recruited from caseload (n=10)

Women not participated (n= 8)

Transferred to Consultant Led Care (n=1)

CM already participated in study (n=7)

v

Data Collection 7 Community Midwife and Woman dyads

participate

A 4

7 Observations of 36 week birth planning meeting undertaken
7 semi-structured interviews with Women (and birth partners if present)

7 semi-structured interviews with Community Midwives

Participant details:
Community midwife participants:

The area of practice for the community midwives encompassed the three areas of the health

board.

All had extensive years of experience within community midwifery, as all had been in the
role of community midwife for at least twenty years with the exception of one who had

been in the role for nineteen years.

Six of the seven community midwives had attended more than five home births in the

previous year, and one had not.
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Woman participants:

Five of the women were experiencing their first pregnancy at gravida one para naught; and

two women were multiparous at gravida two para one, and gravida three para two.

The ages of the women varied from twenty-two to forty-three, and all were married or

cohabiting with the exception of one woman who was single.

Both of the multiparous women had experienced planned home births with their most

recent births.

The women were mostly at 36/40 gestation, with the exception of one woman who was at

37/40+ 4.

Table 6. Participant demographics and observation details

Dya | Woman Community Midwife Location Others Duration of | Interview Interview
d G&P | Age | Wantal | Prev. | Gest | Ama of | vears  in| Mo of | Of care | present during | observatio | with Woman, | with
Ref. Status home Community heme and birth | observation. n location  as | Community
birth Midwife ole | births in | planning | (In addition to per Midwife,
the year | meeting CmMw and Observation | location at
Fesearcher) workplace
A G1 31 Married ! 37+4 3 27 =5 Home il 43 mins v v
PO
B G1 35 Cohab. ! 36 28 =5 MLL Partner, 47 mins v v
PO 2 WLSO
C G1 26 Cohab. ! 36 3 =5 Home il M mins v v
PO
D G1 20 Cohab. [ 36+ =20 =5 Home Partner  and [ 48 mins v v
PO 1 Student
I idwife
E G2 43 Cohab. | Yes 36 19 =5 Home Student 47 mins v v
P 1 Midwife
F G3 26 Single | Yes 36 22 =5 Home Maother  and | 30mins v v
P2 1 Student
M idwife,
WSPO
G G1 22 Cohab. ! 36 1 23 =5 Clinic Nil 18 ming v v
PO

Observation — quantitative findings:

As stated above, the initial quantitative analysis of the birth planning observations was

prompted by relevant questions asked of the audit data. These are presented below in a

narrative form.

The location of the birth plan meetings:

For the two women planning home births, their birth planning meeting was conducted in

their homes. This was also the case for women Ava, Chloe, and Daisy. Woman Gina had her

birth plan conducted in her Community Midwife’s clinic. The woman (Wm Briony) who was

planning to use a FSMLU had her meeting held in the Unit as she and her partner had not

seen there before. For most of the women this was the first occasion that a Community
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Midwife had visited their houses, with the exception of those who had had home births

previously (Wm Erica and Faye).

The birth plans were all conducted in similar environments. Where they took place in the
woman’s home (Wm Ava, Chloe, Daisy, Erica and Faye) both Community Midwife and

woman sat on sofas in the lounge of the house. Where they took place in a health service
setting (Wm Briony and Gina) Community Midwife and woman, and partner sat opposite

each other on chairs.
Resources used within birth planning meetings:

Birth plans were completed within the handheld notes for all of the women who were not
planning home births. In all cases the Community Midwives held the notes and in all but one
occasion wrote in them — Mw Emma just used the note as a guide to their discussion, and

advised Wm Erica to write a birth plan using the handheld notes proforma afterwards.

On four occasions a Community Midwife made reference to the leaflet ‘Normal Pathway

through Labour’ to support their discussion about the process of labour (WAG, 2004).

One Community Midwife (Mw Bethan) completed a Health Board checklist to document that
a full discussion of the potential risks of community birth (FSMLU and home) had been

explained, when the Woman was planning birth in the FSMLU.

On one occasion a Community Midwife (Mw Davina) demonstrated how it is beneficial to
stand up for the second stage of labour rather than lie semi-recumbent by explaining the
comparative dimensions of the female pelvis in these two positions. This Community
Midwife also used a set of three small balls to demonstrate the size of a newborn’s stomach
at three different points of age, and a doll to demonstrate recommended positions for
breastfeeding. No other non-written props or discussion aides were evident in any of the
birth planning visits although the Community Midwife (Mw Bethan) conducting the birth
plan in the FSMLU briefly made reference to pieces of furniture in the room, and ascertained
that the woman’s antenatal class midwife had discussed use of a rocking chair and birth ball

during the classes that the woman had attended.
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Further quantitative analysis was undertaken in response to the topics addressed within the

observation proforma:
Interaction style during birth planning meeting:

The proforma required observation of the way in which the dyad interacted during their
discussions. The following table [15] illustrates as a percentage the amount of time that the
service user participants were talking during the birth planning visit, versus the time that the

community midwife was speaking.

The five nulliparous women all spoke for less than twenty-five percent of their birth planning
visit, and the multiparous women spoke for between forty-five and fifty-five percent of the

time.

The women who were planning to birth at home spoke for between forty-five and fifty-five
percent of the time, and those who were planning to birth in a health board setting all spoke

for less than twenty-five percent of the time.

Table 15. Time spent talking by the participants during the birth planning meetings

% of time of birth planning meeting talking
Dyad | Duration of birth Woman (& partner) Community
plan observation Midwife
A 43 minutes 13% 87%
B 37 minutes 23% 77%
C 34 minutes 8% 92%
D 48 minutes 16% 84%
E 47 minutes 45% 55%
F 30 minutes 55% 45%
G 15 minutes 8% 92%

Subjects discussed:
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The observation proforma also generated quantitative data around the topics that were
discussed as part of the birth planning meeting. Consideration was given to the definition for
normal labour provided within by the Maternity Care Working Party (2007) and the data
analysed in terms of no birth intervention being discussed at this time, an intervention
considered compatible with normal birth being considered, and an intervention not

considered to be compatible with normal birth being discussed.
The following table [16] illustrates this a percentage the amount of time spent during the
birth planning visits:

Table 16. Table to illustrate the content of the observed birth planning meeting discussions by intended birth location, as
a percentage of the total time. Interventions as per the Maternity Care Working Party (2007)

% of birth planning meeting discussing:
Planned birth No intervention | ‘Normal’ ‘Non-normal’
place intervention intervention
Home 92 8 0
All MLUs 85 12 3
ou 80 11 9
Community 87 12 1
(Home &
FSMLU)
All DGH (AMLU | 81 11 8
& 0U)

Birth planning meetings in this sample were more ‘normality’ focused amongst this sample
of low risk women, when birth was planned to occur at home and within a community

setting.

Thematic findings:

63



The chapter now moves to discuss the key study findings that have arisen from the thematic
analysis of the observation and interview data. During the presentation, reference will be
made to the quantitative findings from the case note audit and the birth planning meeting

observations in the way that is highlighted in table 12.

While similarities could be drawn between many aspects of the seven women’s experiences
of antenatal care and their birth planning visit, all of their experiences in terms of their own
prior exposures to home birth, their interactions with their Community Midwife during
pregnancy, and the impact of their birth planning visit were unique to them. This supports
Coxon’s statement (2012) that the factors influencing a woman’s birth place choice are

complex and multi-faceted.

As discussed above, the following inter-related themes emerged during data analysis:
Fragmented antenatal care provision

Informed choice around home birth and place of birth

The visibility of planned home birth

Normal birth and planned home birth — a chicken and egg situation?

Fragmented antenatal care provision:

This theme considers the potential impact on the ability of a woman to give birth at home in
relation to several factors related to her antenatal care. These include continuity of care, and
the way that conversations about birth and about birth place choices that include planned
home birth were conducted during the antenatal period between woman and community
midwife; and the way that antenatal classes were used within routine antenatal care
provision to provide information and discussion opportunities about birth and place of birth

including planned home birth.
Continuity of care in the antenatal period:

All of the women participants in this study had received high levels of antenatal continuity of
care in terms of care provision during their routine antenatal appointments from their

named Community Midwives. Only a few appointments had been conducted by other
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Community Midwives, and these were all reported to have been by members of their own

particular community teams.

Continuity of care appeared to be an important aspect of care provision for the community
midwives, as all spoke positively about providing high levels of antenatal care to the women

in their caseload:

‘Continuity of care is still happening for the women in [name of town]...at least for

the time being’ (Mw Grace - interview)

The case notes audit found that the majority of the women who had planned home birth
within the health board has seen three or more midwives during their antenatal care, so this
sample of women were receiving care that is more in-line with the aims of current maternity

policy than the women included within the audit.

Conversations about birth and about birth place choices that include planned home birth

conducted during the antenatal period between woman and Community Midwife:

However, despite this being achieved and recognised positively by the women participants
who welcomed the fact that aspects of their care requirements did not need to be retold at
their antenatal appointments, this level of continuity did not appear to have translated into
frequent discussions about planned home birth, or labour and birth in general. This was
acknowledged by many of the Community Midwives, who noted that antenatal classes

served to provide this input to women:

‘...it’s not like we talk about that all the time - they’ve been to antenatal classes’ (Mw

Carole - interview).
This perspective was supported by several of the women:

‘Wm Daisy: ... like we said, this our first time [birth planning visit] we’ve actually

specifically spoken about labour or birth with Mw Davina, so...

Partner Daniel: over the many times we’ve seen her it’s check-ups and general talks
about, we haven’t talked about labour and what’s going to happen’ (Wm and Partner

D — interview)

Therefore, although a level of discussion around topics aside from the physical and medical

aspects of a woman’s developing pregnancy, such as brief discussions about the demands of
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their day to day lives at work or study, and at home was present within the routine care,
little discussion about possible birth planning or birth place choices had occurred between

the dyads who were not intending to birth at home throughout the antenatal period.

Perceptions of the Community Midwifery role:

When discussing the role that their community midwife had undertaken throughout their

pregnancies, the women frequently referred to components of the routine antenatal check:

‘...obviously we haven’t gone through the birth plan before, but the rest of it in terms
of blood pressure and feeling my stomach are quite normal’ (Woman Ava —

interview)

‘No, | mean, when you go to the clinic it’s just clinic and you’re in and out and you’ve

heard baby’ (Woman Chloe — interview)

‘...over the many times we’ve seen her it’s check-ups and general talks about, we

haven’t talked about labour and what’s going to happen’ (Partner Daniel — interview)

However, the women planning home births both volunteered their confidence in their
Community Midwife’s ability to care for them in labour, and this was also stated by Woman
Briony in terms of how her Community Midwife had demonstrated her clinical competence
during her antenatal care. It is interesting to note that it was within Dyad B’s birth planning
meeting that the Community Midwife most discussed her, and her team’s training and

experience in intrapartum care provision.
The possible result of this is illustrated below:

‘She’s very good at putting me at my ease and giving me confidence...the level of care

she’s given me has given me a lot of faith in her’(Wm Briony - interview)
Location of discussion of PHB during pregnancy:

Amongst the women not planning home births, antenatal classes were recalled to have been
the venue where most had engaged in the majority of their home birth related discussion

and information provision:
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‘It's been the same amount of time has been dedicated to home birth during the

classes as any other option’ (Wm Briony - interview)

‘The first one [AN class] was teaching your child to bring it up bilingually so
something, and then | can’t remember much of it (laughs), and the Labour Ward one

| remember, because we got shown round’ (Wm Gina —interview)

‘...it [planned home birth] wasn’t a big part or anything in depth, it was more just

touched on’ (Wm Ava - interview).

However, as can be noted from the above quotations, the extent of this discussion varied
depending on the class that the women attended. During the antenatal period, the two
processes (routine appointments, and antenatal classes) had seemed to be viewed as
separate processes by both members of the dyad as neither recalled discussing the content
of classes within their antenatal appointments. Additionally, as occurred in this example, this

was also not always clarified during the later birth planning meeting:

‘Mw Anna: ... So we’ll just go through all these things and I’'m sure, like you say that
they’ve gone through everything in ***, but we’ll just make sure....So, we know we’re

going to hospital to have the baby, don’t we, yeah?’ (Mw Anna — observation)

Therefore, this situation appeared to result in the strictly clinical tasks of monitoring a
woman’s pregnancy being undertaken within their Dyads, and meant that if the class
facilitated it, the more personal learning and discussion about birth took place outside of this

relationship:

‘...when | see [Mw Bethan], it’s purely a medical thing, it’s not really to discuss, or |
didn’t feel like | need to discuss, well if | have questions | ask her’ (Wm Briony —

interview)

As illustrated above, this was not reported to have been experienced negatively by the
women participants, as they felt satisfied that enough information about labour and birth
had been included in the antenatal classes that they had attended, although this may reflect
the lack of expectation that the women participants held. However, an impact of this model
of care provision was that birth place decisions were finalised within the dyad when this had

not been the forum for such discussions throughout pregnancy. This is illustrated by the

67



following quote where the community midwife aims to qualify that a woman has been

suitably prepared for making her decision:
‘Mw Davina: ...and what are your thoughts about where to have your baby?
Wm Daisy: Hospital

Mw Davina: Yeah, definite? Have you read the information about the choices?
Because you’ve been low risk all the way through the choice would be to have your

baby at home or to have your baby in hospital. [Taking blood pressure]
Wm Daisy: Yeah, hospital.” (Dyad D — observation)

From the position of an observer, the non-home birth planning dyads style of
communication was shallow. As seen in the above observation quotations, the Community
Midwife would often raise a topic, suggest that the woman already had sufficient knowledge
or talk quickly about it, and then move on to the next topic. As a consequent, often no in-
depth conversation about birth had taken place between the dyad by the completion of the

birth planning meeting:

‘And then you’ve got your signs of labour....you’re OK with that? Yeah?’ (Mw Anna -

observation)

In contrast, the care that the multiparous women planning home birth (Wm Erica and Faye)
received appeared to have been less fragmented. Neither of the women were attending
antenatal classes and so their Community Midwives were providing all of the information

about birth, and planned home birth that they required personally:
‘Wm Erica ‘l am feeling quite a lot tightenings’

Mw Emma ‘That’s a good thing, that’s your body preparing the cervix, so yes, you

look as though you are doing everything right’ (Dyad E — observation)

In particular, this observation alluded to the ongoing process of birth planning within this
Dyad, as reference was made to previous conversations and experiences, and future
conversations. Within the birth planning visits with these women there appeared to be less
pressure placed on the Community Midwives to ‘cover everything’ and the interactions

seemed more a continuation of a longitudinal experience:
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Mw Emma ‘With water birth we like a meter of clearance right around so we access
you from any position, so we’ve discussed that you are going to make sure there is

space all the way around’ (Dyad E — observation)

Mw Fern: We'll sort directions out afterwards; so would you be planning, it’s the
back room that you'll usually in, isn’t it, so that’s what you’re planning, on being in

the back room again?
Wm Faye: Not the same sofa but yeah (laughs) (Dyad F — observation)

The impact, and therefore potential importance, of the contrasting experiences of
fragmented or non-fragmented antenatal care provision was seen in the quantitative
observation data concerning the way in which the pattern of interaction occurred between
the seven different Dyads [Table 15]. The findings suggest that the two women planning
home births experienced a more natural conversation style during their birth planning
meetings than did those women who were not planning home births as they both shared

approximately half of the conversation time with their Community Midwives.

In their interviews, as reflected in an earlier quotation (Mw Carole — interview), the
Community Midwives did not appear to reflect upon this model of care provision as having
any possible detrimental impact on the effectiveness of the birth planning visits, and

appeared positive about the role of the birth planning visit within antenatal care provision:
Res: So what do you feel the purpose of the birth plan visit is?

Mw Davina: For me, it’s to find out what the women wants, if she’s looked at all her
options, if she’s clear about what they are, if she knows about the evidence behind it
as well, and that she’s happy with her choice and comfortable with her choice; it’s
her birth and that she does it somewhere that she feels is right for her, and safe for

her... (Mw Davina — interview)

Additionally, other than by Mw Grace who stated that she knew she did not promote home
birth as effectively as she could do, there was little acknowledgement about opportunities to

improve the way that women were currently being asked to make birth place choices and
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decisions about the option of home birth. This will be discussed later in the theme

considering the ‘visibility’ of planned home birth.

To conclude, it appears that the aspiration of providing continuity of antenatal care, in terms
of the building of a midwife-woman relationship that will provide support to her during her
forthcoming labour and birth experience was not being fulfilled in this sample. Amongst
many of the dyads in this sample, a relationship of emotional trust and comfort does not
seem to have been developed and it was not possible for this atmosphere to instantly be
created. | felt that a few of the Community Midwives were conscious of this fact and hoped
to be able to go some way to generating this atmosphere, but | did not feel that they were
ultimately successful as little discussion of any depth took place. Instead, as the above
guotes suggests, where women were not planning home births their routine antenatal care
appears to have been absent of birth related discussions, and their birth plan discussions
appeared to be a one-off opportunity to cover a range of birth related eventualities. This
seemed to result in a few of the Community Midwives appearing to find the demands of
covering every birth situation listed within the pro-forma birth plan difficult to include within

the available time frame.
One of the women’s partners stated to me:

‘It’s not that we weren'’t listening to [Mw Davina], it’s just that we already knew what

she was telling us from attending the antenatal classes’ (Pt Daniel - interview)

It may be that facilitating greater discussion of birth and home birth to occur within a
Community Midwife-woman dyad could help to better facilitate women’s consideration of

planned home birth.

Informed choice about planned home birth:

This theme is concerned with how the women had made their decision on if they wished to
give birth at home, or elsewhere. It involves consideration of the discussions that were held

during their pregnancy, and the information that was given to them or available to them.

Information provision and discussion:
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The women often reported that the option of home birth had been made to them at the

start of their pregnancies:

‘I think she talked about it and gave us all the options...not in depth, but more like ‘If

it’s a low risk, you can have a home birth’ (Wm Davina - interview)

However, this was not always the case as one woman could not recall home birth ever being

discussed within their dyad:

‘We’ve talked about where initially, obviously in terms of which hospital...” (Wm Ava

— interview)
And a second recalled it being mentioned once she reached 34 weeks of pregnancy:
‘...about 2 weeks ago, she went through it’ (Wm Gina — interview)

For the women planning home birth, they recalled discussing this within their dyads at the

start of their pregnancies:

‘When she came just before the dating scan, after you confirm with the doctor that
you’re pregnant, she comes a couple of days later and it’s then she asks ‘What are
you planning to do?’ and | say ‘The same as before — home birth’ (Wm Faye —

interview)
Sources of information:

As discussed above in the theme exploring ‘fragmentation of care’, for the majority of
women the main source of health professional provided information about home birth had
been received via their antenatal classes, but that this had not appeared to have been
integrated into their antenatal appointments. Therefore, for the women not planning home
births, their birth planning meetings appeared to be the first time that the opportunity for

information provision from their named midwives occurred since the start of pregnancy.

Reference to prior discussion about home birth at the start of pregnancy was made in

several of the birth planning visits:

‘... you’ve had one of these at the beginning haven’t you, do you remember (shows

leaflet)....somewhere in your pack’ (Mw Carole — observation)
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It was interesting to note that leaflets were viewed by midwives as providing useful

information to women, but from a woman’s perspective this may not be the case:

‘I wasn’t sure, I'd heard about the home from home in *** but I'd never been spoken

to about it, so | thought it was for specific people’ (Wm Chloe — interview)

During their interviews, the Community Midwives discussed the way in which they would
routinely discuss home birth, stating that it was their common practice to briefly raise the
possibility of choosing home birth with low risk women during their initial consultation when
they were about 12 weeks pregnant, and then to mention this choice again at their birth

planning meetings between 34 and 36 weeks gestation:

‘...and then around 34-36 weeks, before 36 weeks really, we get them, ‘What are
your thoughts now, about where you’d like to have your baby?’ (Mw Emma -

interview)
At this point the women could be provided with Health Board leaflets about home birth:

‘...maybe later on in the pregnancy if things are going well | mention it again, and
then offer to give them the ‘Thinking About Home Birth’, or, if they are fairly certain

the ‘Having a Home Birth’ leaflet...” (Mw Fern - interview).

Mw Davina also stated that she encourages women to take an active part in the decision

making process:
‘..read up about it, look at the evidence, see what you think’ (Mw Davina — interview)

Most of the women did talk about the way that they had sourced information themselves
during pregnancy — although aside from Wm Erica planning a home birth, this was not

specifically related to home birth:

‘I have been reading some baby books, | think I've been reading on the internet,
reading up what other mums have written | suppose to see what it’s like in real life,

rather than specialist books. I’'m feeling prepared’ (Wm Briony — interview)
‘I've spoken to my Mum’ (Wm Gina — interview)

‘I haven’t read so this much this time, just going over favourite paragraphs in this

book’ (Wm Erica — interview)
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Clarification of thoughts and plans during birth planning meetings:

After the birth planning meetings when the interviews were conducted, numerous gaps still
existed in many of the participants knowledge of planned home birth, as several of the
women felt or made apparent that they lacked knowledge about routine planned home
birth care such as analgesia availability, equipment use and provision, birth location, and the

exact details about which professionals would provide care to them:

Wm Ava: ‘| presume you would need to go in if you wanted an epidural, but other
than that, | don’t know... | did think, ‘Well if you were at home, would they bring a
bed or what would happen (laughs)?’ Or where would you be?’ | don’t know. So no, |

haven’t got a clue.” (Wm Ava — interview)

‘Res: So no-one has gone through with you how a home birth is undertaken then?
Wm Chloe: No. | only know from what I've seen on the TV’ (Wm Chloe — interview)

As illustrated above, during the observed birth planning visits, the way in which the
midwives clarified the women’s rational for their intended birth place did not always clarify
the reasons why they were not planning to birth at home, and on one occasion appeared to

support the myths of home birth being unsafe...

‘Is that because it’s [OU] safer [than home birth]? (Mw Davina - observation)
And going to potentially cause damage to their rental accommodation:

‘You don’t want mess the carpet up!” (Mw Davina — observation)

This comment on the one hand served to reassure the couple that their Community Midwife
understood that they did not wish to consider a home birth, but her later attempts to
ascertain that the woman has actually made a choice based upon evidence, were in contrast
with this reference to the stereotypical view of birth at home. While research findings were

referred to, this was done in a way that did not invite or expect to create further discussion.

However, clarification of birth place rational that included home birth was seen within Dyad
B when the Community Midwife, whilst discussing the routine home visit in early labour that

staff covering the FSMLU provide, checked with the couple that:
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‘You know everything you can have here [at the FSMLU] you can have at home?’ (Mw

Bethan - observation)

This woman (Wm Briony) talked with her Community Midwife about her preference for the
FSMLU, which centred on the benefits of its accommodation in terms of bathing and location
of the bathroom, over that of her own home, and preference to have space from her dogs
and her family. The birth planning meeting also contained discussion of the specific
resuscitation equipment that the Community Midwives bring to a home and the FSMLU, and
the community management and treatment of specific obstetric emergencies and related

intrapartum and neonatal reasons for transfer to the OU:

‘We have training drills all the time to deal with that. It’s that same machine as they
use in [name of DGH], just that it’s stuck in the wall and you can see it, we’ve just got
a little one. So we set all that up here just in case every time, and the same kit goes

home if you want to stay at home’ (Mw Bethan — observation)

The Community Midwife followed the NICE Intrapartum Care guidance (NICE, 2007) in terms
of informing the couple that the distance to OU may cause an outcome to be less positive
than if it occurred in an OU, but also placed this into the context of the FSMLU saying that
the complications are less frequent because of the way the FSMLU surroundings support

normal labour and birth:

‘ Like | said it doesn’t happen that often, but it happens more in the hospital because
more women give birth on their backs, and it happens more often if it’s a forceps
delivery because they have to pull the head out and the shoulders don’t get time to

turn’” (Mw Bethan — observation)

This style of clarification was present within the discussions of Dyads E and F, who also

discussed the process of care during a pool birth in the event of obstetric emergency:

‘It rarely happens but it’s nice that we’ve discussed it beforehand, that you know that
you might need to come out on some occasions. If we think there’s a lot of blood or
something... and when the baby comes, when the head appears, if the body doesn’t
come out with the next contraction, again we’ll ask you to come out of the water. It

rarely happens but just letting you know it can happen’ (Mw Emma — observation)

Achieved informed choice or decision?
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Researcher: “Do you feel that you have made an informed choice about planned

home birth?”
Wm Ava: “No, | don’t think I've made an informed choice.” (Wm Ava — interview)

As this quotation illustrates, the application of the concept of informed choice in terms of
birth place decision was not always achieved amongst this sample of women. Despite the
importance placed on it by current maternity policy, it was mostly absent in the observed
and reported experiences of the women participants who were planning to give birth away
from their homes. Only women Erica and Faye who were planning home births, and woman
Briony who was planning birth in an FSMLU appeared to have consciously considered the
choice of PHB alongside the other locations that they had available to them, and made
informed choices based upon their own experiential and social knowledge bases and the
knowledge that they had obtained during pregnancy from their community midwifery team.
For woman Briony, while she had decided to plan her birth in the FSMLU it was apparent
from their birth planning discussions that the option of home birth, in addition to hospital

options, remained open to her:

‘...when you go into labour it’s still up to where you want to be, and that means you
can change your mind if you decide to stay at home, it’s fine to do that’ (Mw Bethan

— observation)

The other women (Wm Ava, Chloe, Daisy and Gina) had not reached a point in their decision
making experiences where they had felt that their home was a potential birth location that
needed to be considered to the extent that they wished to discuss this with their community
midwife. Woman Daisy was knowledgeable in terms of the findings of the Birthplace in
England study ( Birthplace in England Collaborative Group, 2011) about the safety reasons in
terms of transfer and neonatal outcome. However, despite the fact that it had been
suggested to her that home births were undertaken in an professional manner, the fact that
during her interview she said ‘l guess they don’t turn up and ask if you’ve got ‘such and such’
in your kitchen’ (Wm Daisy - interview) belied her underlying view that home birth was not a
serious location for her to consider. Woman Chloe had not considered home birth because
her partner would not support this option, and this was also briefly referred to during her

birth planning meeting:
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Mw Carole: ‘How does [partner] feel about things, have you had a chat with him?
Wm Chloe: As long as it doesn’t happen at home it’s fine (laughs).
Mw Carole: (Laughs) He’s not keen on it happening at home.

