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Abstract
Background: Perinatal mental health problems are prevalent, have a wide range ol adverse
¢livets on the mather and her ¢hild, and arc prediclors o negative childbirth experienees.
Therefore, improving perinatal mental health s a global publie health priovity and developing
services thal could promuole it must be a priorily for matemnily services. There 1s growing
evidence that antenatal educalion incorporating hypnosis or guided rmagery lechnigues may
have the potential to promote perinatal mental health and positive childbirth experiences.
However, high-quality research in the field 1s lacking.
Aim and objectives: This study aimed to explore the influence of a single 3- hour Antenatal
Relaxation Class {ARC), incorperating theory on childbirth physiology, hypnosis and guided
imagery, on maternal psychoelogical wellbeing and childbirth expericnees. The objectives of the
study were to: a) identify the aspocts of maternal psychological wellbeing and childbirth
cxperienees that may be influenced by ARC, b) understand “why ™ and “how™ any influecnee may
oceur, ¢) identily the lactors thal may mitigate the influence o ARC during labour and birth,
and d) test the signilicance of any influcnee over Lime.
Methods: The siudy ook an exploratory sequential mixed-method approach. Tn the inidal
qualitative phase, a purposive sample of 17 womaen and 9 birth partners participated in cither
individual {8 women) or joinl (9 women and their birth partners) semi-struclured in-depth
interviews. The data were analysed using deseriptive qualitative and reflexive thematic analysis.
The follow up quantitative phase was a prospective longitudinal cohort study that used surveys
to further examine childbirth experiences and measure psychological welllxing in a sample of
91 women at three time points: pre-class, post-class, and post-birth,
Findings: Attending ARC was associated with increased childbirth sclf-efficacy, reduced fear
of childbirth and state and trait anxicty, as well ag improved mental wellbeing. These changes
were signilicant and lasted over Ume, untl alier the birth, Auitudes towards childbirth change
alter attendance at ARC, which molivated wide use ol relaxation techniques as a seli-eare
behaviour during pregnancy, labour, birth and beyond. Use of relaxation technigues was
perceived w positively influence women’s childbirth experiences and choices including a
decline in chotce of epidural use For labour pain. The eliicacy of the learned lechniques in the
management of labour pain, however, depended on the “birth space’ which encompassed the
physical environment, interactions with birth attendants and the clinical picture of the
experience,
Conclusion: Tncorporating theory on childbirth physiology, hypnosis and guided imagery in
childbirth cducation can enhance perinatal psychological wellbeing and childbirth experiences.
Providing relevant ¢ducation for birth practitioners may contribute to a salutogenic model of
childbirth carc in which practitioners can facilitate childbirth education as well as a birth space

that is conducive to experiencing an altered state of consciousness as a health promoting state.
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Glossary

ARC: Antenatal Relaxation Class, a single 3-hour class incorporated in the present
stidy

ARE: Antenatal Relaxation Education, in this thesis applies to any antenatal education
programme that incorporates guided imagery/visualisation and/or hypnosis,
ANOVA: Analysis of Varance

ASC: Allered Siate ol Consclousness

CBSEI: Childbirth Self-Efficacy Inventory

Childbirth: In this text the term 15 considered as a continuum neluding pregnancy,
labour. and birth

FOC: Fear ot Childbirth

GP: General Practitioner

Hypnosis: A state of consciousness involving focused attention and reduced peripheral
awarcness characterized by an enhanced eapacity for response to suggestion
Imagery/visualisation: A technique of Tecusing the mind on a pleasant image using
different senscs

IOL: Inducron of Labour

M: Mean

NCT: National Childbirth Trust

NHS: National Health Service

NICE: National Insticate for [Tealth and Care Excellence

NRES: National Research Ethies Service

No: Nwmnber

PIS: Participant Information Sheet

RCT: Randomised Control Trial

Sh: Standard Deviation

SE. Sell-LlTicacy

SPSS: Statistical Package for the Social Sciences

SVB: Spontancous Vaginal Birth

TA: Thematic Analysis

UK: United Kingdom

US: United States

WEMWRBS: Warwick-Fdinburgh Mental Well-being Scale

WHO: World Health Organisation
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Introductory Section
This section presents the theoretical context and the structure of this thesis with a brief

description of ach chapter,

Theoretical context of the research
This thesis presents a research project that was designed to explore the intluence of a
single antenatal relaxation class on maternal psychological wellbeing and childbirth

experiences, in the context of 2 Seoitish NHS Health Board.

Thesis structure

The thesis includes nine chapiers as outlined below.

Chapter 1 introduces the research topic and overall research aim and sets the scene for
the study. The historical and theoretical background of the research topic as well as
relevanl national and international guidelines and policy documents are diseussed.
Further, the social and medical context in which research was undertaken is described to

provide a fuller picture of the context ot the study.

Chapter 2 provides a review of the pertinent empirical literature, The chapter concludes
by outlining the identified gaps in knowledge which led to the formulation of the

rescarch questions and choice of methodology.

Chapter 3 presents the methodological approaches and design for the study and the
rationale for selecting them. An exploratory sequential mixed method design was
seleeted to explore the phenomena in question in the inital qualitative phase (Phase 1),
prior to further testing of the findings” validicy in a follow up quantitative phase {Phase

2).

X1



Chapter 4 covers the methods used within the qualitative phase and the justilication lor

selecting these methods. In addition. the chapter discusses the pertinent ethical issues.

Chapter S presents the findings of the qualitative phase (Phase 1).

Chapter 6 explains how Phase 2 hypotheses and research questions were generated
based on Phase 1 findings. This chapter also describes the rescarch methods used within
the quantitative phase of the study and the radonale for selecting these methods. The

chapter concludes by discussing the relevant ethical considerations.

Chapter 7 presents the findings of the quantitative phase {(Phase 2).

Chapter 8 draws together and interprets the main findings of Phases 1 and 2, in the
context of the wider theoretical, empirical, and philosophical literature. The strengths
and limitanons of the study are discussed, and the final conclusions of the whole
research are presented. The chapter coneludes with recommendations for education,

practice, policy, and future research.

Chapter 9 includes the rescarchet™s reflection on the rescarch process.
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Chapter 1 Introduction &
Setting the Scene



This chapter will introduce the Lopic of antenatal education involving relaxation
practices in relation to maternal mental health. A backgaround to the topic and rationale
for the current study is provided betore presenting the research aim. Next, the terms

used in lhe thesis are defined, prior Lo selting the seene for the study.

1.1 Background and rationale for the study

Perinatal' mental health refers to mental health in the period spanning pregnancy,
childbirth, and the first postnatal year (NICE, 2020). It has been reported that
approximately one in (ive women? experience perinaial mental health problems in the
UK {Bauer et al., 2014; Depariment of Health, 2011; NICE, 2020} and worldwide
{WHO, 2008). Further, the current COVID-19 pandemic, as a significant source of
stress, has been suggested to potentially have superimposing effects on already
prevalent perinatal mental health problems (Caparros-Gonzalez & Alderdice, 2020).

A reciprocal relationship between perinatal mental health and childbirth experience has
been demonstrated in the literature. Whilst antenatal mental health problems are
assoctated with negative childbirth experience (Alder elal. 2011; Havizar ¢l al. 2021),
negative experience of childbirth is understood to lead to a variety of postnatal mental
health problems (Bell & Andersson, 2016}, In addition, maternal imental health
problems are suggested to have a wide range of adverse effeets on the mother, her child,
and family (IToward ct al., 2014). In the UK, maternal suicide remains the leading cause
of direct deaths occurring within the first year after childbirth (Knight et al., 2021). In
addirion, maternal mental health problems including anxiety and stress are known to be
assoctated with an increased risk of obstetrie complications such ax placental abruption,

premature labour, low Apgar score and low birth weight (Alder et al., 2007; Cohen &

! The terms “perinalal’ and *maternal’ have been used inlerchangeably in this thesis.

< Using o gender-inglusive languags in porinatal relawsd texs is of paramount imporianes, Howgeer, ag in the eurrent
study none ot the participants identitied themselves otherwise, the teims “woman” and “women' havs been nsed
throughoul the thesis,



Nonacs, 2005; Ding el al., 2014; Grigoriadis et al., 2018) as well as longer-Lterm
adverse outcomes for the offspring, including emotional, behavioural. and cognitive
outcomes {Luoma et al., 2001; O*Connor et al., 2002; Ramchandani et al., 2008), later
psychiatrie disorders, and chronie physical ill-health {Kenny el al., 2014; WHO, 2008).
Furthermore, there is a signiticant financial burden attached to perinatal mental ill
health for society. Tt is estimated the long-term costs, for every one-year cohort of births
in England, is £1.2 billion to health and social serviees and £8.1 billion to society

{National Collaborating Centre for Mental TTealth, 201%).

Considering the scale and gravity of the problem, improving perinatal mental health is a
global public health priorily {McDougall et al., 2016; WHO, 2015). Having access o
services for early diagnosis and treatment for those allected by perinatal mental health
problems is of paramount importance {National Collaborating Centre for Mental Health,
2018). Developing prevenlative mlerventions thal can targel the general population of
pregnant women and promote their mental wellbeing musi also be a priorily for
maternity services (NHS Education for Scotland, 2019; Public Health England, 2019;
WHO, 2008). Such interventions have the potential to improve childbirth experience
and outcomes for the woman, minimise the negative impact on the unborn child
{(National Collaborating Centre tor Mental Health, 2018), and reduce the financial
burden on health services and society. Nevertheless. little research exists about the
cffectiveness of interventions for the treatment of perinatal mental disorders (IToward et

al., 2014), and even less on the effectiveness of preventative infervenions.

There is growing evidence that Antenatal Relaxation Education® (ARE), incorporating

guided imagery and/or hypnosis, may have the potential Lo promote perinalal mental

ARE: Antenalal Relaxaton Edwealion, in thig thesis applies o any antenalal edocalion programme thal ineorparales guidead

imageryiviswalisacion andfor iypnosis,
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healih by reducing malernal lear, anxiety, and siress { Alis & Rathfisch, 2018, Beevi el
al., 2016; Downe et al., 2015; Flynn et al,, 2016; Hosseini et al., 2018; Isbir et al., 2016;
Jallo et al., 2014; Kordi et al., 2014; Werner et al., 2013b). whilst positively influencing

childbirih experience { Abbaxsi et al., 2009; Werner el al., 2013b).

Despite the existence of some evidence on the positive influence of ARE on perinatal
mental health and childbirth experience, there is still much that is unknown. Especially,
there 15 a lack of evidence in the context of the UK NHS services. Exploring this topic
is importani Lo gain an in-depth understanding of the influence of ARE and ihe
processes involved, particularly from the perspectives of the service recipients. This
understanding can then inlorm the development ol elTective health-promoling and
prevenlalive educational interventions thal are more likely Lo be successlully
implemented in the context of NHS maternity services and alike. An established
initiative in NHS Grampian (a Scoitish NHS Health Board), ollering a single three-hour
antenatal relaxation class {ARC) provided the opportunity for condueling the current

stidy.

1.2 Research aim
The study aimed to explore the influcnce of a one-off, three-hour session incorporating
education on physiology of childbirth, guided imagery and hypnosis on maternal

psychological wellbeing and childbirth experience.

1.3 Defining the terms

The thesis 18 presented in a traditional formart and written in the third person, with the
doctoral scudent being referred to as “the resecarcher’ throughout. The focus of the thesis
is on the influence of ARE on maternal/perinatal psychological wellbeing and childbirth
cxperience. To narrow down the focus of the study and ensure its relevance to the

content of the educational session cxamined in this rescarch, *ARE® 18 defined as

-~
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antenatal education that comprises guided imagery and/or hypnosis. The Lerm “ARC
refers to a single three-hour antenatal relaxation class that its influence was explored in
the present study. The term “relaxation technigues’ refers to breathing techniques
combined with guided imagery and/or hypnosis, and *childhirth’ relers wo childbirth as a
continuum encompassing pregnancy, intrapartum and postpartun periods. The phrase
“psvchological wellbeing” is used to describe a woman’s emotional health and overall

funetioning {ITuppere, 2009).

1.4 Sctting the seene

[n this secuon, the theoretical literaiure periaining 1o the physiology of siress and
relaxation is presented prior to discussing the use of relaxation techniques in childbirth.
Finally, the development and implementation of a single Antenatal Relaxation Class
{ARC) as an intuative in an NHS Healih Board in Scotland 1s dexcribed, along wiih the

researcher’s invelvement in this initiative.

1.4.1 Physiology of stress and relaxation

In 1915, Walter B. Cannon, the Harvard physiologist deseribed “the fight-or-flight
response’” or “stress response” {SR) for the first time, which was revolutionary
{(McCarty, 2016). The SR has evolved as a survival mechanism that enables humans and
other mammals to react quickly to life-threatening situations, by fighting or fleeing to
safely. The response comprises a sequence of carefully orchestrated yel near-
inslanianeous hormaonal and physiological changes {(Harvard, 2018; Benson & Klipper,
1975). When confronting danger, the senses such as visual or auditory send the
information to the amygdala, known as the tear centre {McEwen & Gianaros, 2010), an
area ol the brain that contributes Lo emotional processing. The amygdala interprels the
received information and when it perceives danger, it instantly sends a distress signal to

the hypothalamus. The hypothalamus as the command centre, communicates with the



rest of the body through the aulonomie nervous system. The aulonomie nervous sysiem
has two components, the sympathetic nervous systen, and the parasympathetic nervous
system. After the amygdala sends a distress signal, the hypothalamus activates the
sympathetic nervous systemn by sending signals Lo the adrenal glands (MeBEwen &
Grianaros, 2010). These glands respond by releasing the hormones adrenaline and nor-
adrenalin into the bloodstream to increase heart rate, breathing rate. blood pressure,
metabolie rate, and blood flow to large skeletal museles. As the initial surge of
cpinephrine subsides, the hypothalamus activates the second component of the stress
respanse system, known as the HPA axis (Everly & Lating, 2019). This network
congsists of the hypothalamus, the pinuitary gland, and the adrenal glands. If the threat or
danger continucs, the [TPA axis aetivity results in the release of cortisol from the
adrenal glands to keep the body on high alert {Guilliams & Edwards, 2010). When the
threat passes, corfisol levels fall. The parasympathetie nervous system then dampens the
stress response. However, chronie activations of the SR, associated with perecived
stress, can lead to a broad range of problems including impaired mental health (Russell

& Lightman, 2019),

Nearly sixly yeatrs afler the discovery of the “stress response” by Cannon, Herberl
Benson, a cardiologist at Harvard Medical School, coined the terim “Relaxation
Response” {RR) in 1975, The RR is the biological polar opposite of the SR. He argued
that the body is also capable of inducing a “physiolagic state of quietiude” (Benson &
Klipper, 1975, p. xvii). As discussed previously, the second component of the
autonomic nervous system is the parasympathetic nervous system, which is responsible
for the “Relaxation Response” {Benson & Klipper, 1975; Benson & Proeto, 2011).
Benson and Klipper (1975) proposed that regular elucidation of the Relaxation
Response results 11 a dramatic decrease in heart rate, breathing rate, blood pressure {if

clevated) and metabolic rate, preventing and compeisating tor the untoward
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consequences ol high siress. The RR is associated with a drop in oxygen consumption
and 2 marked decrease in arterial blood lactate, a substance produced by the metabolism
of skeletal muscles which is purported to be associated with anxiety (Dusek et al.,
2008). There is some evidenee thal regular activation of the RR may provoke changes in
expression of specitic genes associated with health benetits in both short-term and long-
term practitioners of relaxation techniques {Dusek et al.. 2008). Triggering the RR can
create an altered state of consciousness and changes 1n brain activity recorded on
cleetrocneephalegram, increasing alpha waves. Alpha waves that represent non-arousal,
are slower and higher im amplitude as opposed to beta waves that represent arousal and
arce characteristies of a strongly engaged mind (Mankar et al., 2014). The RR can be
cvoked with a number of activities including relaxation practices, which aim at mental
focusing ((Dusek et al., 2008). A deliberate mental focus on the breath, bodily
scnsations or pre-selected pleasant images in the relaxation techniques 1s pereetved to
interrupt the stress-proveking thought processes, leading to benefits of better mental and
physical health (Benson & Proctor, 2011), A range of techniques such as hypnosis,
progressive relaxation, and meditation, despite their apparent diversity, share the
common underlying set of physiologic changes that comprise the relaxation response

{Benson, 1989),

Edmond Jacobson (1899-1983) was highly influential in establishing a framework of
therapeutic relaxation as a skill thac could be leamed, cultivated, and applied to prevent
or alleviate tension linked to the strains of modern life (Nathoo, 2016). Jacobson (1934)
claimed; =7t is phyvsically impossible to be nervous for tensel i any part of your bodv, if
in that part you are completely relaxed” (p. 43). e suggested thoughts and cmotions
cause muscle tension and that physieally relaxing would alleviate both emotional and
bodily tension, Practice of hypnosis is another approach to activation of the RR.

Hypnosis is defined as a “state of consciousness involving focused attention and
A



rediced peripheral awareness characterized by an enhanced capacity for response to
suggestion” (Elkins et al.. 2015 p. 6). Hypnosis is considersd as a useful complementary
therapy which is based on psychotherapeutic techniques (Efremov, 20207 and is used
(or a range of therapeutic purposes and in childbirth. Similarly, guided
imagery/visualisation by tfocusing the mind on a pleasant image using ditferent senses is
another relaxation method used for various reasons such as patients with chronic pain
{Mceus ctal., 2015) or to improve athletes” performance, pain management, endurance,
and self-confidence {Eddy & Mellalicu, 2003, Predoiu et al., 2020; Thelwell &
Greenless, 2003). Deep breathing is a fundamental technique incorporated in various
relaxation methods (Iayama & Inoue, 2012) such ag visualisation and hyphosis,
although it is also considered as a relaxation technique on its own. Improvement in
mood and stress using deep Lreathing technigque is supported by previous research

{Perciavalle et al., 2017).

1.4.2 Use of relaxation technigues in childbirth

Similar 1o Jacobson, Grantly Dick-Read (1890-1959), a Briush obstewrician proposed
that emotions such as fear, and anxiety create a state of physical tension in the body. He
theorised that fear by causing tension and rigidity in the lower segment and outlet of the
uterus during labour inereases labour pain (Diek-Read, 1933; 2004). This 1s known as

the theory of Fear -Tension-Pain eyele. Dick-Read (2004) suggested that if the anxiety

could be reduced through educaiion, birth could become a less painful, more posiuve,
and healthy experience. During 1930s, he developed and introduced breathing

technigues to prepare women for labour (Rankin et al., 2000).
Dick-Read {2004) suggested that relaxation is a way to break the Fear-Tension-Pain
cycle. Nonetheless, Dick-Read’s theory was not widely accepted or applied in childhirth

practices by his fellow obstetricians. In faet, he was side-Tined by his professional



colleagues and never granied membership of the Royal College of Obsietricians and
Gynaecologists (Thotmas, 1997). Despite this, he gained widespread recognition by the
National Childbirth Trust (NCT) {Thomas, 1997}, a UK parent charity that provides
antenatal and carly parenthood education lor prospective parents that was originally set
up in 1956 by a network of laywomen and chaired by Dick-Read (Kitzinger, 1990). Tn
line with Dick-Read’s philosophy, the teaching of breathing and relaxation exercises in

the antenatal period was a central component of NCT antenatal courses {Nathoo, 2016).

Although Dick-Read stressed that his work was not related to hypnosis, others viewed
the combination ol relaxation exercises and suggestions as modilications of hypnotie
technigues (Reid & Cohen, 1950). Indeed, the development of the Hypnobirthing
methed by Marie Mongan in the 1980s was inspired by Dick-Read’s work (Mongan,
1998; 2005; 2016), although Bonica and Medonald (1990) suggest the origin of using
hypnosis for childbirth could be traced to ancient Egyptian and Chinese societies.
Hypnobirthing focuses on teaching the skills of deep relaxation, visualisation, and selt-
hypnosis (Varner, 2015). The major tenet of the IIypnobirthing philosophy is “the belief
that every woman has within her the power to call upon her natural maternal instinet to

birth in jov and comfort in ¢ manner that most mirrors natire” (Mongan. 2005, p. 6).

Recent evidenee sugeests relaxation techniques suech as self-hypnosis and visualisation
technigques tor childbirth are increasing m popularity across the world and in Britain, Tn
national surveys 34% of women respondents using maternity services in England
reported using technigues such as hypnosis and breathing during childbirth {Care
Quality Commission, 2019}, Similarly, a survey of 2400 women in the US revealed
25% of them had used techniques such as relaxation, visualisation, and hypnosis in

labour {Deelereq et al., 2013).



In the UK, ARL is mostly provided by the privale sector in the form ol popular
Hypnobirthing courses {Gavin-Jones & Handford, 2016). These courses vary in length
{with the shortest ones being six hours) and are delivered to expectant parents in one to
one private or group sessions by trained Hypnobirthing teachets some of whom are
health professionals. Despite recommendations being made in national and international
guidelines and policies on supporting women to access relaxation techniques during
labour {Bonanpace et al., 2018; NICE, 2017; Scottish Government, 2017; WITO, 2018),
they lack dircetion on how, when and where women should acquire these skills. As
such, education on the use of relaxation techniques is not usually offered as part of
mainstream antenatal education in most NIIS cruses or [Tealth Boards in the UK and
many other health services across the world. This Limits the aceess to such cducation

especially for those who cannot attord private Hypnobirthing courses.