Wm Chloe: | think he just feels safer at hospital. So, | think he would more opt for the

midwifery unit... (Dyad C — observation)

While, although briefly, the reasons that women Chloe and Daisy were not choosing to birth
at home were stated, the other women planning institutional births (OU or AMLU) were less
likely to discuss their reasons with their Community Midwife. Reasoning was not raised at all
during the birth planning discussions for women Ava and Gina. Woman Ava later reported in
her interview that she had not considered a home birth at all and had always thought she

would give birth in hospital. Woman Gina told me that she had chosen a DGH birth based on

her belief that this was safer for a first birth and the possible need to transfer in labour.

Other than within Dyad B’s meeting to plan a community birth no Health Board
documentation was completed to confirm that the risks and benefits of chosen birth
locations had been discussed. However, Community Midwife Davina, in her interview with
me, spoke about how the Health Board was introducing the completion of risk forms when a
woman chooses a community birth location (home or FSMLU) into practice across the whole
Health Board. She commented that low risk women were not asked to sign that they have

been informed of their increased risk of caesarean section by attending an OU setting.

This approach ties in with the attitude to informed choice that was given by Community

Midwife Carole:

‘...if anybody wants one, I'll always support them, so long as they know all the
benefits and risks and everything then that’s up to them to make that decision...’

(Mw Carole - interview)

This statement, while it contains reference to the Community Midwife’s belief in the
benefits as well as risks to home birth, could be interpreted to rely on a woman to have
become interested in having a home birth, and that a midwife’s role is then to clarify her
knowledge about her chosen option. This approach was also illustrated by Midwife Grace

when she stated:
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‘...the ladies that say ‘l would like the baby to be born at home’ at that point, |
actively support, so | hold my hands up and say | don’t actively encourage everyone

to have a home birth...” (Mw Grace —interview)

These Community Midwives were aware that their approaches are not examples of best
practice, and Community Midwife Carole suggested that further discussion about home birth
was tailored according to the initial response to home birth that a woman made at her

booking visit:

‘I don’t know maybe | shouldn’t say that, but | think you’ve got an idea — like
sometimes, when you book them you give them the choices of where they’ll be able
to deliver, and sometimes you’ll get vibes of ‘Ohh, gosh no’, and sometimes they’ll

say ‘Ohh yeah, | hadn’t thought about that’ (Mw Carole - interview)

This honest account of a Community Midwives practice could potentially result in a woman’s
knowledge of home birth remaining on a minimal level throughout her pregnancy if she did
not reacted positively towards the reference to home birth. However, despite this lack of
informed decision making, each of the women had been content with their experience of
birth place decision making. No participant mentioned that they felt that had wished for a
greater input about planned home birth within their antenatal care, or that they had
expected to make a decision about place of birth that included planned home birth —

although woman Ava, after discussing home birth during her interview stated:

‘...maybe if I'd have thought about it a bit earlier on to get my head round it and think
about it a bit more, than it might have been more that I'd have, it might have
influenced it a bit more... The practicalities of how it would actually work, | think that

would make me decide more how | felt about it’ (Wm Ava — interview)

The observation and interviewing process allowed consideration of how confident and
effective community midwives are at ensuring that women are aware of their option to birth
at home. This was illustrated by a disparity in the way that Community Midwife Anna stated

that:

‘Everyone is singing from the same hymn sheet, pushing for home births’. (Cm Mw

Anna - interview)

77



Whilst the differing viewpoint on her experience of how home birth had been included

within her antenatal care was provided by woman Ava:

‘I haven’t really discussed it with [Mw Anna] or the other midwife [AN class midwife]
that we saw to know what their feelings would be....the midwife who did the class...|
think she spoke in a positive way about it, how it can be positive, so maybe she’s for
them, | don’t know. But | haven’t had a conversation with anybody else’ (Wm Ava —

interview)

This point was also illustrated by Community Midwife Bethan in her interview where she

discussed the way that a new midwife had recently joined her team:

‘We’ve had a new member of staff that’s come from another team, and that
caseload’s community birth rate has gone down and | did bring that up with her in
her PDR, and she was saying ‘I do promote it’, and I’'ve heard her promote it, but it’s
more than just saying ‘This is your choice’, it’s about drip feeding all the time, about,
you don’t have to try and persuade them, because that’s what her view was ‘l don’t

want to try and badger them’ (Mw Bethan — interview)

To conclude this theme, several of the Community Midwives in this study were unsuccessful
in demonstrating to women the importance of making an informed decision about the
choice of a home birth. This served to retain the status quo seen within the audit figures
[Figure 5] in terms of the number of women cared for within the Health Board that decide to
birth in institutional locations. This includes MLUs (AMLU and FSMLU), in addition to OUs, as
in this study, where the women had the option of planning an MLU birth (either AMLU or
FSMLU) this option was being chosen (Wm Briony and Chloe). Findings suggest that for some
midwives, a lack of clarity about how to effectively offer home birth may be impacting on
the way women in their caseloads are able to make informed choices about birthing at

home.

Visibility
This theme considers the extent to which home birth was visible to the women participants,

and how the way in which this birth place option was visible to them appeared to affect the

way that they were able to consider home birth for themselves.
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Planned home birth within their social world:

For each woman in this study, the way that home birth was visible to them at the start of
them pregnancy was individual to them, and differed from that of the other participants as a
result of their own previous birth experiences, and the experiences and information

provision of members of their social networks.

Prior to their current pregnancy, the women who were choosing to give birth at home had
already experienced their own home births (Wm Erica and Faye) — fitting with the audit
findings that approximately one quarter of the women who gave birth during 2010 had given
birth to their previous child at home. Additionally, one (Wm Erica) was aware of many other
successful home births in her area, and this appeared to have been a powerful and beneficial

experience for her:

‘The more that you talk about it with people, the more you learn how many people
do it now; it’s so good to hear. | know a girl through work and we started talking
about how we gave birth, and she’s on her fourth pregnancy now, and all the
previous three were born at home and kids were there, and those type of stories give

you heart | think’ (Woman Erica — interview)

Of the other women, two of them (Wm Ava and Briony) mentioned that they knew of one
other couple who had had a home birth, but it was apparent that one woman felt that she

did not know enough detail about the birth for it to encourage her to choose a home birth:
‘...l didn’t know them at the time they had the baby’ (Wm Ava - interview).

For the other woman, the individual circumstances around the home birth she had heard of

did not match her own situation, and therefore did not influence to choose home birth:

‘...[it] was with her third child, and | think she said she felt more confident’ (Wm
Briony - interview).
The remaining women did not know of anyone who had had a planned home birth and

assumed that was because they were not being chosen locally and only occur unplanned:

‘I've not heard of many home births but whether it’s because it's not a big thing
around here | don’t know...I've heard of it happening but only because they couldn’t

get to the hospital on time’ (Wm Chloe - interview)
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None of the women had heard of government targets to increase the home birth rate in
Wales (Welsh Assembly Government, 2002), although one was aware of the WAG target to
increase breastfeeding rates (Wm Briony). This may be because of the different ways in

which these two policies have been publicised across Wales.

A general lack of awareness about home birth amongst maternity service users was referred
to by Partner Daniel and Wm Daisy, who saw this as the reason for the overt focus on home

birth within their antenatal classes:

Partner Daniel: ‘They did put a big focus on it to try and influence people to think

about it more, rather than thinking straight for hospital...”

Woman Daisy: ‘Il think most people just think automatically hospital don’t they, they
have to push the home birth side to get you to think about, whereas they don’t have

to push the hospital side’ (Dyad D — interview)

However, this approach was not felt by the couple to have been beneficial to aiding their

decision making:

‘I'd rather just be given all the information and make the decision myself’ (Wm Daisy

—interview)
Planned home birth within antenatal care provision:

The Community Midwives also often shared their view that home birth as an option is less
well known to women than other birth place options. Where this was acknowledged, they

also made reference to the way that they aimed to address this within their practice:

‘...a lot of women don’t realise if it’s a first pregnancy that the option is actually

there, so | usually just let them know that the option is there’ (Mw Fern —interview)

‘We talk about the positive home births that we’ve had, and they always know if
we’ve been at a home birth because we’re late, or ‘Sorry I'm really tired, I've been at
a home birth, beautiful baby’, you know try and give a bit of normality to it as well’

(Mw Davina —interview)

However, despite the intention to assist women to consider home birth as an option, this
approach does not appear to have been successful within the dyads where the women were

not planning to birth at home, because, as noted earlier in this chapter, many reported that
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their antenatal appointments had not included reference to home births. Therefore, in
relation to encouraging women to consider home birth for themselves, this finding suggests
that this approach may need to be combined with additional approaches in order to achieve

this aim.
The visibility of professional support for home birth:

All of the community midwives in this study stated that they felt positive and supportive of
home births. However, two of them (Mw Carole and Grace), as noted above, acknowledge
that they do not ‘actively encourage’ women to birth at home — but that their practice was
to support women in their choice if they independently decide to birth at home. This may
provide some explanation for the fact that woman Gina responded that she did not have

‘any idea’ of her midwife’s view of home birth, and that woman Chloe stated:

‘I don’t know... I think the one you choose they then discuss to you, | think that’s all

it is really’ (Wm Chloe —interview)

Conversely, when asked about her perception of how her community midwife had felt about
home birth, woman Erica responded that her positive feelings, and visible demonstration of
professional support had given her, and her partner the strength to support her wish to give

birth at home:

‘...positive...straight from the word go....without the positive attitude and the
support then | would have gone down the same path as everyone else | think’ (Wm

Erica - interview).
This mirrors with this midwife’s description of home birth as the:
‘...icing on the cake’ (Mw Emma — interview)

For this woman, who had experienced a Community Midwife that she did not know
attending her first birth, it was also beneficial to feel the support of her own Community

Midwife’s colleagues:

‘it’s so good having a team of midwives who don’t see it as a weird thing to do...their

attitude to giving birth at home is fabulous’ (Wm Erica - interview)

However, as | note in my personal reflection [pg. 51], and from the interviews that were

conducted with the midwives where this was expressed, the enthusiasm and experience that
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several of the community midwife participants to have does not appear to have been
apparent to the women they were caring for. While the women reported that they felt that
they would be, or were, supported in choosing a home birth, this appeared to be a reflection

of professional requirement rather than professional interest and commitment:

‘I think particularly [Mw Davina], she never really, she encourages you to do

whatever...” (Wm Daisy — interview)

‘I think she goes by your notes and things, and your feelings, and just the person
herself; if they think that everything’s, if you feel comfortable, then she’s not going to

turn around and say...” (Wm Faye — interview)

My personal experience was supported within the midwives’ interviews where Community
Midwife Davina stated that ‘home births are the best part of the job’ and she and her team
are always ‘delighted if somebody chooses to have a home birth’, and Community Midwife

Fern when she shared her and her colleagues’ commitment to attending home births:

‘I think we all love doing home births, and you know, in an ideal world all Community
Midwives would love, but we’re all different characters, some of us are more nervous

than others’ (Mw Fern —interview)

A disparity was also generated within Dyad B during the data collection process. As
illustrated with the quotations throughout the chapter, woman B’s birth planning meeting
had contained detailed reference to the option of home birth in addition to the care

provision in the FSMLU, and this is reflected in the following quotes:

‘Wm Briony: | don’t think I've got any vibes really. P Bill: | think [AN Class Mw], and
[Mw Bethan] from what I've seen today, have been quite open about that as an
option haven’t they? (Woman indicates yes). Quite happy for it to be an option for
us. Wm Briony: | don’t feel like it would a massive inconvenience for them, | don’t get
that impression at all, | feel quite confident that they’ll support me if | do want a

home birth’ (Woman and Partner B — interview)

However, in her interview Community Midwife Bethan described her commitment to
community birth and the way that it led her to set up the FSMLU where her team were
based, and the importance she places on ensuring that all women being able to make

informed choices and decisions about where they give birth:
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‘I tell all women about their choices of home birth. | give everybody the leaflet
(indicates place of birth choices leaflet) and tell them, and then say, if the woman is a
previous section, | say ‘This is what is on offer, but in your case | would advise you to
go to hospital because that’s the safest place’, but | tell them, absolutely, same as

everybody’ (Mw Bethan — interview)

Despite an understanding of the influence of societal birthing norms and being positive
about home births, many of the Community Midwives discussed their practice of only
providing home birth information leaflets to women who demonstrated their interest in
their option. However, this was questioned by several (Mw Davina, Emma and Fern) during
their interviews as perhaps limiting a woman’s ability to consider home birth, although this

approach was supported by the then NICE Guidance (NICE, 2007).

Additionally, it was accepted by the Community Midwives that any formal discussion of
home birth was only routinely included at booking, and then the birth planning meeting —
leaving a duration of twenty-two weeks where no reference to home birth occurred. In the
case note audit, home birth discussions were documented by midwives caring for the
women planning home births an average of three times, which suggests the benefit of more
frequent discussions throughout pregnancy. The fact that the Health Board did not appear to
be concerned with working to increase the rates of planned home birth was reflected upon
by two of the Community Midwives, and so this gap in prescribed discussion points is not

guestioned in clinical practice:

‘...l don’t think management are for it [PHB] either, they talk the talk and say ‘This is
what we need to do’, but you need to get midwives to do it.” (Mw Bethan —

interview)

‘it’s heart breaking to tell these women one thing and then turn up on the day and
say ‘look I’'m sorry, there’s no staff’, to tell someone you haven’t got time to sit with
them, it is tragic really. And there was another one following that as well, when we

couldn’t scramble enough staff to do it’ (Mw Grace — interview)
Planned home birth by 36/40:

The illustration below [Figure 7] demonstrates how for most of the women (Wm Ava, Briony,

Chloe, Daisy and Grace), my analysis of their perception of care was that planned home birth
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visibility was raised slightly at their booking visit, and that they did not then receive any
input that increased the visibility of planned home birth during their second trimester of
pregnancy. The responsibility of education about home birth appears to have been left to
them, without the clear suggestion that this is an important part of their antenatal decision
making, and within their individual social contexts that possibly would not support this

learning.

Figure 7. lllustration of the levels of home birth visibility experienced by the women participants
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Attendance at antenatal classes did increase the visibility of planned home birth, but does
not, with the exception of woman Briony, appear to have done so sufficiently enough for
them to have made informed choices about this option as the topic was often discussed
minimally and did not initiate discussion about home birth outside of the classroom. The
observed birth plan meetings continued the same level of visibility for these women; with
the exception of woman Briony whose plan to give birth in the FSMLU appeared to facilitate
further detailed discussion of routine PHB care. The use of the term ‘high levels of home
birth visibility’ within this analysis is not, therefore synonymous with the belief that the offer
of home birth would never be declined once a woman has an adequate level of visibility.
Instead, it suggests that giving attention to the level of home birth visibility within antenatal
care means that women with a sufficiently high level of home birth visibility could then

decline home birth from a fully informed position.

Discussions with the women during their interviews indicate that it may be more beneficial
to ensure that home birth visibility is increased prior to the third trimester of pregnancy in
order to allow women to re-evaluate their view of birth, and the possibility of choosing to

give birth at home:
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‘I think now, at this stage, I'd probably just stick with going in to hospital. Maybe if I'd

thought about it a bit earlier to get my head round it...” (Wm Ava - interview)

In conclusion, even where a midwife felt that she was providing reference to home birth on
frequent occasions, these were not registered by the women participants. This analysis also
demonstrates that where women have had home birth suggested by their Community
Midwives, in addition to their support, the continued requirement or benefit of support
from the social network for the option of home birth is also important. Woman Faye in this
study had the strong support of her mother and also lived in a postcode area that was
shown within the home birth audit to have one of the highest home birth rates in the Health
Board. The Community Midwives caring for woman Faye in her previous pregnancy had
increased the visibility of home birth by discussing in such a way as to make it appear to be a
viable option for her to choose — in particular with reference to her precipitate labour. The
need to consider visibility within home birth decision making compared to other birth
locations is potentially greater because of home births social positioning as an alternative
birth location and the associated negative stereotypical positioning of home birth within the
media. In this study, the visibility of potential negative consequences of home birth was high

for the women planning birth in DGH facilities, and the visibility of any benefits seemed low.

In relation to home birth visibility, it could be considered that midwives clearly discussing
their professional opinions on the benefits and positive aspects of home birth with women

might be beneficial — regardless of where a woman is considering or planning to give birth.

Normal birth and planned home birth — a chicken and egg situation:

This theme considers the relationship between a woman’s knowledge and belief in her
body’s ability to birth her baby safely, with her ability to consider planned home birth as an

option.
Thoughts about birth — social influences:

Several of the women (Wm Briony, Daisy, and Gina; and Wm Emma at the time of her first

pregnancy) referred to the influence of their mothers, sisters, cousins and sister-in-law’s
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birth positive and negative experiences of birth on their own information gathering, and

their resultant decision making:

‘...everyone that | speak to that hasn’t had a water birth all they say is how painful it
is, but my Mum said, ‘yeah, it was painful, but while | was in the bath it was relaxing’,

so | just think that’s got to help if you’re relaxed’ (Wm Daisy — interview)

‘Res ‘...and what information was your Mum giving you?’

Wm Gina: Pretty much what she went through, so | know what’s going to happen so,

I’'m pretty clued up | think (laughs)’ (Woman Gina — interview)

Additionally, woman Faye’s mother was clearly a strong influence on her daughter’s view of

birth:

‘I wanted a home birth when | was pregnant with her but it was ‘No chance —
hospital’, that was all they thought of was getting you to hospital, but now, they
don’t want you to go into hospital until your contractions are 5 minutes apart...”

(Mother of woman Faye — interview)

However, the only references to family members’ birth experiences, to a minimal extent,
within the birth planning meetings of the other nulliparous women were observed in the

Dyad D:

‘Wm Daisy - Elli was 8 centimetres when she got to hospital wasn’t she. They were

like, are you in labour and she was like ‘I don’t know’.

Partner Daniel: She didn’t realise she was in labour’ (Woman and Partner D —

observation)

The comment above was not discussed further within the observed birth planning meeting.

Birth and intervention:

Brief references to resources, such as information leaflets and relaxation CDs, and
approaches to assisting the normal birth process by using upright birthing positions were

used by Mw’s Bethan and Davina during the birth planning meetings:
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‘There’s a fantastic relaxation CD I've just learnt about and it’s never too late to do
relaxation...l listened to it last week and | thought what a wonderful tool to have for
labour, to switch off and relax, so that’s something you could look at’ (Mw Davina —

observation)

However, as was discussed in relation to the quantitative analysis of the observation data,
the observed birth planning visits differed in terms of the percentage of time spent
discussing the physiological birth process, birth requiring interventions that are classified as
‘normal’ within the parameters defined by the Maternity care Working Party (2007), and
birth interventions that fall outside of these parameters. The birth planning meetings for the
women not planning to birth at home, particularly when planning hospital birth locations
(OU and AMLU), contained a greater proportion of references to obstetric interventions,

than where birth was planned at home or in a community setting.

Mw Anna: ‘This is it, to avoid the induction, so you know, once they can get you to
Labour Ward they’ll break your waters and get you on a drip with the drug in to get

things going for you, is that alright yeah?’
Wm Ava: ‘Yeah.’ (Dyad A — observation)

However, despite this, two of the Community Midwives (Mw Davina and Mw Grace) seemed
to acknowledge the way in which a DGH environment tends to have a medicalising effect on
a low risk woman’s labour, and tried to create support mechanisms to assist a woman’s
desire for a water birth in an OU setting, and to protect a woman from potentially

unnecessary fetal monitoring:

‘Water birth please’ (Writing on the top of birth plan in capital letters) (Mw Davina -

observation)

‘...say ‘Excuse me, why am | on this [CTG]?’, and they might say that baby’s heart
wasn’t quite right when you came in which is fair enough, or they might say ‘Sorry,
sorry’ and then you can come off and wiggle and jiggle around again’ (Mw Grace -

observation)

The observed birth planning meetings for women Erica and Faye suggested a different style
of discussion, with most of the content supporting the expectations of woman and midwife

that birth will take at home with minimal intervention:
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‘Excellent, it appears that you’re like a text book [name Wm Erica]. The back, from
what we heard from the heart beat, is on your right side, head is engaged, exactly
where we like them to be and it should make labour easier’ (Mw Emma —

observation)
Wm Faye ‘l only want gas and air, and plenty of it’ (Wm Faye — observation)

While Community Midwife Davina did not discuss this with me as a concern, she did state

her opinion that:

‘I think women have become disempowered to the degree in that they’ve lost faith in
their own bodies to be able to birth, there’s a lot of things on tele that scare people, |
don’t think ‘One born every minute’ (Channel 4, 2017) did anybody justice, women or
midwives really, and | think we have to keep tapping away and just keep inspiring

women and being honest about labour (Mw Davina - interview)

Confidence that you can give birth safely with nil or only minimal intervention may serve to
increase a woman’s confidence to consider or plan birth at home. The audit finding that a
large majority of the women who planned home birth had given birth vaginally to their

previous baby supports this assertion.

The influence of the community midwives on the women’s thoughts about birth:

Community Midwife Davina discussed the need for midwives to facilitate women to feel
positive about their ability to birth, and this was mentioned by other midwives as possible

approaches to encouraging women to consider home birth:

‘You can instil that confidence into them and explain why home birth is an option’

(Mw Fern - interview)

‘...you could say ‘Hospital or home’ and they’d say ‘Hospital’, and then you could say
‘Did you have trouble last time? Have you thought about it?’, and you could send

them away to think about it’ (Mw Grace - interview)

However, most of the women (Wm Ava, Briony, Chloe, Daisy, Faye and Gina) did not feel

their Community Midwives had influenced their views on birth — appearing to linked this
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their perception that they had not discussed birth, or place of birth with them throughout

their pregnancies:

‘I don’t know whether any conversations I've had with [name Mw Anna] would have
changed how | feel about it, I've always felt supported, so if I've had queries or
anything, just explaining if I've ever gone to [name Mw Anna] with a query about a
pain, or I've had this or I've had that, she’s always given me quite a medicalised
answer of what’s happening with my body, changes and helping me understand why
that might be the case. So it’'s more been conversations like that really’ (Wm Ava —

interview)

‘She hasn’t changed my views in any way, because we haven’t been discussing my
options as such, it’s just been about health, and stuff like that, but she’s definitely
given me confidence that everything’s fine, that everything’s on track and care as
well, the level of care that she’s given me given me a lot of faith in her’ (Wm Briony —

interview)

This situation contrasts with the way that Wm Erica explains how influential Mw Emma had

been for her and her partner is included above.