Moreover, international guidelines as well as national guidelines and maternity policy
documents appear to consider relaxation technigques mainly as a pain management
option INICE, 2017; Scottush Government, 2017; WHQO, 2018) and the potential
influence of relaxation practices on perinatal mental health remains unrecognised
such documents, [t i1s well documented that perinatal stress presents a significant health
issue {Department of Health, 2011; England N H.S, 2016; WHOQ, 200R) and that the
persistent high levels of stress hormones during pregnancy have detrimental effects not
only on maternal health but on the offspring (Kenny et al., 2014). Studies suggest the
practice of relaxation techniques (by activating the RR as the biological opposite of the
SR)Y may protect the woman against high stress Levels (Dusek et al., 2008), and its
detrimental effects. Experiencing high stress levels during labour and birth is
understood 1o be associaled with negauve childbirih experience and compromised

mental health postnatally (Havizari et al., 2021). Hence, equipping women with



relaxation techniques as a sell-care method may positively influence the childbirth
experience and maternal mental health throughout the childbirth continuum, Hovwever,

high-quality research in this important area is lacking (Buckley, 2015),

1.4.3 Antenatal Relaxation Class (ARC); a local initiative

In 2011, a single session Antenatal Relaxation Class {ARC) was introduced in a
specialist maternity hospital in the North-East ot Scotland with a birth rate around 500
per annum. The class was first established in response to the increasing number of
women seeking medical interventions such as elective caesarean section in the absence
of ¢linical indicalors, due Lo lear ol childbirih. Over Lime, the popularity of ARC
increased mainly through word of month and the class evolved into a one-off, three-
hour session. Although attendance of women expressing anxiety or apprehension of
childbirth s aclively encouraged by their maternity care providers, the class is available
to all women and their birth partners. The number of women attending ARC increased
from approximately 70 in 2012 to around 300 women {per annum) in 2019, Most
women who attend, arce in third wrimesler of pregnancy. Midwives trained 1n relaxation
techniques deliver the class to a maximum of 16 participants in each session. The length
of the ¢lass was informed by the available resources, previous participants’ feedback
and evidenee from previous research that demonstraced having two or three shorter
sessions led to higher atorition rates in attendance {Cyna et al., 2013; Downe et al.,
2015} and limited the intended eftect ot the class {Moore et al., 2015). Tt is important to
note that ARC 1s not a part of routine antenatal classes and is supplementary to them.
The content of ARC 18 underpinned by theorencal and empirical literature as well as the
feedback collected from participants and practitioners through the service evaluation
processes (Stevenson and Tabib 2021; Tabib, 2016; Tabib and Crowther, 20138), The
class is guided by sclf-efficacy theory presented by Bandura ¢ 1977; 2010). Childbirth

self-efficacy is defined as the beliet in one’s own capacity to cope with childbirth
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{Lowe, 1993; 2000). Four origins {or sell-elTicacy are suggested ineluding {a)
performance of accomplishments, (b} vicarious experiences (¢) verbal persuasion, and
{d) physiological/emotional status (Bandura, 1977; 2012). ARC aims to enable the
participants 1o develop sell-eare behaviours through enhancing these four origing by:

a) practising technigques of relaxation using ditferent exercises,

b} educating participants on the physiology of childbirth and positive birth

stories,

¢) using empowcring language, affirmartions, and analogics,

d) exploring physiological and emotional reactions to the performed exercises.
The elass content has been deseribed in more details in Appendix 1. The elass and
provided resources are free of charge for participants. Based on previous cost analysis
studies on classes of a similar length and taught by midwives (Downe ¢t al., 2015), ARC

has an estmated cost of approximately £5.00 per participant to the NIIS.

Extra caution hag been taken to standardise the class and achieve high consistency
levels for ARC. Use of the standardised PowerPoint slides, relaxation seripts, videos for
home practice and a handout aims to ensurc a high-fidelity level. During the data
collection time, ARC was facilitated by two midwives,

ARC was delivered as a face-to-tace class in a conference room at the hospital between
2011 and 2020 and grew in popularity from around 60 participants per annum in 2011
to nearly 800 in 2019, A service evaluation report of the service {Tabib and Crowther
2018) was published in 2018 which 1s presented in Appendix 2. ARC was discontinued
in March 2020 due to the Covid-19 pandemic and resumed as an online ¢lass in January
2021. Online ARC had the exact same format and contents as the face-to-face classes

and was delivered via Cisco {hups:/f'www.ve.scornhs.uk), an online platlorm approved

by NHS Grampian.
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1.4.3.1 Education for midwives facilitating ARC

Between 2014 to 2019, over 90 midwives in NHS Grampian received training on the
application of relaxation techniques in their practice {Tabib, 2016). The course for
midwives included eight hours of face-to-face ¢lasses comprising four two-hour
sessions delivered over a course ot six to eight weeks to allow practice tn between
scssions. Some of these midwives reecived further training and supervision in order to
deliver ARC. They were supervised for some classes to the point that the supervisor and

the midwives themselves felt they were able to deliver the class competently.

1.4.4 The researcher’s background

This section is part of a reflective approach to the research and intends to introduce the
rescarcher’s background particularly in relation to the research topic arca. The
researcher is a midwife with a background of working in different fields of maternity
care as a community, hospital, independent, and researeh midwife, and since 2013 as a
midwitery academic. Her interest in the topic, initially stemmed from her experience of
implementing the principles of relaxation techniques in her personal life. This led to the
idea of embedding such an approach in her midwilery praclice, in chnical environments
of midwifery-led and obstetric-led units, where she provided intraparium care at ihe
time. After undertaking relevant training, she became involved in childbirth sducation
programmes. In 2013, she worked collaboratively with a colleague to design and
(acilitate anlenalal relaxation ¢lasses in NHS Grampian, a Scowish NHS Health Board.
Later, she provided training on relaxation technigques for other midwives. The training is
now inchided in midwifery undergraduate curriculum at Robert Gordon University
{Tabib, 2015). She lacililaled ARC [rom 2013 o 2016, when the classes were handed
over 1o other midwives trained in relaxation techniques. Her observalions of women’s

12



behaviour whilst providing inlrapartum care, conversalions with expectanl parents
during and atter the relaxation classes, and birth stories shared by class attendees and
birth practitioners led to turther interest in the research topic. The researcher’s
professional experience of the phenomenon was the major drive lor underlaking this
research in the form of a doctoral study. It is important to highlight that during the
current study she was not involved in the maternity care of the study participants or

responsible for delivery of ARC.

1.5 Summary

This chapter desernbed the background and ratonale lor the lopic along wiih research
aim. It explained the physiology of stress and relaxation in relation to relaxation
practices in childbirth, particularly in the context ot the UK. The Antenatal Relaxation
Class {ARC) ulilised m this swudy was then introduced and ihe researcher’s back ground
including her affiliation with ARC was clarified. This chapter sets the scene for the

tollowing chapter which will present a review of the empirical literature in the field.



Chapter 2 Literature Review



This chapter deseribes the process and (indings ol a review of the literature and a
critique of the studies included. Finally, the rationale for undertaking the current study

and selection of the research objectives is presented.

2.1 Formulation of the literature review questions

As recommended by Gould (2008), a preliminary search of the literature was carried out
{in February 2016) to identtfy the range of empirical literature on the topic, clarity the
focus of the review questions and refine the search strategies, inclusion and exclusion
crileria. {roogle Scholar and the Titerawre databases CINAHL and PubMed were used
for this search, using the key search lerms ol relaxation, hypnosis, visualisation, and
childbirth. This initial search revealed that the majority of research in the field focused
primarily on the effect of ARE* as a pain management method, although some studies
allended Lo ihe seli-reporied psychological parameters and subjeciive childbirth
experience in relation to ARE.

Drawing on the findings of this initial exploration of literature and the theoretical
literaure discussed in Chapier 1. a theoretieal framework {as shown in Figure 2.1) was
formulated, which helped clarifying the focus of review questions.

This theoretical framework suggests attending ARFE. by equipping women with the
skills to evoke the Relaxation Response {RR) (Benson, 1975), reduces soress related
cmotions 1n pregnancy, Inereases a woman'’s ability to cope with labour pain {based on
fear-tension-pain theory suggested by Dick-Read (2004)) and therefore may reduce the
possibility of choosing an ¢pidural for labour pain. Epidural anacsthesia is understood to
interfere with the physiological processes of childbirth and inerease the oceurrence of
unexpected medical nterventions (Anim-Somuah et al., 2011; Dahlen et al., 2013;

Green & Baston, 2007; King, 1997), which are associated with negative childbirth

* ARE: Anlenalal Relaxation Edusation, tn this (hasis applics 1 any anlspdlal sdusalon programns thal neorporatss guided
imagerysvisnalizatian and/fon hypnosia,

15



experience and compromised postnatal mental health {Fontein-Kuipers el al., 2018;
Henriksen et al., 2017; Hosseini Tabaghdehi et al., 2020; Koster, et al., 2020). Hence, if
by attending ARE epidural use and the ovcurrence ot subsequent complications is
reduced, ARE may positively influence childbirth experiences and posinatal mental

health.,

I o o SSIETVE ¢TI

N l T By
R oot i ici By reducing
C\-‘{‘ll?;r]“’ efteet om IHCICaRing . 31’“ Ctical H
RR = marerial coping spihural int-‘r:i:t "
cnatinng abalities use urve 3

Figure 2.1 Theoretical framework

Although not explicit in all studies, the theories included in this framework seem to
have underpinned the majorily of the research in the field. *Malternal psychological
wellbeing (anienatally and postnatally)’, “subjective experience of labour and birth’, and
“epidural use in childbirth” were deemed to be relevant to this framework and informed
the focus of the review questions.
Therefore, whilst the overarching aim of the literature review was to explore the
existing empirical evidence regarding the “influence of ARE” (antenatal education
incorperating visualisation and/or hypnosis) on “the outcomes relevait to maternal
psvehological wellbeing and childhivth experience’, the literature review guestions were
tormulated as:

1. What influence does attendance at ARE have on maternal psychological

wellbeing?
2. What influence does attendance at ARE have on women’s subjective

expectations/experiences ot labour and birth?
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3. What inlluence does allendance at ARL have on epidural use lor childbirth?

2.2 Literature review approach

The review gquestions were broad as they aimed to explore the breadth of the literature,
map and summarise the evidenee and identify the knowledgze gaps. As such a scoping
review with narrative synthesis was considered to be the most appropriate approach
{Arksay & O’Malley, 2005; Peters et al., 2020; Popay et al., 2006). Considering the
breadth of the review questions, a scoping review allowed a more holistic and
multidimensional view (Jesson el al., 2011), as opposed (o a systemaltic review that is
suitable for a locused queslion such as examining a particular intervention on a specific
outcome measure (Peters et al., 2020). The scoping review process was guided by the
scoping review tramework {Arksey & O’Malley, 2005) and the enhancement proposed
by Pelers et al. (2020), and lollowed a sysiemaiic order inlormed by PRISMA-ScR

{Scoping Review) checklist (Tricco et al., 2018).

2.3 Selecting the inclusion and exclusion criteria

Inclusion and cxclusion criteria were developed using the PCC (Population, Concept,
Context) acronym and in view of the types ot previous studies in the field. The PCC
acronym is used in scoping reviews as opposead to the PICO acronym {Population,
Intervention, Comparison/Design and Outcomes {Richardson et al., 1995)) used in
systemaltic reviews {(Munn el al., 2018). For the present review, PCC were identitied as

follows:

i PCC
Farticipants
The target population in this scoping review is the general population of women with
low-risk pregnancy with no restriction on age ranges or parity.
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Concept

The review included all studies that employed hypnosis-based orsand guided imagery-
hased education and examined the effect of these interventions on maternal
psychological wellbeing ot/and subjective [about/birth experience, or/and the use of
epidural for childbirth. Tf the antenatal education did not include guided imagery or
hypnosis, the studies were excluded. [n addition, the studies that had examined the
cffeet of ARE on outcome measures itrelevant to the review gquestions were exeluded.
For example, studics examining the cffeet of ARE on hyperemesis gravidarum,

termination ot pregnancy, ar pre-term labour were excluded.

Context

This scoping review considered studies m which the integrated education was
implemented during the antenatal period. All health eare settings possible for maternity
carc and all geographical and cultural contexts were ineluded. If the education was
delivered during the postnatal period, the studies were excluded, The PCC tor the

present study is shown in Table 2.1,

Table 2.1 PCC

P C C
{Poupulation) {Cancept) {Canwext)
Pregnant Tnflugnce of ARF (including GT/hiypnosis) on: ARF delivered duting
women with pregnancy in healdh care
low-rigk 1. Agpecis of maternal psychological wellbeing sellings possible for
pregnancy maternity care and all

2. Subjeclive experience of labour/birth. geographical and ealtural
CONLEXES in time span of
3. Epidural use and associated medical interventions. 2000 2022,
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ii. Tvpes of previous studies i the field

To capturc the contemporary published and unpublished empirical research and to
cnsure inclusion of the prominent work undertaken in the ficld, studies conducted from
January 2000 to March 2022 were included. No exclusion criteria were applied
regarding the design employed in the selected studies as the review intended to achicve
a multi-dimensional view using methodological triangulation {Coughlan ct al., 2013).
Therefore, all empirical research studies with a range of designs including qualitative,
quantitative, and mixed methods were considered. Due o the inherent ime and resource
limits of a doctoral study, the studies were included only if the full article was available
in Lnglish. Both primary and secondary empirical studies ineluding systematie, meta-
analysis and inlegrative reviews were included. The inelusion ol secondary sources
aimed to present the developing overview of the knowledge in the field over time. To
nartow down the search and avoid generating an overwhelming amount of informaltion,
case study reports, study protocols, narrative reviews, instruction papers for
practitioners, anecdotal informational and opinion-based atticles were excluded from
the review. The studies that did not examine the outcomes relevant to the review
questions were excluded. Lileralure on the history of uging relaxation in ehildbirth,
theoretical literature, relevant national and international guidelines, and policy
documents were excluded as they were discussed in Chapter 1. The use of critical
appraisal tools for reporting the risk of bias is not generally recommended in scoping
reviews, as the aim 1s to summarise the existing knowledge and identify gaps as
opposed to drawing strong conclusions (Peters et al. 2020). However. as all included
sources were empirical rescarch, the relevant eriteria of the pertinent CASP {Critieal
Appraisal Skills Programme) checklists were used for cach study. This allowed

assessing trustworthiness of the included studies and informed discussion on the
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studies” strengths and limilations. A list of inelusion and exclusion criteria s provided

in Table 2.2.

Table 2.2 The inclusion and exclusion eriteria {or the studies

The studies wete included if

o Empirical rescarch conducted between January 2000- March 2022

o Employed hypnosis-based or/and visunalisation/guided imagery-bascd education

o The education was delivered during pregnancy

o TTad any rescarch design {oxeepl case sludy reports)

o Were primary and sccondary research

o Full artiele was avatlable in English

o Evaluated agpecis of psychological wellbeing or subjective labour/birth experience or
epidural use

o From all health care settings

o From all geographical and cultural coutexts

o Published and unpublished {including MS¢ dissertations and PhI? theses)

The studies were excluded if

o Conducted oul with the selected time span

o Employcd education that did not include hypnosis or guided imagery

o The educalion was delivered posinatally

o The tull arlicle was nol available in English

o {Case swdy reports

o Study protocols

o Anecdotal informational papers

o Narrative reviews

o Instruction papers for practitioners

o Opinion-based articles

o The literature on the history of using relaxation in childbirth

o Theoretical literature

o Guidelines and policy documents

o Assessed the oulcomes that were not relevant Lo aspects of psychological wellbeing
or subjective labour: birth experience or epidural use ie.g., the effect of ARE on

hyperemesis gravidarm, termination of pregnancy, or pre-terin labour)
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2.4 Literature search and serecning methods

As recommended by JBI methods {Peters el al., 2020), a three-step scarch stralegy was
utilized. First, the online databases including CTNHAL, PubMed, AMED, MEDLINE,
EMBASE, NHS Scotland knowledge network, The Cochrane Library, and TST Web of
Scienee were searched to identify rescareh articles published in English. This initial
scarch was followed by an analysis of the text words contained in the ttle and abstract
of retrieved papers, and of the index terms used to describe the articles. A second search
using all identified keywords was then undertaken across the included databases.
Thirdly, the reference lists of identified articles were hand searched to find additonal
sources. To ensure the most recent research was identified, monthly email alerts tfrom
CINAHL, AMED., MEDLINE., and Google scholar were set up using Zetoc. Moreover,
Midwifery journals such as MIDIRS, Women and Birth, and Midwifery were hand
searched. In addition, British Library EThOS was searched to identity relevant
unpublished doctoral theses. The seatch for the review took place in November 2019,
and a further check in March 2022 identified six new studies published since the
literature review was petformed. The findings of these papers were included in the
review. When information in the retrigved studies was unclear, the lead author was
contacted for additional methodological information, although only a few responses
were obtained. As recommended by McGowan {201 6), designing, and refining the
search had the input of a Tibrarian to ensure accurate steps were taken. The key search
terms using Boolean operators *AND” and *OR’ and truncations {of asterisk) were used
in the following combination: {antenatal OR pregnan* OR prenatal OR childhirth) AND
{imagery OR guided imagery OR visuli?ation OR hypnosis OR hypnoses OR
hypnoiism OR hypnotherap*). Aller setting the time (Jan 2000- Nov 2019) and
language filters the initial search yielded a total of 875 studies. After reading the titles
and abslracls, irrelevant studies were excluded, and duplicaies were removed. The
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remaining 362 papers combined with the studies identified Irom hand searching of the
reference lists and journals constituted 444 studies that were examined against the
inclusion and exclusion criteria. After removing the duplicates and studies that did not
meel the inclusion eriteria, 40 studies were included. No relevant unpublished paper
was found in British Library EThOS. The study selection process s presented in the
PRISMA (Preferred Reporting Ttems for Systematic Reviews and Meta-Analyses) flow

diagram {Page ct al., 2020) in Figure 2.2.
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2.5 Data analysis

The way data is analysed in scoping reviews 1s largely dependent on the purpose of the
review. The aim of the review was not only to summarise the evidence and provide an
overview of what is known about the topic, but also to generate a new perspective by re-
viewing the topic from a specific angle. Therefore, a narrative synthesis approach was
adopted as an appropriate method for the review. The framework for narrative synthesis
{Popay <t al., 2006) was used as a systematic and trustworthy means of organising,
deseribing, and interpreting the findings. The framework provides 19 tools and
teehniques that could be flexibly used based on the data that is being handled {Coughlan
et al., 2013). The initial steps were to develop a theory of how and why ARE may work
{Figure 2.1), and to develop a primary synthesis using tabulation (Table T. Appendix 3),
where the extracted data could be organised, and texmual deseriptions could be added.
Following this, the studies were grouped based on the outcomes they had addressed
{Table 1T, Appendix 3), this allowed a comparison between the studies, finding
commeonalities and controversies within and across studies, identifying gaps and
drawing conelusions for ¢ach outcome, Qualitative and quantitative data were
triangulated, and comparisons were made benween the two datasets. When presenting
the findings, somge of the vutcomes that were perceived as closely related {e.g., sense of
control during labour and childbirth experience) were merged {Table I, Appendix 3).
The final element of narrative synthesis, as suggested by Popay et al. {2006}, was to

critically reflect on the review.
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2.6 Findings

The review included data for 4646 women who had taken part in the included primary
rescarch studies. The included 40 papers comprised 7 secondary and 33 primary
research papers {Table IV, Appendix 3). The primary rescarch included 27 quantitative,
5 qualitative and 1 mixed-methods study. The included studies had a range of designs.

The numbers ot the studies with each design are presented in Table 2.3.

Table 2.3 Designs ol the swidies included in the review

Primary research {33) Quantitative {27) Randomised Control Trials {15)
Quasi-experimental {7)

Pre, and post-test design (2)
Cohart (1)

Case control {1)

Retrospeetive comparative (1)

Mixed methods (1) Conversent (1)

Qualitative {(5) Descriptive phenomenology (2)
Narratve {13

CQualitative {2)

Secondary research {7) Cochrane Sysiemalic Reviews (3)

Systematic Reviews {2)

Syatermatic Review, meta-analysis (1)

Integrated Systematic mixed methods Review (1)

The primary daia were collected in the following 12 countries: Australia, Denmark,
Germany, Greeee, Tran, Malaysia, Norway, South Africa, Switzerland, Turkey, the
USA, and the UK. Tn primary research studies, 10 papers included Guided imagery
{G)/visualisation, 2 included both GI and hypnouis, and the remaining 21 studies
included hypnosis-based interventions. All studies had ineluded general population of
pregnant women with a low-risk pregnancy, with some studies focusing on groups of
adolescent women {Flynn et al., 2016; Martn ¢t al., 2001), women with an unplanned
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pregnancy {Kordi et al., 2016) or Alrican Ametican women (Jallo et al, 2014; 2015).
The qualitative studies reported the experience of between 6 (Abbasi et al., 2009) and
36 women (Jallo et al., 2015) and quantitative studies had diverse sample sizes between
27 {Beevi el al, 2019) Lo 1222 {Werner L al., 2013a; b). In the lollowing scetions, Lhe
key findings regarding cach review question are presented, before discussing the
strengths and limitations across the included studies. Afterwards, a summary of key
findings 18 discussed in relation to the suggested theoretical framework {Figure 2.1),
prior to reflecting on the review and discussing the rationale for the eurrent study and

selecting the research objectives.

2.6.1 Key findings
i. What influence does attendance al ARE have on perinatal psyehological
wellheing?
Review of the literature, in relation to this question, identified a number of self-reported
psycholegical parameters that have been investigated tor being influenced by ARFE.
These parameters ineluded anxiety, suress, Tear of childbirth, depression, mental

wellbeing, and childbirth selt-confidence.

Aixiety

Anxiety 18 an emotion characterized by feelings of tension, worried thoughts and
physical symptoms like increased blood pressure and rapid heartheat {Kazdin, 2000). A
systematic review published in 2011 by Mare et al. assessed the benefits of a range of
mind-body interventions including GI for preventing or treafing women’s anxiety and
concluded that imagery may have a positive effect on anxiety during Tabour and in the
immediate postpartum period. However, the conclusion was made based on the tindings

of only two relatively small RCTs (r = 39 and r = 133) that were available at the ome.
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Following this review, lour published trials found antenatal education incorporating Gl
had a reducing effect on anxiety during pregnancy {(Jallo et al., 2014; Khojasteh et al.,
2016; Kordi et al., 2016; Nasiri et al., 2018).

These trials were all relatively small {71 = 66-75) and used different wools including
DASS-21°, STAT® and PAQ7 for measuring anxiety levels during pregnancy. None of
these studies followed women in postpartum period to explore it such an effect was
stable until after birth.

A small {n —55) RCT found that attending hypnosis scssions significantly reduced
anxiety levels during pregnancy (Beevi et al., 2016) and postnatally (Beevi et al., 2019)
compared with bascline. The DASS-21 as a validated ool was used in this study.
[Towever, a high attrition race {(from 55 to 27) limited the results validicy. Compared
with these small RCTs, Downe et al. (2015) undertook a well-designed, large RCT (a1 =
608) that showed women who received hypnosis, experieneed less anxiery during
childbirth {as reported 2 weeks post birth) than they had expected at baseline and
compared to the control group. Tt is worth noting that the anxiety levels were measured
using STAT and only at baseline and postnatally, but not after the intervention during
pregnancy. These studies colleetively indicate the positive effect of ARE on maternal
anxiety which is supported by the limited available qualitative studies. Qualitative data
suggest women felt their anxiety levels were significantly reduced after attending
hypnosis training { Abbasi et al., 2009) and they used the leamed technigues to manage
feelings of anxiety during labour (Finlayson ¢t al., 2015).