There appeared to be reflexivity between the birth location that a woman had been
considering throughout her pregnancy, with the care that she had received as a result of her
considering this particular location, and the way in which discussion about the birth process
was framed during her birth planning meeting. Where home birth or FSMLU birth was not
being planned, and the woman had not provided a prior reason for home birth or indeed
‘normal’ birth to be discussed in detail, the majority of Community Midwives, in addition to
not spending much time clarifying the level of knowledge that the women held about labour
and birth, followed a birth plan that resulted in a large percentage of time being spent
discussing obstetric interventions [Table 16]. This may further serve to reduce the inclination
for women to consider planned home births as discussions about induction, caesarean
section and epidural may reinforce the belief that birth needs to take place in, or near, an

obstetric unit.
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Figure 8. lllustration of how the Dyads’ initial interactions and their resultant subsequent interactions appeared to then
impact on the birth planning visits
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In conclusion, even though several of the Community Midwives discussed the importance of
birth being discussed in a way that generates confidence in their ability to birth, much of the
content of many of the observed birth plans related to obstetric interventions —in particular
where women were planning to birth in a DGH setting (OU or AMLU). The women did not
perceive that their Community Midwives had discussed birth with them in such a way to
alter their personal thoughts about birth, and the social influences that the women felt had

influenced their views were not discussed within their antenatal care provision.

Study strengths and limitations:
Strengths:

The study provided an opportunity for detailed exploration of the 36 week birth planning

visit for low risk women, within one local health board.

The rigour of the study is provided by the use of appropriate data collection methods,
accurate transcriptions, and adoption of a recognised approach within the qualitative data

analysis.

Use of non-participant observation is infrequent within birth place decision making research,
so this study is unusual in its access to this form of data. Use of semi-structured interviews is

a more frequently taken approach.

Use of the non-participant observation proforma and semi-structured interview approach
resulted in data that was easily comparable for each participant dyad, whilst also facilitating

flexibility to allow individual experiences and thoughts to be recorded.

The methodological decision to conduct the semi-structured interviews after the

observations is felt to have provided the participants with the ability to speak freely during
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their individual time with the researcher, and also allowed the researcher to refer to the

content and approach taken within the observed birth plan during the interview.

The opportunity to pay attention to confirming and disconfirming was provided within the

study design.

Alongside the seven women participants, several of the women were accompanied by their
partners. This was an unintended benefit which enabled their experiences and thoughts to

be recorded.

Involvement of a Welsh speaking Research Officer during the birth planning visit for two
women enabled care provision and participation in the study to be provided in their

language of choice.

The use of the case note audit provided an additional source of data with which to further

contextualise the findings of the observation and interview study.
Limitations:

The study did not recruit a range of women to provide diversity regarding parity and birth
place —all the primiparous women were not choosing to birth at home, and all the

multiparous women were planning a home birth.

The study was conducted prior to the publication of the NICE Intrapartum Care (2014)
guidelines around place of birth. It is possible that this publication may alter the way in

which contemporary birth planning visits are conducted.

While the decision to analyse the midwives and woman’s interviews together, rather than
individually, was considered to be the most appropriate approach at the time of data
analysis, it may have been useful to consider the two sources individually, and to then
collate the codes from each source. This may have provided a clearer and beneficial picture
of the ways in which the two groups of participants experienced the birth planning meeting

and birth planning in general.

The study only recruited midwives who stated that they felt positive about the offer and
provision of planned home births. It would have been beneficial to have recruited some

midwives who did not feel positive in order to explore their experiences and thoughts.
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However as the data shows, a positive attitude to home birth translates variously into

practice.

The sample was small, and data were only collected from within one local health board
therefore no national perspective on barriers and facilitators to planned home birth decision
making is possible. Consideration of the findings in the context of wider literature, and in

relation to the thesis of the whole, will enhance the transferability of these findings.

Inclusion within the audit of case notes where women did not plan to birth at home would
have provided comparison with the documentation where a hospital birth was being

planned.

Implications:

This study was successful in its aim of investigating the birth planning discussions of seven
low risk Community Midwife and woman dyads, and in investigating the facilitators and
barriers to increasing planned home births across one local health board’s maternity service.
The study found four main themes within the data in terms of the ways in that clinical care
provision may have been impacting on a woman'’s ability to birth at home. These were -
fragmented antenatal care provision; informed choice around home birth and place of birth;
the visibility of planned home birth; and normal birth and planned home birth — a chicken
and egg situation? These factors will be briefly concluded below in terms of how these

findings could be applied to antenatal care provision.

For the women participants who were experiencing their first pregnancy, and were not
planning to give birth at home, the fragmentation of discussion about their forthcoming
birth experiences appears to have been a missed opportunity to discuss labour and birth
informally during routine care provision. Continuity of care provision was viewed as
beneficial in many ways by the women and community midwives, but did not ensure that a
relationship that facilitated birth related discussions was created. If these relationships had
served to create a relationship of trust and support between the dyad based on an
encouraged period of reflection and open discussion between them than that could have
potentially provided a stronger platform for discussion about birth, and planned home birth.

Therefore, an implication of this study may be that Community Midwives could be
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supported to create opportunities within routine antenatal care provision to discuss a
woman'’s feelings towards her forthcoming labour and birth, and relate these to the option
of planned home birth. Reference to the antenatal classes that women have been attending

could also help to unite these two aspects of care provision more effectively.

Findings of this study suggest that to enable more women to make informed birth place
choices, it may be useful to explore the way in which midwives discuss and offer home birth
to women. This study demonstrates that for many women, discussion and the offer of home
birth ceases once a woman has not responded positively when it is first mentioned to her.
An anecdotal reference by one of the Community Midwife participants suggests that
midwives find the promotion of home birth difficult. Additionally, for many women the
opportunity to access evidence-based discussion and information about home birth will only
ever be provided by their maternity care providers as women often do not have members of
their social network who tell them about home birth. In terms of how home birth should be
discussed, it appears that women could benefit from more aspects of home birth provision
being categorically explained, rather than referred to implicitly. Potentially relevant factors
in terms of all of these elements being used in combination so that a woman is being
informed categorically that her home is one of her birth place options, how care would be
provided, that home birth will be brought up again by the Community Midwife in
subsequent antenatal appointments, and that her Community Midwife is encouraging her,
from a professional perspective, to fully consider home birth and make a decision about this
option. This study found that despite several of the Community Midwives being extremely
positive about women having access to the option of home birth, and caring for women
during home births, this professional perspective was often not seen by the women they
were caring for. This may be because once an offer of home birth is declined, Community
Midwives may feel unable to discuss the option further — meaning that only women who are
planning home births are exposed to this, or that they can only mention it with women

planning to birth in other locations when they have recently attended home births.

The study findings also suggest that consideration of how to increase the visibility of planned
home birth throughout the duration of a woman’s pregnancy may be useful where a
maternity service wishes to increase the rates of service users considering and choosing to

give birth at home. It seems that a certain level of visibility in terms of an understanding of
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the risks and benefits as they relate personally to her is needed before a woman translates
an awareness of home birth into a realistic option for herself. In order to achieve this,
Community Midwives may need to work to address the balance of the high level of visibility
around the negative aspects of planned home birth, such as are reported in the media or
discussed amongst individuals without access to current evidence based information that
women are more commonly familiar with. Additionally, Community Midwives discussing
their professional opinions on the benefits and positive aspects of a woman’s personal
suitability for planned home birth might be beneficial — regardless of where they are

considering or planning to give birth.

Within this sample of women where the offer of a planned home birth had been responded
to positively at the start of pregnancy the content of their routine antenatal care
appointments appear to have contained more references to labour and birth, and planned
home birth than did the equivalent care experiences received by those who were not. It is
suggested that this (the chicken), then affects the content and style of the birth planning
visit that the woman experiences (the egg), and in turn affects the way in which a woman
may even at that point be assisted to consider or choose a planned home birth because of
how birth has been portrayed to them (the chicken). Therefore, in the way that was
discussed above in relation to increasing birth relate discussions within the Dyad, rather than
fragmenting these conversations across care providers, this study suggests that assisting
women to view birth positively may facilitate their ability to personally consider to birth at

home.

A limitation of this study was that only Community Midwives who feel positive about home
births, and who are, in terms of their years of qualification and experience, senior
Community Midwives were recruited. However, this factor is interesting in terms of allowing
consideration that despite this, some areas where clinical practice could be developed to
promote home birth more effectively were still been found. Therefore, it is possible that
amongst Community Midwives who do not feel positively towards planned home birth, a

greater range of practice development may be required in addition to that suggested above.

Conclusion:
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As was stated earlier, the experiences and influences on women as they make decisions
about birth location are complex and multi-faceted. Therefore, it is not possible to have total
clarity about the best way to interpret and consider the findings in terms of the best way to
enable more women to make informed decisions about home birth. However, as a result of
conducting this study, it appears possible to categorise pregnant women in to two main
groups in terms of the Community Midwife input that is required for an informed choice or

declination of home birth to be made:

Enabling a woman who commences her pregnancy with no interest or little knowledge about
home birth to feel that an offer of home birth has been made to her, to know that an active
choice in birth location needs to be made, and to gain sufficient knowledge and support to

make a fully informed choice about this birth place location

Enabling a woman who commences her pregnancy with the hope of planning a home birth
to feel that an offer of home birth has been made to her, and to ensure that she feels
supported in her decision making and has sufficient knowledge to make an informed choice

about birth place location

The findings of this study suggest that in both of these scenarios the woman requires
communication that both provides factual and more holistic aspects that facilitate her
consideration and informed decision making around home birth. However, as
acknowledged, this study was only conducted within one local health board with a small
sample. Therefore, it was felt to be useful to contextualise these findings by conducting a
scoping review to explore the published UK and international literature on planned home

birth decision making. The scoping review is reported in the next chapter.
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Chapter Four — Scoping review of planned home

birth decision making

Introduction:

This chapter leads on from the initial exploratory study which found that varying approaches
to the way that home birth was discussed and offered to women may have resulted in
several low risk women not making a fully informed decision about whether they wished to
birth at home. Conversely, some midwifery practices appeared to relate positively to women
making informed decisions about the option of home birth. Findings showed that four ways
that clinical care provision may have been impacting on a woman’s ability to birth at home.
These were - fragmented antenatal care provision; informed choice around home birth and
place of birth; the visibility of planned home birth; and normal birth and planned home birth

— a chicken and egg situation?

This scoping review was undertaken to enable a wider review of the factors that may
influence women during their home birth decision making process, in order to gain a more
in-depth understanding of the issues. The review enabled consideration of national and
international factors and it was anticipated that this additional information would be
beneficial in the further consideration of this aspect of maternity care provision. In line with
the pragmatic approach taken within this thesis, it was anticipated that the results of this

review would be useful in determining the next stage of the research process.

Methods:
The aims of this scoping review were to:

1. To broadly explore the published literature surrounding women’s decisions to plan a

home birth.
2. To highlight any gaps in the existing literature

3. Suggest directions for future research in to the process of women’s home birth decision

making.

96



Rationale for conducting a scoping review:

The development of rigorous methods within literature reviewing has developed as a result
of the need for health professionals to be providing clinical care based upon the best
available healthcare evidence. Several different review approaches are available, with
selection of review type made according to the aims of the review and the available
resources. Arksey and O’Malley (2005) placed the scoping review methodology in the middle
ground between systematic and narrative reviews processes, and state that this review is
one review type among many that can be used to review literature. Moher et al (2015),
while acknowledging that all of the following reviews are undertaken using scientific and
systematic principles, summarise possible review types within the systematic review
‘family’: systematic reviews are used to answer questions about the effectiveness of possible
interventions; rapid reviews are used when time is of the essence; that an evidence map
provides a visual representation of the published studies; that a realist review is useful in
terms of understanding how and why complex social interventions may be effective; and
that scoping reviews are useful when a researcher wishes to gain an overview of a broad
subject area. This is in line with Colquhoun et al (2014, p.2) who define a scoping review as ‘a
form of knowledge synthesis that addresses an exploratory research question aimed at
mapping key concepts, types of evidence, and gaps in research related to a defined area or
field by systematically searching, selecting, and synthesizing existing knowledge’. Additional
detail is provided by Moher et al (2015), who state that scoping reviews can be undertaken
in order to summarise and disseminate research findings, to identify research gaps, make
recommendations for future research or to map a body of literature in relation to a specific
attribute, such as time, location, source or origin. Therefore, in terms of the initial two aims
of this literature review, and for the possible future application of the results of this review,

it was felt to be an appropriate decision to use a scoping review approach.

In terms of the extent of the published literature about home birth decision making,
following an initial search for published work it was unclear as to what the extent and
breadth of research studies relating to decision making was, both in the UK and
internationally, and so the process of mapping the literature and acknowledging any gaps in

the literature, was felt to be beneficial (Frith et al., 2014). Secondly, in order to gain as full a
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picture as possible of how the relevant parties - service users and service providers - viewed
influential aspects around home birth, it was felt beneficial to be able to include a wide
range of literature types — qualitative, quantitative, and mixed methods research studies;
along with non-research articles written by maternity professionals, service users, midwife
academics; and other relevant academics that were published within relevant professional
journals (Edge, 2006). The inclusion of a wide range of evidence is accepted within scoping
review methodology (Arksey and O'Malley, 2005), and this also aligns with the mixed

methods approach that is used within the thesis as a whole.

Thirdly, in comparison to traditional narrative reviews, adopting a systematic approach to
the finding, and inclusion and exclusion of articles whilst retaining the wide variety of
sources of information was felt to add to the rigour, and potential usefulness of the review

(Levac, Colquhoun & O’Brien, 2010).

The use of scoping reviews within health care has increased over the past two decades
(Levac, Colquhoun & O’Brien, 2010), and in maternity care, during the last fifteen years
scoping reviews have been conducted by researchers exploring varied aspects of care
provision. These include an exploration of the organisational culture in maternity care (Frith
et al., 2014), the policy and provision of perinatal healthcare in prisons (Edge, 2006), and the
consideration of healthcare support workers within the nursing and midwifery workforce
(Griffiths & Robinson, 2010). However there has not been a scoping review undertaken to

explore planned home birth decision making.
Design:

The first attempt to define scoping review methodology was undertaken by Arksey and
O’Malley (2005). Prior to this, various types of review ‘animal’ were being used, but without
consistent definitions being applied. It is acknowledge and discussed in terms of the
proposed strengths and limitations of this review at end of the chapter, that scoping review
methodology has developed significantly since 2010 and that were this review to be
conducted now in 2018, that some additional considerations may be applied (Cacchione,
2016; Peters et al, 2017). However, because this review was initially conducted in 2013 prior
to the publications that disseminated recent approaches to scoping reviews, this review

follows the six stepped scoping review framework that was initially developed by Arksey and
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O’Malley (2005), and then advanced further by Levac, Colquhoun and O’Brien (2010). The six

stages proposed by Levac, Colquhoun and O’Brien (2010) are:

Stage 1: clarifying and linking the purpose and research question

Stage 2: balancing feasibility with breadth and comprehensiveness of the scoping process
Stage 3: using an iterative team approach to selecting studies

Stage 4: data extraction extracting data

Stage 5: incorporating a numerical summary and qualitative thematic analysis, reporting

results, and considering the implications of study findings to policy, practice, or research

Stage 6: incorporating consultation with stakeholders as a required knowledge translation

component of scoping study methodology

Within this chapter, stages one to five are discussed and reported. Stage six was not
undertaken as the next stages of the research process evolved to include the input of

stakeholders in another way.
Criteria for study inclusion:

Sources published between 1993 and mid-2015 were included within this scoping review.
Initially, the intention of the review process was to retrieve solely empirical studies — either
using qualitative, quantitative, or mixed methods. However, after starting the review and
becoming aware of the nature of the ideas and information that this limitation was
excluding, this limiter was then widened to include non-research based, peer reviewed
sources. A recognised strength of the scoping review methodology is that it permits access
to a breadth, depth and comprehensiveness of evidence that can be included from a given
field of enquiry in a way that other review methods may not (Levac, Colquhoun & O’Brien,

2010), and this was embraced and achieved within this review.

To be included the non-empirical sources needed to be informed by a relevant professional
perspective or experience, or by a service user who has a relevant personal perspective or
experience — this would include also wider family members such partners and children, in
addition to women themselves. The benefit of including such a range of sources was that it
would allow a wider and perhaps more holistic perspective on home birth decision making

than only including solely empirical studies.
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The decision was made to include sources from outside of the UK if the maternity service
provision included access to aspects of community care provision or decision making
opportunities that were considered broadly similar to that found within the UK. This was
because the review aimed to explore aspects of maternity provision that the commentators
or study participants found beneficial or difficult in terms of home birth decision making. It
was not necessary for all of the included maternity services to provide all of the features of

care proposed or provided by the maternity services in the UK.

Search strategy and screening methods:

The scoping review search strategy is included in Appendix 11. As noted, the review
employed broad search terms in order to ensure all relevant articles were captured during

the retrieval process.

The initial start date of 1993 was chosen as this was prominent in the development of UK
maternity policy in terms of support for women’s choices in birth place, and the re-
emergence of discussion of home birth as a suitable location for women to choose
(Department of Health, 1993). Language choice was determined by the fact that this PhD is
being conducted in Wales, a bilingual country where English and Welsh are both official
languages and where access to a Welsh translation service is free. The lack of funds as part
of the PhD studentship for the translation of articles that were not published in Welsh or
English resulted in the exclusion of articles not published in English or Welsh. The decision to
include research and comment from comparative countries was made from a lack of
knowledge about the extent of research findings generated from with the UK, and a desire
to obtain professional opinion and research findings from as wide a relevant knowledge base

as possible.

The search was initially conducted in 2013 and so included publications between the years
1993 and 2013, and a search was conducted in September 2015 to update the evidence base
from 2013 - 2015.

Study selection:

Levac, Colguhoun and O’Brien (2010) recommend a team approach to study selection,

however, in this review study selection was undertaken mostly by me, although my
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supervisory team were also involved where there was uncertainty. It is increasingly
acknowledged within scoping review methodology that this stage of the review process
should be undertaken by two reviewers independently of each other (Peters et al, 2017) and

so this has been noted as a limitation of this review.

Retrieved articles were screened for relevance initially by reading the titles, and then at the
abstract level. It was a frequent occurrence that non-empirical titles such as ‘My lovely c-
section’ (Taylor, 2010) needed to be read at abstract level in order to ascertain if they met

the inclusion criteria for the review.

A number of further articles [n=36] were also obtained by a snowball process by reading the

reference lists of included articles.
Quality assessment:

In accordance with scoping review methodology, no quality appraisal of the included sources
was undertaken. This decision was made in 2013 at the time that the initial scoping review
search was conducted, and was not reviewed when the decision to revisit the search was
made in September 2015. While recent literature regarding scoping review methodology
continues to support this approach (Peters et al, 2015), it is acknowledged that a formal
assessment of methodological quality of the included empirical publications could have been
undertaken using the relevant CASP tools (CASP UK, 2018). This may then have enhanced the
review findings by ensuring that they could be assessed against the quality of the sources
that generated them. This approach was taken within Coxon et al’s (2017) recent review. A
lack of quality appraisal has been included as a potential limitation of the review to
acknowledge that this process would have added to the validity of the findings, creating

greater confidence and trustworthiness of the findings.
Data extraction and synthesis:

Data extraction forms were designed and used [Appendix 12]. This is a recognised approach

within recent scoping review approaches (Peters et al, 2017).

The aim of data extraction was to illuminate factors that may influence women during their
home birth decision making process, and so data was initially gathered in relation to two

broad questions:
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What is reported or perceived to have helped women to choose a planned home birth?

What is reported or perceived to have hindered or prevented women choosing planned

home birth?

Thirdly, in order to scope the way in which studies had been conducted to increase the rates
of home birth worldwide, data in relation to the question “What research has been

undertaken with the aim of increasing planned home birth rates?’ was also gathered.

Levac, Colgquhoun and O’Brien (2010) again recommend a team approach for this stage of
the scoping review process, but as the majority of this process was undertaken individually

this has again been noted as a limitation of this review.

The analysis followed a thematic analysis approach, consistent with Braun and Clarke (2006).
The included sources were printed, and read several times to gain a broad understanding of
their content. During this process the text was highlighted manually using different coloured
highlighter pens to note areas of text addressing each of the three broad questions. This

information was then uploaded to the data collection forms.

After highlighting the key areas of text, the sources were then re-read and codes noted
alongside each area of text that related to the content of the section [Appendix 13]. The
codes were then collated under the questions relating to what is reported to help women
plan to birth at home, or that which is reported or perceived to hinder or prevent women
from birthing at home - with the related quote or summary from each of the sources noted
beneath the code as a heading [Appendix 14]. These codes were then used to create the

four broad themes.

During the supplementary stage of the review in September 2015, the sources were again
highlighted according to the three questions, and the data coded alongside the previously

recognised thematic areas.

Many of the publications were found to provide data appropriate to several of the resultant

review themes and this is illustrated in Appendix 15.

Initial results:
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Levac, Colguhoun and O’Brien (2010) recommend a three step process within stage five of
the scoping review process — analysing data, reporting results and applying meaning to the
results. It is their opinion that stage five is required to be the most extensive stage of the
review process, and that it is within this stage that the framework outlined by Arksey and

O’Malley (2005) required greater development.
Search results:

Out of 2045 records that were screened and checked, 195 full text articles were included in

this review [Figure 9].

Figure 9. PRISMA diagram to illustrate the review process

“ PRISMA 2009 Flow Diagram

c
o
s Records identified through
.:E database searching
£ (n=2045)
a
=
Records after duplicates removed Duplicate records removed
{n=1585) after reading title or abstract
(n=260)
g
'E v Records excluded, with reasons
g Records screened on title and abstract (n = 1351 titles)
@ (n=1985) > + Off topic (1351)
(n = 475 abstracts)
+ Off topic (363)
+ Unable to retrieve full
J text (112)
— :
Full-text articles assessed Full-text articles excluded,
z for eligibility > with reasons
z (n=159) (n=0)
B
E I
Additional records identified
— through other sources
(n=236)
)
= Studies included in
i quantitative synthesis
% (meta-analysis)
£ (n=195)

The PRIMSA diagram shows that 1351 sources were excluded from the review where the
inclusion criteria were not met. Sources were considered to be off topic where the maternity
service provided a was significantly different context to that in the UK context, for example
concerning the decision to birth at home in a developing country; or where the focus of a

source was on the clinical outcomes of planned home birth rather than the decision making
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process. It was not possible to retrieve 112 of the 2045 identified sources because the
University did not have a subscription to these journals, and there were no additional
financial resources to complete the review — in particular Midwifery Matters (Midwifery

Matters, 2016).
Description of included sources:
A summary of the 195 included sources is provided in Appendix 15.

In total, 195 sources from four continents were included in this scoping review. The majority

of the sources originate in Europe, with the majority of evidence originating from the UK.

The rate of published articles about planned home birth decision making has increased since
1993. It appears to have peaked between the years 2008-2012. This coincides with the
publication of the Birthplace in England results (Birthplace in England Collaborative Group,

2011).

The review contains both research (n=119) and non-research based sources (n=76). The
most commonly used data collection method used within the included research articles was
interviews, and the most common data collection method within the non-research based
group of articles was professional discussion, defined as being where an individual has

provided a professional perspective to an aspect of planned home birth decision making.

The review has included the voice of a wide range of relevant individuals. In approximate
numbers, this includes 741,300 women maternity service users, including 5570 women who
were planning or who had birthed at home; seventy male partners, including thirty-nine
partners of women who were planning home births; four wider family members including
grandparents and children; 3,600 midwives; an additional 630 members of the wider

maternity multi-disciplinary team, and twenty professionals from other disciplines.
Study quality:

No assessment of quality was made of the 119 empirical sources.

Thematic findings:

There are five main themes from this review — that a woman’s individual social context

profoundly influences her ability to consider or plan a home birth; that how a woman views
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birth influences her ability to consider or plan a home birth; that the midwifery care that a

woman receives can either enhance or reduce her ability to consider or plan a home birth;

that the context of the maternity service care provision can influence the ability for women

to decide to birth at home, and how intervention studies have been implemented to

increase the planned home birth rate. These are presented below.

Table 17. Table to illustrate the review themes

Theme Sub-theme

The influence of social Partners

context .
Family
Friends

Individual socio-demographic characteristics

The wider social context

Women’s views of birth

Previous birth experiences
Expectations for birth

Birth preferences

The influence of midwifery

care

Care that enhances or reduces a woman’s ability to consider

or plan home birth

The context of the maternity

service

The influence of other healthcare providers
Home birth amongst other available birth settings

The prioritisation of planned home birth within individual

maternity services
Midwifery leadership

The impact of poor staffing levels

Intervention studies to
increase planned home birth

rates

Components of intervention studies
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Theme 1: The influence of social context

A woman’s individual social context profoundly influences her ability to consider or plan a
home birth. This is explained by Arcia (2015, p.13), who states that ‘normative choices are

the backdrop against which the mother’s expectations and decision occur’.

Therefore, members of a woman’s social network, that could include her partner, family and
friends, can facilitate or reduce her ability to consider or choose to birth at home.
Additionally, within the published literature, certain favourable socio-demographic
characteristics are seen to reoccur in the profiles of the women who plan to birth at home,
and the birth culture of her wider society may also influence decision making — particularly
where a medicalised birth culture is dominant and her individual social network does not

counter this approach.
Partner support:

Rogers et al (2005) found that women place their partners, in combination with their own
views, as the most influential factor in their birth place decision making. Partners can
‘generally dissuade’ women during pregnancy before they come to ‘a firm decision’ on
whether to plan to give birth at home (Dagustun, 2009; Lavender & Chapple, 2005). Male
partners often state that they did not have a significant influence over their partner’s
decision making, and that they would support their partners in a home birth if that is what
she wished for (Coxon, 2012, Houghton et al., 2008, Bedwell et al., 2011). However,
Edwards states that women do not wish to challenge the person that they ultimately need to
rely on, especially if they do not feel overly confident themselves (Lavender & Chapple,

2005, Edwards, 2008b, Bourke, 2013).

Partners are noted to be important support mechanisms for women who plan home births,
and reports of planned home births almost always include the presence of a supportive
partner (Rogers et al., 2005, Houghton et al., 2008, Andrews, 2004a, Andrews, 2004b,
Dagustun, 2009, Lavender & Chapple, 2005, Madi, 2001, Madi & Crow, 2003, Ng & Sinclair,
2002, Ogden et al., 1997b, Shaw & Kitzinger, 2005, Bourke, 2013, Green, 2015, Jervis, 2014,
Johnson & Davis-Floyd, 2006, Jowitt, 2014, Budin, 2013, Sinnhuber-Giles, 2008, Walsh et al.,
2011, Bailes & Jackson, 2000, Vries, 2010, Taylor, 2010, Viisainen, 2001, Lindgren et al.,
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2006, Sjoblom et al., 2006, Morison et al., 1998, Magri, 2012, Kontoyannis & Katsetos, 2008,
Goldstein, 2012, Catling-Paull et al., 2011).

The influence of a supportive partner was protective in terms of women being able to
counter the negative responses they experienced during interactions with family or friends

(Viisainen, 2001; Jouhki, 2012).

Sometimes a partner is noted to have been supportive of home birth from the start of his
partner’s pregnancy (Johnson & Davis-Floyd, 2006, Lindgren et al., 2006, Morison et al.,
1998, Lindgren & Erlandsson, 2011, Viisainen, 2001, Bailes & Jackson, 2000, Magri, 2012,
Mottram, 2008). However, it is more common in the literature to observe that women
participants wishing to plan a home birth had been conscious of their partners’ need to
‘come to terms’ with the idea, with the acceptance that their role was to help them during
this process (Goldstein, 2012, Kontoyannis & Katsetos, 2008, Lindgren & Erlandsson, 2011,
Lindgren et al., 2006, Lundgren, 2010, Morison et al., 1998, Taylor, 2010, Vries, 2010, Walsh
et al., 2011, Welch, 2001, Andrews, 2004a, Madi, 2001, Halton, 2006, Ng & Sinclair, 2002,
Edwards, 2005, Shaw & Kitzinger, 2005, Ashley & Weaver, 2012a). There are very few
references within the home birth decision making literature of a male partner suggesting to
his pregnant partner that their baby’s birth should take place at home. Examples of this are

only seen in two studies, with three partners (Ogden et al., 1997b, Coxon, 2012).

Factors suggested to assist a partner to support a choice of planned home birth are
confidence from knowing his partner or wife has already had a normal birth, and in the
system providing maternity care (Catling-Paull et al., 2011), being surrounded by people who
were positive about home birth (Morison et al., 1998; Vries, 2010, Magri, 2012), and the

support of a midwife for a woman’s choice (Kontoyannis & Katsetos, 2008).

There is evidence to suggest that amongst couples who do not intend to plan a home birth, a
process of silent decision making takes place (Bedwell et al., 2011). In this situation no
importance is placed on clarifying the reasons why both parties prefer not to give birth at
home, either amongst themselves, or with a midwife (Madi, 2001, Houghton et al., 2008,

Bedwell et al., 2011)

Family that is knowledgeable, experienced and supportive of planned home birth:
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Amongst the women in the published literature who decided to plan a home birth,
numerous qualitative articles refer to family members as mostly providing support for their
choice (Ashley & Weaver, 2012a, Dagustun, 2009, McCourt, Rance, Rayment & Sandall,
2011, Ng & Sinclair, 2002, Ogden et al., 1997b, Shaw & Kitzinger, 2005, Grace, 2014,
Kornelsen, 2005, Vries, 2010, Catling-Paull et al., 2011, Wiegers et al., 1998). In addition to
these research articles, the vast majority of all of the non-research based published
literature written by women service users and professional service providers provides
evidence that most of the women who plan a home birth had either learned about home
birth through their families and were therefore influenced by their families to consider this
choice (Morison et al., 1998, Murray-Davis et al., 2012, Parratt & Fahy, 2004), or they went
on to receive support from their families for this choice (Dobson, 2009, Gannon, 2005,

Richley, 2011).

Family members holding a positive birth philosophy (Angha & Scaer, 2008, Lothian, 2002),
discussion of positive birth experiences (Dahlen et al., 2008, Lothian, 2010) or birth place
choices (Lothian, 2010; Lothian, 2013; Magri, 2012; Angha & Scaer, 2008; DiFilippo, 2015;

Gibbons, 2015) are viewed as supportive to women.

The influence of a woman’s mother on her choice to give birth at home may be strong, as
mothers of several of the participants in the cited research studies had also give birth at
home (Ogden et al., 1997b; Dobson, 2009; Gannon, 2005; Richley, 2011). Dagustun also
found that many of her participants planning home birth had same generation relatives,
such as sisters who had had planned home births (Dagustun, 2009), as did McCourt, Rance,
Rayment & Sandall, (2011), and this is supported within the international literature (Taylor,
2010; Dahlen et al., 2008; Sluijs et al., 2015). The way in which knowledge of planned home
birth is transmitted within families, where a member is planning, or has had a successful
planned home birth is illustrated in a number of sources (Lowden, 2012; Stephens, 2008;

Richley, 2011).

A transitional process is referred to, possibly similar to that undergone by some partners, of
family members becoming supportive of a relative choosing to give birth at home, after
initially holding a negative view of this option (Edwards, 2005). However, family support is

not always essential as some women have described how their family members did not ever
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become supportive of their choice to give birth at home (Andrews, 2004a; Ashley & Weaver,

2012a; Lavender & Chapple, 2005; Noble, 2015).

Amongst women in this body of literature who did not plan to give birth at home, it is
evident that for many their families were more positive towards hospital being the planned
birth place (Dahlen et al., 2008; Arcia, 2015; Lavender & Chapple, 2005; Coxon, 2012; Sluijs
et al., 2015). Alternatively, for some women there was a lack of discussion about birth place

options within the family when a hospital birth was being planned (Kornelsen, 2005).
Friends that are knowledgeable, experienced, and supportive of planned home birth:

Friends are common sources of information for women seeking all forms of birth
information (Catling-Paull et al., 2011; McCourt, Rance, Rayment & Sandall, 2011; Jouhki,
2012; Soltani et al., 2015).

Much of the international home birth decision making literature illustrates that in the
majority of cases women experienced positive reactions about home birth from their friends
(Catling-Paull et al., 2011; Jouhki, 2012; Lindgren & Erlandsson, 2010; Lothian, 2010; Lothian,
2013; Lundgren, 2010; Morison et al., 1998; Murray-Davis et al., 2012; Taylor, 2010; Walsh
et al., 2011; Wiegers et al., 1998), and that on occasion their friends were present to support
them during their labours at home (Budin, 2009; Budin, 2013; Johnson & Davis-Floyd, 2006;
Kornelsen, 2005; Murray-Davis et al., 2012; Walsh et al., 2011; Welch, 2001).

The process by which knowledge and awareness of planned home birth is transmitted by
women who have had a planned home birth amongst their female friends, and on occasion
by their partners to other partners, is illustrated within anecdotal and research based
sources (Andrews, 2004b; Craig, 2010; Davis, 2011; Dobson, 2009; Dagustun, 2009; Halton,
2006; Lowden, 2012; Madi, 2001; Ng & Sinclair, 2002; Richley, 2011; Dahlen et al., 2008;
Magri, 2012).

Members of home birth support groups can function as a micro social network for women,
including for women who did not have friends who were knowledgeable about home birth

prior to joining the group (Grace, 2014; Jervis, 2014).

References to negative reactions to planned home birth were reported in a number of
sources, where friends tried to convince women to birth in hospital (Sjoblom et al., 2012;

Viisainen, 2001). Anticipating negative reactions, and actively avoiding discussions with
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selected people was referred to as a coping strategy in several articles (Morison et al., 1998;

Lothian, 2010; Lothian, 2013; Catling-Paull et al., 2011).

Amongst women who did not plan a birth at home, the literature suggests that these women
do not talk about planned home birth with any friends (Dagustun, 2009; Madi, 2001;
Houghton et al., 2008).

Individual socio-demographic characteristics:

Women who birth at home in the UK were mostly, but not exclusively, noted to be born in
the United Kingdom, or living in the UK but born in developed countries, aged around 30
years of age, in the higher socio-economic bracket, living with their husbands or partners,
and having had a elements of higher education (Ashley and Weaver, 2012a; Brintworth &
Sandall, 2013; Edwards, 2005; Madi, 2001; Madi & Crow, 2003; McCutcheon & Brown, 2012;
Munday, 2003b; Ogden et al., 1997a; Mastroianni, 2012; Craig, 2010; Carter, 2012; Dobson,
2009; Green, 2015; Jervis, 2014; Jowitt, 2014; Soltani et al., 2015; Nove, Berrington and
Mathews., 2008).

This socio-demographic profile aligns with the ‘privileged identity’ that is discussed by Coxon
as a woman who is ‘white, native born and speaks ‘received’ English, graduate, relatively
affluent, married or in a long-term relationship, of an appropriate age to have children, and
with a moderate-sized family’ (Coxon, 2012, p.133). Possessing some or all of these
privileged characteristics may actually enable women to access birth place choices to a
greater extent than women who do not have these characteristics (Coxon, 2012; Law et al.,

2009; McCourt, Rance, Rayment & Sandall, 2011; Thomas, 2006).

Women from black or minority ethnic groups, women who were single and those who were
deprived were less likely to feel that they had been offered a home birth than women from
other socio-demographic groups (Redshaw et al., 2007, Redshaw & Heikkila, 2010), along
with women with lower levels of educational attainment and those living in deprived areas
(Redshaw & Heikkila, 2010). Women who are least likely to achieve a home birth are those

who were born in Bangladesh, India and Pakistan (Nove, Berrington and Mathews., 2008).

However, exceptions to this situation exist. Midwives, often members of home birth teams,
refer to the fact that they support women from a variety of socio-demographic

characteristics such as varied age ranges, marital status, race, and education (Davis, 2011;
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Richley, 2011; Carter, 2012 Collins & Kingdon, 2014; Rogers, 2009). However, McCourt,
Rance, Rayment & Sandall, (2011) report how, despite the aim to provide case loading
services and the associated choice of home birth to women from a lower socio-economic
groups, it was often women from more affluent areas who requested to be cared for by

these teams, generating a perceived inequality in care provision.
The wider social context:

Much of the literature suggests that the national birth culture of the UK (Ashley & Weaver,
2012b; Coxon et al., 2015; Dagustun, 2011; Edwards, 2008c; Gifford, 2003; Ng & Sinclair,
2002), and of the majority of Western countries (Arcia, 2015; Ball, 2014; DiFilippo, 2015;
Kontoyannis & Katsetos, 2008; Viisainen, 2001; Sluijs et al., 2015) has been influenced by the
medicalised approach to childbirth. McCourt, Rance, Rayment & Sandall, (2011) conclude
their discussions around birth place choice by noting that most of their interviews reflected
the fact that out of hospital birth is no longer the norm. The media is frequently referred to
as a potential source of fuel for the medicalisation process (DiFilippo, 2015; Walton et al.,

2014).

Theme 2: Women'’s views of birth

The evidence shows that the way in which a woman views birth will influence her ability to
consider or plan a home birth. Factors such as previous birth experiences, expectations for

birth and birth preferences all appear to impact on planned home birth decision making.
The influence of previous birth experiences:

After giving birth once, women consider their own experiential knowledge as a key source
for subsequent birth place decisions (Dagustun, 2009). Positive previous experiences, such as
having had a normal birth either at home or hospital (Walsh et al., 2011; Catling-Paull et al.,
2011; Cheyney, 2011; Viisainen, 2001; Lundgren, 2010; Lindgren et al., 2005; Ashley &
Weaver, 2012b; Madden, 2005), and having had a previous successful home birth
(Chamberlain et al., 1999; Thomas, 2003; Rogers, 2009; Reed, 2008; Jouhki, 2012; Morison
et al., 1998; Lundgren, 2010; O'Boyle, 2013; Sluijs et al., 2015) were both reasons that many

women gave for their decision to plan a home birth in subsequent pregnancies.
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Previous negative experiences of hospital births are also referred to by women as being a
reason for them to subsequently plan a home birth (Bailes & Jackson, 2000; Jackson et al.,
2012; Johnson & Davis-Floyd; 2006, Jouhki, 2012; Lindgren et al., 2010; Merg & Carmoney,
2012; Boucher et al., 2009; Chadwick & Foster, 2013; Kontoyannis & Katsetos, 2008;
Kornelsen, 2005; Viisainen, 2001; Ferreira Lessa et al., 2014; DiFilippo, 2015; Bernhard et al.,
2014; Goldstein, 2015; Dagustun, 2009; Edwards, 2009; Fraser, 2013; Halton, 2006; Ogden et
al., 1997a; Shaw & Kitzinger, 2005; Andrews, 2004a; Ashley & Weaver, 2012a; Ng & Sinclair,
2002).

The previous birth experiences of other women, especially births at home or in an MLU, can
also be influential to any woman’s decision making process (Gannon, 2005; Coxon, 2012;
Houghton et al., 2008; Coxon et al., 2013; Madi, 2001 Soltani et al., 2015) in particular those
of mothers or sisters (Angha & Scaer, 2008; Dahlen et al., 2008; Goldstein, 2012; Taylor,
2010).

Where women give birth in hospital, most will decide to return to an institutional setting to
have their subsequent babies (Ogden et al., 1997b; Chamberlain et al., 1999; Coxon, 2012;
Madi, 2001) or anticipate making this choice in the future (Houghton et al., 2008; Coxon,
2012). The ‘notion that women become less risk averse in second or subsequent births, even
after straightforward vaginal births in OU settings’ is not supported in the literature (Coxon
et al., 2015, p.145). Additionally, although a woman may believe that ‘childbirth is natural’
and that interventions are used unnecessarily at points, if they feel that intervention was
justified during their own previous labour then they may believe that there is the potential
for it be necessary for subsequent labours (Bogdan-Lovis & Vries, 2013;Murray-Davis et al.,

2014).
Expectations for birth:

Women who plan a home birth do not always arrive at pregnancy with these expectations or
preferences, but may gain the confidence to choose a planned home birth throughout their
pregnancy by ‘un-learning’ misconceptions (DiFilippo, 2015; Hollowell et al., 2015). Johnson
& Davis-Floyd (2006) also describe how a process of un-learning may take place in the
interval between birth and a subsequent pregnancy. Women continuously re-validate their

decision to have home birth during their pregnancy (Catling et al., 2014).
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Belief in the safety of birth at home appears to stem from a fundamental expectation that
birth would take place without complications for women and their newborns (Ashley &
Weaver, 2012a; Ng & Sinclair, 2002; Lavender & Chapple, 2005; Jimenez et al., 2010;
Lindgren et al., 2005; Catling-Paull et al., 2011; Cheyney, 2011; Dahlen et al., 2008; Lothian,
2013; Morison et al., 1998; Regan & McElroy, 2013; Sjoblom et al., 2006; Viisainen, 2001;
Catling et al., 2014). Additionally, rather than merely minimising risks by birthing at home,
women also embrace the possibility of their birth being a very positive experience for them

(Chadwick & Foster, 2014; DiFilippo, 2015; Ball, 2014).

Where women felt confident about their body’s ability to give birth, immediate recourse to
obstetric interventions was unwarranted, and potentially damaging to the birth process
(Bailes & Jackson, 2000; Dahlen et al., 2008; Green, 2016; Hildingsson et al., 2003; Jackson et
al., 2012; Lindgren et al., 2010; Merg & Carmoney, 2012; Morison et al., 1999; Murray-Davis
et al., 2012; Janssen et al., 2009; Kontoyannis & Katsetos, 2008; Kornelsen, 2005; Lothian,
2013; Shaw & Kitzinger, 2005; Redshaw et al., 2007; McCutcheon & Brown, 2012). Home, as
a location, is viewed as making birth easier and safer, and improving the birth experience
(Ng & Sinclair, 2002; Andrews, 2004a; Longworth et al., 2001; McCutcheon & Brown, 2012,
Ashley & Weaver, 2012b; Hollowell et al., 2015). Women planning home births felt confident
that they could cope with the physiological pain of labour and that they did not require
pharmacological pain relief (Hildingsson et al., 2003; Sinnhuber-Giles, 2008; Lindgren et al.,
2005).

The literature suggests that women planning hospital births anticipate a less positive birth
experience than those who plan home births (Christiaens et al., 2008; Hildingsson et al.,
2010; McCourt, Rance, Rayment & Sandall, 2011). Where women expect difficulties or
danger for either themselves or their babies, they tend to plan institutional births (Coxon,
2012; Coxon et al., 2014; Hollowell et al., 2015; Goldstein, 2015). Birth may be
conceptualised as risky or unpleasant or embarrassing (Dagustun, 2009; Houghton et al.,
2008; Coxon, 2012; Lavender & Chapple, 2005), with hospitals providing the skills and
equipment to protect mother and baby from death (Houghton et al., 2008; Coxon, 2012).
Women may choose to birth in a MLU if they feel that better support services are available

there (Watts et al., 2003).
Birth preferences:
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Preferences for labour and birth found in the literature relate to the availability of resources
in different birth locations, and women’s control of their chosen environment in terms of
decision making about the care they receive and the birth location atmosphere. Differences
in the preferences of women who planned home births can be seen when viewed against
those women who did not. Holloway et al (2015) state that policy makers need to be aware

that women’s views and preferences are not necessarily fixed.
Amongst women who plan home births:

Three main areas of preferences around resources were noted. Women who preferred or
planned home births did not feel they needed access to epidural facilities (Longworth et al.,
2001; Coxon et al., 2014) and often held a ‘resistance’ towards the use of birth technology
(Ball, 2014; Murray-Davis et al., 2014; Neuhaus et al., 2002; Kornelsen, 2005; Coxon, 2014;
Redshaw et al., 2007). However, women planning home births do not shun medical
technology in all instances (Chadwick & Foster, 2014); and gain reassurance from knowing
that midwives are fully integrated into back-up services of a local obstetric unit (Janssen et

al., 2009; Catling-Paull et al., 2011; Lothian, 2013; Catling et al., 2014).

The second birth preference concerns ‘control’. Women who birth at home are suggested to
want to be ‘in control’ of their experience (Boucher et al., 2009; Watts et al., 2003;
Kornelsen, 2005; Godfrey, 2010). Control is further defined in terms of the women
themselves (Ashley & Weaver, 2012a), their environment (Redshaw et al., 2007; Coxon et al.,
2013; Ashley & Weaver, 2012b; Andrews, 2004a; Redshaw et al., 2007; Coxon et al., 2015;
Hollowell et al., 2015; Cheyney, 2011; Morison et al., 1998; Murray-Davis et al., 2012;
Chadwick & Foster, 2013; Kontoyannis & Katsetos, 2008; Regan & McElroy, 2013; Ball, 2014;
Cheyney, 2016; van Haaren-ten Haken et al., 2014; Arcia, 2015; Sluijs et al., 2015) and
decision making (Ogden et al., 1997b,;Shaw & Kitzinger, 2005; Longworth et al., 2001;
McCutcheon & Brown, 2012; Ashley & Weaver, 2012b; Bailes & Jackson, 2000; Jouhki, 2012;
Lindgren & Erlandsson, 2010; Murray-Davis et al., 2012; Sjoblom et al., 2006; Chadwick &
Foster, 2013; Janssen et al., 2009; Regan & McElroy, 2013; Catling et al., 2014; Bernhard et
al., 2014; van Haaren-ten Haken et al., 2014; Ball, 2014). Birthing outside of their own
environment is felt to potentially render women vulnerable to negative influences (Ashley &

Weaver, 2012a).
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Thirdly, women may prefer to not need to leave their family by giving birth in an OU or an
MLU (Silverton, 2012; Ogden et al., 1997b; Watts et al., 2003; Hildingsson et al., 2003;
Murray-Davis et al., 2012; Sjéblom et al., 2006; Bernhard et al., 2014; Catling et al., 2014).

Amongst women who do not plan home births:

Women who preferred or planned hospital births [including AMLUs] preferred this option
because of access to an epidural service (Murray-Davis et al., 2014; van Haaren-ten Haken et
al., 2014; Hollowell et al., 2015; Soltani et al., 2015; Pavlova et al., 2009), and because the
use of birth technology and obstetric interventions was both accepted and expected
(Kornelsen, 2005; Regan & McElroy, 2013; Arcia, 2015). Women who preferred an MLU may
wish to have definite access to a birthing pool and Entonox (Saunders et al., 2000; Rogers et
al., 2011; Longworth et al., 2001). Women who preferred an OU setting also appeared to
prefer birth equipment being visible in a birth room (Houghton et al., 2008). Frequently,
women, and their partners, who planned hospital births wished to know that emergency
resources, such as medics and a SCUBU, were available to them immediately without
transfer (Lavender & Chapple, 2005; Hollowell et al., 2015; McCourt, Rance, Rayment &
Sandall, 2011; Soltani et al., 2015).

Preference for control, in the ways discussed above in relation to home birth choosing
women, is not common in the discussions of preferences mentioned by those not planning
home births, although Coxon (2014) does discuss women’s concerns for loss of control over
their bodily functions or feminine identity amongst women who choose hospital birth
locations. Women planning hospital births often do not expect to be able to influence their
births, and actually want their caregivers to take responsibility and provide direction
(Longworth et al., 2001; Houghton et al., 2008), although planning for an operative birth has
been suggested to provide control for women who make this choice (Chadwick & Foster,
2013). Additionally, where women did not want to birth at home, they preferred a different
environment because of fear of mess arising from a home birth or because they felt they
would be more comfortable in hospital (Murray-Davis et al., 2014), because they felt there
would be peace during a hospital birth for the reason of no telephone calls or children
around, or because they felt their home was not suited to a home birth (Sluijs et al., 2015).
AMLUs are discussed as the best of both worlds (Stephens, 2008) in terms of providing a

pleasant atmosphere without high levels of medicalisation by women making choices across
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the full range of birth place options (McCourt, Rance, Rayment & Sandall, 2011; Murray-
Davis et al., 2014; Arcia, 2015; van Haaren-ten Haken et al., 2014).

Theme 3: The influence of midwifery care:

The literature suggests that midwifery care may be an important factor in decision making
about home birth, either enhancing or limiting women’s abilities to being informed or make

this choice.
Relationships between women and midwives:

Women who planned home births appeared to be strongly influenced by the positive
relationship that they have, or hoped to have, with their midwife (Johnson & Davis-Floyd,
2006; Thomas, 2003; McCutcheon & Brown, 2012; Ashley & Weaver, 2012a; Dahlen et al.,
2011; Jimenez et al., 2010; Neuhaus et al., 2002; Janssen et al., 2009; Kornelsen, 2005;
Murray-Davis et al., 2012; Ball, 2014).Where women planning hospital births had been
unable to form a trusting relationship with a particular midwife they were found to have
turned towards placing their trust in particular NHS Trusts, or particular institutional

locations of maternity care (Coxon, 2012).