In contrast, three RCTs conducted by Cyna et al. (2013), Gedde-Dahl and Fors (2012),

and Urech et al. (2010) that had used STAIL VAS®, and STAI respectively, did not

* Depression, Anxiely, Stress Scale 21

A State and Trait Anxicry Inventory (STATI)
T Presnancy related Anxiely Questionnaire
¥ Visual Analog Scale
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support the positive efTect of ARL on maternal anxiety. Whilst Cyna et al. {2013) was a
well-designed and large RCT (n = 448), the other two studies (Gedde-Dahl & Fors,
2012; Urech et al., 2010) were small (n= 54 and 39). These RCTs found no significant
improvement in anxicty levels of the intervention groups during pregnancy, labour or
postnatally. However, in Cyna et al. (2013) study, less than 50% of patticipants
completed the three hours of hypnosis training, Gedde-Dahl and Fors (2012) did not
offer any educational session and comprised of only GI CDs and a booklet, and Urech
ctal. {2010) included a 10-minute session of GI and a CD for home praetice. Tlenee, it
15 plausible to suggest that the engagement level and length of intervention may have
influeneed the degree of effeet. Overall, although the qualitative and majority of
quantitative evidenee suggests the positive effeet of ARE on antenatal anxiety, the small
size of the undertaken trials, limits drawing strong conclusions. In addition, a paucity of
cvidence on the cffeet of ARFE on posmatal anxiety is evident. Longitudinal studies are
needed to provide evidence on the effeet of ARFE on maternal anxiety both antenatally

and postnatally,

Stress

Lazarus and Folkman {1924) defined stress as resulting from an imbalance between
perceived external or internal demands and the percerved personal and social resources
to deal with them. It is plausible to theorise that learning to evoke the Relaxation
Response at will {via ARF), may enhance the perceived personal resources and reduce
stress. A phenomenological study undertaken by Jallo et al. (2015) that examined the
effect of a 12-week GI programme as a stress management technigue to African
American women reported that the programme helped women feel relaxed, calm, and

less stressed. In line with this, a staustically signilicant reduction in stress levels was
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demaonsirated during pregnancy aller participating in I programmes { Flynn et al.,
2016; Jallo et al., 2014; Kantziari et al., 2019: ICordi et al., 2016; Nasiri et al., 2018),
and hypnosis training {Beevi et al., 2016), despite utilising different tools tor data
collection including DASS-21, PSM9?, NRSS!" and PSQ!'. These studies were all small
trials {# = 35-72), which limits drawing strong conclusions. Except for one small RCT
{1 =27) conducted by Beevi et al. {2019) which did not show the reducing effect of
hypnosis on stress at 2 months post birth, there 1s a laek of evidence regarding the

influcnee of ARE on posgprarium stress.

Fear of Childbirth (FOC)
Fear of childbirth is defined as “a strong anxiety which impairs their (the women 's)
daify functioning and welfbeing™ {Areskog et al., 1981, p. 265). The qualitative accounts
of women on their expericnecs of using hypmosis, indicates this intervention may
reduce fear of childbirth {Abbasi ¢t al., 2009; Finlayson et al., 2015; Mitchell, 2013).
“I remember being a lot more worried and then after those sessions [self-
hvpnosis]. T wasn't as worried. Afterwards it was completelv different but
definilely it changed my thoughts towards i, it made me more. Idon't know T
wersa 't scared”, (Finlayson et al, 2015, p, 4)
In aceord with the qualitative evidence, the measurement of FOL using W-DEQ"?
{versions A&B used in pregnancy and postnatally respectively) as a validated tool,
demonstrates the efficacy of hypnosis-based interventions for decreasing FOC during

and after pregnancy in four studies conducted in Turkey { Atis & Rathfisch, 2018, Biilez

? Paychology Stress Measure 9

¥ Numeric Rating Scale of Siress

1 Perccived Suess Scale

"2 ¥Wijma- Delivery Expectancy/Bxperience Questionnaire. Version A and B measure childbirth
cxpectations and ¢xperichecs in pregnancy and post birth respectively.
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el al, 2018; Cankaya & Simsek, 2021; [sbir el al., 2016). These studies had sample
sizes of 51-116, were all comparative studies, and employed 12-16 hours of hypnosis-
hased interventions. They also had a number of limitations, for instance [shir et al.
{2016) who conducled a quasi-experimental study lacked randomisation and allowed
patticipants to choose their group, which may have introduced selection bias which is
generally identitied as a threat to external validity (Frey, 2018). Tn Atis and Rathfisch
{2018) study, 47 {of the tnitial |16 participants) were exeluded after randomisation due
o undergoing cacsarcan scetion, induction of labour or not reeeiving intrapartum
support trom the researcher. This increased the risk of bias by impacting intention-to-
treat analysis. Intention-to-treat analysis requires inelusion of all participants who ate
randomized and allows drawing aceurate conclusions regarding the effectiveness of an
ntervention (McCoy, 2017).

An [ranian stdy {Boryri ¢t al., 2019) found a similar effect for GI, using Brislin’s
questionnaire in a quasi-experimental study, and suggested FOC significantly reduced in
the GI group during pregnancy, but not in the control group, however, the post birth
levels of FOC were not measured. Two large RCTs (Downe ¢t al., 2015; Werner ¢t al.,
2013b) examined FOC in the UK and Denmark respeetively. Werner et al. (2013b) did
not report the effect of hypnosis on antenatal FOC but reported lower mean score of
postnatal FOC in the hypnosis group compared with the control groups (using W-DEQ
B), hut this was statistically significant only in women who had spontancous vaginal
births. Downe ¢t al. {2015) found a significant reduction in the actual experienced fear
in labour {as reported post birth) compared to the expected fear during childbirth
{measured at baseline) only in the hypnosis group. However, the latter stdy did not use
a validated tool and a question regarding fear was included in a questionnaire along with

questions on another 14 oulcomes. More recenily, Hosseini et al. (201R8) in their



systemalic review included some of the aloremenuoned siudies and concluded hypnosis
may reduce FOC. This was similar to the conclusion made by another systematic review
that both GT and hypnosis may have reducing effects on anxieties and fears during
pregnancy and childbirth {Birner & Groase, 2021). Nonetheless, a paucily of evidence
on the influence of ARFE on antenatal and postnatal FOC, particularly in the context of

western countries is still apparent.

Depression

Depression 1s a serious mood disorder and those who suffer from depression experience
persistent feelings of sadness and hopelessness and lose interest in acdvities they onee
enjoyed {Regier et al., 2013). The influence of GI and hypnosis-based interventions in
preventing depression did not attract much attention until 2011, when a systematic
review undertaken by Mare et al. reported the potentially positive effect of imagery on
depression in the immediate postpartum period. However, this conelusion was dravwn on
the results of only ane small RCT (= 30). The lack of studies on the etfect of hypnosis
on depression was highlighted m another systematic review {Sado et al., 2012).
However, since then, several smdies have examinged this outcome with variable results.
Etfectiveness of antenatal hypnosis training for reducing post-partum depression was
reported by a longitudinal experimental study (Guse et al., 2006) at 2 and 10 weeks
postpartum, and by a small RCT (Beevi ot al., 2019) at 2 months postpartum. Likewise,
Kantziari ¢t al. {2019) and Nasiri ¢t al. (2018) found a positive effect of GI on
depression syndrome during pregnancy. However, in addition to the amall sample size
of these studies (n = 27- 66), the high attrition rates in some of them (Beevi et al,, 2019;
Kantziari et al., 2019) limited the validity of the findings (Creswell & Creswell, 2018).

Other swidies did not conlirm a significant efTect for anlenaial education compriging Gl



on depression syndrome during pregnancy {Kordi el al. 2016) or posinalally {Leveil el
al., 2016a). Similarly, Beevi et al. (2016) and Cyna et al. {2013) did not find such
positive effect for hypnosis during pregnancy or postnatally respectively. Considering
that all these studies used the well-validated tools of EPDS'? orfand DASS-21, the
incongistent findings could be potentially due to heterogeneous intervention designs.
The interventions across these studies varied from one 20-minute group session to
several one-to-one sessions throughout pregnaney. Overall, examining the influence of
ARE on alleviating depressive symproms remains inconelusive and requires further

research.

Mental wellbeing

Maternal mental or psychological wellbeing refers to a childbearing woman's emotional
health and overall functioning (ITuppert, 2009) and it involves not only the absence of
illness, but the stive o feel and function positively {Ryff & Keyes, 1995). A range of
data collection tools have Leen used to assess the impact of GI and hypnosis-based
mterventions on overall perinatal mental wellbeing, For example, Guse et al. {2000) ina
small RCT (# = 46) evaluated the effect of six sessions of prenatal hypnosis on
postnatal psychological wellbeing using subscales of 10 different validated
questionnatres {details in Table I, Appendix 3). The study found a significant
improvement in all variables at two weeks postnatal, and a significant deerease in
symptoms related to general psychopathology at 10 weeks postnatal. Conversely, a
large RCT by Downe et al. {2015) who incorporated questions regarding satigfaction
with life and mental wellbeing in baseline and postpartam questionnaires did not find

such an effect for a brief (2 x 90-minute sessions) hypnosis programme.
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Boryrt et al. {2019), on the other hand, used the Oxlord Happiness Questionnaire Lo
evaluate the effect of GI on antenatal mental wellbeing and reported a signiticant
improvement in the intervention group, but not in the control group. A lack of
consensus on a Lool for measuring overall perinatal mental wellbeing, and therelore lack
of sufficient evidence on this important psychological outcome, is evident across the
literature. The existing qualitative research does not explicitly provide evidence on this
outeome cither. This ealls for future rescarch to investigate the influenee of ARE on this

outcome both antenatally and postatally, using a reliable and valid insuument.

Childbirth self-confidence

Lowe {(1993) defines childbirth eonfidence as a woman's confidencee in her ability to
cope with Tabour. The concept of childbirth confidence appears to be a prominent theme
in the qualitative literature in the field. After attending hypnosis sessions, women
reported feeling more confident and empowered (Finlayson et al., 2015) and
expertenced a sense ol control and confidence during labour and birth {Abbasi et al.,
2009). Despite gualitative evidence highlighting the enhancement of a sense of
confidence following attending ARE, there seems to be a paucity of quantitative
evidence on this oulcome. Only a small number of siudies have allempied Lo
quantitatively measure this coneepl in South Alrica {(Guse el al., 2006) and Turkey
Cankaya & Simsek, 2021; Tshir et al., 2016). Guse et al. (2006) used Self-Confidence
Scale and Generalized Sell-Efficacy Scale {GSE), whilst Cankaya & Simsck (2021) and
[sbir eLal. (2016) employed Childbirth Sell-Efficacy [nventory (CBSET) which is a
widely used, well-validated instrument and is specific to childbirth, CBSET is used
during pregnancy to measure a woman’s confidence in her own ability to cope with
labour. Despite using different insouments, these studies collectively reported
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elTectiveness of hypnosis education on increasing childbirth sell-conlidence. Cankaya
and Simsek (2021), and Ishir et al. (2016) both used a similar hypnosis-based {group)
antenatal education of 16 hours, and Guse et al. (2006) oftered six one-to-one sessions
of Hypnobirthing. Implementing lengthy and costly eduecational interventions in
national health services, given the current resource constraints, is challenging, and
evidence on the etfect of shorter interventions particularly in the context of western

countries 1s lacking.

L. What influence does attendance at ARE have on women's subjective

expeclations/experiences of labour and birth?

CEvidence Irom qualitative research indicaled that women experienced leelings ol
control {Abbasi et al., 2009; Levett et al., 2016b; Mitchell, 2013), strength and alertness
during their labour and birth (Abbasi et al., 2009) and that they would use learned
relaxation and hypnosis lechniques in any [ulure pregnancy { Abbasi el al., 2009;
Finlayson et al., 20015). Werner ¢t al. 2013b) seems to be “the firsi in the field thal
guantitatively assessed the influence of hypnosis on loial childbirih experience” {p.
27R). This large and well-dexigned RCT used W-DLQ {versions A&B) Lo assess the
childbirth expeclations and experiences in a cohorl of 1222 women. The study
demonstrated after attending hypnosis training, women’s expectations of the upcoming
birth ax well as their actual childbirth experiences were signilicantly improved,
compared with the control group. [n accord with Werner’s lindings (2013b), a cohorl
study of 213 women in Germany (Streibert et al., 2015) showed that after attending a
hypnosis course, childbirth was emotionally more positively evaluated compared with
bascline measurces. The latter study was novel in examining the emaotional outlook
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towards birth and used the Osgood semantic differential score {Osgood et al., 1957)
which is a validated questionnaire.

In studies that offered antenatal education incorporating GI, using valid tools, a
sighificant increase in sense of conirol was shown during pregnancy (Kantaart ¢l al.,
2019) and labour {Levett et al., 2016a) in the experimental group only. Kantziari et al.
{2019) undertook a small quasi experimental study {n = 63) and used Health Locus of
Control Scale during pregnancy, whereas Levett et al. {2016a) in a well-designed RCT
{r — 176) utilised Labour Ageney Seale {LAS) within 72 hours following birth.
Inereased feelings of control are known to be correlated with positive experiences of
childbirth (ITosscini Tabaghdehi et al., 2020). Conversely, negative expeticnees of
childbirth are reported to be associated with lack of control and are the predictors of
Post-Traumatic Stress Disorder (PTSIN (Tahert et al,, 2018}, As such, [sbhir et al, (2016)
were novel in hypothesising that attending hypnosis-based interventions may reduce the
occurrence of PTSD. This small gquasi experimental stady (# = 63) uscd Impaet of Event
Scale-Revised ([ES-R) as a validated tool and demonstrated that the occurrence of
PTSD in the hypnosis group was significantly less than the control group following
birth.

In contrast, Guse et al, {2006), and Cyna et al, {2013) did not find a difference between
hypnosis and control groups in terms of childbirth experience. These studies, however,
did not utilise validated questionnaires. Guse ot al., {2006), sclected items of Childbirth
Perceptions Questionnaires and Cyna et al. {2013) measured childbirth experience as the
number ot mothers whao felt their birth was a positive experience. These methodological
differences may have played a role in these contradictory results. A lack of research on
the effect of GI on childbirth experiences is evident in the literature. Two recent

systematic reviews conducled by Catsaros and Wendland {2020) and Gueguen et al.
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{2021) were novel in integraling qualitative and quantitaiive data when examining the
effects of hypnosis-based interventions on women’s childbirth experience. Both reviews
suggested hypnosis can lead to a better childbirth experience overall. However, it is
dilTicull Lo draw strong conclusions [rom a limited number of studies that have used a
variety of measures for examining women’s subjective labour and birth
expectations/experiences following attending ARE. Conducting further research and
consensus on use of a reliable and valid instrument such as W-DEQ in future research,

may address this issue.

iii. What influence daoes attendance at ARE have on use of epidural?

The theoretical literature {Dick-Read, 2004) along with women’s qualitative accowts
{Abbasi et al., 2009; Fimlayson et al., 2015; Levett et al., 2016b) suggest the practice of
hypnosis or GI during labour by calming the emotions may reduce perecived labour
pain and enhance coping abilities, Interestingly, measuring self-reported labowr pain in
quantitative studies, except for one study (Atis & Rathfisch, 2018), does not support this
concept (Beevi et al., 2017; Cyna ¢t al,, 2013; Downe et al., 2015; Gedde-Dahl & Fors,
2012), Whilst Atis and Rathfisch (2018) used VAS as a validated tool, in the rest of
these studies (Beevi et al,, 2017; Cyna et al,, 2013; Downe et al,, 2015; Gedde-Dahl &
Fors, 2012) Numeric Rating Scales (NRS 0-10) were uiilised; through which women
were asked to select 2 number from ¢ (no pain) to 10 {worst pain imaginable). Carvalhe
and Cohen (2013) suggest NRS have not been well validated for labour pain and lack
many characteristics of an ideal psychometric instrument in a labour setting. Moreover,
labour pain is understood to be a complex phenomenon, and that the perceived levels of

labour pain may nol necessarily correlate with the maternal coping abililies {Whitburn



el al, 2019). The use ol pharmaceulical pain reliel including epidural anaesthesia may

also indicate the levels of maternal coping abilities with labour pain.

Particulatly, in the current climate of increasing obstetrie interventions {Gibbons et al.,
2010; WHO, 2015), ARE has attracted a lot of research interest as a pain management
method with the potential to reduce the rate ot unnecessary interventions. Hence, the
primaty focus of the large RCTs in the field hag been on the effeet of hypnosis on
cpidural use and associated clinical outcomes. The first large mulii-centre RCT was
conducted by Mehl-Madrona (2004) and showed that women participating in a
comprehensive course of hypnosis {mean of 5 sessions) had significantly fewer epidural
analgesia usc, cacsarcan sections, induetion and augmentation of labour. The employed
ntervention in the study appeared to be complex, not well-reported and included as
many hypnosis and supportive psychotherapy sessions as desired. The insufficient
reporting of the ntervention details impacets the external validity of the findings
{Albargouni et al,, 2018), This study was novel in exploring the relationship between
psychological and clinical outcomes with regard to the intervention, The study showed
that the high levels of anxiety, stress, fear, and depression {measured only at baseline)
were predictors of complicated birth, but only in the contral group and not in the
hypnosis group. Mehl-Madrona (2004) concluded hypnosis may mitigate the adverse

influcnee of negative maternal emotions on clinical ontcomes of childbirth.

The findings on reducing the rate of complicated and operative births following
hypnesis training were in line with a former small RCT (Martin et al., 2001y on 42
senaged pregnant women. Similarly, VandeVusse et al. (2007) supported these findings

by demonstrating that a course ol (1ve sessions ol antenatal hypnosis resulted in



signilicantly less use of regional anaesthesia during labour. This study was nol an RCT
but an exploratory retrospective study that compared childbirth outcomes of 101 women
in one obstetrician’s caseload. The data were extracted from women’s medical records.
Participants i the intervention group were sell=selecled, potentially inlroducing
selection bias to the study (Heckman, 2010). Tn both studies of Mehl-Madrona (2004)
and VandeVusse et al. (2007), the hypnosis instructors accompanied women during
labour. Providing support for application of hypnosis during labour may have mitigated
the cfficacy of the antenatal hypnosis education and played as a confounding variable in
these studies. The first systematic review in the tield (Smith et al.. 2006}, heavily
influcneed by the findings of Mchl-Madrona (2004), reported that hypnosis may reduce
the need for epidural. Conversely, a small (72 = 38) RCT (Fisher ct al., 2009y did not find
any significant difference between the control and hypnosis groups 1t terms of epidural
usc or other elinical variables. The study methods, intervention characteristies and
findings of some of selected outcomes were poorly reported, this may have introduced

reporting bias (Bradley et al,, 2020),

Bewtween 2013 and 2015, three large RCTs (Cyna ewal., 2013; Downe et al., 2015;
Werner et al., 201 3a) were conducted in Australia, England, and Denmark respectively
o investigate the eflfect of a three-hour anlenalal course of group sell-hypnosis on
cpidural use as the primary outcome measure as well ag other elinieal outcomes. These
RCTs were of high methodelogical quality and at low risk of bias due to their rigorous
experimental design, randomisation, large sample size, providing a comprehensive
reporting of the methods and the standardisation of the intervention. The intervention in
these RCTs did not include support during labour. Tn contrast with the previous

research. these RCTs did not demonstrate a signiticant reduction in epidural use or other



obsletric interventions in hypnosis groups compared with the control groups. 1L is nol
clear whether methodological differences hetween the studies, the extent of the hypnosis
courses or the intrapartum support from a hypnosis instructor have contributed to these
heterogencous lindings. A more reeent Cochrane review (Madden et al. 2016) that
included these three large RCTs, concluded that there is no clear evidence that hypnosis

would reduce epidural use or influence other clinical outcome measures.

Only onc smdy in the Tield invesrigated the effeet of antenatal education incorporating
visualisation on epidural use (Levett et al., 2016a). This study was an RCT with a
sample size of 176 and had a rigorous experimental design. The smdy demonstrated that
a two full-day eourse offering education on a toolkit of technigues {visualisation,
Lreathing techniques, yoga postures, massage techniques, acupressuee and tacilitated
partmer support) significantly reduced epidural use, augmentation, cacsarcan scetion,

and perineal trauma.

Overall, there 15 inconsistency n evidence showing the reducing eftect of ARE on
cpidural use for labour pain. It remains unclear why such mconsistency exists across the
literature and whether this 1s due to existence of unidentified contounding variables,
Future research should strive to identify the factors that may mitigate the etticacy ot

ARE as a pain management method during labour.

2.6.2 Strengths and limitations across the included studies

Onc strength was the homogenous samples across primary studies that had meluded
healthy pregnant women with low-risk pregnancy. This tncreases the generalisability of
the collective findings for this population, particularly if the findings are consistent, For

instance, the reladvely consistent findings regarding the reducing effcer of ARE on
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antenatal anxiely in diverse geographical areas could add o the reliabilily of the results

{Lacey, 2006).

Further, the use of appropriate, validated, and standardised questionnaires in the
majority ot studies is another strength, as it increases the findings’ reliability {Booth,

2006).

On the other hand, heterogeneity in the interventions across swudies is a major
limitation. The interventions varied in terms ot length, extent, stage of pregnancy when
they were delivered, and type of delivery. Whilst some were as brief ag a 10-minute
listening to a CD {Urcch ct al., 2010), others offered as many hypnosis scssions as
required (Mcehl-Madrona, 2004). Tn some studies, the intervention included one-to-one
scssions {e.g., Guse et al.. 2006; Mchl-Madrona, 2004; VandeVusse et al., 2007),
whereas others effered group sessions {e.g., Cyna ct al. 2013; Downe et al. 2015;
Werner et al, 2013a). In some studies, the hypnosis instructor accompanied the women
during labour {e.g., Abbasi ¢t al., 2009; Tshir et al., 2016; Mehl-Madrona, 2004) and in
one study the mstructor was the obstetrician who made the intrapartum decisions
{VandeVusse et al., 2007), Therefore, the shown etticacy may have been due to the
intrapartum support rather than antenatal training. Failing to consider the important
confounding factors may reduce the validity of the findings (Booth, 2006). The number
of people facilitating the intervention in each study is another concept to consider.
Exeept tor one study {Downe et al., 2015), the interventions were tacilitated by one or
two instructors (when it was reported). This may impact the external generalisability, as
the reported effect may be partly due to the characteristics of the facilitator/s (Creswell

and Creswell, 2018).
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Furthermore, the diversity of tools measuring a particular variable across the studies
may prevent robust conclusions being drawn. Use of self-report tools is another
limilation. Sell-report bias may anse il participants do notl provide answers that are fully

correct {Booth, 2006).

Another major issuc was the lack of randomisation which may introducc sampling
bias by causing a difference at baseline between the intervention and control groups
{Creswell & Creswell, 2018). [n some studies, parlicipants chose their group {Beevi el
al., 2016; Isbir et al., 2016; Streibert et al., 2015; VandeVusse et al., 2007) or they could
change their groups aller randomisation {Guse et al., 2006, Kaniziari el al., 2019). This
may introduce sell-selection bias as those who choose 1o be included in hypnosis groups
may have a higher expectancy for benetit (Heckman. 2010). In addition, this may make
the determination of causal relattonships more diflicult and impact the generalisabilily
of the resulls (Braver & Bay, 1992). However, (L should be acknowledged that in view
of the type of intervention, the popularity of the education and its availability through
the private sector. both randomisation and ensuring that the control group would not

reecive a similar education would be challenging.