Building relationships is also seen to be facilitative of women’s decisions to birth at home as
it enables them to know who will attend them in their labours (Carter, 2012; Griffiths,
2015a; Johnson & Davis-Floyd, 2006). Continuity of carer appears to be a positive feature of
the care that the women who planned a home birth received (Bliss, 2010; Craig, 2010;
Furlong-Davies & McAleese, 2008; Ogden et al., 1997b; Ashley & Weaver, 2012b; Ashley &
Weaver, 2012a; Longworth et al., 2001; Lindgren et al., 2010; Hildingsson et al., 2010;
Dahlen et al., 2011; Ball, 2014; Munday, 2003; Lothian, 2010; Goldstein, 2012; Gibbons,
2015; Bernhard et al., 2014). Quantitative studies and evaluative reports of maternity
services suggest that increased rates of continuity of care are associated with higher rates of
planned home birth (Benjamin, Walsh & Taub, 2001; Fleming et al., 2007; Brintworth &
Sandall, 2013).

Positive relationships were built when midwives took time to talk with women, and to listen
to them (Cheyney, 2011; Merg & Carmoney, 2012; Murray-Davis et al., 2012). When

midwives have developed a relationship with a woman in their care they feel more involved
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and responsible for her care and therefore more inclined to spend time discussing options
with her (Rogers et al., 2005; Davis, 2011; Davies Floyd & Davies, 1996; Fleming et al., 2007;
Kemp & Sandall, 2010; Brodie, 2012; Edwards, 2009; Carter, 2012; Hosein, 1998; McLean,
2016). Positive mutual support and understanding is created when midwives are able to

develop relationships with women (Mander, 2015; Coxon, 2014; Dancy & Fullerton, 1995).

For women not guaranteed to have continuity of care during labour, there appears to be
merit in the woman meeting other members of the team (Jennings, 2005). Some women
chose to plan a home birth because thought they might receive an increased level of
continuity of care by doing so (Ashley & Weaver, 2012a). However, concern over the lack of
knowledge about whether their attending midwife would be positive towards their home

birth plan have been voiced in these instances (Jennings, 2005).
Women’s confidence with the clinical provision of planned home births:

It is possible that in developing a supportive relationship with their midwife, women become

instilled with confidence (Bliss, 2010; Furlong-Davies & McAleese; 2008, Jennings, 2005).

Confidence was created with the midwife’s belief that birth was a natural process (Morison
et al., 1998, Kontoyannis & Katsetos, 2008; Jouhki, 2012,;Morison et al., 1999; DiFilippo,
2015; Murray-Davis et al., 2014), and their belief that the individual women they are caring
for are capable of giving birth naturally (Lindgren & Erlandsson, 2010; Viisainen, 2001;
Catling et al., 2014). The notion of empowerment was also used to describe this process
within several sources (Dahlen et al., 2011; Lindgren & Erlandsson, 2010; Merg & Carmoney,

2012).

Women who understand their midwife’s clinical role, and have confidence that their
midwives can manage certain emergency situations such as neonatal resuscitation, are more
likely to consider birthing at home (Catling-Paull et al., 2011; Janssen et al., 2009; Johnson &
Davis-Floyd, 2006; Lindgren et al., 2010; Lothian, 2010; Lothian, 2013; Murray-Davis et al.,
2012; Regan & McElroy, 2013; Sinnhuber-Giles, 2008; Sjéblom et al., 2006; Viisainen, 2001,
Walsh et al., 2011; Lindgren et al., 2005; Catling et al., 2014,;Ball, 2014; Goldstein, 2015;
Hollowell et al., 2015).

Women’s confidence in home birth also increases where there is a co-ordinated back up

service in case transfer to obstetric services is necessary (Catling-Paull et al., 2011; Johnson
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& Davis-Floyd, 2006; Lothian, 2010; Lothian, 2013; Murray-Davis et al., 2012; Dahlen et al.,
2011).

Women who do not plan home births appear to perceive a midwife’s clinical role as being to
assist the doctor, and that they therefore may not have confidence in their ability to deal
with emergency scenarios (Lavender & Chapple, 2005). Additionally, midwives who work in
hospital environments were viewed with more confidence because of the greater use of
technology in this setting (Lavender & Chapple, 2005; Arcia, 2015). Particular concern in
relation to the safety of home birth for the neonate may resonate from a lack of confidence

in a midwife’s clinical skills (Murray-Davis et al., 2014).
Midwifery confidence with home birth:

Midwives having a belief that women can give birth safely is very important in terms of their
ability to discuss and promote home birth effectively (Davies Floyd & Davies, 1996; Green,
2015; Jervis, 2014; Walton, 2015; Gifford, 2003; Newburn, 2012; Perkins, 2009).Continuous
support appears to potentially assist midwives to feel confident to attend home births, and
where this is not currently facilitated, several sources discussed this as being a potentially
positive service development (Mills Shaw, 2009; Floyd, 1995; McLaughlin, 2006; Bick, 2012).
McCourt, Rance, Rayment and Sandall (2011) found that where midwives were not proactive
in their promotion of home birth with women, this stemmed not from a lack of support for
home birth, but from their own lack of confidence in this aspect of care provision. This
finding is also noted in other literature (Edwards, 2008b; Floyd, 1995; Chamberlain et al.,
1999; Rogers et al., 2005; Madden, 2005).

Exposure to home birth during training and in clinical practice helps a midwife to feel
positive about offering and providing home birth (Janssen et al., 2009; Vedam et al., 2009).
Student midwives are facilitated to become familiar with home birth during their training, in
order to increase their confidence in this aspect of midwifery care (Brodie, 2012; Carter,
2012; Finigan & Chadderton, 2015). A lack of clinical exposure to home birth results in less
positive feelings to home birth during a midwife’s time in clinical practice (Vedam et al.,

2009; Vedam et al., 2010; Vedam et al., 2012).

Midwives need sufficient training, so that they can feel confident and supportive of home

births (Madden, 2005; Rogers et al., 2015; Noble, 2015; Jervis, 2014; Hollowell et al., 2015;
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Griffiths, 2015b). There is concern that the way in which student midwives are educated
(Milner-Smith, 2010; Green, 2015), and how individual maternity services operate, result in
midwives being constrained and deskilled in these practices (Geneviev, 2014; Walton, 2015).
Where midwives do not have a belief that women can give birth normally this will negatively
affect their ability to discuss and promote home birth effectively (Davies Floyd & Davies,

1996; Gifford, 2003; Reed, 2008; Rogers et al., 2012 Hagelskamp et al., 2003).
Information provision about home birth:

A percentage of women who plan a home birth will learn about this option through their
interactions with their midwife (Dagustun, 2009; Watts et al., 2003; Andrews, 2004a; Ashley
& Weaver, 2012a; Catling et al., 2014; Kontoyannis & Katsetos, 2008; Munday, 2003a;
DiFilippo, 2015; Chadwick & Foster, 2014).

Where a midwife holds a strong belief in the ability, and the importance of women making
informed choices about their care, home birth as one of the possible birth locations for her
to choose from is more likely to be offered (Davies Floyd & Davies, 1996; Fleming et al.,
2007; Kemp & Sandall, 2010; Brintworth & Sandall, 2013; McLaughlin, 2006; Richley, 2011;
Davis, 2011; Geneviev, 2014; Green, 2015; Jervis, 2014; Hoang et al., 2013; Bailes & Jackson,
2000). The process should become one of shared decision making, based on respect for each
party (Bogdan-Lovis & Vries, 2013; Dancy & Fullerton, 1995) with support also given to

partners during the information and decision making process (Howe, 2013).

Midwives stimulating positive discussion about home birth, and performing actions that
facilitate the consideration of home birth during a woman’s pregnancy could also influence
her to choose home birth, or serve as a reinforcement of the possibility for women who had
already considered home birth before receiving antenatal care (Bliss, 2010; Lavender &
Chapple, 2005; Ashley & Weaver, 2012a; Bliss, 2010; Rogers et al., 2005; Andrews, 2004a; Ng
& Sinclair, 2002). The process of decision making is referred to as a process of unlearning
and relearning (DiFilippo, 2015; Chadwick & Foster, 2014; Cheyney, 2008; Catling et al.,
2014).

The best timing for antenatal discussions may include information and discussion at booking
(Mitchell-Merril, 2006; Dancy & Fullerton, 1995; Hollowell et al., 2015), thirty-four weeks

gestation (Jervis, 2014), or throughout pregnancy (Mitchell-Merril, 2006; Dancy & Fullerton,
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1995). Dagustun (2009) writes that the one-to-one discussions between midwife and woman

may not be the most appropriate ‘forum’ for information provision.

A combination of written and spoken individualised information was felt to be the most
useful way for midwives to convey their knowledge about birth place options (Rogers et al.,
2005; Hollowell et al., 2015). A multi-dimensional approach combines leaflets, positive and
informative discussion on an individual basis and during parent craft and home birth group
meetings, and viewing natural birth videos (Lothian, 1995; Mitchell-Merril, 2006), and
holding home birth meetings (Mills Shaw, 2009; Richley, 2011; O'Connell et al., 2012; Rogers
et al., 2012; MclLaughlin, 2006; Kemp & Sandall, 2010; Carter, 2012; Edwards, 2009) may be
useful. An electronic app has been used to provide information and stimulate discussion
(Walton et al., 2014) and the use of internet resources is recommended (Noble, 2015). In
addition to midwives providing information to women, midwives can be facilitative of
women having the opportunity to inform other women about home birth (Davis, 2011;

Carter, 2012; Lothian, 1995; Jervis, 2014; Noble, 2015).

Discussion should include mutual disclosure by woman and midwife regarding the services
provided by the midwife, the qualifications and clinical experience that she and any midwife
colleague who may attend the birth have, contingency planning for transfer and the home
based and hospital based management of obstetric and neonatal emergencies and a
description of the client’s responsibilities in terms of disclosing any relevant health or social
issues that may impact on her suitability for home birth (Dancy & Fullerton, 1995; Davies
Floyd & Davies, 1996). Sufficient time to discuss a combination of the Birthplace England
findings (Birthplace in England Collaborative Group, 2011), the requirements of the NICE
Intrapartum care guidelines (2014), and local guidance is recommended as content for
information provision (Finigan & Chadderton, 2015; Walton et al., 2014; Noble, 2015; Jervis,
2014; Rogers et al., 2015). It is important for midwives to inform women that they do not
need to have undue fear of birth, and that there are real reasons to give birth at home
(Lothian, 1995; Lothian, 2002 Howe, 2013). In addition, midwives should engage in the
emotional side of pregnancy and home birth decision making (Dancy & Fullerton, 1995;

Johnson & Davis-Floyd, 2006).

Routine antenatal information provision about planned home birth is frequently reported to

be unsatisfactory by women and midwives (Care Quality Commission, 2013; Bourke, 2013;
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Edwards, 2005; Dodwell & Gibson, 2009b; Hagelskamp et al., 2003; Soltani et al., 2015; RCM,
2011), and is not suitable or supportive of the concept of women planning a home birth
(Dancy & Fullerton, 1995; Mander & Melender, 2005; Lothian, 1995). Whilst it is accepted
that some women do continue to plan for home births despite negative references to their
plans being made by their caregivers, or insufficient information being provided (Andrews,
2004a; Rogers et al., 2005; Shaw & Kitzinger, 2005; Edwards, 2005), this situation results in
many women dismissing the idea in its infancy, or altering their plans (Bourke, 2013;
Lavender & Chapple, 2005). Being told that the option of home birth exists does not equate
to a woman being able to make an informed decision about this option, and, within the
context of the UK maternity services, home birth being mentioned by a midwife at the start
of a pregnancy is not always sufficient to enable a woman to consider this option for herself

(Coxon, 2012; Dagustun, 2009).

Where midwives were not perceived to have raised the idea of home birth, or to have
provided information about home birth, women who have chosen hospital based births
either appear to interpret this neglect to mention or discuss home birth with them as
confirmation of their own pre-formed opinion that hospital birth is best (Madi, 2001;
Longworth et al., 2001; Houghton et al., 2008; Soltani et al., 2015), consider that there was
no choice to be made about birth place that included the option of a home birth (Lavender &
Chapple, 2005; McCourt, Rance, Rayment & Sandall, 2011; Rogers et al., 2005; Pitchforth et
al., 2009; Soltani et al., 2015), or that while they know that home birth is technically a
possibility, they unfortunately did not believe it to be a real option (Lavender & Chapple,
2005; Madi, 2001). Dagustun (2009) refers to this information failure as being driven by
power dynamics, and as a key area of concern in relation to women being able to exercise
choice. McCourt, Rance, Rayment and Sandall, (2011) concluded that not many midwives
‘proactively’ informed women about the option of home birth —and where high home birth
rates were achieved, this was often the result of several midwives working in a more

dynamic manner than the norm.

If women are not given information on natural birthing, then their only option may be to
choose a medicated, institutionalised birth, and routine birth classes prepare women for a
medical birth (Jimenez et al., 2010; Jouhki, 2012). The influence of poor information

provision, and support for choice in place of birth can restrict a woman’s choice outside the
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social norm, and diminish autonomy in place of birth (DiFilippo, 2015; Ferreira Lessa et al.,

2014; Bernhard et al., 2014).

Many midwives assume that the birth experience of women in their care would take place in
hospital, and block the flow of information so that no conversation that challenges this
assumption takes place (Madi, 2001; Lavender & Chapple, 2005; McCourt, Rance, Rayment
& Sandall, 2011; Houghton et al., 2008; Coxon, 2012; Ashley and Weaver, 2012a). This may
also be because midwives have a lack of understanding about the support that women need
to choose home birth (Rogers et al., 2005; Soltani et al., 2015), believe that women may not
fully understand the information (Knightley, 2007; Houghton et al., 2008), or to protect
women from making unwise choices (Floyd, 1995; Hosein, 1998; Hagelskamp et al., 2003;
Rogers et al., 2005; Houghton et al., 2008; Law et al., 2009). Where midwives are not
motivated to offer, provide information about home birth or support a choice of home birth,
this often arises from a personal concern about the safety of home birth (Madden, 2005;

Hosein, 1998; Houghton et al., 2008).

Uncertainty is felt by midwives around how to discuss planned home birth with women, and
this is suggested by Bick to have occurred because of the way that findings of current
research findings are published in the media (Bick, 2012; Houghton et al., 2008) or simply

because midwives were unaware of them (Houghton et al., 2008; Coxon et al., 2013).
Flexibility in the timing of decision making:

Flexibility, in terms of decision making, in a home birth service is a facilitative feature
(Catling et al., 2014; Fleming et al., 2007; Richley, 2011; Griffiths, 2015b; Collins & Kingdon,
2014). The most frequently discussed feature of flexible care is the provision of early labour
assessments at home for women (Redshaw, 2011; O'Connell et al., 2012; Stephens, 2008) as
this allows women and their partners to learn about home birth and gain confidence in their

ability to give birth, and then to make the decision to birth at home.
Prioritisation of normal birth by individual midwives:

Promoting normal birth in all settings appears to be linked to facilitating women to plan
home births (Davies Floyd & Davies, 1996; Lothian, 2002; Lothian, 1995; Dancy & Fullerton,
1995; Collins & Kingdon, 2014; Brown, 2006; Kemp & Sandall, 2010; Richley, 2011).
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Where negative discussions about birth are held, such as through the indiscriminate
discussion of perinatal morbidity and mortality statistics, there is potential for maternity
care to create fear of birth, and to sustain this as a result of interactions (Ball, 2014). Where

women are not fearful of birth, they may be more able to consider the option of home birth.

Theme 4: The context of midwifery practice:

The literature suggests that contextual factors that operate outside of the immediate
midwife-woman and partner relationship will also influence planned home birth decision

making.
The influence of other healthcare providers:

Positive relationships between the home birth midwives and other midwifery and obstetric
services were felt by women to be a facilitative approach in the decision to give birth at
home (Catling et al., 2014). Positive working relationships with local obstetricians facilitate
midwives in their provision of a successful home birth service (Brintworth & Sandall, 2013;
Carter, 2012; O'Connell et al., 2012; Sandall, 2013; Jervis, 2014; Collins & Kingdon, 2014;
McCourt, Rance, Rayment & Sandall, 2011, Wiegers et al., 2000).

Midwives also report finding the promotion and support of home birth more difficult where
medical colleagues provide sub-standard information (RCM, 2011; Sandall, 2001; Edwards,
2009; Floyd, 1995; Griffiths, 2010; Law et al., 2009; Lowden, 2012). Where midwives are
institutionalised and do not have professional autonomy, planned home birth rates are
generally low in these countries (O'Boyle, 2013; Kontoyannis & Katsetos, 2008; Mander &
Melender, 2005).

Home birth amongst other available birth settings:

‘Bias towards middle-class women having planned home birth is less pronounced when
home birth is actively supported by the local health services’ (Nove, Berrington & Mathews,
2008, p.26), resulting in the choice of home birth being normalised within the service
(Richley, 2011; Brown, 2006; Kemp & Sandall, 2010; Brintworth & Sandall, 2013; Rogers,

2009). Prioritisation of home birth within Canadian maternity services has facilitated the
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increase in local planned home birth rates (Murray-Davis et al., 2012; McMurtrie et al., 2009;

Catling-Paull et al., 2011).

Support for the increase in MLUs continues from professional bodies such as the Royal
College of GPs and the Royal College of Obstetricians and Gynaecologists (McNutt et al.,
2014). Since 2010 the number of OUs has reduced from one hundred and eighty to one
hundred and sixty, and the number of AMLUs has increased from fifty-one to ninety-seven,
and FSMLUs have increased from fifty-six to sixty-two (Hollowell et al., 2015). This is also the
case internationally (Newman & Hood, 2009; Janssen et al., 2009; MacDorman et al., 2013).
While home births were found to be more common in Trusts which had obstetric units and
at least one free standing midwifery unit, and in Trusts with all three types of unit, compared
to Trusts with only obstetric units (Redshaw, 2011); the increased development of MLU
services seems to be related to a reduction in planned home birth rates (Rogers et al, 2005).
An area’s low home birth rate may reflect that the promotion of MLU’s is favoured by the
individual midwives, or the maternity service as a whole, above home birth (Rogers et al.,
2005; Beake & Bick, 2007). Women will not routinely regard home birth to be a viable option

to them if their local areas home birth rate is below five percent (Dodwell & Gibson, 2009a).

Midwives working within one ‘hub and spoke’ model, rotating between care provision in the
hub OU to spoke FSMLUs reported experiencing benefit of their relationships with
colleagues, in comparison to a sense of isolation that midwives who worked only in a

community setting reported (McCourt, Rance, Rayment & Sandall, 2011).
The prioritisation of planned home birth within individual maternity services:

The allocation of midwives to case-holding, and home birth teams could be suggestive of the
priority that a maternity service places, or individual teams of midwives (McCourt, Rance,
Rayment & Sandall, 2011) place on the provision of planned home birth. The more recent
literature included in this review illustrates the use of this service structure being employed
when services attempt to increase their home birth rates (McCourt, Rance, Rayment &
Sandall, 2011; Jervis, 2014; Noble, 2015; Carter, 2012; Richley, 2011). However, home birth
rates can be improved using mechanisms other than case holding teams, such as a home
birth lead, to support traditional community midwifery services in increasing their home

birth rates (Mills Shaw, 2009).
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In one of their case study areas, choice of home birth and the associated consideration of
service user experience, was reported to be a ‘fluffy’ dispensable factor in service provision,
in contrast to the need to consider the non-negotiable factors of finance, risk and safety

(McCourt, Rance, Rayment & Sandall, 2011, p.32).
Midwifery leadership:

The quality of midwifery leadership has been referred to as a significant enabling factor by
the midwives who work within such services (Thomas, 2003; Brintworth & Sandall, 2013;
Finigan & Chadderton, 2015; Hollowell et al., 2015) as where midwifery leaders had strong
voices it was easier to ensure that local maternity users had more balanced information

about their choices (Rogers et al., 2005).

Supportive management results in the recruitment of Community Midwives who are also
enthusiastic about home birth, and who contribute to team philosophies that promote
normality (Edwards, 2009; Kemp & Sandall, 2010; McLaughlin, 2006; Fleming et al., 2007;
Richley, 2011; Brintworth & Sandall, 2013; Brodie, 2012; Carter, 2012).

The acceptability and uptake of midwife led care options, such as home birth, can be
increased through high-level organisational commitment and by implementing specific
measures, including training and support for midwives, to ensure that the information and
guidance given to women is evidence based (Brintworth & Sandall, 2013; Sandall, 2013;

Hollowell et al., 2015; Collins & Kingdon, 2014).
The impact of poor staffing levels:

Maternity services need to plan for capacity of thirty percent of births to take place outside
of an OU, and to ensure that their workforces are prepared for the change (Warwick, 2012).
However, a lack of infrastructure to support this increase has been noted within multiple
publications (Beake & Bick, 2007; Dodwell & Gibson, 2009b; Rogers et al., 2015; Rogers et
al., 2005; Edwards, 2008c; Hosein, 1998; Carter, 2012).

Perceived difficulty with staffing for home births have been mentioned by service users as a
concern or a reason to not plan a home birth (McCutcheon & Brown, 2012; Shaw &
Kitzinger, 2005; Mottram, 2008), and by midwives (RCM, 2011; Beake & Bick, 2007; Edwards,
2008a; Edwards, 2008b; Noble, 2015; McNutt et al., 2014). McCourt, Rance, Rayment and

Sandall (2011) report occasions where women who had planned to birth at home were
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advised to attend an institutional birth setting because a midwife was not available to attend

them at home.

Theme 5: Intervention studies that aimed to increase the rates of planned home birth:

This theme has concentrated on clinical interventions that have been implemented with the
sole intention of increasing the home birth rate. There are further service evaluations and
intervention studies undertaken with the aim of increasing all non-OU birth (Collins &
Kingdon, 2014; Rogers et al., 2005; Rogers et al., 2015; Walton et al., 2014), but because
these therefore include midwife led unit birth they have not been included in this section of

the review.
Intervention studies aimed solely at increasing planned home birth:

Only one on-going clinical intervention study was found, which is being conducted as part of
the Manchester Collaborations for Leadership in Applied Health Research & Care, with the
sole intention of increasing planned home birth as a birth place choice (Noble, 2015). A
team midwifery model was implemented, with a midwifery support worker (MSW), rather
than a midwife, attending home births as the second birth attendant. A course was created
to provide suitable training for the MSWs for this new role. The team created opportunities
for face to face contact with women and their families by attending children’s centres and
home birth groups, and holding informal meetings where women can meet the midwives
and MSWs. Posters about the team were placed in GP surgeries, and the team are also
active on social media, and within Trust publications. Women can also receive a discount on

a birth pool if they book with the home birth team.

The intervention will run for three years, with the aim to reach a three percent home birth
rate from the initial rate of naught point three one percent in 2013. Within ten months, the
team had received 212 referrals, of which 173 were accepted to have a planned home birth.

139 women received care until labour, and sixty-one gave birth at home.

Thirty-three percent of women changed their mind at booking, although it is unclear
whether this is the initial consultation at the start of pregnancy or when a women is booked
with the home birth team later in pregnancy; and nine percent of women changed their

mind as pregnancy progressed.
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Strengths and limitations:
Strengths:

This is the first scoping review that | am aware of with a sole focus on the subject of planned

home birth decision making.

This scoping review has employed a broad definition of the concept of decision making, and
encompassed a large body of literature, and in doing so has included the voices of both

maternity service professionals, maternity service users and other relevant groups.

Although this review is not a systematic review it was approached systematically using the
steps suggested by Levac, Colquhoun and O’Brien (2010). Using a systematic approach has

created an audit trail of the review process, allowing replication of the review.

The strength generated by the inclusion of non-research based sources, in addition to the
inclusion of all relevant research studies, is considered to be that the experience of a wider
range of individual midwives, women and partners who have not had the opportunity to
participate in research in this area has also considered. This process is felt to have facilitated
their epistemological knowledge to be heard, against a research context that is often funded

by policy makers and guideline developers.
Limitations:

The review has not included literature that was not published in English or Welsh, and this
may mean that some relevant information has not been included. This decision was made
because of costs associated with translation services. However, it is felt to be unlikely that
key sources of information have not been included as English is a dominant language for

publication.