Double blinding would be impossible in view of the type of intervention as women
receiving hypnosis or GI cannot be blinded to the received education. However,
blinding of the birth pracuiuoners io the participanis’ group allocation in some RCTs
{Cyna et al., 2013; Levett et al., 2016a; Martin et al., 2001; Werner et al., 2013a) was
attempted. Although blinding is a critical methodologic feature of RCTs {Karanicolas et
al., 2010), the likelihood ol blinding the birth practitioners, who probably continuously

observe women’s behaviour during labour, i1s quesiionable.
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Finally, the paucity of qualitative research across the literature exploring expectant
parents’ perspective on the influence of ARE is evident. FExcept for one study (Levett
clal., 2016b), birlh parlners were nol interviewed in the few published gqualitative
studies. Active engagement of parthers in maternity care (and research) is known to
have long-term benefits for the wellbeing of the mother, baby, and family unit (Steen ¢t

al., 2012; WITO, 2007).

2.6.3 Summary of findings

This section is presented n two parts including “overarching findings ' and “sectional
Jindings’. The overarching findings were recognised by zooming out from the literature
and seeing the big picture of evidence in the tield. The sectional findings, on the other
hand, were idenulied by zooming in, in the literawre and viewing the influence of ARL

on various outcomes in more details.

Overarching findings
In reviewing the literature, a paucity ot qualitative research in the field is evident.
Therefore, perspectives of expectant parents on what emotions or aspects of childbirth
cxpertence are influenced by ARE remains unknown. Litile 18 known about why and
how any influence may oceur. In addition, the factors that may mitigate the influence of
ARF as an effective pain management method during labour remain unexplored.
Finally, there 1s a lack of quantitative studies that have tested the hypotheses ingrained

in the qualitative evidenee.
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Sectional findings

The findings of the review mdicate that ARE may positively affect maternal stress and
anxicty during pregnancy and labour, despite the effect on postmatal stress and anxiety
remaining under investigated, The existent evidence regarding the impact of ARE on
FOC and maternal sclf-confidence is promising, however, there is a paucity of data in
the context of western countries. The evidence in relation to depression remains
inconclusive and the Tack of consensus on a single tool tor measuring the overall
perinatal mental healih appears 1o have contwibuted wo the lack of sulTicient evidence on
this important outcome. Similarly, the diversity of tools and methods used for
measuring the overall expeclationy/experiences ol labour and birth is evident, albeil the
qualitative evidence indicaling the potential positive elfect of ARL on childbirth
experience. Further, evidence on the effect of ARE on epidural use or any associated

climeal ouleomes remaing mconclusive.

2.0.4 Mapping the findings against the theoretical framework

As shown in Figure 2.3, the review findings were mapped against the theoretical
framework to provide a fuller picture of the phenomena in question and identify
knowledge gaps in the ficld. The Figure shows that the existing empirical evidence is
generally congruent with the theory in suggesting the overall positive effect of ARE on
emotions during pregnancy. On the other hand, an abundance of literalure, nol
particularly concerned with ARE, demonstrates the association of epidural use with
unexpected medical interventions { Anim-Somuah et al., 2011; Dahlen et al., 2013;
Green & Baston, 2007; King, 1997), as well ax the assoeialion between these
interventions and compromised childbirth experience and psychological wellbeing

{Fontein-Kuipers et al., 2018; Henriksen et al., 2017; Hosseini Tabaghdehi et al., 2020;
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Koster el al,, 2020). Hence, empirical evidence 1s congruent wilh theoretical literalure in
showing that a reduction in epidural use may improve childbirth experience and
postnatal psychological wellbeing. However, it remains unclear why the positive
changes in maternal emotions during pregnancy did not lead o a ¢lear and significant

reduction in epidural use across the studies {as theoretical literature suggests).

[ Congruent wilth evidence ] [ Heteraganons ovidenss ] { Cangruent with svidence
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y Ry . childbuth
Ry A i i reducing | e
‘\'nlé'n«f affect an MCUSaR] g medi ‘aI __ A
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Figure 2.3 Mapping the empirical evidence against the theoretical framework

There 15 a lack of empirical evidence on the factors that may mitigate the eftect ot ARE
as a pain management method. In addition, our understanding of the effect of ARE on
postparium psychelogical wellbeing and the processes through which such effect may
occur remains limited. More importantly, the aceuracy and completeness ot this
theoretical framework, which seems to have underpinned most of the research in the
field, needs to be validated by in-depth exploration of experiences of childbearing

women and their birth partners who share the experience with them.

2.7 Reflection on the review
A strength ot this review 1s that it has integrated the results derived from a range of

research designs/methods, thus, otfering a diverse perspective and methodological
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triangulation of the evidence {Coughlan el al., 2013). Lxploring the breadih of both
qualitative and quantitative literature generated a more holistic picture of the existent
knowledge on the topic. Mapping this picture against a framework grounded in
theoretieal literature then allowed 1denlifying the knowledge gaps which informed the
research aim, questions, and methodological design of the current study. Further, the
review is novel in taking a psychological wellbeing perspective and including a wide
range of psychological parameters as opposed to the previous systeratie reviews that
have either focused on ARE as a pain management method or have examined the
efticacy of this intervention on a specitic aspect of psychological wellbeing such as

FOC.

The review has some limitations o note. First, the review may lack depth as an inherent
limitation of scoping reviews is their focus on the breadth rather than depth of evidence
on a particular topie {Triceo et al., 2016). In additon, a single reviewer may have
introduced bias in collating and presenting the findings. A paueity of qualitative data on
the topic and exclusion of non-English literature also may have limited the review
findings. Finally, the Tow quality of some of the included studies may have tmpacted the
trustworthiness of the present synthesis. However, it 18 important to note that the aim of
a scoping review 1s not to draw robust conclusions, but rather to summarize and map

out the existing evidence in order to identity the knowledge gaps (Peters et al., 2010),

2.8 Rationale for the study

The “everarching findings ' of the review indicated a paucity of qualitative research in
the ficld 15 evident. Therefore, perspectives of expectant parenis on what emotions or
aspects of childbirth experiences are influenced by ARE remains unknown. Little is
known about why and how any intfluence may occur, or what factors can mitigate the
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influence of ARL as an elTective pain managemeni method during labour. These gaps in
knowledge informed the objectives of the study that were to: a) identify the aspects of
maternal psychological wellbeing and childbirth experiences that may be influenced by
ARC, b) understand “why' and *how’ any influence may oceur, ¢) identily the lactors
that may mitigate the influence of ARC during labour and birth. Therefore, based on the

study objectives the following research questions were formulated.

1. What are the aspects of maternal paychological wellbeing and childbirth
experience that may be inlluenced by ARC'?, Irom (he parlicipants’

perspectives?

I~

‘How’ and “why’ may any inlluence oceur?

fad

Whalt are the contextual lactors thal may mitigate the inlluence ol ARC during

labour and birth?

These questions required a qualitative approach to enable gaining insight into
participants’ experiences and perspectives. As such, a qualitative approach was deemed
Lo be appropriate for Phase | of the study.

On the other hand, incongruity between the salient themes of the few existing
qualitative studies and the selected outcome measures in quantitative enquiries on the
topic is evident. Whilst the generalisability of qualitative findings remains unelear, the
tested hypotheses n quantitarive studics are grounded in the theorerical literamure that
has not yet been validated by qualitative evidence. Therefore, a meaningful
communication between two datasets seems to be lacking. Thus, another objective of

the study was to d) test the significance of any mnfluenee (ag identified in Phase 1) in a

4 Antenalal Relaxation Clasa: A single 3-hour session comprising GT and hypnosis as deserihed in
Chapter 1.
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larger sample via a lollow up quantitative enquiry {Phase 2). [n additon, the ‘sectiong!
Jindings’ of the review showed that little is known about whether the changes in
maternal emotions after attending ARE would last until after the birth. Hence, the fourth
rescarch question was formulated as,

4, What is the significance of any influence (identified in Phase 1) over time (from

pre-class to two weeks after class and to 4-8 weeks following birth)?

Whilst the latter question is the overarching research question tor Phase 2, the
hypotheses for this phase will be populated based on the findings of Phase 1 and in view
of the ‘sectional findings ™ of the literature review {sce Chapier 6). As shown in Figure
2.4, the wdentified gaps in ‘secrional findings” would intfluence formulation of Phase 2

hypotheses, only if they overlap with Phase 1 findings,

Sectional findings

L

) . Nat addressed
ROQ4. Whal 1 in Pha

fidentified by & Phase 2 oAl

lapping
with Phase 1
findings

{Phase 2 « ing queslion) hypotheses

Figure 2.4 Development of research questions based on the literature review findings
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The generated research questions in this chapter informed the choice of a sequential
mixed methods design tor the study. This design will allow the exploration ot
patticipants’ perspectives, before testing the significance on the findings over time in a

follow up quantilative study.
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Chapter 3 Methodology



This chaptler presents the research approach thal was chosen 1o address the research
aim and questions. It then provides an explanation of the philosophical worldview that
was adopted by the rescarcher and a rationale for the selected design and

methodological approaches.

3.1 Research Approach

Creswell (2014) detines the research approach ax a “plan to conduct research’ (p. 5)
which involves philosophical worldview, rescarch design and specific methods. As
presented in Figure 3.1, these elements are inlerrelated, and all contribute Lo the research
approach which tends o be qualitative, quantitative, or mixed methods {Creswell &

Creswell, 2018).

Philosophical
worldview

- ConstrueLnvist
- Postpositivist

- Pragmatic

Resacrch
Approach

- Quantitative
- Qualitative
- Mixed Methods

Methods
Design {questions, data
{Txploratory collection,
sequential in this analysis,
study) interpretation &
validation)

Figure 3.1 The interconnection of Worldview, Design and Research Methods
{Adapted from Creswell and Crezwell {2018))
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After sclecting the methods, design, and approeach to the study, 1t 1s crucial to justify
the chotees by stating the philosophical stance, which informs them, to enable others to
Judge the reliability of the research process {Crotty, 2020). The research approach, its
philosophical worldview and design are considered throughout this chapter to describe,
explain, and justity the approach that was taken to answer the research questions set.

The methods used within the study will be explained and justified in Chapters 4 and 6,

3.1.1 Choice of a mixed methods approach

To address the rescarch questions and gain a more complete understanding of the
phenomena in question, it was recognised that both qualitative and quantitatve methods
were required. Therefore, a mixed methods approach was considered to be most
appropriate for this study.

‘Mixed methods’ 15 a distinet approach that involves the integration of qualitative and
quantitative regearch and data in a research study {Alexander, 2016; Creswell & Plano
Clark, 2017; Silver & Lewins, 2014), optimising the “chance of obtaining useful
answers” (Johnson & Onwuegbuzic, 2004, p.17- 18). Creswell and Plano Clark (2017)
identified several ¢lassification systems of mixed-method strategies with a substantial
amount of overlap of types existed in the typologies. Of the 1dentified classification
systems, Creswell and Creswell {2018) propose three basic mixed method designs
including convergent parallel, explanatory sequential and exploratory sequential. Each

design reflecls dilferent tming and mients as shown in Table 3.1.
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Tabhle 3.1 Three basic mixed method swudy desi

Convergent {or
parallel or concurrent)
designs

Explanalory scquential
designs

Exploratory sequential
desisns

Merge, compare. or
relate the findings of
qualitative and
quantitative data and
resules

Explain quantilative
analysis through a
qualitative follow-up

Test the finding of
qualilaiive exploration
throngh a gquantitatve

ns

o
o

Concurrent qualitative
and guantitative data
collection and analysiy

Quantitative analysis
explained through a
qualitarive follow-up

Qualitative data
colleetion and analysis
i3 followed up with

follow-up quantitative data

collection and analysis

{Adapted from Creswell and Creswell {2018))

The sequeniial, exploratory mixed methods design was used in this sludy as 1L was the
most appropriate methodology to address the research questions. The sequential,
cxploralory design is deseribed as:

“... a design in which the researcher first begins by exploring with gualitative data and
analyyis, then builds u feature to be tested fe.g., a4 new survey.. ) and tests this feature in
a guantitative phase™ (Creswell & Creswell, 2018, p. 224). Tn the present study, this
method allowed exploting the phenomena in question in an inital qualitative swudy.
Thereatter, based on the qualitative findings a survey was built which was used ina

follow up quantitative study to test the quahitatve findings” vahdity 1n a larger sample.

3.2 The philosophical worldview for the study
The overview and a range of philosophical worldviews are discussed prior o presenting

the relevant worldviews Lo the current swdy.
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3.2.1 Overview of philosophical worldviews

Slife eLal. £1993) suggesi philosophical ideas remain largely hidden in rescarch,
however, they still influence the practice of research. Therefore. it is essential to make
explicit the philosophical assumptions and ideas that the researcher espouses. The term
worldview here 15 considered as “all-encompassing ways of experiencing and thinking
about the world, including beliefs about morals, values, and aesthetics” (Morgan, 2007,
P. 50). Other authors have used terms such as epistemologies and ontologies (Crotty,
2020), or paradigms (Lincoln et al., 2011) to deseribe this. The worldview is a general
philosophical orientation about the world and the nature of research that a rescarcher
brings to a study (Creswell & Creswell, 2018). The researcher’s wotldview informs the
research approach taken by the researcher and tnevitably influences the direction,
conduct and reportng of rescarch (Creswell & Plano Clark, 2017). Guba and Lincoln
{1994) highlight that no researcher should approach a research study without first being
clear and explicit about their Deliets and values, as these are integral to their approach to
rescarch. Therefore, in the following sections different philosophical worldvicws

mcluding the ones adopted in the current study are discussed.

3.2.2 Philosophical worldviews

Creswell and Creswell (2018) highlight four main worldviews that are widely discussed
in the literature: post-positivism, constructivism, transformative and pragmatism. Each
of these worldviews have their own set of prineipal assumptions about how knowledge
15 constructed during the research process. It 1s essential that researchers are aware of
their own ontological (what constitutes reality) and epistemological {theory, nature, and
statug of knowledge) perspeetives, as these perspeetives will shape the rescarch process

{(Mason, 2017),
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Traditionally, quaniitalive and gualilative research methods are viewed as drawing on
different worldviews (Alexander, 2016). The mixed methods design employed in this
study is depicted as drawing on the principles of two worldviews, a constructivist
worldview in Phase | and a post-positivisl worldview in Phase 2 {Creswell & Plano

Clark, 2017).

First, the two worldviews of post-positivism and constructivism incorporated in this
research will be presented in turn, to acknowledge how they informed the standpoint
taken by the researcher, in each phase of this siudy. Lasily, a third pragmaltic worldview
as the overarching approach to this study will be discussed which allowed for elements

of constructivism and post-positivism Lo be inlegrated into the approach ol the inquiry.

3.2.3 Positivism and the post-positivist worldview

A detailed account of the history and philosophical foundations of positivism is
provided by Smith (1998). Smith explains that positivism emerged in the 16/ and early

p7th centuries, primarily trom the work of two philosophers, Francis Bacon (1562-
1626) and René Descartes {1596-1650). Bacon and Descartes are regarded as the
‘founder fathers of science’ in Western society. Bacon identified the key activity of
science as demysiifying existing lalse and irtalional inlerpretations of the world and
argued that the hidden ‘truth’ could only be revealed by a combination of careful
empirical observation and logical enquiry. On the other hand, the *Cartesian vision’ of
Descartes, involved the use ol doubi and human reason as a crilical ool and the source
of truth. This drew a dividing line between mind and body to establish human
consciousness as the centre of rationality with the principle of cogifo ergo sum ‘I think,
therefore I exist’ (Smith, 1998, p. 50). The scientilic method shaped by Bacon and

Descartes provided the [ramework lor modern scieniilic knowledge in the nawral and
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social sciences, with the philosophy o much of social science involving allempts Lo
understand the relationship between the observable evidence and the role of human

reason,

It is critical to note that Bacon and Descattes’ seientific method emerged in a world still
largely governed by religious concerns and assumptions. The compatibility of these
visions of science (as the scarch for truth) with the prevailing religious viewpoints at the
time made them successtul and they were gradually accommodated within social
structures, Teading Lo the emergence and construction ol objective, scientilic knowledge,

in Western society.

The success of the scientitic method was effectively demonstrated in scientitic

discoveries such as the work of Tsaac Newton (1642-1727), This meant that by the late

l?th and early 18th centuries, humans, and their integration of science. truth, and reason,
were Increasingly aceepled as the source of knowledge and a seieniific vision of sociely
was constructed. Tn 191 eentury, Comie {1798-1857), the French philosopher sought to
establish a new social doctrine based on science which he labelled *positivism®, The
positivist traditions. derived from scientific methods, assume that “thingy can be studicd
as hard facts and relationship between tlese facts established as scientific laws”
{Smith, 1998, p. 77). For positivists, such Taws have the status of truth and social
phenomena can be investigated in the same way as natural objects. The stated aim of the
positvist approach 18 to cleanse seientific knowledge of speculative thinking. All the

cxXisting selences arc, in some way, considered to be derived from posifvism.

In 20" century, with a movement towards disciplinary specialisation in knowledge.

particularly social scientisls were becoming more cautious aboul what was possible 1o
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claim belore a statement acquired the status of truth leading Lo scientific knowledge
hecoming fragmented and compartmentalised. As a result, positivism was increasingly
questioned and criticised. Karl Popper, an Austrian philosopher was credited with
rescuing positivism from demise. He rejecled induction as a seientifie method and
reconceptualised “truth’ as a matter of degree, rather than an absolute. He aragued there
is no way of being certain that the theories and assumptions we presently hold are trie
for all time {Smith, 199R). For post-positivists, Talsification or disproving theoties or
hypotheses became the objeetive of science, rather than verification (Phillips &
Burbules, 2000). Popper describes his approach as post-positivist that is recogmsed

today as the basis of seientifie inquiry (Smith, 1998).

Post-positvist is reductionisuce, reducing the ideas into small ReLs Lo test, such as
variables that comprise hypotheses. Thus, the accepted approach to research by
posiUvists 18 Lo start the research with a theory thal could be Lested (Creswell &
Creswell, 2018). Posi-posilivist worldview underpinned Phase 2 of the present siudy,

where the aim was to test the generated hypothesis.

3.2.4 Constructivist worldview

Guba (1990) viewed positivist and post-positivist worldvicws as badly flawed and
needed to be replaced. Henee, an alternative worldview to post-positivism was offered
by Lincoln and Guba {1983), known as “naturalistic inquiry’. This later became beller
known as constructivism or social constructivism and occasionally interpretivism
{Morgan, 2007). Constructivism 1s typically seen as an approach to qualitative research
{Creswell & Creswell, 2018). Constructivisls believe thai rather than there being a
‘truth’ waiting to be discovered by scientific inquiry, that there are multiple truths that

exist in the world. They argue that individuals develop subjective meanings of their
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experiences thal are varied and muliiple leading the researcher 1o look Tor the
complexity of views rather than narrowing the meanings into a few ideas or categories
{Creswell & Creswell, 20138). Rather than attempting to predict, control or transtform the
‘real world’, construelivisls aim Lo reconstruct i, at the “only point at wiiich it exists; in
the mind of the consiruciors™ {(Guba, 1990, p. 27). Rather than starting with a theory (as
in post-positivism), researchers inductively develop a theory or pattern of meanings.
These meanings are construeted as the individual engages with and interprets the world
and that social and cultural perspectives shape the basis of such interpretation (Crotty,
20240). Thus, the constructivist researcher acknowledges the complexity ot the world
and seeks o understand the contexe of the participants. Therefore, in qualitative rescarch
open quesons are used and the rescarch process is largely induetive in that
mterpretation is grounded in the data (Ormston et al., 2014). Constructivism
underpinned the mitial qualitative rescarch in the current study, where patterns of
meanings were inductively developed from the data. The enquirers also interpret what
they find in data based on their own experiences and background (Creswell & Creswell,
2018). Guba (1990) identifies subjective interaction between the researcher and
participant as essential to “urlocking the constructions of kmowledge held in the minds
of individuals” {Guba, 1990, p. 26). In qualitative research employed by constructivists,
knowledge 1s produced by exploring and understanding the social world of the people
being studied, focusing on their meanings and interpretations shaped by their own
personal histories.

While traditionally post-positivism has been associated with quantitative approaches to
research, constructivism has typically been closely linked with gnalitative approaches
{Creswell & Plano Clark, 201 7). Positivists and post-positivists argue that knowledge is

acquired through a deduction view and see knowledge acquisition as a “Lop-down’
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procass, whereby logically derived proposilions or hypotheses are lested againsi
observations. In contrast, the constructivism view holds that knowledge is based on
induction, a *bottom-up’ process through which patterns are derived from observations

of the world {Ormsion cLal., 2014).

3.2.5 Pragmatic worldview

Historically, the worldview debate suggested that the differences between the post-
positivist and constructive worldviews were irreconcilable, implying that researchers
could only be aligned with one ol them {Guba, 1990). Despile the worldview debate
conlinuing for some researchers, others have embraced pragmatism as a suilable

alternative worldview for mixed methods research.

Pragmatism derives from the work of 1 S)lh Century American philosophers, Charles
Sanders Pieree, William James and John Dewey (Cherryholmes, 1992). This approach
is concerned with what works and providing solutions to the problems (Patton, 1990).
Rather than focusing on methods, researchers employ a combination of approaches to
fain msight and understand a problem. The primary focus of pragmatism, as the
philosophical underpinning tor the mixed methods, 1s on the research problem in social
science research and then using pluralistic approaches to derive knowledge about the

problem (Morgan 2007; Patton 1990; Tashakkori & Teddlie, 2021).

According o the view of Cherryholmes (1992), Morgan {2007) and Creswell’s (2014)

views the theory of pragmatism 1s that:

Pragmatism as the underpinning worldview ol mixed methods research is not
committed Lo any one system of philogsophy meaning that the enquirers draw liberally

from both quantitative and qualitative assumptions. Pragmatic researchers have a
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(reedom of choice in selecung the methods, techniques and procedures and can look o
many approaches for data collection and analysis that best meet the purpose of their
research. Pragmatists agree that research always oceurs in social, historical, and cultural
conlexts. For pragmalists, lruth s what works at the ume, believing Lhal we should stop
asking questions about reality and the laws of nature {Cherrvholmes, 1992). Pragmatism
worldview suited the current study which meant to select a range of methods and

teehnigques for colleeting and analysing the data to meet the study aim.