No critical appraisal has been performed on the included sources. Levac, Colquhoun and
O’Brien (2010) state this is not required for a scoping review, and it was also felt that in
limiting inclusion based on critical appraisal a strength that has been gained by the inclusion
of non-research based sources would be lost. However, as discussed in the body of the text,
it is acknowledged that quality appraisal could have been applied to the empirical sources,

as this may have provided additional confidence in the review findings.
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The majority of the decisions around the inclusion or exclusion of the sources were
undertaken independently, and this is therefore considered to be a limitation of this review,
as Levac, Colquhoun and O’Brien (2010), and more recent authors (Peters et al, 2017)
employed in advancing scoping review methodology note this to be an important element of

scoping review rigour.

While a scoping review is felt to have been a useful review approach to take for this initial
exploration of the published literature, it is considered that a beneficial approach in the
future would be to conduct a realist review in order to understand the individual context of
any interventions that are viewed as successful in increasing an areas home birth rate

(Peters, et al. 2017).

Discussion:
To recap, the aims of this review were to:

1. To broadly explore the published literature surrounding women’s decisions to plan a

home birth.
2. To highlight any gaps in the existing literature

3. Suggest directions for future research in to the process of women’s home birth decision

making.

In relation to the first aim, the review found that the published literature provided a useful
insight into the process of home birth decision making. All sources were considered to have
provided relevant information, but a particular strength was felt to have been gained from
the inclusion of the non-empirical sources, as this enabled the independent voice of
maternity service users and individual professionals to be heard alongside the broader

research agenda.

In gaining an insight about the experience of planning a home birth, the literature suggests
that there are several factors that appear to facilitate or coincide for women when they plan
to birth at home. There was a strong theme within the literature that a woman’s individual
social context can serve to support her in planning a home birth — a supportive partner was

evident in the vast majority of cases, and it was common for women to report supportive
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friends and family. The women planning home births also appeared predominantly to have
certain sociodemographic characteristics that may serve to support them in exercising their

autonomy and accessing home birth services.

In relation to how women who plan home births view birth itself, the literature shows that
this is viewed as a positive and manageable experience that can safely be achieved at home
— possibly after a experiencing a previous positive home or hospital birth. However, many
women also reported difficult experiences in a hospital setting that they did not wish to
repeat. This aspect of decision making also relates to a woman’s birth preferences where
priority was placed upon relationships with experienced midwife caregivers, and an
environment that promoted physiological birthing but with recourse to emergency care
provision as needed, rather than immediate access to care from the maternity multi-

disciplinary team.

Midwifery care was found to be a positive factor within the literature in relation to the way
that midwives provided information and support to women who wish to birth at home, and
assisted women to have the confidence in their clinical abilities that enabled them to feel
safe to birth at home. Additionally, among what appeared to be a minority group within
home birthing women, midwives acted as the catalyst for their initial consideration of home
birth. Where women did not hold facilitative sociodemographic characteristics, or have a
social network that independently provided support for the idea of home birth, the role of
the midwife and the wider maternity service was suggested to be very beneficial in
supporting this process throughout pregnancy. However, at points, some women who
wished to birth at home reported less positive influences that led to them needing to access
external support and to rely on the support of their social networks and personal resources

in order to retain this option.

Conversely, the literature suggests that for women who did not plan to birth at home, their
social networks do not often provide support or information about this option, and were
mostly seen to encourage hospital birth. Where women were not planning home births
much of their discussions about birth, and rational for the choices that they were making
suggest that birth was viewed with more caution and concern than the women planning to
birth at home. This appeared to have been formed from previous experiences that served to

create subsequent expectations and preferences for a more medically supported
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environment, and the fact that their midwife’s clinical skills were not viewed as sufficient to
provide appropriate care in an emergency situation. Amongst this group of women, their
midwifery care had not been viewed as influential in terms of supporting home birth
decision making as a sense in the literature was that no home birth decision making had

been engaged in.

The professional perspective gained from this review acknowledged how the prioritisation of
home birth within an individual maternity service, the availability of other birth settings and
the strength of midwifery leadership in relation to support for home birth all influence

planned home birth decision making.

In relation to the second aim - to highlight gaps in the published literature, while a large
body of literature was included within the review, only one source reported an intervention
that aimed to increase rates of planned home birth (Noble, 2015). While this study appears
to be working to address several of the barriers to home birth decision making that are,
according to this review, suggested to exist for women — such as a lack of knowledge about
the option of home birth, and lack of support for home birth within their social networks, no
research has been published that explores how this approach could be best defined and
undertaken. Therefore, a finding of this review is that a significant gap in the literature exists

in relation to evidence based approaches to increasing home birth rates.

Consideration will now be given to the third aim of this review - to note the direction for
possible future research. | will then return to consider how this aligns with the gaps noted
within the literature. As part of this process, | will first discuss the ways in which the findings
of the initial exploratory study [Chapter 3] support or report disconfirming findings to those

found in this scoping review [Chapter 4].

The initial exploratory study [Chapter 3] provides some support for the beneficial effect that
a woman'’s social network, in particular a supportive partner, can provide for her decision to
birth at home. However, the case note audit provided a contrary finding by noting that

approximately one quarter of the women planning to birth at home during the audit period

were not married or cohabiting.

In relation to any support provided by the initial exploratory study in relation to

sociodemographic characteristics of the women planning to birth at home, it was interesting
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to note that woman Faye did not appear to hold these characteristics as she described
herself as single and living in social housing. Facilitative aspects of her decision making was
the support of her mother for home birth, and that her first birth had been after a
precipitate labour — which had resulted in her community midwifery team recommending

home birth for her subsequent births.

The initial exploratory study provides support for the review finding that women planning to
birth at home have often experienced previous positive home births, and view birth as a
manageable and safe process. Additionally, midwifery care had been experienced positively,
especially by woman Erica, who reported her midwife has highly supportive and facilitative
of her decision to birth at home. Woman Faye also commented favourably about her

midwives wider colleagues.

The initial exploratory study findings all provide some support for the scoping review
findings where women had not decided to birth at home. Most of this group of women in
the initial exploratory study were not familiar with home birth via their social networks, and
also reported that the midwifery care they had received, whilst all perceived as meeting
their needs during their antenatal period, had not influenced their views of birth, or the

location in which they planned to birth.

This study also provides some support for the scoping review findings in relation to the
maternity service provider perspective. Several of the Community Midwives commented
that the extent to which home birth is prioritised within service provision affects the way
that this option can be provided to women, and that supportive midwifery leadership in
terms of management is required if midwives are to be supported and encouraged to make

this option possible for women.

In combination, the initial exploratory study [Chapter 3] and scoping review [Chapter 4] are
suggested to have generated possible avenues for future research within home birth
decision making. To return to the broad questions asked of the literature, and to consider
these in light of the findings of these two chapters, it appears that possible answers to both
guestions are developing. These can now perhaps be considered in terms of modifiable
practice related factors in terms of how midwives, and the maternity services approach this
aspect of practice, and the way in which the individual context in which a woman makes the
decision about home birth is supported to be as optimal as possible.
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Modifiable practice related limitations on the efficacy of home birth decision making were
noted in chapters 3 & 4, in terms of the way that home birth is often discussed and offered
with women. An limiting approach to the offer, such as only making brief mention of the
option, was seen in the midwifery practice in the initial exploratory study [Chapter 3], and
this style of practice was also noted within the review of the published literature — especially
amongst the care of women who did not plan to birth at home [Chapter 4]. In both chapters
the findings suggest that a large percentage of women were reaching the end of their
pregnancy and deciding where to give birth without have being assisted by their midwives to
consider the option of home birth — possibly because once a woman has declined the offer
of home birth, their midwife is then placed in a passive position and unable to directly
discuss home birth further. These findings suggest that the way the concept of ‘offering’
planned home birth is being currently used and understood within clinical practice varies
widely, and may not always be effective in achieving its aim. More optimal midwifery
practices that were noted within the literature review were the provision of a clear offer of
home birth to women, effective information provision, demonstration of midwifery clinical
expertise and experience, and flexibility in terms of the timing of decision making. It is
possible that these, and other factors, may combine to provide a more effective approach to

supporting home birth decision making.

Modifiable contextual factors surrounding individual women were also noted by the initial
exploratory study and the scoping review. These were that women’s social networks could
be supported to become accepting and positive about home birth, and women could also be
assisted to become more positive about their ability to give birth, and to become more
knowledgeable and accepting of the option of home birth. It may also be possible for wider
society to be supported to adapt its prevailing birth culture towards become more accepting
of home birth. Supporting an optimal context for home birth decision making could also
arguably be an aspect of midwifery care that could be integrated within routine practice. It is
interesting to note that Noble (2015) writing about the ongoing intervention to increase
home birth rates in Birmingham, describe how elements of this approach is being employed
within the study area. It is felt that midwives taking a more active approach towards

supporting women in this potentially difficult aspect of decision making could be beneficial.
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Conclusion:

While the published literature and the initial exploratory study suggest that these factors
may be relevant aspects of home birth decision making to consider, no research has been
published that explores what the exact components of an effective, perhaps more active,
offer of planned home birth would be. To return to discuss the gaps that exist within the
current literature base, it is interesting to note that while the one study that aimed to
increase home births rates (Noble, 2015) does appear to be addressing many of these
factors in terms of the way that the home birth team of midwives and maternity service
workers are promoting home birth and provide care to women who decide to birth at home,
no discussion of the underpinning rational for these elements of the intervention has been
provided. Therefore, in recognising the potential for midwives to facilitate informed planned
home birth decision making more effectively, it was felt that a beneficial avenue for further
research would be to seek greater understanding of how the offer of planned home birth
could most effectively be made to women. The need for an approach that feels active rather
than passive, in order to overcome the sociological barriers that are present specifically in
relation to home birth as a birth place choice, is considered to be an important aspect of
how an offer should be made. Therefore, the next chapter of the thesis describes a concept
analysis (Walker & Avant, 2011), which was conducted with the aim of exploring and
defining the use of the term ‘offer’ in relation to planned home birth, and creating an active

offer for planned home birth.
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Chapter Five: Concept analysis of an active offer

of planned home birth

Introduction:

The previous chapters [3&4] generated the conclusion that a more active approach to
offering planned home birth may be beneficial in assisting women to make informed
decisions about this option. This approach may also be useful within maternity services
where an aim is to increase planned home birth rate. This benefit is considered to be
obtained because where a passive approach is taken by midwives, women without a prior
knowledge about home birth are not likely to consider birthing at home birth, and will
potentially not make an informed decision about this birth place option. More active
approaches to the offer of home birth were noted within the initial exploratory study
[Chapter 3] and the scoping review [Chapter 4] and it is suggested that a more effective way
of offering this birth place option to women could be developed if this approach is adopted.
However, at present no clear understanding exists of what the necessary components of a

more active offer would be.

As a result of interactions with bi-lingual lecturing staff within my department, | was aware
of the concept of ‘active offer’ in terms of the provision of health services in both official
languages in Wales. The findings of the initial exploratory study [Chapter 3] and scoping
review [Chapter 4] suggested that there may be potential for the active offer concept to be
applied to the offer of planned home birth. Therefore, this chapter presents the exploration
of this process, and the subsequent development of a concept analysis for an ‘active offer’ of

planned home birth.
Methods:

In line with the approach taken within mixed methods research, this chapter uses a concept
analysis approach, drawing upon multiple types of evidential sources, as a way of applying
the findings of the previous two chapters. Additional literature in relation to current
applications of the term ‘active offer’, to generate a suggested ‘active offer of planned home

birth’ was also accessed. On searching a number of databases, to my knowledge there has
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not been a concept analysis of active offer undertaken before, and it is the first time that it

has been applied to maternity care.

This concept analysis has used an adapted version of the staged approach suggested by
Walker and Avant (2011). Walker and Avant (2011) write that they have refined and
simplified an earlier concept analysis process that was produced by Wilson (1963). Their
process involves eight steps, although they state that the analysis process will not

necessarily be linear. The steps are:

1. Select a concept

2. Determine the aims or purposes of the analysis

3. Identify all the uses of the concept that you can discover

4. Determine the defining attributes

5. Identify a model case

6. Identify borderline, related, contrary, invented and illegitimate cases
7. Identify antecedents and consequences

8. Define empirical referents

The adaption to the concept analysis process concerns the use of qualitative primary
research data taken from the exploratory study [Chapter 3], in addition to published
evidence in steps 3 and 4. This approach, combining primary qualitative data and literature
review findings, has been employed in numerous concept analyses that adopt the hybrid
approach to conducting a concept analysis (Schwartz-Barcott & Kim, 2000). Therefore, the
process suggested by Walker and Avant (2011) remains unchanged with the addition of the

inclusion of primary data from the initial exploratory study [Chapter 3] during stages 3 and 4.

The table below provides a summary of the concept analysis process during each stage:

Table 18. Table to illustrate the concept analysis process

Stage of concept analysis Process undertaken and rational

Select a concept Aware of ‘active offer’ concept within minority languages
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Concept chosen to explore, as it resonated as potentially applicable to

home birth decision making.

Determine the aims or

purposes of the analysis

Consideration of findings of Chapters 3 and 4 — disparity in the way that
home birth ‘offered’ to women, and lack of clarity amongst maternity
services about how to effectively offer home birth. Use of the term ‘offer’

is not clear.

Aim to use concept analysis process to provide initial exploration of how
an offer of home birth, provided according to ‘active offer’ approach,

could be created.

Identify all the uses of the
concept that you can

discover

Literature reviewed as per discussion below [Table 19]. This initially
included the subject areas of minority languages and home birth, but was

then expanded to include the areas of advertising and marketing.

Initially the minority language literature was explored to assess if it was

potentially applicable to home birth provision.

Secondly, the developing active offer theory was applied to home birth to

establish potential aspects for consideration within the defining attributes.

Determine the defining

attributes

All included sources of literature were analysed with the aim of extracting
any reference to home birth provision that aligned with the dictionary
definitions of ‘active’ and ‘offer’, any aspects noted to relate to the
barriers or policy drivers around minority and official language service
provision [Table 21], and any components of care provision that relate to

the active offer theory (Cardinal & Suave 2010) [Table 22].

Four defining attributes were determined as the result of this process.

Identify a model case

Cases were created from the service perspective, and aimed to highlight
the way a midwife (within a maternity service) can actively offer home
birth to women who are either knowledgeable or not currently knowledge

able about home birth.
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The way that each of the defining attributes are provided within the
model case, and the way that the elements and mechanisms outlined by

Cardinal and Suave (2010) were considered [Appendix 16].

Identify borderline, Borderline and contrary cases were created to reflect, from the service
related, contrary, invented | user’s perspective, the way a midwife (within a maternity service) can

and illegitimate cases offer home birth in a passive, or negative manner.

The cases were constructed with consideration to an omission to provide

the defining attributes of the suggested active offer.

Identify antecedents and Antecedents and consequences identified throughout the process.

consequences

Define empirical referents | Empirical referents identified throughout the process.

Data sources:

Data used within this concept analysis were obtained from several sources. In the first
instance, the Welsh Assembly Government and Canadian Government websites were
searched for references and publications discussing ‘active offer’ in relation to the provision
of services in official and minority languages. Additionally, open web searching on Google,
Firefox and Chrome search engines, using the terms ‘active offer’, was also undertaken, and
‘active offer’ in relation to the terms ‘minority language provision’. This search aimed to
retrieve information on the way that ‘active offer’ is being constructed and employed within

the provision of services in minority and official languages.

Secondly, all of the sources obtained during the literature search undertaken for the scoping
review [Chapter 4] were included [n=195] [Appendix 15]. Each was re-read and areas
highlighted if it was felt that they provided a useful insight into this process, in terms of
discussing a behaviour within clinical care that could serve as a component of an active offer.
Additional searches of CINAHL and Medline using the terms ‘active offer’ and ‘active offer +
home birth / home childbirth’ were also undertaken to ensure that all relevant home birth

sources were included in the concept analysis.
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Thirdly, the observation and interview data [Chapter 3] was re-read with the new objective

of considering possible components of an active offer of home birth.

Fourthly, an open web search (rather than a more systematic search) using the search
engines listed above was conducted using the terms ‘marketing’ and ‘advertising’ in relation
to active offer. These were included as it felt reasonable to consider that ‘active offer’ may
be a concept or approach that had been used within service industries and selling, such as

marketing and advertising.

Results:
Selection of a concept for analysis:

Where a word or phrase is potentially used ambiguously in clinical practice, Walker and
Avant suggest that undertaking a concept analysis may be of particular benefit (Walker &
Avant, 2011). In this sense, use of a concept analysis in the respect of the use of the word

‘offer’ in relation to home birth is felt to be relevant.

In addition to the way that the field of minority language provision have adopted ‘offer’ as a
way of expressing the ability of speakers of minority languages to access a service using the
language of their choice, the word ‘offer’ was originally selected for this concept analysis
because ‘offering home birth’ is one way that midwives refer to the process of women being
aware of the option of home birth. However, prior to commencing this analysis | felt that if
‘active offer’ was a suitable concept to be aligned with home birth, then ‘offer’ would need
to be conceptualised broadly within this definition, as the findings of chapters 3 and 4 had
suggested to me that factors in addition to the literal ‘offer’ of home birth were important
additional considerations. The need for standardised language is important within clinical
practice, especially where, as has possibly happened with the offer of home birth and the
increase of the rhetoric of choice within maternity policy, the offer of home birth has been

diluted in some cases to a ‘tick box’ scenario.

In accordance with the approach taken within minority language provision, the word ‘active’
has been paired with ‘offer’ to create the suggestion of an option for planned home birth
that is dynamic and alive throughout pregnancy. As seen in the previous chapters, possible

ways this would be demonstrated are where home birth is routinely raised with a woman by
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her midwife, that home birth is discussed as often as is required throughout pregnancy and

that clarification, formal or informal, of a woman’s decision making process is undertaken to

ensure that an informed decision has been made.

Determine the aims or purposes of the analysis:

The aim of this analysis is to examine the basic elements of the concept of an ‘active offer’

for home birth, and provide clarity and direction as to what an active offer of home birth

could look like in clinical practice.

Identify all the uses of the concept that you can discover:

The following uses of the word ‘active’ and ‘offer’, and the term ‘active offer’ were found

during the literature searches:

Table 19. Table to illustrate the way that all uses of the words 'offer' and 'active’ were found

Word or term | Search method Source

Active Open web Dictionary
English

Offer Open web Dictionary
English
Legal

Active offer + CINAHL and Medline No sources

home birth / databases

home

childbirth

Active offer+ | Open web No sources

home birth

Active offer + | Open web Key publications obtained:

minority

Government websites

Government policy re. minority language provision
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language

provision

Theoretical discussion of active offer within minority

language provision

Reference to
‘active’ or
related

derivatives

Existing scoping review

sources

Dodwell and Gibson (2011a and 2011b)
Rogers (2009)
McCourt, Rance, Rayment & Sandall (2011)

Nove, Berrington and Mathews (2008)

Uses of the word ‘active’:

The Collins English Dictionary (2009) states that the word ‘active’ can be used as an adjective

or a noun. As an adjective its meaning is to participate or be engaged in a particular sphere

or activity, especially physically energetic pursuits; and as a noun it suggests a dynamic, or

engaging form of the verb.

Uses of the word ‘offer’:

The word ‘offer’ can be used as a verb, or a noun. As a verb, it is defined by the Collins

English Dictionary (2009) as the presentation or proffering of something, someone or oneself

for acceptance or rejection. It also means to provide, or make something accessible, and to

show or express a willingness to do something.

As a noun, a proposal or bid is offered.

Offer also has specific legal and business definitions, which relate to contract law and the

binding nature of an offer once it has been accepted. It also refers to the detailed knowledge

about the component parts of an offer that the potential accepter must be familiar with

prior to accepting.

Uses of the term ‘active offer’:

The active offer of home birth:

No references to an ‘active offer’ of home birth were found in an internet open web search

using these key words, or in the database search.

Reference to ‘active’ processes within the offer or provision of home birth services:
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There is a sense in several pieces of writing about home birth provision that appears to
acknowledge the current passive offer of home birth that is being provided by the maternity
services and suggests that it would be an improvement if the service were to provide a more
active offer to women. A prominent publication which discusses the way that home birth is
currently offered to women is Dodwell and Gibson’s ‘Location, Location, Location’ report for
the NCT (Dodwell and Gibson, 2009b). The authors report that the five percent uptake figure
that is employed within the report to categorise women’s access to a birth place option was
chosen in the belief that ‘if the rate is lower than this we believe it is unlikely that women
are actively being offered the choice of a home birth’[pg. 10]. Additionally, the word
‘proactive’ has been use in a further report, and one example of this is seen where reference

is made to the benefits of a proactive offer of home birth:

‘...where there is a proactive approach to offering a home birth service
there is up-take from women. It may be that in some communities women
and families have a greater or lesser inclination towards home birth, but
those attitudes and beliefs are influenced by the extent of the service
provided, by staffing levels and the information about different birth
settings provided by midwives, GPs and hospital doctors’ (Dodwell and

Gibson, 2009a).

In addition, this report recommends that ‘active advocacy’ as part of the proactive approach
is undertaken by service providers. While this quote refers directly to more women making
the decision to give birth at home where a more proactive approach to offering home birth
is taken, it is also important to consider how a more proactive approach would ensure that
women routinely make informed decisions about all birth locations. This idea is also
mentioned by Rogers (2009, p.509) who observed a ‘proactive approach to offering home
birth’ that was used by her midwife mentors during her midwifery placements as a student
midwife. These references to a proactive stance to offering home birth that should be
undertaken by maternity professionals, supports the decision to continue my studies
exploring how maternity services can be assisted to improve their offer of home birth to
women. As stated in the scoping review [Chapter 4] McCourt, Rance, Rayment & Sandall
(2011, p.43) concluded that not many midwives ‘proactively’ informed women about the

option of home birth.
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As was noted within the definition of ‘offer’ — midwives need to do more than proffer the
option of home birth to women, we need to make it accessible to them. While Dodwell and
Gibson (2009b) list ‘midwives, GPs and hospital doctors’, initially concentrating on the dyadic
relationship between a midwife and pregnant woman appears to be the most effective
stance to take as midwives provide the majority of maternity care to women in the UK.
While there appears to be support for the idea of a more ‘active’ way of offering home birth
to women, there is no formal definition of what are the constituting elements of a more
active offer aside from the suggestion that discussion and information about home birth are

required.

Additional use of the term ‘proactive’ is seen in on-line forum discussions where women
who hope to plan, or have planned home births talk about their need to be ‘proactive’ in
mentioning their plans to their midwives, or becoming knowledgeable about their clinical
situation in terms of their own suitability for home birth. This behaviour is not only discussed
in terms of obtaining supplementary information, but rather that the women have had to
undertake this process because of a perceived deficit of information and support that was
being provided by their maternity care providers. This proactive behaviour is that reported
by Shaw and Kitzinger (2005) in their study which analysed the conversations of callers to a
home birth help line, and in numerous other studies reported within the scoping review
(Edwards, 2005; Halton, 2006). Clinical practice that requires women to be proactive could

be argued to be the result of providing a passive offer of planned home birth.

The term ‘actively supported’ is used by Nove, Berrington and Matthews (2008) in relation

to entire health services that provide a dynamic home birth service.
‘Active offer’ in relation to official and minority languages:

Numerous references to the active offer of services within the official and minority
languages in Canada, Wales and Australia were found during open web searching and
searches of the respective Canadian and Welsh government websites. A link to the
Australian use of ‘active offer’ was provided during one of these searches. Their use of the

term ‘active offer’ will be discussed below.

‘Active offer’ is referred to within the literature discussing the provision of official or

minority languages within three countries worldwide — Canada, Wales and Australia. As the
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name suggests, it refers to the way in which a service is offered to members of the public
who may wish to access this service in either of the official languages of their country. The
following table briefly illustrates the degree to which the active offer approach has been

implemented:

Table 10. Table to illustrate the way in which the Active Offer approach has been implemented within public policy in
three countries

Country | Official Languages Act in place? Active offer within public policy?

Which areas?

Canada | Yes —since 1969 Yes:

All public sectors including

healthcare

Wales Yes — since 2012 Yes:

Previously - Welsh Language Act, 1967 & Healthcare, Social care
1993

Australia | No — although the Gov. of the Northwest Unknown
Territories aims to provide an ‘active offer’

of services in Aboriginal languages

As Table 20 shows, both Canada and Wales have enacted legislation such as the Official
Language Acts within their jurisdictions that enshrine official language status of both English
and French in the case of Canada (Official Languages Act, 1969), and English and Welsh in
the case of Wales (Official Languages Act, 2012). Canada appears to be the country that has
developed the active offer concept to the greatest extent of the three countries currently
using this approach. The earliest reference to active offer retrieved from the Canadian
Government website was written in 1993, while the term ‘active offer’ appears to have been

first used within Welsh policy documents in 2012 (Welsh Government, 2012).