3.2.6 Mixed methods resceareh and the pragmatic worldview

Mixed methods research has been pracliced since the 1950x bul lormally began in the
late 1980s (McKim, 2017) and was linked to pragmatism by Tashakkori et al. (1998).
Tashakkeori and Teddlie (2021) argued against the traditional strong pressures on
research methodology loward polarizing inio a qualitauve and quantilative dichotomy.
They disputed that the pragmatist point ot view rejects the forced choice between
positivism/post-positivism and constructivism with regard to epistemology and methods
{quantitative, qualitative). Pragmatism rejeels an incompatibilist, cither-or approach o
worldview selection and embraces both points of view and supports the use of both
qualitative and quantitative methods in research projects {Johnson & Gray, 2010). A
pragmatic paradigm 1s thercfore deseribed as pluralistie and oriented towards what
works and practice {Creswell & Plano Clark, 2017). Taking a pluralist position in mixed
method to approach the same phenomenon is known as methodological triangulation
{Gonzilez-Diaz & Bustamante-Cabrera, 2021). It is suggested that methodological
triangulation, by puiting together insights from both qualitative and quantitative
approaches, can produce a more comprehensive product (Johnson & Onwueghuzie,

2004).
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Mixed methods research underpinned by pragmatism ollers a uselul middle position

philosophically and methodelogically; it offers a practical and outcome-orientated

method of enquiry that is based on action and leads to turther action and elimination of

doubl helping rescarchers betler answer their rescarch quesuons. Posi- positivist,

constructivist, and pragmatic paradigms influenced this study. The main principles

embodied in these paradigms are presented in Table 3.2,

Tahle 3.2 The main characteristics of the paradigmatic approaches that influenced the

approach o this swudy

Waorldview
components

Ontology

Epistemology

Methodology

Research outcomes
characteristics

Conslructvism

Relativism:
Multiple realities
Subjectivism
Inductive:

e.4., researchers start
with participants’
perspectives and
generate
themes/hypotheses
Context

Post-pasilivism

Critical realism:
Singular reality
Moditfied
objectivisin

Deductive:

e.g., researchers test

a priory hypothesis

{yeneralisation

Pragmalizm

Pluralism:

Singular and
multiple realities
Inter-subjectivism

Abductive:

¢.g., researchers
gather both
qualitative and
gquantitatve data and
mix them
Transferabilicy

{Adapted from Morgan, 2007; Creswell and Plano Clark, 2017)

3.2.7 The use of a pragmatic worldview in this study

The rescarch questions should determine the choice of the rescarch methods that are

most appropriate to address those questions. While qualitative rescarch emphasizes an



induclive—subjective—conlextal approach, quantitative research emphasizes a
deductive objective generalizing approach. The mixed methods research. on the other
hand, offers an effective alternative that emphasises on the abductive—intersubjective—
tranaferable agpects of rescarch (Morgan, 2007). Mixed methods research underpinned
by pragmatism seeks to transcend the distinction between knowledge that is either
specific and context-dependent or universal and generalized (Morgan. 2007). The
seleeted rescarch objeetives and questions for this study required a pragmatic approach,
relying on a version of abduetive reasoning that moves back and forth benwee

induction and deduction, combining qualitative and quantitative methods in a sequential

fashion {Ivankova et al., 2006),

As previously stated, the study sought to understand “what aspecis of maternal
psyvehological wellbeing and childhivth experiences are influenced by ARC', “how, and
why any influence meay occur and “whal contextual factors may mitigate the influence
of ARC during labour and birth’ from expectant parents’ perspectives, Developing this
understanding required exploring the subjective meanings of experiences,
acknowledging complexity of the expericnees, and seeking to understand the context of
the participants {Creswell & Creswell, 2018; Ormston et al,, 2014), To do 30 and to
inductively develop patterns of meanings, using a constructivist worldview was

ascertained to be cssential.

However, the study also aimed to extend the qualitative results by examining their
weneralisability in a larger sample and ‘fesiing the significance of any influence of ARC
over time’. Despite its strengths, constructivist research, is limited in generalising

knowledge or making quantitative predictions {Queirds ecal., 2017). In additon,
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qualitative research 1s (requently criticised (or being more easily inlluenced by Lhe
researcher’s personal biases and idiosyncrasies (Noble & Smith. 2013), for this reason,
the results may have less credibility with policy makers and funding bodies (Johnson &
Onwucgbuzic, 2004). As such, a post-posilivist worldview was adopled o address the
final objective of the study too. [t is suggested that ingight provided by positivist
research conducted through empirical tests may have a high-quality standard of validity
and reliability and may be generalised to the large-seale of population {Johnson &

Onwucgbuzic, 2004; Pham, 201R).

It was recognised that like constructivist worldview, the positivist paradigm on its own
maintains some limitations, particularly in relation o the aims ol this research. For
example, adopting solely quantitaiive methods would have meant that the research
theories used may not have reflected the local constituencies’ understanding and
experiences {Cohen el al., 2011). Furthermore, post-positivisi research has been
critieised (or lack of detailed explanation of the causes and processes of a research
phenomenon (Johnson & Onwueabuzie, 2004) which was the primary tocus of this

study.

Selecting a mixed-method approach in this study allowed inductive results trom the
qualitative approach in phase 1 to serve ag inputs to the deductive goals of the
quantitative approach in phase 2. Therefore, while constructivism and post-positivism
informed tie twao distinel phases, tlexibility in their use was tacilitated within the

pragmatic paradigm.

3.3 Research design
Mecthodelogy and methods are the key elements of the rescarch design or plan of swudy.

Rescarch methodology is defined as the overarching approach to research and ranonale
62



(or the sludy and the methods selected. The methodology determines how each method
is used to achieve the desired outcomes (Huberman & Miles, 2002). On the other hand,
methods are the tools utilised in the research (Clough & Nutbrown, 2012). The role of
methodology 1s 1o uncover and Justily the decisions on seleeling a particular method.
Justification is made based on the notion of tithess for purpose. The method and process
that could appropriately meet the research questions need to be selected. Tn addition,
justificacion relates to the assumptions and theotretieal perspeetive that a researcher
brings to their work (Crotry, 2020). It is crucial to provide operational deseriptions of
the methods used for data collection and analyses as explicitly as possible (Crotty,
2020). Therefore, the rationale for the ehoice of rescarch approach and design is
cxplained in the following seeriong, however, the rationale and description of each
method of data collection and analysis used in this study 1s presented i Chapters 4 and

6.

3.3.1 Sequential exploratory mixed-methods rescareh

The weakness ot sirength of methods relates direetly o their apiness i serving the swudy
purpose and obtaining useful answers to the study questions {Johnson & Onwueghuzie,
2004; Sadelowski, 2000). The sequential, exploratory mixed methods design matehed the
study’s objectives of idennfying the clements of psychological wellbeing and childbirth
cxperiences that were potendally influenced by ARC and allowed gauging the statistical
significance and prevalence of such findings in a larger size sample over time (Morgan,
2013).

The inital qualitative study served the purpose of developing an understanding of the
mfluence of ARC from the class participants” perspectives, whilst identifying how, why
and through which processes this influence may occur, As valuable as this

understanding 18 by itself] it may be limited when it comes to making reliable
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predictions that could inlTuence malernily service provision, as the conclusions drawn
trom this approach are perceived to be more easily influenced by the researcher’s
personal biases and idiosynerasies {Creswell & Creswell, 2018). A tollow-up
quaniitative approach that could test and validate the hypotheses generated from the
qualitative findings, was considered to be complementary to the qualitative phase. The
quantitative enquiries are seen as more objective due to the results being relatively
independent of the researcher and providing precise quantitadve numerical data. On the
other hand, if the hypotheses under test in the quantitative rescarch are not grounded in
qualitative evidence, the measures used by the researcher may not reflect the
participants” understandings or needs.

Therefore, the rationale behind employing a mixed methods as opposed to a mono-
method in this study was to pragmatically collect multiple data using ditterent
strategies, approaches, and methods. This combination of methods was likely to resule
in complementary strengths and non-overlapping weaknesses of both paradigms
{Brewer & Hunter, 1989). As a result, the product of the research is expected to be more
comprehensive compared to a mono-method study. Figure 3.2 illustrates the rationale

behind selecting a sequential exploratory mixed methods approach.

Phoze 12 Cualiative _— Phase 27 Quantilalive

e the
Interviews Qualitative findings Prospeetive Surveys

Figure 3.2 The selected Exploratory Sequential Mixed Methods Design
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Using difTerent methodologies Lo approach the same phenomenon is known as
methodological triangulation {Heesen et al., 2019). The process of methodological
triangulation in mixed methods research can be generated in two ways including intra-
method and inter-method {Gonzdlez-Diaz & Bustamanie-Cabrera, 2021). In intra-
method triangulation, difterent data collection techniques are used within one method
{either qualitative or quantitative). On the other hand, in inter or between-method
triangulation, the quantitative and qualitative results are wiangulated as
complementation. In both approaches, the intention of riangulation 18 ro increase the
reliability and validity of the data, conterring the desired robustness {Gonzilez-Diaz &
Bustamante-Cabrera, 2021). In the current study, inter-method trangulation was
cmployed. The data in two phases were related in a sequential fashion, in which the
tesults ot the initial qualitative phase intormed formulation of the hypotheses and
rescarch questions for the follow-up quantitative phase. In addition, results from both
phases will be combined (in Discussion Chapter) to forge an overall account and

provide a more comprehensive understanding ot the phenomena in question,

3.3.2 Research questions in qualitative phase

The research questions for qualitative phase were formulated as:

1. What aspects ot psychological wellbeing and childbirth experience are
influenced by ARC?
2. How (through which processes) and why does ARC influence psychological

wellbeing and childbirth experience?

(%]

Whal contextoal factors may mitigate the influence during labour and birth?



3.3.3 Methodological approach to the qualitative phase

The qualilative methods of data collection were informed by a conswructivist worldview
and a descriptive qualitative approach, to gain insight and explanations about the
influence of ARC on childbirth experiences and maternal psychological wellbeing from
the expectant parents” perspectives. Sandelowski {2000) presents qualitative deseription
as a ‘valuable method by itself” (p. 335). She argues although no deseriprion is without
interpretation; this method as opposed to other qualitative methods such as
phenomenology, or grounded theory entails a kind of interpretation thac is less
interpretive and docs not require rescarchers to move as far from or into their data. This
approach does not require a conceptual, philosophical, or otherwise highly abstract
framework tor the rendering of data. Qualitative descriptive studies entail the
presentation of the facts of the ecase in everyday language as opposed to the
phenomenological, theoretical, ethnographic, or narrative descriptions where events are
te-presented in other terms and researchers are obliged to put much more of their own
interpretive spin, the spin that derives, in part, from these methodologices themselves. In
qualitative descriptive studies, language is a vehicle of communication, not itself an
interpretive structure that must be read (Sandelowski, 2000). This approach was
compatible with the rescarch questions that intended to obtain straight and minimally
theorized or spun explanations about what genuinely mattered to the study participants.
During the early stages of planning tor the study, other qualitative approaches including
phenomenclogy and groundsd theory were considered for their appropriatensss to the
study. However, further exploration of them revealed they were less relevant to the
study purpose. Phenomenological enquiries, irrespective of the type, aim o explore the
experience ol one single phenomenon among a group ol pariicipants who share the

experience of that phenomenon (for example sense of relaxation among pregnant
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women) {Van Manen, 2016), whereas this study was more complex than one
phenomenon, endeavouring to explore the influence of one phenomenon (attending
ARC) on other phenomena {pregnancy and childbirth experiences) and to investigate
the participant’s opinions, pereeplions and views on such influence. Van Manen {201 6)
clearly states phenomenology is not to explore opinions, perceptions or attitudes.
Similarly, grounded theory was not regarded an appropriate tit tor this study due to its
inclination to look for, and interpret data ag, elements in a “conditional/consequential
marrp® (Strauss & Corbin, 1998, . [R1) in order to generate theories. Although ir was
expected that some theories would emerge trom the data, the study aim was not Timited
to constructing theories, but to openly explore and understand the relevant phenomena
as they unfolded in their context. In addition, emergenee of theories from the data in
grounded theory design supports the researcher to have come from a more objective
background and be less familiar with the field, whereas the rescarch student was already
immersed in the field (as explained in Chapter 1) prior to onsct of the study. For a
methodology to be regarded as appropriate, it should not only suit the research

questions but also the researcher’s worldview and back ground {Sandelowski, 2007).

3.3.4 Research question in quantitative phase
The abjective of quantitative phase was to test the significance of any idenaficd
influcnce over time (pre-elass, post-class, and post-birth). Ilenee, the rescarch question

tor this phase was formulated as:

What is the significance ot any intfluence ot ARC over time?

Whilst this was the overarching question for the quantitative phase, the Phase 2

hypotheses and rescarch questions were populated based on the results of the qualitative
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phase, and in view ol ‘sectional findings’ ol the literature review. These hypotheses and

research questions for Phase 2 are presented in Chapter 6.

3.3.5 Methodological approach to quantitative phase

An observational approach to the sccond phasce of the study was used to test the
hypotheses and questions developed trom the findings of the qualitative phase and
determine the signiticance of ARC’s intluence over time (McKenna et al., 2006). The
purpose of an observational study is to examine the effect of the exposure {e.z2.,
allending ARC) on the oulcomes ol interest (as delermined by the lindings ol Phase 1)
{Tepsen eval., 2004). The method used in s study was a prospective longitudinal
cohort design using surveys which was influenced by the post-positivist worldview.
Cohort studies as related to the hierarchy of evidence, rank below systematic reviews
and randomised control wrials, but higher than case-conlrol, cross-sectional swdies, and
case series (Hammouwdeh et al., 2018), as shown in Figure 3.3. Prospective cohort study
is considered the gold standard among observational studies, as the researcher has
conlrol over data collection, methodology, and overall study set up {Hammoudceh e al.,
2018). Barria (2018) suggests cohort studies are a good source of information when an
experiment is not teasible. Tn this study, the feasibility of recruiting a control group and
conducting an experimental study was considered out with the fime and resource limits
of a PhD study, particularly in view of the longidinal pattern of the study that required
longer-term engagement of the participants in the data collection process. Recrniting a
conirol group who were motivated cnough to complete surveys at three time points had
been shown to be a challenge during the conducet of a previous smudy on the same

population in the same setting {Ross, 2017).
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3.4 Summary

This chapter has presented an oulline ol the research questions for phases | and 2, as
well as the research approach and design that was chosen to address them. The
philosophical assumptions underpinning the research design were examined, the
methodological approaches Lo Phase | and Phase 2 were explained, and the rationale for
these choices were discussed. Chapter 4 and Chapter 6 will present the rationale for the

methods used in Phase 1 and Phase 2 respectively.
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Chapter 4 Phase 1
Qualitative Methods
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This chaptler presents the research methods used within the qualilative phase ol the
stidy and the justification for selecting these methods. These methods included semi-
structured in-depth interviews with women and their birth partners. A pilot prefaced the
subsequent part of the qualitative study o inform the rescarch process and inerease its

quality.

4.1 Setting

The study setting was a specialist maternity hospital in an NHS Health Board in North-
Casl ol Scoldand with around 5,000 births per annum. The hospital serves a wide
geographical area and provides a range ol serviees lor both low and high-risk
pregnancies. The majority of antenatal care and the routine antenatal education is
provided by community midwifery teams and referrals to specialist services are made
when necessary. In terms of birthplace choices available in this Health Board, women
can choose to give birth in an alongside Midwite’s led unit or the obstetric-led unit
within the hospital, in other stand-alone Midwife’s units or at home. The setting was
selected duce o i1s exisling provision of this single session of ARC. Two-weckly ARC

sessions were held in a conference room at the hospital.

4.2 Study participants
This section provides details about the sampling approach. inclusion criteria and sample

S1ze.

4,2.1 Sampling

Parahoo (2014) suggests a nonprobability techuigue of purposive sampling as one of the
best fits particularly for studies with qualitative deseription designs. Purposive sampling
facilitates the selection of participants whose experiences are required for the sudy

{Parahoo, 2014). To achisve the aim of this study, selecting a group of pregnant women
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who mel the inclusion eriteria was essenlial. In addilion, iL was of paramount
importance to seek perspectives from a range of participants to ensure the data were rich
in amount, quality, and depth (Jones, 2002; Sandelowski, 1986; Smythe & Giddings,
2007). Therelore, purposive sampling with maximum variation was used Lo eaplure
perspectives of a population of woimen that was as heterogeneous as possible in terms of
age, ethnicity, educational attainment, and parity (Gerrish & Lacey, 2010). A pilot study
carried out at carly stages of the study revealed that the ARC attendees were
predominantly well-cducated primigravid women in their late 208 and 30g. This caused
challenges particularly in recruiting women under 20 or those with lower educational
attainment. Birth partners of the invited women were also invited to participate in the

inerviews.

4.2.2 Inclusion criteria

Inclusion criteria for women comprised:

the ability to read, write and understand English

being over the age of 16

o receiving midwifery led eare at the point of reeruitment

attending ARC in the third trimester of pregnangy
Women were excluded if they
o had severe mental health problems requiring medication
* Jid not meet the inclusion criteria
Similarly, birth parters were included il they
e were aged over 16
*  able 1o understand, read and write English

Birth partners were excluded if they did not meet the inclusion criteria.
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Birth partners were invited (o the swdy regardless of their partieipation in ARC, as the
aim was to seek their perspectives on the influence of ARC on their partners” childbirth

experience and psychological wellbeing.

The decision to include only English-speaking participants was made as the inclusion of
non-English speaking participants would have required extra funding to cnable usc of
interpretation services which was out with the available resources in a sclf-funded PhD.
In addition, Temple and Young (2004) argue that translation ot research interviews can
creaie the potential for bias as the presence ol the interpreter and the interpretation
process itself could alter the dynamic of the interaction between the researcher and
participants. Furthermore, ARC was available only in Lnglish, which did not laeilitate

allendance of non-Linglish speaking women in the classes.

Throughout the design process, it was acknowledged that the experiences of all women
wetre important. However, in view of the study’s aim being to explore the influence of
ARC on childbirth experience including the labour experience, opening the study up to
women recetving obstetric-led care could have limited the number of women with the
cxperience of labour, particularly in the current climate of increasing childbirth
interventions. Nonetheless, it women’s care pathway changed from midwite to obstetrie
led after recruitment; they were not excluded from the study. This approach provided
insight into a range of childbirth experiences. Similarly, the inclusion of women with
severe menlal health disorders wasg deemed in contlict with the research aim, which was

to explore the influence of ARC on a healthy population of pregnant women.

Women who had taken part in other types of childbirth preparation classes such as
pregnangy yoga or hypnobirthing courses were not excluded. This was because both

interview and survey questions, investigated participants’ perspectives specifically on
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‘the mifluence of attending ARC”, not the elTect ol ulilising relaxation lechnigues in

general,

4.2.3 Sample size

It is essential that the choice of sample size used in rescarch smdies are defended and it
is clarified how sample size was determined to address the study aim and research
questions {Bradshaw et al., 2017). Qualitative sample sizes tend to be small hecause of
the emphasis on intensive contact with participants and the findings are not expected to
be generalizable. An initial approximation of sample size is deemed o be necessary lor
planning. To determine the appropriale sample size in a qualilatve design, the principle
of "data saturation™ has been acknowledged as an accepted standard {Glaser & Stranss,
1967). Data saturation can be considered to apply to the point where no new
information emerges Irom the sludy participanis during data collection {{Guesi ec al.,
2006). Nevertheless, Ironside (2006) argues that data saturation can never truly be
reached due to the uniqueness of each individual’s experience. According to Faweett
and Garity {2008), an adequate sample size 18 one that sufficienily answers the rescarch
questions. Hence, there is no fixed rule to establish the most appropriate sample size in
qualitative research, instead several factors are suggested to be considered {(LoBiondo-
Wood & ITaber, 2014). The sample size for the qualitative phase of the study was
cuided by the “information power model” presented by Malterud et al. (2016) wheo
sugeest the size of sample that could offer sufficient “information power” depends on
the five factors of the study aim, sample specificity, use of cstablished theory, quality of

dialogue and analysis strategy (Figure 4.1).
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Narrow <_' Aim ‘_> Broad
Diense <_' Specificity h> Sprare
Applicd <_' Theory L> None
Strang <_‘ Dialoguc h> Weak
Case <q Analysis h> Cross-case
Smaller Sample Larger Sample
Sizc Size

Tigure 4.1 Information power-items and dimensions

{From Muliered el al | 2016)

The overarching aim of the study was broad which meant that recruiting a sample with
highly speeific characteristies was not required. This broad aim along with the study not
being bound to a specific theory, the researcher being novice at undertaking research
mterviews {dialogue quality), and the exploratory nature {analysis) ot the study, all
indicated the need to reeruit a larger sample in Phase 1 that could provide sufficient
‘information power”. It is worth noting the model was not a means of calculating a
specific number (Malterud et al., 2016), but assisted with a systematic consideration of
the factors influcneing ‘information power’. The aim was to recruit an overall sample of

bhetween 14 to 18 women {and their birth pariners).



4.3 Recruitment

4.3.1 Women

Waomen parlicipanis were recruited (rom those altending face-10 face ARC. Women
interested n avending ARC are registered on a database system in NHS Grampian
computer system. After obtaining the necessary ethical approval, the midwives
facilitating ARC aceessed this database and Patient Management system (PMS) to
identify cligible participants onc week prior to elass. The attempt was made o seleet a
group of women who were diverse in terms of parity, age, educational background, and
ethuicity, Tn total, 64 women from a wide range of age groups, ethnicities, educational
backgrounds, and parity were wdentified as cligible and were invited to partieipate by the
midwives tacilitating ARC. An invitation package including a letter of invitation,
Participant Information Sheet {PI8) and consent form {Appendix 3) for women and their
birth partners was posied to the women along with a prepaid return envelope. The
participants had the opportunity to contact the researcher it they wished to receive
further information about the study prior to giving consent. [n addition, the midwite
facilitating ARC reminded women and their pariners of the study at the end of the class.
The rescarcher was also present at this point to answier any questions about the study.
Women and birth partners who expressed an interest in taking part, were provided with
written consent forms to sign and return to the rescarcher at a convenient time using a
prepaid envelope or email.

The data for the pilot siudy was collected between November 201 7- June 2018, Due 10
persanal circumstances, there was a gap in the course of study from September 2018 to
September 2019. Data collection for the qualitative phase took place between March
and June 2020. Pariicipants were asked to contact ihe researcher (ollowing birth so that

a convenient interview ume and localion could be arranged. They were informed that
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they would recerve three reminder lext messages al 3, 6, and 12 weeks lollowing their

expected date of delivery.

4.3.2 Birth Partners

As previously stated, the participant information sheet and consent form for birth
partners { Appendix 5) were included in the invitation package sent to the women prior
to attending ARC. Similar to women, birth partners had the opportunity to contact the
researcher to ask any questions or seek further information about the study. They were
invited Lo the study irrespective of their auendance al ARC, as the aim was Lo gain
insights into therr perspectives of ARC’s influence on women’s experiences during the
childbirth contimum. The joint interviews, where women and their birth partners were
interviewed jointly. were guided by the same topic guide as the individual interviews

{Appendix 5).

4.4 Data collection: semi-structured in-depth interviews

Semi-structured in-depth interviews are vicwed as the major source of information for
qualitative rescarchers (DiCicco-Bloom & Crabtree, 2006). They are described as a
“powerful nethod for generating description and interpretation of people s sacial
worlds and as such theyv are a cove gualitative reseavel method” (Yeo etal., 2014, p.
178). As opposed to focus groups, these interviews can create a research space in which
the interviewee feels more comfortable o provide a range of details and insights about
the phenomenon in question (Morris, 201 35). This wype of inlerview requires an outline
of topics and guestions prepared by the researcher (Stuckey, 2013); however, the flow
of interview has no rigid adherence and depends on how the participant responds to the
questions. As such, they olTer the researcher the (lexibility o pose more enhanced

questions than the initially drafted ones {Adhabi & Anozie, 2017). Individual interviews
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{or joint interviews) accord the researcher enough time and Hexibility o explore a
phenotnenon in more depth which conforms to the title *in-depth interview’.
Furthermore, in-depth interviews are appropriate as the study secks to gather detailed
information and understand a more complete pieture of what happened and why (Boycee
& Neale, 2006). Theretore, semi-structured interviews were selected as the ideal data
collection mechanism tor the qualitative phase of this study as opposed to structured
{during which wording, and order of questions are the same for cach participant) or
unsiruetured interviews {where the participants can freely discuss a list of relevant

topics in any order) {(Fielding & Thomas, 2016).

In terms ol the inlerview limings, a review ol the published literature showed thal lile
research has been done 1o determine an oplimal dme for examining memories of
childbirth or performing interviews following birth { Ayers et al., 2015; Waldenstrdm,
2003). A comparison between women's narratives ol their childbirth experiences

shartly aficr birth and their narratives years laler showed thal memory lapses and
confusion were minor (Simkin, 1992). The suggested time trame of interviewing
women and their birth partners up to six months atter birth, was therefore based on the
poleniial convenicnee of the participanis and their availability. 11 was also predicted that
a six-month window would provide tlexibility and allow families time to settle into their

new roles and physically recover from the birth.

For interviewing couples, il was recognised both separate and jointinterviews methods
had limitations, and no method was perfect. For instance, in joint interviews one partner
may silence the other which prevents giving equal voice to both partners or there is a
risk ol inlerview generaling ension between the couple, thus breaching the researcher’s

commitment lo non-malelicence {Zarhm, 201&). On the other hand, Bjarnholl and

7%



Farstad {2014) argue thal inlerviewing couples together has several advaniages
including solving the ethical problems of anonymity and consent among the couple, and
results in the production of rich data. Tn joint interviews the two participants can
corroborale or supplement each other’s aceounts. They can probe, challenge, correct
each other and introduce fresh themes that can result in further disclosure and richer
data (Bjarnholt & Farstad, 2014; Valentine, 1999). Tn addition, the existing literature
indicates 118 often more difficult to reeruit men/fathers to separate interviews and that
the joint interviews ¢an save money and ame for both the couple and the rescarcher
{Bjarnholt & Farstad, 2014). Balancing the risks and benefits of joint interviews in
relation to the study topic led to seleetion of joint interviews as the appropriate method

for interviewing couples.

Overall, 17 women partieipated in the smudy of whom & took part in individual
interviews and 9 were interviewed jointly with their birth partners. The first 7
interviews were tace to face as per the imnal research protocol, Due to the impact of
Covid-19 pandemic, the latter 10 interviews were conducted via audio/video phone
calls to adhere to the social distancing rules and Health Research Authority

recommendations (HRA, 20240,

4.4.1 Topic Guide

All interview discussions including the individual and joint ones were guided by the
same fopic guide {Appendix 5). The topic guide was informed by the 1dentfied gaps in
the literatmure and was further refined i view of the pilot study findings {sce the details
in section 5.6). Due to the time gap between recruitment (during pregnancy) and
interviews {post-birth), the consent forms were revisited before the interview

commenced. The participanis were then mvited to speak freely about their childbirch
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experiences Lo gase them into the discussion and abtain a broad range ol information
about the context in which the experience untolded. Such information included the
events during labour and birth, the woman’s feelings, thoughts, and coping behaviours
as well as the influential environmenlal and social factors. Questions then focused on
their experiences of attending ARC and how such experiences untolded towards and
during childbirth. Tn addition. a series of supplementary, follow up questions were used
if and when neeessary. When the participants brought up the conceepts that were relevant
to the rescarch questions, the phrases such as “can you tell me more about this?’, “what
was going on in your head then?”, “in what way?", “how did you know that?’. “how did
that help?”, “what do you mean by this?” were used to allow a deeper exploration of the
cxpericnees. In joint interviews, the tendeney was to ask the woman to speak about her
expertence first, betore exploring the birth partner’s perspectives on the event,
[Towever, posing the open questions about their shared experiences scemed to provide a
common reflective space where arguments were co-developed. Their turn-taking and
communication with each other meant that the emerged picture ot the experiences
became more nuanced and added to the richness of the data {Bjernholt & Farstad,
2014). Towards the end of interviews, the final questions intended to provide the
participants with an opportunity to summarise their contributions and bring discussions
to a ¢lose (Spencer et al., 2003). Questions regarding women’s demographic
information were asked at the end of interview discussions. Considering that the focus
of study was on ‘maternal childbirth experience and psychological wellbeing’, birth

partners were not required to give demographic details.

4.4.2 Interview setting
For the face-to face interviews, the participants could choose between the hospital,

University, a public place, or their home as the interview seting. Of seven participants
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who allended lace-lo-lace interviews, (ive chose Lo be interviewed in their homes, one
in a private room in the hospital and ong in a private room at the University. As the rest
of interviews (n = 10) took place during the Covid-19 pandemic, they were carried out
via audio {2 interviews)/video (8 interviews) phone calls wo adhere Lo social dislancing
restrictions. These participants were at their homes during the audio/video phone

interviews. The interviews lasted between 40-60 minutes.

4.5 Pilot study

A pilol stiudy was carried out in 2017/1R, belore collecting the data for the main swudy in
2020 {as due o personal reasons the research was on hold in between). The pilol swidy
inclnded three individual interviews with women and three joint interviews with
couples, giving a total of six interviews. The findings of the pilot study were published
in a journal article {Appendix 2). Piloting provides the gualitative researcher with a
clear definition of the focus of the study (Frankland & Bloor, 1999) and has the
potential to increase the quality of the research by informing subsequent parts of the
rescarch process (Malmgvist el al,, 2019). Henee, the pilot study aimed Lo serve several
purposes. First, it was important to test the feasibility of the study in terms of
recruitment methods, time schedule and appropriateness of the topic guide questions.
Sceondly, it aimed to provide a primary 1dentfication of the potential data colleetion
instruments for the follow-up quantitacve phase. Lastly it allowed the rescarcher to

address the potential challenges and limitations ot the main study.

Ax a result of conducting the pilot study, the study recruitment methods were deemed to
be (zasible. The six-month time schedule (or conducling interviews was perceived as
convenient by the participants, although they all participated in the interviews within the
tirst eight weeks post-birth. They stated this wider time window allowed them to settle
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inte their new roles as parents and reflect on their childbirth experience in a timely
manner. The topic guide questions were refined, and the interview strategics were
developed. For example, the sequence of the supplementary questions changed, and
some questions were refltamed Lo case the [Tow of the interview discussion. For inslance,
in the initial topic guid the questions followed a chronological order, starting from the
experience of the class. then exploring the intluence of ARC on pregnancy and labour
and birth respectively. The pilot demonstrated women’s enthusiasm to deseribe their
labour and birth expericnec first, whilst refleeting on the influence of ARC on such
experience. Therefore, in the following interviews the participants were asked to freely
share childbirth experiences first prior to posing questions regarding attending ARC or

the influence of ARC on pregnancy.

Due to time constrains during the pilot study. the interviews were transcribed by a
prolessional transcriplion service. Rellecting on the experience, it appeared thal having
the interviews transceribed professionally did not save ume, as more Ume was required
tor Tamiliarisation with the data. Braun and Clark (2006) argue that the time spent in
transcription is not wasted, as it informs the early stages of analysis. and results in
developing a more thorough undersianding of daia. Therefore, the deeision was made

tfor the researcher to transcribe the following interviews personally.

The pilot study also provided a primary prediction of the instruments for the
quantitative phase. For instance, the participanis frequenily mentioned experiencing
changes in emotions of fear and anxiety towards childbirth after attending ARC. Hence,
Wijma- Delivery Expectancy/Experience Questionnaire {W-DEQ) and State and Trait
Anxiety Instrument {(STATD were predicted 1o be potentially appropriate wools for Phase

2 ol the study.



Finally, the pilol study revealed a polental limitation of the main study would be
recruiting a representative sample, as the pilot sample was largely represented by white
and highly educated women. Tn view of this, a more proactive approach was taken in the
main study and more women [rom a diverse range of age, cducalional background, and
ethnicity were actively approached, by midwives facilitating ARC, to participate in the

study.

In addition, the pilot showed that of six women participants, two had taken part in
privale hypnobirthing classes oo, The data, however, demonstraled these women were
able to explicitly ditferentiate between the techniques learned during ARC and in these
privale ¢lasses. During the interviews, they specifically commeniad on the inlluence of
ARC, rather than influence of utilixing relaxation techniques in general. As such, the
decision was made by the research team to not exclude women who had participated in

other childbirth preparation educalion.

The changes implemented as the result of the pilot study were not considered
substantial. Therefore, the data collected through the pilot interviews were combined
with the final data for analysis. The same methodology, methods, and sample
characteristies were used in the pilot and main study. Thabane et al. (2010) recommend
including pilot studies with the main study upon the condition that the same
methodology has been followed, as it could strengthen the findings of the research.
Therefore, throughoul the thesis, the information provided regarding Phase 1 applies o

both the pilot and main qualitative study together.

4.6 Data analysis
Reflexive thematic analysis was the method of choice for analysing the data ag it

provides a systematic, rigorous, and transparent approach to data management, analysis,
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and reporling. Thematic analysis {TA) is a method for systematically identilying and
organising qualitative data into patterns of meanings or themes and offers clear
muidelines and flexibility {Braun & Clarke, 2006). TA is a flexible, accessible, and
usclul method for examining the perspectives of dilferent rescarch participants,
identifying the shared meanings (themes) as well as the nuances of the experience in
cach theme (Braun et al., 2014).

Braun and Clarke (2019) explain that there are several elusters of approaches o TA
with different philosophical assumptions and procedural practices that refleet these
assumptions. These approaches include coding reliability TA, codebook TA and
reflexive TA. As opposed to coding reliability TA and codebook TA {(which are more
posiavist and structured approaches), reflexive TA procedures refleet the values of a
qualitative paradigm, centring researcher subjectivity, organic and recursive coding
processes, and the importance of deep reflection on, and engagement with data (Braun
& Clarke, 2019). Reflexive TA highlights the primacy of rescarcher’s reflexivity as the
generated themes are viewed as creative and interpretive stories about the data,
produced at the mtersection of the rescarcher’s worldview, their analytic resources and
skill, and the data themselves (Clarke et al., 2015). It appreciates that qualitatve
research is about meaning and meaning-making, and views such meanings as always
context-bound, positioned and situated. As such, retlexive TA was regarded in harmony

with the study purpose, the rescarcher’s worldview, and background.

4.6.1 Data management

All mterview discussions were digitally audio-recorded using a digital voice recorder
{Sony TCD-PX370) and transcribed verbatim. The interviews were conducted and
tfacilitated by the researcher. Field notes were made during and following each interview

by the researcher which were considered during the analysis process. Following the
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complelion of data analysis of the pilot sludy, the researcher personally wanscribed the
awdio recordings as transcription is regarded to be an important part of the data analysis
process (Fielding & Thomas, 2016; Silver & Lewins, 2014). The transcripts were
punciuated based on para-verbal cues such as pauses or changes in the voiee lone and
were annotated with regard to the field notes {Braun & Clarke, 2006). Transcription is
an essential element of the data analysis, particularly when using an inductive approach,
which s necessary for exploratory studies (Jebb et al., 2017, Stebbins, 2001). This
inductive proecess began ar the very first interview by taking field notes and continued
during and after the data collection.

The decision was made to avoid using Computer Assisted Qualitative Data Analysis
Software (CAQDAR). It was recognised that utilising such aids had both advantages
and disadvantages, which should be weighed against the factors such as the study
questions and aims as well as the resecarcher’s sound judgement. Russel and Gregory
{1993) claim the use of CAQDAS could be intellecally stifling and make 1t diffieult to
contextualise all of the data, The fact that the sottware creates nodes {containers) based
on the recognised words could lead the researcher to try to fit the study with the
software identificd netes, thus distancing the rescarcher from the contexe of the data.
This could have prevented ettective and reflective data analysis particularly in view of
the exploratory nature of the study (McLafferty & Farely, 2006), Ultimately, the
rescarcher and the supervisory team felt, the accuracy and richness of the analysis had
the primacy over saving time. To ensure the validity of the findings it was of paramount
importance to see the contextual information and the bigger picture and avoid getting
fixatad on mere words.

The data were analysed using a thematic approach informed by Braun and Clark {2019).

Throughoul the thematic analysis processes, memos were Laken o caplure rellections



{Braun & Clark, 2019) which were an essential part of the analysis and informed coding
decisions. It is critical to note that reflexive thematic analysis is not a linear process, but
an iterative one, with shitting back and forth between the different phases (Braun &
Clark, 2019).

The six phases of reflexive TA include: familiarisation; coding; generating initial
themes; reviewing and developing themes; refining, defining and naming themes; and

writing up, as presented in figure 4.2 (Braun & Clark, 2021).

3 Generating ‘ .
1. Dain 2. syslemnic initial themes Lm 3. Ref'lnmi 6. Writing the
Familinrization Disia Coding from Codad & ) Report
Collected Data Themes Naming

Figure 4.2 Six phases of retlexive thematic analysis

{Braun & Clarke, 2021)

However, qualitative analysis using reflexive TA progresses as a recursive and iterative
process. IL 18 imporiant o acknowledge thai interprelation of the data oceurred
throughout the process ol daia collection and analysis, not just allerwards during the
data management and interpretation. Thus, in discussion with the study supervisors, it
was decided thad it would be helplul to keep a research diary in order o explore and
underline potential presumplions and biases (rom the beginning. IL was noled, prior Lo
interviewing participants, that the researcher felt a potential hias and inclination to
advocate for ARC. This was explored further in discussions with the supervisory team
alongside the possible efTeets of it on the analysis. Therelore, 1l was 1mpaoriant (ot the
researcher to be open to and capture the more diverse and perhaps negative perceptions

of ARC,
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The key objeclives ol qualilative dala analysis in this study were Lo explore the

participants’ perspectives in order to:

»  Identify the aspects of maternal psychological wellbeing and childbirth
expertence that may be influenced by ARC, from their viewpoint.

»  Understand *how® and *why® any influence may oceur.

» Identify the contextual factors that may mitigate the influence during labour and

byirth.

4.6.2 Familiarisation with data

The researcher was actively immersed o the data by repeatedly listening to the audio
recordings and reading the ranseripts, whilst reflecting and taking memos to capuure
such reflections. Abrahamson {1953) describes such an approach as being “immersed”
in the data and “te identify dimensions or themes that appear meaningful to the
producers of each message” {p. 286). Braun and Clark {2019) suggest reflexive TA to
be about the rescarcher’s reflective and thoughtful engagement with the data and the
analysis process, rather than following procedures “correctly” (p. 14). As recommended
by Braun and Clark (2019) the rescarcher and her supervisors took a collaborative and
reflexive appreach to develop a richer and more nuanced reading of the data, rather than

Just seeking a consensus on meanings.

4.6.3 Systematic data coding

After familiarisation with data. the next step was to determine the type of coding
method. Condueting exploratory rescarch requires induenve (data-driven) coding which
takes a bottom-up approach, constructing meanings based on the data as opposed to
deductive {theory-driven) coding, which is a top-down method, where a code book is

developed in view of the existing evidenee in the field and prior to data colleetion m
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order o guide the coding process (Creswell & Plano Clark, 2017). Thus, 1L was
ascertained that the coding type for the study was required to be primarily inductive.
Following familiarisation with the data, the transcripts were examined line-by-line
againsl the rexcarch questions and the questions developed during the analysis process
{Spencer et al., 2014). Tn view of the large volume of generated data, the researcher
developed a checklist of questions to help maintain the tocus of interpretation on the

main research aims and questons (Figure 4.3).

Whut questions am I asking of the data?

[ How did paricipanis e owands childirth srior o adendimg AZC?
2 How did paraapants view the mtTuence of ARC on ther fedmyg woward s chZdbnth?

Whateeents ol ARC were eonsiderad a: andZuentisl from parlicipams” perspeesives L anv? aad

why!
4 How did paricipants viow the influenve of ARC on thels prognarey?!
> llow did participants view the influcnee of ARC on thelr experience of cbhour?
O How did paricipants s 12w the ntluence ol ARC whenesponencing obstetric nters entions?

7o Whateentexwal Jaciors mitgated the ase orsand cfTecuveness ofihe leamt relasation teehmigues
(in ARCHdeig lihour and hirh and why?

& What Jeclings amd eriolions or uspects of chiléhirth expericonce were millaznced by ARC furn

participants” parspestives”

Figure 4.3 Cheeklist questions for maintaining the foeus of interpretation

The texts in the data that were of relevance to these key questions were identified as
codes and were given a name to capture the essence of that text. This process was
ilerative and non-linear, meaning that the researcher moved back and forth between
different interview transcripts to ensure no codes had been missed across the data set.
When new meanings were recognised, the researcher moved back to the previously
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coded data o (urther search them for that particular meaning. nitially, 98 codes were
generated from the data, further analysis indicated some overlap in meaning, and a
number of codes were merged together, reducing the number of overall codes to 36. To
reduce rescarcher bias, the rescarcher and two of her supervisors independently coded
the tirst two transeripts and compared codes. A high degree of consistency was achieved
across the identified codes. A number ot codes. perhaps due to the researcher’s
background, appeared to be the result of rescarcher’s over-interpretation of the data

which were reetified through the reflexive diseussion with the supervisory team.

4.6.4 Generating initial themes

Moving between the overall data set and coded data, the relationship between the codes
were examined and the codes that were more closely linked together were put together
o form sublhemes. Similarly, the evaluation ol the dynamic belween dilTerenl
subthemes resulted in construction of the initial themes. Drawing out schematic
diagrams, mind maps and tables (Appendix 6) helped visualize the link between the
themes (Silver & Lewins, 2014). To contexiualise the process of coding and generaling
themes, an example of how coding led to the tormation of subthemes and themes is

provided in Figure 4.4
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Theme: ARC The Turning Point

1 \

Subtheme: Change ol emolions

qutllcmc: o during and immediately aller
Pre-class emotions towards childbirth allending ARC
Code: Factors
Code: Frar S .
contributing Lo fear
Text: it putthe Text: I was Text: [ was
fear of guts in neryows and very feartul of
me scarcd about labouring
labour

Figure 4.4 Formation of themes from subthemes and codes

To provide more insight into the process of generating themes the following example is
provided. For example, all swomen participants raised the concepl of fear related o
childbirth, whether il was {ear of the poteniial medical procedures, labour pain, or
possible childbirth complications. As shown in Figure 4.4, the excerpts that presented
such feelings across the data set were all coded as *Fear’, which referred to childbirth-
related fear. The code of *Fear’ hinked well with the code of *Factors conmibuting to
tear’, as women provided rich data on the factors that initially led to feelings of fear
towards childbirth. The combination of these two codes shaped the subtheme of “Pre-
class emotions toward childbirth® that would encompass general emotions towards
childbirth prior to attending ARC. This subtheme in combination with the theme
comprising the “Change of emotions during and immediately after attending ARC’ then

led o the consouction of the overarching theme of "ARC: The Turning Point” which
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provides a narrative of how participants fell lowards the childbirth, why they rell that
way, and how and why such emotions changed as a result of attending ARC.

It is essential to reiterate that the theme generating process was a recursive and non-
lincar one. Snapshols of the qualitative data analyais process have been provided in

Appendix 6.

4.6.5 Developing and reviewing themes

The preliminary themes and their relationships were repeatedly revisited, reflected on,
and evolved over the course ol several months Lo present one overarching meaningiul
story. Clarke {2017y acknowledges thal coding and theme development require
considerable analytic and interpretative work on the part of the researcher, requiring
them to retlect on their assumptions and how these might shape and detine the
construction ol the codes and themes. As such, 1l was ol paramount importance thal the

researcher remained reflexive and cognisant of her potential bias.

4.6.6 Refining, defining and naming Themes

Through the on-going analysis, the specifics of cach preliminary theme and their
relationship to the overall narrative were defined. As such, each theme was clearly defined
and the scope and contents of it were summarised. The following step was to name the
themes in a manner that clearly and accurately represented the meaning of cach theme.
The Lerms “ARC, the turning point’ (Theme 1) was directly exiracied from the data as the
terms ihat conveyed the oceurrence ol a change were (ound in abundance in the daia and
explicitly represented what had been said. However, the terms ‘Tnner resource’ (theme
2) and *Space for relaxation’ (theme 3) were selected by the research team to retlect the
meanings that participants had expressed more implicitly. Regarding theme 2, participants

stated they had used the learned relaxation techniques for a wide range of purposes.

91



However, when more prompling guestions such as “ean you tell me more about this?”,
‘what was going on in your head then?”, *how did that help?’, were asked, it was revealed
that the ultimate aim of using the techniques was to access a particular relaxed state that
was referred Lo as the “zone” or the “mood’ {please find Turther details in Chapler 5). This
state was interpreted by the research team as "an inner resource’ that they could tap into
whenever needed. Finally, theme 3 was developed as the result ot identifying the factors
that were deseribed as helping ot hindering the use of the learned relaxation teehniques
during labour. Comparing these factors againse the childbirth licerature showed that they
resonated with Joyee's (2020) definition of birth space (please find further details in
Chapter 5). Ience, the tetm “space for relaxarion” was scleeted as an appropriate term o

name theme 3.