Similar requirements are made within Canada and Wales in terms of active offer provision.
Service providers must accept their responsibility to provide an active offer, and clearly and
spontaneously demonstrate that services can be provided in both official languages; and

clients should be encouraged to the use the official language of their choice. To support this
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there is a requirement for service providers to ensure that ‘services of comparable quality’

are available in either language (Lorte & Lalonde, 2012; Welsh Government, 2012).

Within the gaze of service users, both the Canadian and the Welsh active offer includes
practical measures such as bilingual greetings, posters and signage to increase the visibility
of the option of language choice within service environments (Welsh Government, 2012;
Lorte & Lalonde, 2012). Behind the gaze, the ability of staff to provide an active offer is
supported through the designation of posts as bilingual required or essential, and language

training for staff who are not yet bilingual (Welsh Language Commission, 2013b).

In both countries, events to sustain and promote the use of the official minority languages
within the local communities through cultural activities such as art are included within the
terms of the active offer as they are used to demonstrate to society at large that it is
appropriate to use both official languages. In Canada this has been facilitated by the
Commissioner for Official Languages’ requirement that ‘positive measures’ (Official
Language Commissioner, 2013) are employed by Federal Institutions within their

communities.
The applicability of using an active offer to support the offer of home birth:

Cardinal and Suave (2010), in their discussion of the offer of French Language Services, state
that a passive offer provides a ‘less conducive and less favourable climate for exercising
one’s rights [to FLS]. In fact, even if the service is available...service users are at risk of not
noticing it’ (p. 19). This sentiment appears to be applicable to the offer of planned home

birth, based upon the findings of the previous two chapters [3&4].

It is my suggestion that demonstrable similarities exist between the offer and choice to use
the official and minority languages of Canada and Wales, and the offer and choice of
planned home birth in the UK, and also in other developed countries that include planned
home birth within their maternity service provision. This means that the overall approach
being taken to enact an active offer in the area of language choices may also be transferable

to the context of home birth provision.

The similarities are listed in the table below.
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Table 11. Similarities between the ability to access a minority language service and decide to plan a home birth

Issue:

Seen by:

Historical

The historical subordination of both minority language use and the

choice of home birth

Current access to

services

Equality amongst those service users in terms of those who are

currently accessing and those who are not accessing the services

potential service users, at times, need to request their required
service, rather than a systematic approach being taken by the

providers to offer and facilitate this option

That visibility of the services is felt to be relevant to service provision

within the literatures
The need for clear leadership within the provision of choices

The current social and cultural norms that support dominant language

use and hospital as a birth location

Service

improvement

The existence of statutory or policy requirements to ensure the

provision of the specific services

The suggestion of improved clinical outcomes if the relevant service is

provided

The fact that improvement of the services would assist the
achievement of the aim that health service users are enabled to be in

control of their own healthcare

These individual factors are discussed in greater detail below.

The historical subordination of minority language use and home birth:

Both Wales and Canada have a historical past containing periods of British political

dominance, where the Welsh and French languages were made subservient to the English

language (Canadian Government, 2009; Penny, 2002). The historical situation of both these

minority languages, although both now have official status in their respective countries is
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still felt to be relevant to the way in which the offer of services needs to be approached. This
is apparent in the references made to the need to ensure that Welsh is treated no less
favourably than and that ‘the citizen, whether by experience or expectations, psychologically
or hypothetically knows that English is stronger than Welsh in all parts of Wales (Welsh

Language Commissioner, 2014, p.89).

Home birth in the UK also experienced a decline in popularity based on political decision
making, when between the 1950’s to 1970’s several investigations into the UK maternity
services recommended initially that seventy percent of women (Ministry of Health, 1959),
and later one hundred percent of women gave birth in hospital (Ministry of Health, 1970;
Davis, 2013). The rates of home birth during this period are documented as reducing from
approximately thirty percent in the 1960’s, to one percent by the mid 1980’s (ONS, 2013).
The findings of the initial exploratory study were that the women participants often
anticipated that their Community Midwives would not feel favourably towards home birth,
and this could be an effect of this decline in home birth and the demonstrated health service
preference for hospital birth, or that the perception of some service users that home birth

care is a ‘second class service’ when compared to hospital care (Halton, 2006, p.4).
Equality is not being achieved amongst the population of potential service users:

It appears that minority language speakers are not able to access sufficient health services in
their own languages. It is a stated aim of the Chair of the Inquiry Panel that produced the
investigative report ‘My health, my language’ (Welsh Language Commissioner, 2014, p.7)
that the report is able to support work which guarantees Welsh speakers in Wales are
‘ensured equitable access to primary care services in the language that best serves their
health, wellbeing and dignity’. In Canada, where access to health services is not generally
associated with financial barriers such as income, there still appears to be that language and
cultural barriers to the provision or of services in persist certain circumstances (Bowen,
2001). Several circumstances were observed, with those preferring to receive healthcare in a
minority language being one such circumstance. In addition, groups such as immigrants and
deaf people were also found to experience language barriers, and Cardinal, Lang and Suave
(2006, p.35) suggest that one reasons for this may be that ‘vulnerable groups do not always
request FLS [French Language Services], even when they know they are entitled to receive

such services’.
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Within the home birth literature, and as was noted in the scoping review of planned home
birth decision making, work by Coxon (2012) and McCourt, Rance, Rayment & Sandall (2011)
noted that the women who currently achieve home births in the UK belong to a societal
cross-section of mothers with a ‘privileged identity’ — namely British born, white, married,
financially well off, and educated. This inequality of service access has been noted in other
published literature, and has reportedly served as a reason for one Trust to stop funding
specific home birth services (Thomas, 2003; Thomas, 2006). However, in certain areas of the
UK women from a wider socio-demographic profile are seen to achieve home births which,
as was stated in the literature review, suggests that where an effective offer of home birth is
made, not only women within the ‘privileged identity’ can choose (Nove, Berrington &
Mathews., 2008; Green, 2016). This is reported in the previously referenced NCT report that
recommended ‘proactive’ home birth services and ‘active advocacy’ (Dodwell & Gibson,
2009b). Therefore, a potential effect of an ‘active offer’ could be to widen the availability of

a service.

Potential service users need to request their required service, rather than a systematic

approach being taken by the providers to offer and facilitate this option:

The literature discussing minority language service provision makes frequent reference to
research findings that potential service users have to request a service in their preferred
language (Welsh Language Commissioner, 2014; Lorte & Lalonde, 2012; Cardinal & Suave,
2010). The authors of ‘My health, my language’ (Welsh Language Commissioner, 2014, p.67)
state that this, along with other deficiencies in the manner of service provision, create a
service that is ‘being driven by the needs of the providers rather than the service users’.
Many individuals who would prefer to speak a language other than English actually receive
their service in English. Where services are received in a minority language, the authors

believe that this is more by luck than design (Welsh Language Commissioner, 2014).

Within the UK home birth literature it is evident that women who were able to plan a home
birth often initiated this themselves by asking their midwives about the option, although it is
not known if the midwives would have later offered this option to them. Aside from a
minority of articles documenting the practice of midwives who appear to attempt to provide
systematic approach to discussing home birth (Brintworth & Sandall, 2013; Kemp & Sandall,

2010; Green, 2016) the remainder of the articles could at times create the impression of a
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service being provided ‘by luck’ for privileged women who are able to vocalise their desire
for this clinically beneficial service, or where midwives provide this clinical care on their own

initiative (McCourt, Rance, Rayment & Sandall, 2011).

Social and cultural norms support use of the dominant language and hospital as a birth

location:

The research that informed the development of the active offer for minority language
services, in healthcare and other sectors such as the judiciary, refer to the fact that speakers
of the minority languages now believe it to be ‘the norm’ to receive services in English
(Welsh Language Commissioner, 2014; Cardinal & Suave, 2010; Lorte & Lalonde, 2012). This
is explained by Lorte and Lalonde (2012, p.10) as occurring ‘after several decades without
French language health services, people have the impression they are impossible to obtain’.
It has also been noted that for many health professionals, the possibility and importance of
providing care in languages other than the socially dominant language is also not apparent
(Welsh Language Commissioner, 2014). Within healthcare specifically, both Canada and
Wales make reference to the importance of the active offer principle being applied broadly
so as to ensure that a community’s health status, and the historical and current social
reasons for the lack of minority-language health services are considered within all relevant

policies (Welsh Language Commissioner, 2014; Lorte & Lalonde, 2012).

Research into home birth within the UK maternity services suggests that a similar situation
exists. It has been the social norm to attend a hospital OU to give birth, rather than choose
to give birth in your own home for at least the last forty years. This is reflected in the
statistics mentioned in the earlier discussion of the historical subordination of home birth.
This has resulted, amongst the generation of UK women giving birth within the last ten or so
years of an assumption that they would give birth in hospital, that home birth is not a real
option for them, and stereotyped opinions of women who choose to give birth at home
(Madi, 2001; Houghton et al., 2008; Coxon, 2012; Coxon et al., 2013; Lavender & Chapple,
2005; Green, 2016).

The rise in the development and promotion of alongside MLUs as the most suitable birthing
location for low risk women may also serve to continue the bias against home birth within
society (Rogers et al., 2011) and within the maternity services themselves (Redshaw, 2011;
Rogers et al., 2005; Bourke, 2013; McCourt, Rance, Rayment & Sandall, 2011).
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Visibility is felt to be relevant to the provision of an active offer of minority language

services:

The active offer literature, considering the provision of minority language services
demonstrates that visibility has been felt to be a constituent part in the active offer of
language services in Canada and Wales. Visibility has been identified by the Société Santé en
Francais (SSF) as one of the ‘six bases’ for standards in primary care health services, with the
five other bases being public awareness and acceptance, accessibility, client continuity and

guidance, cultural and linguistic quality and institutional identity (Lorte & Lalonde, 2012).

The word visibility has mostly been used in terms of ‘visibility of services” within the minority
language active offer literature, although the requirement for offers to be physical and
tangible are also mentioned (Lorte & Lalonde, 2012, p.9). In Wales, the link between a
service being visually demonstrated and its perceived availability was found to be high, with
very high levels of agreement by service users that posters in Opticians displaying which
services are available in Welsh, and websites containing details about which primary care
practitioners are able to speak Welsh both made a Welsh language service appear more
obtainable (Welsh Language Commissioner, 2014). This approach is also advocated within
the Canadian justice services method of ensuring an active offer of French Language
Services, although the increase in visibility via information on the internet is only seen as a
‘short term’” measure to deal with the problem of French speakers not requesting services in

the medium of French (Cardinal, Lang & Suave, 2006).

Only one reference to the concept of ‘visibility’ in relation to home birth is found within the
published literature. A PhD thesis discusses the way that home birth associations in Australia
raise the public visibility of their groups and home birth policies in order to raise the profile
of planned home birth (Dallenbach, 1999). However, no reference to the visibility of home

birth in terms of individual women was made.

The previous chapter [Chapter 3] reports the findings of the initial exploratory study and
discussed my consideration of how the visibility of planned home birth may be a factor in a
woman’s ability to consider and choose home birth. However, as the study discussed a range
of positive and negative examples of home birth visibility, it therefore suggests that not all
visibility would be a facilitative within an active offer. This is referred to by Brighenti (2007)
in his discussion of the three ‘thresholds of visibility’ — low, correct and supra thresholds.
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This has not been discussed in the literature about the active offer of services in minority
languages. The scoping review [Chapter 4] provided findings that could be interpreted to
suggest that for women who inhabit the ‘correct’ threshold of home birth visibility the offer
and choice of home birth was more possible, and more likely to be thought of as an
acceptable option for them. In brief, this included knowledge about the way in which home
birth is provided (Catling-Paull et al., 2011), friends and family being supportive (Dobson,
2009; Gannon, 2005; Halton, 2006), and possibly experienced in the choice of planned home
birth (Lothian, 2010) and being aware of a midwife’s clinical skills and experience attending
home births (Catling-Paull et al., 2011; Kemp & Sandall, 2010; Lindgren et al., 2005; Lothian,
2010; Murray-Dauvis et al., 2012; Ng & Sinclair, 2002; Lavender & Chapple, 2005). Therefore,
an active offer of home birth could serve to increase the level of positive home birth visibility
amongst women currently inhabiting the low threshold of visibility, and would serve to
counter the impact of the supra-visibility that home birth experiences both within the media
and potentially within social networks with low levels of home birth experience. This
approach has been alluded to by Noble (2015) and Green (2016) in their respective

discussions about the ongoing home birth intervention study in Birmingham.
The need for clear leadership and management:

Health service managers are noted as one of the influential parties in service provision in a
minority language (Welsh Language Commissioner, 2014; Lorte & Lalonde, 2012).
References are made within ‘My health, my language’ (Welsh Language Commissioner,
2014) to the Welsh Government policy development at macro level requiring a similar strong
policy drive at a local level to ensure implementation. One of the evidence statements is that
‘the balance between national and local in Wales has often been somewhat ambiguous’ (p
120). It appears that on a more micro level, individual service providers have not been
sufficiently encouraged to provide bilingual services (Welsh Language Commissioner, 2014;

Lorte & Lalonde, 2012; Cardinal & Suave, 2010).

Within the literature included in the scoping review on home birth decision making [Chapter
4], it was noted that maternity service managers played an important role in ensuring
proficient home birth services were provided (Brintworth & Sandall, 2013; Brodie, 2012;
Carter, 2012), and were also referred to where midwives were encountering difficulties in

providing a home birth service (McLaughlin, 2006; Thomas, 2006). In the initial exploratory
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study [Chapter 3] a number of the community midwife participants alluded to their belief
that they would be assisted to offer an improved home birth service if their own managers
valued the work that they undertook in the community setting, and placed more emphasis

on ensuring that community midwives provided an effective home birth service.

Improvement of the services would assist the achievement of the aim that health service

users are enabled to be in control of their own healthcare:

The literature proposing use of an active offer for minority language services all make
reference to the benefit of patients, within a healthcare context, being partners in their own
care and developing their care with their health professional. It is suggested that as a patient
becomes more involved in their care, ‘the more and more central to the process of making
decisions on his/her care, there is a need to help them identify their needs, including

language needs’ (Welsh Language Commissioner, 2014, p.134).

Home birth, sitting within the general maternity policy agenda on ‘choice’, and more
specifically ‘informed choice’, requires that women are involved and informed about all their
options for care, and are then facilitated to make choices based upon the information
provided (NICE, 2014a). As in the research about minority language service provision, the
women participants in the observation and interview study [Chapter 3] who were not
choosing home birth often expressed a lack of knowledge about home birth, with several
acknowledging that they were making their choice in place of birth without sufficient
information about home birth. The scoping review [Chapter 4] also found that women in the
literature who had not chosen home birth were often unknowledgeable about important
aspects of home birth that may have prevented them from making informed choices about

their care (Dahlen et al., 2010).

The existence of recent statutory or policy requirements to support the provision of the

specific services:

Canada and Wales are bilingual countries, with French and English, and Welsh and English
named as their respective official languages. Both countries have Official Language
Commissioners employed to ensure that policy development and implementation continues

in a positive direction.
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Within the UK maternity policy, for the last twenty years home birth has been included in
policy documents as a birth place option that should be offered to women (DoH, 1993). This
has continued throughout the last two decades with national policies such as the National
Service Frameworks (DoH, 2004; Welsh Government, 2005a) and Maternity Matters (DoH,
2007) stating that home birth, as a birth place option, should be offered to women. The

awaited NICE Intrapartum care guidelines will clarify this further.

Wales set a national target in 2002 to increase the home birth rate to ten percent by the
year 2007 (Welsh Government, 2002), and although this target was reached it remains a goal

of the maternity service in Wales to increase its home birth rate (Ferguson, 2010).

The existence of the suggestion of improved clinical outcomes if the relevant service is

provided:

Publications discussing the active offer of healthcare services conducted in the Welsh and
French languages both include consideration of the ethical reasons for ensuring an active
offer is made, and similar arguments to these are also made within the home birth

literature.

Lortie & Lalonde (2012, p.6) state that ‘the active offer of French-language health services to
Francophone minority populations in Canada is an issue of quality, safety, legitimacy, and,
consequently, an issue of ethics’. The authors suggest that the active offer of services in the
most appropriate language for an individual is an issue of quality and safety as it relates to
the effective communication between patients and health workers. Communication
problems, such a reduced patient compliance, reduced access to preventative care, mistaken
diagnosis, increased medical tests and consultations, negative health repercussions, critical
incidents, lower patient and provider satisfaction and higher health care costs, are suggested

to be reduced by the use of an active offer (Bowen & Roy 2009, in Lortie & Lalonde, 2010).

Within the home birth arena, a similar argument around the potential benefits of home birth
is taking place in the literature, with research suggesting the achievement of equivalent
safety outcomes for mothers and babies, and reduced morbidity levels for mothers, when
they birth their subsequent babies at home (Birthplace in England Collaborative Group,
2011). In addition to potential safety benefits, research also suggests that women who give

birth at home experience higher rates of emotional satisfaction with their birth experiences,
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in comparison to mothers who give birth in hospital settings (Viisainen, 2001; Munday,

2003a; Andrews, 2004b).

The decision to apply the active offer approach within home birth provision:

After consideration of the above factors, it appears reasonable to further consider the
application of the active offer approach within home birth provision. The chapter this far has
explored the ways that commentators and policy makers have considered and developed
this approach in relation to the provision of services in minority and official languages, and it
is my suggestion there are significant similarities within these arenas that influence the way
that the respective services are currently provided. Therefore, this could be interpreted to
suggest that the overall approach being taken to enact an active offer in the area of

language choices is transferable to the context of home birth provision.

It is on this premise that the remainder of the chapter now moves to discuss the application
of active offer theory within home birth provision, and discussion around the creation of the

initial concept analysis for an active offer of home birth.

Applying the theoretical understanding of active offer within minority language services to

planned home birth services:

There is limited published theoretical discussion about the active offer process. However,
Cardinal and Suave (2010) have suggested that there are four theoretical elements with
related mechanisms that have been effective in the provision of French Language Services
within Ontario’s Justice Sector. These are ‘prerequisite’, ‘subjective’, ‘objective’ and

‘integration’ elements.

Each element is listed below in the following table [Table 22], with the associated
mechanisms noted also. The only alteration to the mechanism components that are stated
by Cardinal and Suave (2010) is within the integrative element. In the original publication the
authors list several population groups that the active offer of French Language Services need
to focus on, such as the elderly and women, and these have been condensed to summarise

the findings of the scoping review [Chapter 4] in terms of women who do not have a

153



privileged sociodemographic background, and those who do not have a social network that

is supportive and informed about planned home birth.

154



Table 12. The potential application of the Prerequisite, Subjective, Objective and Inclusive elements (Cardinal and Suave 2010) to the offer of planned home birth

Element

Mechanisms - adapted to be relevant to the active offer of planned home birth

Prerequisite - Elements

that must be considered

Aims to ensure that the organisational culture is conducive to the provision of the active offer. This includes the
attitudes, behaviours and shared values of service providers, and also the social and organisational

interactions:

Recruitment Training

Designated positions Planning

Employee awareness Tools and resources
Governance Promotion

Accountability

Subjective - The verbal and

non-verbal aspects

Aim to put the service user at ease in relation to the offer of services, and to ensure that the service user is

immediately aware that the service is available to them
Verbal communication

Non-verbal communication and welcome

Objective Material and
visual elements to support

the offer

Must be displayed to unequivocally reflect the availability of all services

Signage Documentation
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Pins and stickers Websites
Correspondence Other

Announcement and news releases

Integration —Consideration
of the needs of target

groups

Women without a social network that is informed or supportive about planned home birth
Women without a privileged sociodemographic background

Significant others — partners, family members, friends
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As the table demonstrates, the elements and mechanisms that Cardinal and Suave (2010)
note to be underpinning the active offer of French Language services within the Justice
Sector also appear to be broadly applicable to the active offer of planned home birth. This is

considered in more depth below:
The prerequisite element:

The scoping review [Chapter 4] noted how the context surrounding a midwife’s practice was
influential on her ability to offer planned home birth effectively. Several midwifery sources
make reference to the like-mindedness of colleagues and the importance that this has within
service provision both within clinical care provision and also in terms of management (Kemp
& Sandall, 2010; Brintworth & Sandall, 2013; Fleming et al., 2007; McCourt, Rance, Rayment
& Sandall, 2011). Midwives should be assisted to develop positive views of home birth
(Vedam et al., 2010; Wiegers et al., 2000; Floyd, 1995; Stephens, 2008) and to be proud of
assisting women to achieve physiological births (Hagelskamp et al., 2003; Kemp & Sandall,
2010; Jennings, 2005; Goldstein, 2012; Davies-Floyd & Davies, 1996). This was also referred

to by several of midwifery participants in the initial exploratory study [Chapter 3].

The ‘promotion” mechanism, defined by Cardinal and Sauvé (2010, p.18) as the process of
identifying ‘ways of promoting activities and resources intended to bring attention to and
promote the availability of FLS among the francophone population’, is a service user focused
mechanism and was noted within the initial exploratory study [Chapter 3] where the
midwives were organising occasional public events in local supermarkets to publicise home
birth within the community, and also within the scoping review literature [Chapter 4] where
films (Kaufman, 2010), and community groups (Noble, 2015; Green, 2016) were being used

with this aim.
The subjective element:

The initial exploratory study and the scoping review [Chapters 3 & 4] reflect the importance
of the subjective element in terms of a midwife’s verbal and non-verbal communication
about planned home birth. Verbal communication is used to convey firstly the offer of
planned home birth, but also to provide information about how home birth is conducted;

and non-verbal communication, for example in terms of how relaxed or confident the
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midwife is in discussing the option of home birth was also noted within several sources

(Goldstein, 2015; Catling-Paull et al., 2011).
The objective element:

The objective element was also referred to in both chapters [Chapters 3 & 4] in terms of the
written information about planned home birth that women received. The scoping review
[Chapter 4] also included sources where a wider range of mechanisms, such as posters and
social media, were being employed to advertise home birth groups (Noble, 2015; Green,

2016).
The integrative element:

In relation to the integrative element, the scoping review [Chapter 3] highlighted two main
mechanisms for consideration; the first being the influence that social networks, in particular
partners, have on a woman’s decision making — suggesting that it would be beneficial to
include significant others within the active offer of planned home birth; and secondly, that
women who do not belong to a privileged sociodemographic background are
underrepresented within the cohort of women who plan to birth at home, and so this this

suggests that they could possibly be considered a ‘target group’.

In applying these four elements with this concept analysis, the focus has been placed upon
the service user’s perspective of service provision, because extensive consideration of the
wider service provider related factors that will support or inhibit the implementation of an
active offer was felt to be beyond the scope of this piece of work. Therefore, the subjective,
objective and integration elements of the Cardinal and Sauvé’s (2010) approach have been
the central focus in terms of the interaction between the midwife-woman dyad in relation to
the offer of planned home birth, with consideration of the prerequisite element only given in

terms of the promotion of the home birth service.

Defining the attributes of an active offer of home birth:

The defining attributes of the analysis are the essential parts of the concept, as identified by

the refining process (Walker & Avant, 2011).
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The process of determining the defining attributes involved assessment of the included
literature to collate any reference to clinical practice approaches or behaviours that would
support the key elements that were included within the dictionary definition of ‘offer’ noted
at the start of this concept analysis process — these are highlighted below in bold text within

the definitions:

The word ‘offer’ can be used as a verb, or a noun. As a verb, it is defined by the Collins
English Dictionary (Collins, 2009) as ‘the presentation or proffering of something, someone
or oneself for acceptance or rejection. It also means to provide, or make something

accessible, and to show or express a willingness to do something’

The Collins English Dictionary (Collins, 2009) states that the word ‘active’ can be used as an
adjective or a noun. As an adjective its meaning is to participate or be engaged in a particular
sphere or activity, especially physically energetic pursuits; and as a noun it suggests a

‘dynamic, or engaging form of the verb’.

Additionally, any references that related to methods of home birth care provision that could
serve to overcome the barriers to home birth decision making, or to facilitate the provision

of services according to policy directives were collated.

Lastly, reference to possible facilitative processes in line with the elements of developing

active offer theory outlined by Cardinal and Suave (2010) [Table 23] were collated.