4.6.77 Writing the report

Sandelowski (2000; 2010) suggests no description s without interpretation and
continues to argue that qualitative descriptive design is not atheoretical, but least
‘theoretical’ (Sandelowski, 2000, p. 337). She explaing the analysis and interpretation
of tindings, when using this methodology. should remain "dala-near’ {Sandelowski,
2010, p. 78). Throughout the analysis process, the researcher endeavoured to provide
data-near, yet detailed and nuanced interpretve products. The themes and subthemes
were named using participants” words when such words could clearly illuminate their
essence. To generate a meaningtul and in-depth understanding of the phenomena in
question, 1L was imperative to capture both semantic {explicit) and latent {implicit)
meanings {Clarke & Braun, 2006). Capruring latent meanings imvolves reading nto the
subtext and assumptions underlying the data (Clarke 2017). For nistance, participants
tepeatedly and explicitly referred to the concept of fear and anxiety {semantic meaning),

whereas the coneept of “the zone” or “the mood’ tended to be used to mmplicitly deseribe
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an altered state of consclousness thatl appeared hard Lo deseribe, thus probing questions
were required to unravel such latent meanings. Finally, the researcher was required to
articulate the main findings in the torm of a story that could provide an illuminating

deseription of the women and their partner’s perspeclives.

4.7 Trustworthiness

For qualitative research to be regarded as trustworthy, the processes of data analysis
must be conducted in a precise, consistent, and exhaustive manner and disclosed
transparently with enough detail o enable (he reader (o judge the credibilily of the
process (Nowell et al., 2017). Lincoln and Guba (1985) relined the concepl ol
trustworthiness by introducing the four criteria of credibility, transferability,
dependability, and confirmabilicy, which are intended to mirror the criteria, used to
judge ‘rigour’ n quantilative swidies. These original, widely accepled, and easily
recognised criteria have been selected to demonstrate trustworthiness in this study.
These criteria will be briefly defined prior to describing the strategies adopted in this
sludy lo promote “lrusliworthiness” in the research process, particularly the interpretalion
of the data and presentation of the findings. Table 4.1 presents the trustworthiness

criteria and the strategies employed to achieve this.
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Table 4.1 Trustworthiness erileria lor qualitative interprelations

Credibility

Transferability

Dependability

Confirmability

4.7.1 Credibility

Prolonged engagement with the phenomena

Supervision team (and independent chair) provided exlernal
check on the research process.

Publications in pecr-reviewed journals & presenting at

conferences

Thick deseriptions (in-detail deseriptions about the context to
judge fitness with other settings)

Audit trail demonstrating the rational tor the decisions made
throughout the research process

Audit trail examining the research resulls

{ Adapted from Schwandt etal | 2007)

Credibility addresses the “fit” between respondents’ views and the researcher’s

representadion of them (Tobin & Begley, 2004). Utilising a range of strategies 18

suggested to add credibility to a qualitative study’s findings (Schwandc et al., 2007),

these melude prolonged engagement with the phenomena under question and

tespondents in the field, so that the researcher develops an in-depth understanding of the

phenomena. Creswell and Creswell {2018) propose that the more experienec a

tesearcher has with participants in their settings, the more accurate will be the findings.

As discussed in Chapter 1, the researcher was involved in designing ARC, conducting

systematic audits and service evaluations of the classes, and facilitating ARC between
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2013- 2016. Such prolonged engagemenl may increase the researcher’s ability Lo
identify elements ot the topic that are significant. In addition, the researcher was
responsible for developing and conducting the research study from conception to
completion. Thig ensured prolonged and intensive engagement with the phenomena
being investigated. A team of experienced researchers supervised and critiqued the
design, rationale and conduct of the study as well as participating in the analysis and
interpretation process. This provided a continuous, informal mechanism to challenge
and test the resecarcher’s reconstruction of the study’s findings. Furthermore, an
independent Panel Chair regularly monitored progress of the study, questioned the
tativnale of the decisions made and offered independent advice. Engagement of the
rescarcher with the rescareh community ineluding publishing in peer-reviewed journals
{Tabib & Crowther, 2018; Tabib ¢t al. 2021) and presenting at national and international
conferences { Appendix 2) provided further peer-review opportunities and promoted
rescarcher reflexivity.

Member checking, where the participants are asked to test the accuracy of the results
and resonance with their experiences, 13 advocated by Lincoln and Guba {1585) as a
technigue to enhance qualitative rescarch mustworthiness. Use of member cheeking is
based on the assumption that there is a truth of participants’ experiences that can be
accessed 1t the potential distorting etfect of the researcher influence can be suspended
{Smith & McGannon, 201%). As opposed to this assumption, reflexive TA is premised
on the researcher never being a neutral conduit, simply conveying a directly accessed
truth ot participants” experiences (Braun & Clark, 2022). Braun and Clarke (2013)
argue that understanding and representing peoples’ experiences requires “inserpretive
activity; this is always informed by our own assumplions, values and commilments™ {p.

2835), concluding that member checking, therelore, cannot deliver objective knowledge
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or provide a judgement Lool on the research validily. Thus, member checking was not
utilised in this study.

Credibility was also enhanced by the retlexivity of the rescarcher. Throughout the
study, a reflexive diary was used lo record and rellect on developing thoughts,
understanding and experiences that influenced the research process {(Koch, 2006). A
second journal was also used to record the field notes and document the observations

and expericnees of the gqualitative data collection and analysis processes.

4.7.2 Transterability

Translerability in qualitative research mirrors generalizability in quanutative enguiries
and is concerned with how the findings can be transterred to other settings (Schwandt ot
al., 2007). The researcher cannot know the sites that may wish to transter the findings;
however, the researcher s responsible (or providing rich deseriptions of the original
context of participants, so that those who seek to transter the findings to their own site
can judge transterability (Lincoln & Guba, 1985). Such descriptions have been provided
in Chapters 1, 4 and 6 of the thesis. In addition, the study indings are presented as
verbatim quotes taken directly from the research participants, this is believed to add to

the authenticity of the findings as suggested by Walsh and Baker (2004).

4.7.3 Dependability

Dependability refers Lo the consistency and rehability of the research findings and the
degree 1o which research procedures are documented, allowing the reader Lo audit and
critique the research process (Polit and Beck, 2006; Sandelowski, 1986). To achisve
dependability, researchers should ensure the research process is logical, traceable, and
clearly documentled {Tobin & Begley 2004). One way thal a research study may

demonstrate dependability is for its process to be audited (Koch, 2006). Providing
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detailed descriplions of recruilment, data collection, analyzis and inierprelation

processes in this study intended to provide an audit trail and enable the reader to judge
the study dependability. For instance, providing descriptions on how the study themes
were generated, developed, and named (in seclion 4.6.3) inlended Lo enhance the study

dependability.

4.7.4 Confirmability

Confirmability is concerned with establishing chat the researcher’s interpretations and
findings are clearly derived trom the data (Nowell et al., 2017). Tt requires the
researchet to demonstrate how conelusions and interpretations have been reached
{Tobin & Begley, 2004). The key point in confirmability is that the smdy should be
auditable. A study and its findings are considered as auditable when another researcher
with the same data, perspective, and situation could arrive at the same or comparable,
but not contradictory, conelusions (Koch, 2006; Sandelowski, 1986). Including detailed
descriptions on the reasons for methodological and analytical ¢hoices in this chapter
intends to provide an audit trail and enable the reader to understand how and why these
choices were made and how conclusions were reached {Koch, 2006; Walsh & Baker,
2004). The study audit trail was developed during the study in view of the records of the
raw data, field notes, transcripts, and a retlexive journal, This audit trail helped the
rescarcher to systemize, relate, eross reference data, and cased the reporting of the
research process (Halpern, 1983). In addition, Guba and Lincoln {1989) advise that
confirmability is established when credibility, transterability, and dependability are all
achisved. Demonstrating how the study achieved credibility, transferability, and

dependability in previous section aimed to increase the study confirmability.
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4.8 Reflexivity

Reflexivily 1s essential as it allows a more rigorous approach, adds qualily, offers
enhanced credibility, trustworthiness, and limits bias in qualitative research (Berger,
2015). Reflexivity is viewed as the process of a continual and critical self-evaluation of
the rescarcher’s positionality as well as recognition of how this position may affeet the
rescarch process and outcome (Bradbury-Jones, 2007; Guillemin & Gillam, 2004: Pillow,
2003; Stronach et al., 2007). Sandelowski {2010} argues all research entails interpretation
and thus is influenced by rescarcher biases. Gadamer (1976) on the other hand argues that
rescarcher biag is not only unavoidable, but necessary, as long as they are self-refleetvely
aware. Hence, reflexivity in qualitative research enhances the eredibility of the findings
by accounting for researcher values, beliefs, knowledge, and biases (Cutcliffe, 20030, Tn
this study, several steps were taken to ensure rescarcher reflexivicy. At the onset of the
study and prior to data collection, the supervision team interviewed the researcher. The
interview was digitally recorded and transcribed verbatim by the researcher to ¢larity her
stance or pre-understandings of the phenomenon and cxamine such pre-understanding.
This was important for the study trustworthiness particularly because of the researchet’s
experience as a practitioner and her prolonged engagement with the study area {(as
cxplained in Chapter 1). It was therefore vital that any bias was made explicit at this carly
stage. Starting a statement of positionality also intended to unpack the rescarcher’s biases
and torm the basis trom which a reflective account could be created. Using a detailed
reflexive diary when collecting, analysing, and interpreting data ensured the researcher’s
thoughts were documented during these processes (Clancy, 2013). As the quality of
research is also subject 1o the wise judgment and keen insight of the reader, developing a

reflexive diary thal could be used by the reader in conjunction with the research reporl
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may add Lo the research’s trustworthiness {Rolle, 2006). Therelore, reflective accounts

taken from the reflexive diary are presented in Chapters 1 and 9.

Outcomes of the rescarch are derived not only from the data but the researcher’s
interpretation of data, Thus, maintaining an awareness ot the researcher’s pre-
understanding and the impact of this on the research outcomes, may promote a more
open attitude, and encourage more clarifying questions to be asked, thus adding to the
aceuracy and credibility of the research findings {(Hall & Callery, 2007). For example,
ong of the researcher’s preconceplions was that visualisation and hypnosis lechniques
were the most widely nsed techniques in creating a trance state during the course of
childbirth. During the interviews, the participants (requently and implicilly used the

terms ‘the zone” o describe the aim of using relaxalion techniques during labour,

‘As soon as { felt it came on, that was when I got into the zone. ' {(Charlotic)

The spontaneous interpretation of the researcher of the term *the zone” would have been
"a trance state” induced by visualization or hypnosis. had such assumption not been
madc explicil in advance. Such awareness of one’s own perceplions, however, led o
asking participants to explain what they meant by the term “#ie zone . The responses
revealed that despite the researcher’s pre-understanding. breathing and body awareness
techniques had played a more significant role and that “the zone ™ was an aware and alert

state rather than a france state.

*.L s not about always fulling asleep, it's not about thai, 30 ii's being aleri at the same

timee...." {Charlotte)

Recording experiences such as the one described above in the retlexive diary, helped the

rescarcher to challenge her own assumptions, serutinise her own position within the
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research process and consider how ihis might impaet data collection, analysig, and
interpretation (Shaw, 2010). This approach was imperative to allow the findings and

subsequent interpretations to develop inductively from the data.

4.9 Ethical considerations

The World Medical Association {(WMA) Deelaration of Helsinki (WMA, 2013) states
that it 1s the duty of health protessionals involved in research “ro profect the life, health,
dignity, Inltegrity, right to sell~determination, privacy, and confidentiality of personal
information of research subjects” {p. 2191). Adherence Lo the internationally
recognised ethical and scienulie quality standards aim o ensure that research
participants are “adeguaiely proiected” and that the results of research studies are

“accepted as reliable” (Medical Research Council (MRC), 2017, pl10).

This study was conducted i accordance with the principles of Good Clinical Practice
{GCP) listed in the National Institute for Health Research (NIHR), GCP reference guide

{2016) and Data Protection Act (201%).

Having a clear rationale for conducting research studies and for the methods used, is the
cthical obligation of health professionals involved in rescarch { Webster et al., 2014).
The rationale for undertaking this study was explained in detail in Chapeers 1 and 2. The
importance of the identitied problem in current practice, the underpinning theories
sugeested by theoretical literature (Chapter 1), and the gaps in the empirical Titerature
{Chapter 2) justified the conduct of the smdy. Chapters 4 and 6 provide justifications for
the methaods that were used throughout the study. Furthermore, a paucity of evidence in

such an important area of practice presented a professional obligation to the researcher,
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Researcher’s education and experiences

To ensurc the highest standards and protect participants from harm, it is cssential that
rescarchers receive appropriate ethics education, training, and qualifications {WMA |
2013). Henge, the ressarcher who had completed Good Clinieal Practice {GCP) training
in 2013, continucd to take part in bicnnial GCP training (last updated in 2020). In
addition, the rescarcher who is an experienced midwife, prior to commencement of this
study, had acted as a research midwife, undertaking research studies in ¢linical practice.
These had provided the researcher with a minimum standard of education and
experience in research conduct. The academic supervision team ensured expert

supervision of the researcher throughout all stages of the study.

4.9.1 Compliance with ethical principles
To demonstrate ¢learly how the study addressed ethical considerations and complied
with GCP requirements, the four ethical princeiples of Autonomy, Non-maleficence,

Beneficence and Justice (Childress et al., 2005) were used as a framework.

Autonomy- Informed Consent and voluntary purticipation
Manning (2004) considers three components for informed consent: “information

sharing, promoting participant understanding and assurance of voluntariness™ (p. 43)

To elfectively communicate with the participants in this study, easy-lo-undersiand
Participant Information Sheets (PIS) (Appendix 5) were provided. The PIS presented
information about the study and what was involved if they chose to take part. If the
participants expressed interest, a phone consuliaton or meeling was arranged Lo answer
any questions or concerns regarding the study. [n addilion, the researcher was present al

the beginning and end of the Antenatal Relaxation Class to answer the participants’
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poleniial questions. In verbal communication, il was reileraled that parlicipation was
entirely voluntary, and they could withdraw from the study at any point prior to the
completion of data collection in both phases of the study, should they wish, without
aiving a reason. It was also highlighted that taking part or refusal 1o take patl in the
research would not atfect the care they received or their participation in ARC. Written

consent was received prior to patticipation.

Due to the time gap between signing the consent form (around attending ARC, during
pregnancy) and the interview (afler birth), the researcher revisited the PIS with the
participants prior to commencing the interview process to ensure the participant’s

consent was sull valid.

The midwives facilitating ARC acted as ‘gatekeepers’ to contact the potential
participants, send them the mvitation letter along with PISs, consent forms. Therefore,
only the participants who had agreed to participate by returning the signed consent torms
were approached by the researcher, The participants in the study were given the option of

receiving a summary of the study results (WMA, 2013) on completion of the thesis.

Non-maleficence; "Do not harm™
Non-maleficence principle requires the researchers to foresee the potential harms
caused by participating in the research and o pul preventalive measures in place before
conducting the research (Manning, 2004). It was acknowledged that relaying an
experience of something as personal as childbirth could potentially cause discomfort
and distress. Hence, a distress prolocol was crealed { Appendix 5}, in case participants
experienced distress during interviews. Furthermore, the participants were informed that

they were free not to answer any questions and to terminate the interview at any time, it
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they became disiressed. Women and birlh parinets participating in the study were
informed that their General Practitioner (GP) would be notified of their participation in
the study. Due to GP practices and perinatal mental health service not being available
during weckends, no interviews were arranged on Friday aflernoons or evenings.
However, no participants were unduly distressed by their experiences or chose to
discontinue the interview. On the contrary, several participants commented that they

had appreciated the opportunity to reflect on and talk about their childbitth experiences.

In addition, it was highlighted Lo the patticipanis thal il there were any areas ol concern
that indicated the participant or baby may require further support or care, the
participants would be encouraged Lo contact their GP or/and perinatal mental health

service and thatl their GP would be noitilied ol this.

It is also imperative to highlight the rescarcher reflexivicy was udlised as an active
ethical process for minimising the poteittial for harm to patrticipants as well as
minimising bias in the research process. Retlection on the potential impact of such
interactions on the rescarch process enabled the rescarcher to plan strategics to address
similar issucs that may have arisen as the data collection continued. A summary aceount

of the research’s retlection on the research process will be presented in chapter 9.

Bloor et al. (2010) argue that qualitative tesearch frequently invelves extended personal
contact with rescarch participants in a range of research settings; which may exposc the
researcher to satety issues; therefore, considering the researcher’s personal safety is of
paramount inpottance. As 1t was anticipated that some of the interviews may take place
in participant’s homes, a personal safety protoeol for the researcher was developed as
part of ¢thics process (Appendix 3). The participants were informed that it they chose

their home as the interview location. their home address and contact details would be
103



shared with a third parly as part ol the researcher’s salely protocol. Nguyen el al. {2021)
suggest that the qualitative researcher may experience some emotional distress during
the data collection process. Theretore, it was anticipated that if the researcher
experienced some emotional distress whilst conducting interviews, she would seck
suppott from the counselling services available to the students and staff within the

University.

Beueficence
The principle of beneficence in research requires thal health prolessionals not only
prevent harm, but alse provide benetits and balance benefits against risks and costs for
the parlicipants. Alihough pariicipation in the sludy had no direel benelils o the
participants, the comments during the interview process suggested they had valued the
opportunity to reflect on and share their experiences. A number of participants attributed
their molive o lake part in the research Lo their allruistic feelings ol an “ebligation to do
good for others”™ (Manning, 2004, p. 36). Some expressed that the interview and reflecting
on their experiences of using the relaxation techniques had reminded them of the
application of these techniques going torward as new parents, Other than the time
commitment o the inlerviews, there was no anlicipaled costs lor participation in the
research. The time commitiment was anticipated to be no longer than two hours. This
information was openly shared with the participants through PIS and verbal

communication.

Justice
This principle relates to sharing the benefits and burdens of research tairly among
different groups in the community (Manning, 2004). A1l groups in the community

should have a right to take part and have their voices heard through rescarch. This was
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(acilitated by using purposive sampling and aciively seeking lo recruil a group that was
diverse and inclusive of under-represented groups (particularly in previous studies) such

as birth partners and women from minority ethnic groups.

4.9.2 Data management and storage: Protecting participants’ confidentiality and

anonymity

To comply with Data Proteetion Act (2018), the stated stpulations in Edinburgh
Napiet's Intormation Security User Policy, and the research governance requirements of
the NHS throughout the study. it was essential that the researcher familiarised herself
with the legal and cthical responsibilities of handling and protecting data. The study
protocols and PIS outlined the detail of the precautions that would be taken by the
vesearcher to “protfect the privacy of participants and maintain confidentiality of their
personal information” {(WMA, 2013, p. 2192). In Phase 1, the parteipants®
confidentiality was protected by changing their names to pseudonyms they chose for
themselves, This meant, the only identifiable information that was collected from
participants was on the consent forms. The paper-based consent forms were then
scanned, saved and password protected on a university computer system and were
shredded as confidential waste. In Phase 1, the interviews were audio-recorded using an
encrypted digital recording device. All audio recordings were deleted from the audio
recording device once transcription and analysis were complete. In Phase 2, the personal
information was collecled electronically directly into Novi-survey hosled by Edinburgh
Napier University. All electronic data were stored on a password protected, encrypted
University computer system and backed up on the secure server of the University. Apart
(rom the researcher and her supervisors no one had access Lo the participants” personal

information. The researcher personally transeribed the majority ol the inlerviews. Only
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the [irst live inlerviews were ranscribed by a prolessional transeriber who had signed a
confidentiality agreement { Appendix 5). Although the transcriber did not have access to
the participants’ personal data, first naitmes may have potentially been identifiable in the

recorded audios.

As per Edinburgh Napier University guidance, the anonymised data will be stored
sceurcly for 10 years after completion of the study and will then be destroyed on the
safe disposal of confidential waste. Any verbatim quotations from the data used n
publicalions and reporls will also use the pseudonyms Lo protect participanis’

confidentiality.

4.9.3 Ethical approval

The doctoral study was sponsored by Edinburgh Napicr University and the ethical
approval was obtained trom by the Research Integrity Committee at Edinburgh Napier
University, NHS National Research Ethies Service (NRES), and the NHS Grampian
Rescarch and Development (NHS R&D). Further details about cthical approval and the

study amendments are presented in Appendix 2.

4.9.4 Publication and dissemination of research findings

Following receipt ot a favourable ethical opinion on the proposed protocol (Appendix
4), a summary of the proposed rescarch was published on the publicly aceessible
website of the Health Research Authority, together with the contact details ot the
researcher according to the requirements of WMA {2013) that requires all research
studies involving human subjecis to be registered in a publiely accessible database
before recruitment of the first subjeet. In addition, the on-going findings of this research
have been disseminated at national and international conferences and through two peer

reviewed journal artieles (Tabib & Crowther, 2018; Tabib et al., 2021) { Appendix 2),
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wilh more publicatons planned which will adhere 1o accepled guidelines for ethical
reporting (WMA, 2013). Where relevant, the source of funding for the research
{Tolanthe Midwifery awards, 2020} was explicitly declared. Furthermore, the
institutional alfiliations and conflicts of interests ol the researcher or co-authotrs were
clearly stated in the publications (WMA, 2013). Tn addition, a summary of study

tindings was shared with the study participants who chose to receive one.

4.9.5 Insurance cover

In the PISs it was highlighied thai in case ol any concerns regarding the nalure or
conduct of the study, the parlicipanis could contacl the researcher in the {irsl instance
and that if they remained unsatisfied, they could contact the Project Supervisor or the
Chief Midwife at NHS Grampian. To ensure appropriate compensation tor potential
harm Lo participants as a result of participating in research {WMA, 2013), the Universily

as the study sponsor provided insurance cover. Nevertheless, no concerns arose.

4.10 Summary

This chapter has presented the rescarch methods of the qualitative phase, providing a
detailed and elucidated account of the processes ot data collection, analysis and
interpretation. Further, the chapter included an outline of the importance of
trustworthiness in qualitative inquiry and the steps taken to achieve a high standard of
trustworthiness. concluded thig section. The chapler econcluded by showing how this
study adhered o ethical principles and the requirements of Good Clinical Praclice
throughout the research process from designing to conduct, analysis and reporting the

tindings.
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Chapter 5 Phase 1
Qualitative Findings
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This chapter presents a description of the response rate and parlicipants’ characlerislies
prior to presenting the findings of the qualitative interviews with women and their birth

partners. A summary of the findings will conclude the chapter.

5.1 ReSponse rate

In total, 64 women (and their birth partners) were invited to participate in the study of
whom 39 gave consent. Ultimately, 17 responded to the text reminders tollowing birth
and took part in the interviews, giving a response rate of 26.5%. Nine hirth partners (of
women participants) atlended the interviews, three of whom had auended ARC.

Two women conlacted the researcher following the birth, nine responded Lo the {irst text
reminder and the remaining five to the second text reminder. Subsequently. the
researcher arranged a mutually convenient time and location for the interview to take
place. The interviews ok place between 2-8 weeks following birth, depending on the
participants” preferences and circumstances. The recruitment target (14-18 women) was
achieved, and 17 women participated in the study, of whom 8 took part in one-to-one
inLerviews, and nine took part in joinl interviews, where women and their birth pariners
were interviewed together. The data for all participants {including the pilot study

participants) are included as no participants chose to withdraw from the study.