All of the possible components, or attributes, of an active offer of planned home birth were
collated into documents and time spent considering the ways in which the approaches or
behaviours outlined in the sources could be appropriately condensed. Walker and Avant
(2010, p.68) state that the aim of this stage of the process is to ‘try to show the cluster of
attributes that are the most frequently associated with the concept and that allow the
analyst the broadest insight into the concept’. The wide range of sources included within
this analysis are viewed as achieving this aim, and the resultant four defining attributes were

considered to accurately reflect the elements selected from these sources.

The four attributes for an active offer of planned home birth are Creating the Conditions,
Information Provision, Positive Reinforcement and Challenging the Cultural Assumption of

Hospital Birth.
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The attributes are intended to be appropriate for use within any maternity services current
model of care. While it is acknowledged that providing high levels of continuity of carer
during antenatal, intrapartum and postnatal care appear to provide some of the most
favourable conditions for promoting and providing home birth (Benjamin, Walsh & Taub,
2001; Sandall, Davies & Warwick, 2001) most maternity services in the UK are not currently
operating in this way, nor may be able to adapt their services to encompass this model of
care (Beake & Bick, 2007; McCourt, Rance, Rayment & Sandall, 2011). Additionally, the
development of home birth teams may also be beneficial (Noble, 2015), but again, is not an
approach that is being taken within all maternity services. The implementation of the active
offer of home birth would require the engagement of midwives and their employing
maternity service organisations — potentially in line with the mechanisms that Cardinal and

Suave (2010) outline.

The following table summarises the four attributes as they would be undertaken within an
active offer of home birth, and how these relate to the four elements and their associated

mechanisms that were outlined by Cardinal and Suave (2010):

160



Table 13. Proposed active offer of PHB domains in relation to Cardinal & Suave’s (2010) elements and mechanisms

Attribute Domain Element Mechanism
Creating the Midwife mentions and offers home birth to woman at first meeting, making | Subjective Verbal
Conditions direct reference to the woman’s previous birth experiences communication
Idea that home birth will continue to be discussed throughout pregnancy Subjective Verbal
regardless of woman’s initial thoughts about home birth, and that no S communication
Objective
decision about home birth is required at the start of pregnancy Documentation
Film
Email
Multimedia
Ensure that birth partner is included in discussion or communicated with via | Subjective Verbal
specific written material Objective communication
Documentation
Websites
Film
Integration Email
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Significant other

Information

provision

Information is provided, from the start of pregnancy, that supports the Subjective Verbal
philosophy of normality in midwifery care communication
Objective Non-verbal
communication
Documentation
Websites
Film
Email
Woman provided with multiple formats of evidence based information, and | Subjective Verbal
with ongoing discussion in style of SDM used to ensure ongoing communication
consideration and to support her decision making o Non-verbal
Objective

communication
Documentation
Home birth groups

Film
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Email

Multimedia
Partner provided with evidence based information and support Subjective Verbal
Objective communication
Documentation
Home birth groups
Websites
Film
Integration Email
Significant other
Information includes reference to a midwife’s professional experience of Subjective Verbal
home birth, and those of her team - communication
Objective

Non-verbal

communication

Documentation

Websites

163




Information provision ensures that women have a clear picture of home

birth is undertaken

Prerequisite

Community events

Subjective Verbal
Objective communication
Non-verbal
communication
Documentation
Websites
Partners are informed they are not responsible for the care of the woman, Subjective Verbal
or hosting the midwives during a home birth S communication
Objective
Documentation
. Websites
Integration
Significant other
Positive Women receive personal, positive support and encouragement to consider | Subjective Verbal

Reinforcement

home birth in verbal and non-verbal ways

communication

Non-verbal

communication
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Midwife show their professional support for a woman’s personal

consideration or choice of home birth

Subjective

Objective

Verbal

communication

Non-verbal

communication

Provision of

information sources

Birth discussions frame birth as a normal physiological process

Subjective

Objective

Verbal

communication

Non-verbal

communication

Documentation

Sources of

information

Previous birth experiences of woman’s own (or of friends or family

members) discussed in terms of their suitability of a choice of home birth

Subjective

Verbal

communication

Partners are enabled to view birth, and their own previous experiences of

birth in a positive way

Subjective

Integration

Verbal

communication
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Significant others

Challenging
the cultural
assumption of

hospital birth:

Help women and their partners to consider how their own previous
conceptualisation of birth may affect the birth place choices that they feel

able to consider and chose

Subjective

Objective

Integration

Verbal

communication
Documentation
Websites

Film

Email

Significant other

Midwife demonstrate that the choice of home birth is not unusual in the

local area

Prerequisite

Community events

Subjective Verbal
communication
Objective Documentation
Information sources
Acknowledge media influence in portrayal of home birth choices Subjective Verbal
Objective communication

Information sources

166




Information is provided at the start of pregnancy Subjective Verbal
Objective communication
Information sources
Midwife to offer different professional viewpoint (if required) Subjective Verbal
Objective communication

Information sources
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Creating the Conditions:

Creating the Conditions is concerned with how women are informed about home birth, the
way in which the connected features of their past and ongoing maternity experiences relate
to their ability to consider home birth as an option for themselves. In effect, this attribute
suggests the idea of a seed being planted (Madi, 2001). Several of the midwives (Mw Anna,
Carole and Grace) in the observation and interview study [Chapter 3] referred to this

process.

With regard to how women are informed about home birth, the literature review
highlighted the fact that many women enter the care of the maternity services without
knowing about the availability of home birth, or considering it as an option for themselves.
For these women, as has been found to be the case for service users preferring to receive
services in a minority language, it is vital that their midwife mentions home birth to them in
order to shift their awareness of the different locations that are available to them. To not do
so would potentially reduce a woman'’s ability to feel confident in the option (Welsh
Language Commissioner, 2014; Madi, 2001; Rogers et al., 2005; Watts et al., 2003; Andrews,
2004b; Ashley & Weaver, 2012b; Ashley & Weaver, 2012a; Dahlen et al., 2008). The act of
mentioning and offering home birth could be viewed as the initial step in countering the
assumption of the superiority of hospital birth that many maternity service users hold
throughout their pregnancy experiences (Madi, 2001; Bedwell et al., 2011). Particularly in
relation to home birth rather than minority language services because of the on-going
nature of decision making that culminates in a birth place choice, it is important that this
attribute allows the idea that the discussion around home birth is something that will be
continued as the pregnancy progresses, rather than that the dialogue represents a
completed conversation (Rogers, 2009; Madi, 2001; Bogdan-Lovis & Vries, 2013; Houghton
et al., 2008). This may necessitate the midwife being able, or feeling able, to re-visit the idea
of home birth after other health professionals have already suggested it to be an unsuitable
option (Floyd, 1995; Coxon, 2012). Therefore, a component of the active offer would be to
ensure women understand that no decision about home birth is required at the start of

pregnancy.

Where women already know about the option of home birth and feel that this is something

they would like to consider, it is still important for their midwife to raise the option of home
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birth with them as this allows the creation of confidence in the maternity system to
adequately support home births (Catling-Paull et al., 2011; Wiegers & Keirse, 1998; Edwards,
2008a) and to open up supportive and equitable discussions about home birth between the
midwife — woman dyad as the pregnancy progresses (Rogers, 2009; Parratt & Fahy, 2004;
Rogers et al., 2005; Brintworth & Sandall, 2013; Ng and Sinclair, 2002; Nieuwenhuijze & Low,
2013,;McCutcheon & Brown, 2012; Cheyney, 2011). This is also supported by the models of
active offer currently in use within minority language services, where service providers work
to demonstrate to service users that they can expect to receive a quality service in their
chosen language, comparable to that they would receive via the English language (Welsh

Language Commissioner, 2014).

In both examples, this process is supported across all current active offer approaches in both
healthcare and other settings, which has noted the importance of the service provider taking
responsibility to formalise and facilitate the services (Welsh Language Commissioner, 2014;
Cardinal & Suave, 2010). This process also serves to increase, in a positive manner, the
visibility of home birth both in terms of providing a visual demonstration, and personalised
perspective to a woman of her personal options for birth location, and in terms of
demonstrating to her, through discussion of relevant local and national guidance for home

birth, a favourable representation of home birth (Dagustun, 2011; Rogers et al., 2005).

The second aspect of this attribute concerns the way in which the subject of birth itself is
discussed within the dyad. The literature review suggested that where antenatal care
provision encouraged the discussion and consideration of women’s previous birth
experiences (Munday, 2003; Nieuwenhuijze & Low, 2013; Regan & McElroy, 2013), and
facilitated discussion in pregnancy about the current choices that women were able to make
for their forthcoming births from the perspective of birth being a natural event rather than a
medicalised event, then home birth was more likely to be viewed as a desirable option
(Bailes & Jackson, 2000; Hagelskamp et al., 2003; Lindgren et al., 2006; Kemp & Sandall,
2010; Hildingsson et al., 2006; Regan & McElroy, 2013; Edwards, 2008c; Ashley & Weaver,
2012a; Jimenez et al., 2010; Dahlen et al., 2008; Jennings, 2005; Jouhki, 2012). Newburn
(2003) has raised a discussion based around findings that women are increasingly worried
about labour, asking if this is related to how midwives are talking about birth with women.

Midwives need to enable women to reach ‘realistic expectations’ about birth (Andrews,
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2004a). Of particular note is how the concept of safety and risk are discussed with women,
as the literature suggests that there may be value in including a woman’s view of physical,
emotional and spiritual safety rather than purely focusing on the technical safety that
appear to dominate in professional perspectives about home birth (Parratt & Fahy, 2004;

Edwards, 2008c).

The third element of this attribute is the acknowledgement of the influence of a woman’s
significant others in her birth place decision making, and the inclusion of these individuals
into discussions around home birth. The literature review and the observation and interview
study highlighted the powerful influence that women’s partners held in their decision
making around home birth (Anthony et al., 2005; Madi, 2001; Houghton et al., 2008;
Mottram, 2008; Bedwell et al., 2011), and this is also the case for family and friends, in
particular the expectant women’s mothers and sisters, whose own birth experiences and
information provision are very influential on women (Regan & McElroy, 2013; Wiegers &
Keirse, 1998; Dahlen et al., 2008; Chadwick & Foster, 2013; Coxon et al., 2013). The inclusion
of significant others, discussed by Cardinal and Sauvé’s framework for an active offer of
French language justice services (2010) in terms of the ‘integration of diversity element’
reflects this need. In addition to including women’s partners and family in this element, it is
important for midwives to be mindful of the current exclusion of women who did not fit the
‘privileged’ mother definition and ensure that all women are included in this offer (Coxon et

al., 2013).
Information provision:

The second attribute of the active offer proposed within this concept analysis is information
provision. Four main elements make up this attribute —the philosophy underpinning the
process of information provision, the style or format of the information that is provided, the
content of the information and the inclusion of significant others within the information
provision aspect of antenatal care. Within the existing models of active offer that are used
within minority language provision the process of informing service users of the ability to
access services in a language other than English is central to the offer process (Welsh
Language Commissioner, 2014; Cardinal & Suave, 2010; Lorte & Lalonde, 2012). However,
while the information process in both situations is initially used to inform services users

about the availability of the service, the information provision within the home birth service
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is multi-layered in that it also necessitates the facilitation of a more detailed discussion
about wider aspects of the practical nature of clinical service provision than that concerning

of the availability of language choice.

The aim of information provision, as in relation to many aspects of antenatal care is to
facilitate informed decision making, and in order to achieve this the literature demonstrates
that midwives need to be committed to the process of giving and sharing evidence based
information, and to hold an autonomous view of women and midwives (Bliss, 2010;
Dagustun, 2009; Madi, 2001; Parratt & Fahy, 2004; Floyd, 1995; Regan & McElroy, 2013;
Dahlen et al., 2008; Lindgren et al., 2010; Janssen et al., 2009). Maternity professionals need
to be aware of how their own biases may affect how they provide information to women, in
order to successfully overcome any barriers to informed decision making that may occur
around blocking the “flow of information’ to and from women (Houghton et al., 2008; Regan
& McElroy, 2013; Shaw & Kitzinger, 2005; Dagustun, 2009). Emphasis should not be placed
upon giving women information and expecting them to make a decision unaided, but instead
to facilitate an approach similar to that noted in the shared decision making literature (Bliss,
2010; Hagelskamp et al., 2003; Nieuwenhuijze & Low, 2013; Regan & McElroy, 2013;
Edwards, 2005; Dahlen et al., 2008).

The sources and formats of any information should also be considered. It appears from the
literature review that information provision should take place, from the start of pregnancy,
in multiple formats in order to be as effective as possible. While written resources have been
noted to be useful sources of information to women (Andrews, 2004; Rogers et al., 2005;
Ashley & Weaver, 2012a; Ashley & Weaver, 2012b; McMurtrie et al., 2009), it appears to be
widely acknowledged that written information on its own is not a sufficiently powerful
method of providing information to women. The literature frequently refers to the benefit of
providing written information and supplementing it with discussions between midwives,
women and their partners (Ashley & Weaver, 2012b; McMurtrie et al., 2009; Andrews, 2004;
Rogers et al., 2005; Bedwell et al., 2011; Ashley & Weaver, 2012a; Watts et al., 2003 Vedam
et al,, 2010).

Women can also be provided with information at home birth support groups, or by using
other ways to reach sectors of the population who may not respond to more traditional

methods (Anthony et al., 2005; Halton, 2006; Mottram, 2008). It may be beneficial for
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service providers to acknowledge the negative effects of home births location within both
the lower and supra visibility thresholds that were discussed beforehand (Brighenti, 2007),

and to work to address this issue within their practices (Houghton et al., 2008).

The literature review provided many suggestions of what women require to be included in
the information that they receive about home birth. The information needs to be evidence
based, accurate, unbiased, consistent, and clear (Houghton et al., 2008; Floyd, 1995;
Newburn, 2003; Regan & McElroy, 2013; Ashley & Weaver, 2012a), and preferably
formatted to facilitate a woman’s ability to know what her personal choices are, based on
her own situation (Dagustun, 2011; Chamberlain et al., 1999; Regan & McElroy, 2013; Rogers
et al., 2005).

In terms of the specific information that women require, it is felt beneficial to provide
sufficient information to enable consideration of the benefits and problems of both home
and hospital, and MLU birth locations (Chamberlain et al., 1999; Hagelskamp et al., 2003;
Edwards, 2008; Halton, 2006; Houghton et al., 2008; Silverton, 2012; Haken et al., 2012) and
that this information should ensure consideration of the social and psychological outcomes
of birth place, in addition to physical risks (Houghton et al., 2008; Nieuwenhuijze & Low,
2013). In addition to this, women wish to be provided with information about the actual
service delivery for home birth (Haken et al., 2012; McCutcheon & Brown, 2012; Shaw &
Kitzinger, 2005) including the pain relief that is available to them at home birth (Pavlova et
al., 2009; McCutcheon & Brown, 2012; Jimenez et al., 2010), transfer rates and service
arrangements (Dabrowski, 2012; Rogers et al., 2011; Catling-Paull et al., 2011), and that the
attending midwives will be confident, experienced and professional (Bedwell et al., 2011;
Watts et al., 2003; Mottram, 2008; Catling-Paull et al., 2011; Goldstein, 2012; Janssen et al.,
2009).

Aside from information provision specific to home births, women also require that
information that is provided about birth includes, in a positive light, the possibility of
nonmedical methods for facilitating the birthing process and coping with pain (Jennings,
2005; Catling-Paull et al., 2011; Hagelskamp et al., 2003; Mitchell-Merril, 2006; Jimenez et
al., 2010; McCutcheon & Brown, 2012; Ashley & Weaver, 2012a).

Information needs to be provided to women at the most appropriate time and the literature
review suggests that home birth should be raised and offered to women by their midwife
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during their initial contact (Edwards, 2005; Rogers, 2009; Rogers et al., 2005; Nieuwenhuijze
& Low, 2013; Shaw & Kitzinger, 2005), or early in pregnancy (Bedwell et al., 2011; Houghton
et al., 2008; Hendrix et al., 2009) but that that they should not be expected to make any
decision regarding where they wish to give birth at this point of their pregnancy (Rogers et
al., 2005; Rogers, 2009; Brintworth & Sandall, 2013; Bedwell et al., 2011; Furlong-Davies &
McAleese, 2008). Instead, women should be able to engage in continued discussions about
their choices as their pregnancies progress, potentially until early labour (Rogers et al., 2005;
Brintworth & Sandall, 2013; Bedwell et al., 2011; Hagelskamp et al., 2003; Rogers, 2009). No
research has been conducted, in the way that there has been for breastfeeding
(Breastfeeding Insight, 2009) which enables healthcare professionals to be confident about
the best times to discuss home birth, but it is possible that some correlation exists. This
would suggest an optimum time as being between twelve and thirty-two weeks gestation to
be when women are most receptive to birth place location options, as the report states that
women are ‘actively looking for birth related information’ during this time period; and that
from thirty-four weeks gestation until birth as the point when women are focusing on their
forthcoming birth experience but may still be receptive to further birth place options
(Breastfeeding Insight, 2009). Research has shown how most women who had considered
home birth at some point during their pregnancies no longer do so by the end of their

pregnancies (Lavender & Chapple, 2005).

Women'’s birth partners, and significant others such as family and friends should be
considered and included when information is being provided to ensure that decision making
is informed by current evidence and knowledge of how the home birth service is provided —
to include the information that they will not be responsible for providing any care to the
woman during labour or birth, or for hosting the midwives (Hendrix et al., 2009; Bedwell et
al., 2011; Dahlen et al., 2008; Houghton et al., 2008; Madi, 2001; McCutcheon & Brown,
2012; Nieuwenhuijze & Low, 2013). Discussions with partners should be encouraged both
between women and themselves, and between their midwives and themselves, in addition
to providing only written information (Mottram, 2008; Houghton et al., 2008; Madi, 2001,
Bedwell et al., 2011). Information regarding the process of labour at home, with the aim of

reassuring partners should be provided to them (Blix, 2011; Mottram, 2008).

Positive Reinforcement:
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The scoping review [Chapter 4] highlighted the need for women to receive Positive
Reinforcement from their midwives about considering or deciding upon home birth. This
attribute is important for all women, but possibly all the more so for women, and their
partners, who do not have social networks that are knowledgeable or supportive of this
option (Ashley & Weaver, 2012b; Shaw & Kitzinger, 2005; Catling-Paull et al., 2011; Ashley &
Weaver, 2012a; Dagustun, 2009). Women may be offered choices in pregnancy, but where
these are not actively supported by staff they will rarely be taken up (Mottram, 2008).
Verbal and non-verbal elements of Positive Reinforcement are discussed in the literature

and so will be considered below.

Verbal positive reinforcement is the most frequently referenced method of providing
reassurance to women that appears in the literature review (Catling-Paull et al., 2011; Bliss,
2010). Midwives need to demonstrate their professional enthusiasm and support for women
and their significant others to consider or choose home birth by presenting information and
discussions around choices in a positive way — including reference to previous birth
experiences (Houghton et al., 2008; Brintworth & Sandall, 2013; Shaw & Kitzinger, 2005;
Ashley & Weaver, 2012a; Ashley & Weaver, 2012b; Edwards, 2005), both in terms of the
personal considerations that may make home birth preferable (Dagustun, 2011), but also in
terms of the scientific considerations that allow birth discussions to be framed as a
physiological process (Howe, 2013). Midwives should create relationships with women that
enable them to provide support and encouragement to women in this way (Bliss, 2010;
Bailes & Jackson, 2000; McCutcheon & Brown, 2012; Dahlen et al., 2011). It should be
remembered that women often commence antenatal care with the perception that their
midwife may feel negatively towards a choice to give birth at home, and that this needs to
be demonstrated by midwives to be incorrect (Ashley & Weaver, 2012a; Dagustun, 2009; Ng
& Sinclair, 2002). Midwives should encourage women to engage in conversations about
home birth, in order to dispel the belief that they prefer births to take place in hospital and
to ensure that women know that a choice needs to be made (Houghton et al., 2008; Howe,

2013; Madi, 2001).

Non-verbal Positive Reinforcement takes the form of individual midwives actions, and the
configurations of the maternity service providing care. Models of care should be created that

ensure that home birth is seen as a viable and acceptable option for women to choose
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(Nove, Berrington & Mathews, 2008; Brintworth & Sandall, 2013; Rogers, 2009) by
continuing to demonstrate that home birth is a visible topic throughout pregnancy and into
the intrapartum period. Midwives can demonstrate their positive support for home birth by
lending birth pools to women (McMurtrie et al., 2009; McLaughlin, 2006), ensuring women
are aware that home births are happening in their local area (Watts et al., 2003), attending
home birth support groups in their local areas (Halton, 2006), developing tools such as
websites to increase women’s awareness of the availability and support for home birth in
their area (Rogers et al., 2005; Mottram, 2008; Noble, 2015) and providing early labour
assessments at home (Brintworth & Sandall, 2013). Written information should also be
worded positively or not overly cautiously, while retaining accuracy (Ashley & Weaver,

2012a; Ashley & Weaver, 2012b; Newman & Hood, 2009).
Challenging the cultural assumption of hospital birth:

The literature demonstrates that many women who did not choose home birth were
influenced by the fact that our birth culture assumes birth to take place in hospital (Madi,
2001; Rogers et al., 2005; Houghton et al., 2008; Green, 2016), and that women who did
choose home birth were often aware of others who had birth at home previously (Andrews,
2004; Ng & Sinclair, 2002; Madi, 2001; Rogers, 2009). Women are also shown to also vary in
the way in which they engage with making choices in their maternity care, from acceptors to
active choosers (Pitchforth et al., 2009) and so for the group of women who prefer to
‘accept’ a suggested or implied choice, home birth needs to be presented as a socially
acceptable option to those who would otherwise have ‘accepted’ a hospital birth (Shaw,
2007). The literature discussing the provision of an active offer of minority language
provision suggests the importance of reversing the long standing cultural denigration of
minority language use as a way of enabling service users to expect, and choose to receive
services in their preferred languages (Welsh Language Commissioner, 2014; Lorte & Lalonde,

2012).

The literature suggests that where the cultural and social norms do not encourage home
birth, merely having a model of care provision available is not sufficient to enable women to
make this choice (Newburn, 2003; Pitchforth et al., 2009; Pitchforth et al., 2009; Newburn,
2003). Instead choice in child birth location should be a norm for every maternity service

(Ashley & Weaver, 2012a) and women should understand that a decision is required to be
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made (Newburn, 2003). Midwives should assist women to consider how their own
conceptualisation of birth may have subconsciously influenced their decision making about
place of birth (Dagustun, 2011; Regan & McElroy, 2013). Support from the maternity services
to ensure adequate provision by experienced and supportive staff who take pride in their
service demonstrates to women that home birth is a good choice for them to make
(Edwards, 2005; Hagelskamp et al., 2003; Houghton et al., 2008; Shaw & Kitzinger, 2005). Of
particular need is to ensure sufficient information, in a consistent manner, is provided to
counter the negative view of home birth that is presented by the media (Hans & Kimberley,
2011; Edwards, 2008c). The literature review also suggests and demonstrates the positive
effect that the media can provoke when used by the maternity services as a way of
increasing knowledge about home birth and to counteract any negative coverage (Rogers et

al., 2005; Hans & Kimberley, 2011; Bedwell et al., 2011).

Midwives should attempt to demonstrate that the choice of home birth, if need be in other
areas, is not unusual, and to work to prevent a feeling of isolation that may occur if a woman
does makes this choice, possibly by facilitating access to others who have made the choice to
birth at home (Bliss, 2010; Halton, 2006; Shaw & Kitzinger, 2005; Furlong-Davies &
McAleese, 2008).

The resultant concept analysis of an active offer of planned home birth [AOPHB]:

The following figure illustrates the resultant concept analysis for an active offer of planned

home birth:

Figure 10. Concept analysis model of the active offer for planned home birth
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Positive
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The four defining attributes are suggested to work in combination to provide women with
the required input so as to facilitate them to make an informed decision about planned

home birth.

Development of cases:

The cases that follow reflect the wide range of the reality women’s current experiences in
being offered a home birth. They provide from the perspective of the midwifery service user,
a demonstration of the way in which a midwife or maternity service can negatively,
passively, and actively offer home birth to women who are either knowledgeable or not

currently knowledgeable about the possibility of giving birth at home.

The concept analysis process only allows for the development of one model case. This
requirement has been adhered to, but it is acknowledged that in doing so, no reflection of
the different ways that women, in particular of differing parities, may make the decision to

plan a home birth (Redshaw & Rowe 2010).

Appendix 16 contains tables 