5.1.1 Characteristics of the sample

The characleristies ot the study participanis and processes of care are presented in Table
5.1. The firsL 8ix participanis/couples in the table were interviewed during the pilol
stiidy. The identicy of participants was protected by using a pseudonym they chose for
themselves. Three women were multiparous, and the rest were primiparous. The women
were aged between 26 and 41 years (Mean age 31.94, 8§D 3.76). Over the three-month

period of recruitment, only two teenage women were identified and invited to the study,
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neither of whom agreed lo pariieipaie. The patlicipanis were Irom a range of ethnie
groups including Asian (one), African (ong), South American {one), mixed raced (one),
white American (one¢), and white Furopean {one) with the majority being white British
{11). Mosl participanis {60%) were educated Lo degree level or above. Five participants
had attended private Hypnobitthing or yoga pregnancy classes. These participants were
not excluded trom the study as the interview questions were tocused specitically on the

influence of attending ARC, rather than the effeet of relaxation techniques in general.
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Table 5.1 Phase 1: Anonymised characteristics of study participants and processes of care
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Lara & Frank

Razie
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Charlotte &
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mother)
Magarel
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32

33

Lot
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Spontanieous anset
loreepa
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Tnduction ol labour
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Operating theatre
Spontansous onset
SVB
Home birth
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Lahour ward
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Haome birth
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Spinal in theatre

Enlonox &
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No

Yo
{Hypnobirihing)

Nao

Na

Yog
{(Hypnohirthing)

Y

Ny
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—
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Silvana
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American
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SnEinzerin
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HNC
Collese

Continued from the previous page
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Universy
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developing
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Nurs LY nUrsEe

Married
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Married
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Married
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SVR
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NB) Abbreviations used in the table included HNC (Higher Nauonal Certiticate), HND {Higher Nadanal Diploma), PG (Postgraduate), SVB {Spontancons Vaginal Birth)
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5.2 Findings
As shown in Table 5.2, three themes were generated during data analysis, namely;

‘ARC, the turning poini’, ‘inner resource and “space Jor relaxation’.

Tabhle 8.2 Phase [: Themes and sub-themes

1y ARC, The Turning Point Pre-class emations towards childbitth
Change vecurred during & immediately after ARC

Facrors contriburing to change

2) Tnner Resonrce Inner resouree 1 pregnancy
[nner resource in childbirth

[nner resource beyond hirth

3) Space for relaxation during childbirth Physical environment
Clinical picaire
Role of the midwife

Role of the partner



5.2.1 Theme One — ARC; The Turning Point

It definitely changed our mind.... sucha turning point. (Zoe)

ARC was most frequently described by the participants as the "aaning point’, where
their feelings towards ¢hildbirth and the role oneselt could play in it, were changed. For
most women, their emotions of fear and anxicty around childbirth shifted towards
positive feelings of confidence, preparedness, and excitement about childbirth. Women
repeatedly compared their pre- and post-class emotions towards the upeoming birth and
the factors that influenced this change. Therefore, in this seetion pre-class emotlions
towards childbirth are discussed, betore describing the emotional changes that oceurred
during and immediately alier ARC and the elements ol the ¢lass thal contribuied (o such

changes. Figure 5.1 presents theme | and its subthemes.

Change occurred
\ during & immediately
: after ARC

ARC, The

Pre-class emotions Turning Point

towards childbirth Factors
Contributingto

change

Figure 5.1 Theme 1: ARC, The Turning Point and its subthemes
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5.2.1.1 Pre-class emotions towards childbirth

When describing their pre-class feelings towards childbirth and childbirth-related
procedures, participants often expressed feelings of “fear’, particularly fear of childbirth
pain and went on Lo deseribe the “laclors contributing io this [ear’.
Fegr
Childbirth related fear and anxiety was prevalent among the participants. Some
cxpressed their fear and anxiety explicitly,
“Before the class, [was scarved and nervous about labour ™. {Mavis, Para zero
(POY)
Others stated that they had tried to avoid thinking about the upecoming birth.
Y Twas sort of, like, ignorance iy bliss. I didn't think about it too nuch, quite

deliberately”. {Louis, PO)

Women expressed a range of fears and anxieties including those around childbirth pain,
“Twas very anxious before... Fknew it was painul and alf that and I really

worried about that” (Sandra, T0)

The potential childbirth complications and medical interventions also caused anxiety,
T was advised that I will get an induction on sty due date, which, to be honest, 1
dreaded”. (Mary, PO)

“(Twas) pretly terrified, I think all the way through my pregnancy. I thought the
worsi-case scenario for labour would be a section, I was quite scaved of that”.

{Louis, PO)
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A number ol women expressed thal they were alraid ol the unknown.

T felr anxious, T would say, not knowing what you're going into”. (Charlotte, PO)

They were also alraid of their own behaviour during childbirih.
L. the fear of how Twould cope with it (childbirth) .. like, would T be screaming

and swearing and throwing things at midwives?”. (Louise, P1)

Fuacters contributing to fear
Women indicated that their fears and anxieties were influenced by the societal views
portrayed in the media, the negative birth stories natrated by friends and family, and the
information presented by health professionals.
“T just vremember this scene in "Friends with like, Rachel pushing her baby out
with her legs up and that seenis (o be the only image I have of giving bivth and
stufl”. (Zoc. PO)
Some avoided such images and narratives,
T avoided watching one borit everv minute”. (Charlotte, P'0)
Stories shared by friends and family played a significantly negative impact on women’s
perceptions towards childbirth and how they viewed it, and these stories seemed to have
more credibility.
“Iabways thought, childbirth sounds horrendous ... friends tell me absolute horror
stories, thai does taint vour idea, I suppose, and your percepiion of i1 {Liz, PO)
Jo, Liz’s husband, confirms: “Evervhody tells you negative stories™.
For some women the information provided during the antenatal visits or routine
antenatal classes triggered the fear. Liz, a primiparous woman, whose pregnancy sean

had indicaled the Targe size of the baby explains:

116



“So, we saw consultant and it was quite overwhelming, we were giveit a lot of
informatiion, mainly about shoulder dystocia, that put the fear of guts in ine even
though it was very, very rare. " (Liz, PO)
Liz had similar feelings when she auended an antenalal class on labour and bieth.
“Tdid struggle with the antenatal class on labour. T just felt nauseous and felt
Jear, and T think ai that point. I sort of thought, oh god, how am T going to do

this? " (Liz, PO)

5.2.1.2 Changes occurred during and immediately after ARC

Waomen expressed that their emotions towards childbirth underwent positve chanaes
during and immediately after ARC. Whilst childbirth related fears and anxietics were
alleviated. feelings of confidence increased. Enhanced knowledge and undetstanding of
childbirth physioleogy, exposure to positive childbirth storics and the opportunity to

practice the relaxanon techniques were identified as conmibuting o this change.

Change of emotions — Fear/Anxiety - Confidence Seesaw
Following the class, women reporied fecling confident, equipped, empowered, and
excited about the upcoming birth, Their confidence was identitied as resulting in the
alleviation of negative emotions of tear and anxiety, Hence, fear/anxiety and confidence
in participants’ comments were portrayed as two sides of the same coin, a rise in one
meant alleviation in the other, The participants described such changes in the
experienced feelings as a “breakthrough’ or “turning point’ that occurred during the
class.

"It (ARC) jusi changed things. I definitely thought it was « breakthrough”. {Liz,

P{))
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Women expressed thal their emolions Llowards childbirth underwent posilive changes
during and immediately after ARC. Silvana said,
“Tealled my mum to tell her that T felt very positive, really positive after the
class.” {Silvana, PO)
They reported, fear and anxiety were eased whilst feelings of confidence and
preparedness emerged.
“Tt was that switel! in mindset, (I realised) T'was hori to do this (childbirth), veal,
maore confident, as opposed to seeing it like something to be feared..not be as
scared and io like, have that realisation that this is normal 1 left feeling quite
empowered, quite excited for my birth, lind of Twant to labour, I want to birth my
clild, Twant to have that experience and Iwas looking forward to it. Strange thing
to sav. Tt just gave me the confidence and 1 felt it gave me the tools to be able fo
cope with labour. " (Louise, P1)

This cffeet is demonstrated in Figure 5.2

Confidence

Fear/
Anxiety

Figure 5.2 Fear- Confidence Secsaw
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Neave felt, her attendance in ARC and her new understanding of childbirth physiolog

helped her to reduce the fear and feel more positive,
“It helped me to put things kind of into perspective, just felt really relaxed and
really positive about birth itself because T think I'd been guite apprehensive and
trving nof to think about it, but afier the class T was feeling a lot more settied
about it as if I had another resource I could wse. It was something you could try,
and vou understood. " (Neave, PO

The class was described as providing the tools tor “traming the mind® by Charlotte,
“T guess it was like training my mind ... The mind over matter thing. 1 felt
anxious, Iwould cay, not knowing what vou're going into but, then after that
relaxation I just feli, okav, this is something I can do, that’s going to help, it made
me ink differently, and to approach it differently, in a more positive way. ™'
{Charlotte, PO)

This mental preparation seemed to include readiness tor potential childbirth

complications too.
“Having attended the relaxation class, I felt reassured, I felt positive, und [ felt
equipped to give birth. I was given that confidence, kind of I was almost given a
taotkit of how to mentally prepare myself for the birth, whatever scenarin.” (Liz,

PO)

5.2.1.3 Factors contributing to change

The participants noted that three main factors had contributed to this change in

perspective, namely: understanding of the childbirth physioloay, the positive childbirth
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stories shared in ¢lass, and the pracuce ol techniques which provided experiential

evidence for them.

Understanding the childbivth physiology
The included theory on the physiology of childbirth and its relationship with the
relaxation response (Buckley 2015; Dick-Read 2004; Benson 1975:2011; Odent 1992)
was depicted by the participants as one of the main contributors to the change in
cmotions. It is worth noting that some of ARC partieipants attended the elass with no
background information about the class content and a considerable number of them
stated being seeptical about such practices due to considering the approach as
‘alternative’.
“I'nt very pragmatic person and very, erm, task orientated so I alwavs think about
myself ke, relaxafion, medilation, this kind of teclmiques is not really for me __,
I like I was sceptical. " (Margaret, P1)
The understanding of hormonal systems involved in childbirth, however, appeared to
provide a “big enongh why ' for engagement n the relaxation exercises.
“Twas a seeptic; I think the thing that just totally changed my mind was the starl
. like the hornones involved .., that evidence-based background. Tt wasi't just,
oh, if vou sit and relax it's all going to he really nice and easy for vou, because it's
magic ype thing. Because it was that evidence-base I'was like, oh, okay, veah,
this does make sense.” (Louise, P1)
Some specitically reterred to the Fear-Tension-Pain cyele deseribed in ARC and
considered such understanding as an influential factor in reducing anxiety.
“In the class, they spoke a lot about the Fear-Tension-Pain cycle and how jusi to deal

with that. So. vou ve not feeling so anxions abount it. 7 {Angela, P1)
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This underslanding ol physiology was expressed as a realisalion, something thal made
sense and provided purpose and meaning to the challenges ot childbirth.
... describing the whole human chemistry, the science behind that ... it's a cvele
and it's all there for a purpose, it helped, hecause it gave me like, okay, I laow

what's going on, T know there is a purpose in it.” (Margaret, P1)

Understanding the physiological processes in the body during childbirth and that one
could impact these processes scemed to alleviate childbirth-related fear and anxicty and
gave rise to a sense of active participation in the process.
“T eame home with the knowledge of like oxytocin s releasing, or like the positive
hormones, what are they called, endorphing, instead of being anxious, it was
actually reallv effective. It was more the science part, I think, well, for nie
aryways. When Iwas in the class [was really cluffed, (o realise) the womb is a
muscle, you know, just like knowing that way like liberalting, like it's doing «
Junction, the same thing as like extending your arm to pick up something, it's like
actually doing work jor vou and there was something I could do to help it work
was really good. I think that just, was quite a powerful thing in iself.” (Lara, PO)
The birth partners too, reported emergence of a new understanding that made sense to
them, Louise’s husband James said,
“Listening throughout the whole class I kind of went, you know, it aciwally makes
sense, I can undersiand the theory behind it and kind of really got quite info il.
{James)
Although discussing the place of birth is not included in ARC, women who chose

homebirth based their choice on their understanding of childbirth physiology, discussed
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in the class. Louise reported her choiee (or a homebirth was influenced by the
knowledge gained from ARC,
It was that something clicked, and it was just like, vou kinow, this is normal, and this
is not an illiess, you know, like vou go into hospital when yvou're if! .. .when you need
somerhing fixed. This is nothing that needs (o be fixed, this is natural, this is what T was

born to do, essentially, you know, we're born to reprodice.” {Louise, P1)

Zoc and Summgr, the two primiparous women who had opted for home birth stated that

they had considered homebirth prior to attending ARC, however, the information given

in class had committed them further to this choice.

It scems health professionals often fail to validate women’s awarcness that childbirth is

a physiological event. The participants tound it reassuring that the ¢lass was delivered

by health professionals, who confirmed and validated their feelings and beliefs.
“Having professionals having that point of view validates it for you, erm, and
makes you go, ok veah, okav, this is whar I was thinking, as opposed to is it

madness? is it right? " (Lowise, T'1)

Positive stories
Women also appreciated and valued the positive birth stories narrated by previous ARC
participants and the midwives.
"It was good lo hear other people’s, vou know, the stories within the slides of
people’s experiences.” {Arlene, P()
Despite the negative stories usually shared by other women, the encouraging stories in

class reminded them of the positive natre of the childbirth experience.
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(I vealised) people do have positive birth stories, you kuow, 1is is ai amazing
thing that vou're going to he going through, overwhelming kind of message from
the midwife (ARC fucilitator); it doesn’t all have to be horror stories, you're
absolutely fine with the right toolkdt, vou know, you can have a positive birth
experience.” (Liz, P0)
The stories created evidence and hope around the possibility of having a positive
experience.
“If peaple have done it, and I've practised, you know, then I should be okay. ™'
{Sandra, PQ)
Practice of relaxation exercises
Women found that putting the discussed theory into praetice, in the form of relaxation
exercises resulted in experiencing a deep state of relaxation, in other words, an altered
state of consciousness. In this state, they felt calm, yet alert, and aware.
oo recognise like a deep state of relaxation. Being able o stop, resel yoursely,
vou just feel so niuch calmer, but also so nnich more alert and aware.” {Zoe, PO)
This state was associated with reduced mind activity, relaxation i the body and a sense
of being 1n the moment.
"Ontite a few deep breaths until I felt my sort of heart rate going down until | felt
like I condd fall asleep. Felt like Thwas able to empty niy niind and just focus on the
breathing and just be a part of that mowmeny, it was so relaxing.” (Louis, PO)
Summer positively reflected on her ability to avoid fixating on thought streams,
" remember, I just relaxed veallv well throughout that exercise. There were
thoughts floating in, but Ididn’t fixate on any of them and they just kind of came

and they wenl.” (Summer, PO)



Angela described the slale as “being present within the body’ and associated thatl with
‘feeling good’,
“At the end when we did the meditation, and that was really beneficial as well. To
calm my mind, and just to | dou’'t know, enjoying my body at the time, be present
within my body, if feli really good.” (Angela, P1)
This state was also defined as an unusual. heightened awareness ot one’s own body.
coupled with alleviated worries.
“Tt was an odd sensation to feel that you're totally velaxed, but you're not
sleeping. T wasn’t really thinking about anvthing, relaxed and aware of my bump,
and wy hady. [wasn 't really worrving, thinking about nothing other than how
comforiable and relaxed [ felt. ' (Emilia, PO)
Liz associated this body relaxation and reduced mind activity with a lessened tear of
labour pain.
“The actual relaxation lechniques and exercises thal were done in the class were
really, really usefitl, it was good to sce, the technigues put in practice. Just letting
g0 of the idea of pain, just allowing things to happen. Almost like turning it (the
mind) off I suppose.” (Liz, PV)
Practice provided experiential evidence and led to confidence in their own ability to
induce a relaxed state,
“The fact that I'd praciiced it (in class), that gave me a bit of confidence, I'was
like, okay, so I can do this.” {Sandra, PO)
To sum up, the combimation of gaining an understanding of childbirth physiology,
listening to positive birth stories, and experiencing a focused state of consciousness
through relaxation exercises seemed to result in the recognition of an inner resource

which was associated with a sense of posiuvity. [ndeed, growth in conlidence and
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alleviation in childbirth-related fear and anxiety (ollowing the class is likely Lo have

stemmed trom this recognition.

5.2.2 Theme Two: Inner Resource

I didn't have any tension in py body af all I just fell Hike I could empty my mind and, le!
my body do what it needed to do. (Liz}

Through the practice of the relaxation exercises in ¢lass, the participants experienced a
deep sense of calmness, an altered state of consciousness. Women tended to implicitly
refer to this state as “the zone ' or ‘the mood'. A phenomenon that appeared to be
difficult to deseribe explicitly and required further probing questions to unravel. This
state was described as reduced habitual mind-activity and a sense of physical relaxation,
a state which is not usually or naturally experienced during routine daily life.
Experiencing this state was interpreted as recognising an existing inner resource.
Tapping into this mner resource and stepping inlo an altered slale of consciousness was
deemed the ultimate aim of practicing the technigues during pregnancy. childbirth and
beyond. This state was considered a respite that they could enter whenever needed
whether 1t was lor dealing with insomnia in pregnancy, coping with labour pain or

managing siress as a new parent. Figure 5.3 presents theme 2 and its subthemes.
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Figure 5.3 Theme 2: [nner Resource and ils subthemes

5.2.2.1 Innger resource: during pregnancy
Practice of the learned relaxation techniques resulted in a range of benefits during
pregnancy ingluding reducing anxiety, controlling panic attacks, avoiding stress betore
undergoing medical procedures, and dealing with insomnia and physical pain. In
addition, entering this state helped materal-fetal bonding, and mental preparation for
childbirth.
Frank pointed out the influence of pracilice on Lara’s anxiety,
“When you were pregnani, when she was anxious thal would really help, kind of
calm you down. I jusi think you were really reluxed and chilled out by it ail.”
{Frank Lo Lara, PO)

Rosie who was struggling with regular panie attacks stated,
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"During my pregrnancy because [ was so anxious, it did make a big difference,
probably within a week my panic attacks decreased from seven a week to one «
week, ” (Rosie, PO)

Neave found the technigues benelieral for undergoing blood tests,
“T’'ni not very good with biood and things like that, T had (o use some technigues.”
{Neave, PO)

Several participants reported using the techniques for managing insomnia.
“When I was preguant aud struggling with the sleep, T could lie in the bed and be
tossing and murning for a good two howrs and not! fall back asleep again and then ]
waoutld be going to work exhausted. But I'was putting my headphones, listened to
the relaxarion track and every time I would wake up with my headphones i and [
had fallen asleep.” (Liz, T'0)

Others found the practice beneficial for easing musculoskeletal pain during pregnancy,

“Iexperienced guile a lot of back pain. So, I found myself using the breathing

technigues for those, so there was probably about a week where 1 was solidly
using those to trv and get through that kind of pain.” (Emilia, P0)

Oliver, Emilia’s husband, shared his observation of Emilia’s experienee with back pain

as,

“Emilia was able to cope a lot maye with lots of lower back pain, typically she

would get worked up about that. Typically, you'd hear about it, the whole 24
hours of the day, bui after (class) she just took it as, she was way more relaxed.”
{Oliver)

This state was associated with alleviation in anxiety and fear, insomnia, and physical

pain, together with a rise in positive feelings and a sense of wellness.
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“You could just switeh off and feel good about heing pregnant, so it's just a
lovely expericnce.” (Angela, P1)
Some perceived the practice as a way of communicating and bonding with the unborn
child.
“Tn the lasi weeks of pregnancy, Twas really calm and when Twas calm. she
would nove aroind a loi more. So, her movements showed she was calmer as well
which was lovely to laiow, when Twas stressed, she didin't like it, so, it helped her
as well, it gave me the time to just focus on niyself and the little one. ” (Neave,
PO)
Preparation for childbirth appeared to be one of the main motives for practice,
“T listened to the relaxation track most days and just tried to get myself in a good
kind of mental space before going in (the hospital). I just wanted to give myself
the hest chanee of being relaxed and being in the hest possible mental space I
suppose for the procedure, and I really, veally think it helped.” (Liz, PO)
"She enjoved the class, after the velaxation class, she veferred back to it a few
times, she was reasonably calm.” (Graham, Liz"s husband)
Despite using the technigues for a range of purposes, the ultimate intension was to tap
into the inner resource to enter a particular state of calmness, Stepping into this state
continued to be the key maotive for the use of relaxation techniques during childbirth

oo,

5.2.2.2 Inner resource: during childbirth
All women stated they had used relaxation techniques during childbirth, The relaxation
techniques were creatively applied for an array of purposes including handling the stress

of medieal procedures and obstetric interventions as well as management of labour pain.
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They allributed their ability o cope with labour pain and 10 avoid pharmaceutical pain
relief to their capability to take themselves to *#ie zone’ and rely on their inner
resources. During childbirth, the application of techniques aimed to get them into an
allered state of conseiousness associaled with feelings of control, calmness, and reduced
pain. This state was described as allowing and trusting the body to do whatever it
needed to do; gaining control by relinquishing control, in other words; transferring the
control from the mind o the body. The participants colleetively perecived their
childbirth cxperiences as positive and commented on the influenee of ARC on such

EXPErences.

5,2.2,2.i Coping with medical procedures and obstetric interventions
Some women used the techniques to cope with medical procedures such as cannulation,
"Ultimatelv, I used the relaxation for, like, simple things, like getting a canmitfa
Jitted, but that to me, made a huge difference. " (Rosie, ()
Coping with procedures during opcrative birth was another purpose for using the
technigques. Of 17 wormen, two (Neave and Liz, both primiparous) underwent cacsarcan
section before experiencing labour. Both women explained how indueing a “relaxation
state” influenced their experience.
Liz who underwent a planned caesarean section, explained how the breathing
techniques she used helped her 1o gel into a particular mental slate and cope with ihe
epidural needle,
“Another thing that I practiced and nsed when I was gelling the epidural and I'm
positive this is why [ didn’t feel any discomfort, was the breathing exercises. |
didn’t feel anvehing, and I am not good with needles. { can havdly get bloods and 1

do think « lol of thal was jusi being in the right menial space, jus! lefiing go,
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letting go of the idea of pain or the idea of discomfort. Just allowing things fo
happen, almost like turning it (the mind) off, I suppose it (breathing exercise) jus:
helped me do that. ” (Liz, PO)
She conlinued Lo explain how quietening her mind through conscious breathing allowed
trust in the body,
“I kept speaking calmlv, Tkept breathing really deeply and I didu’t feel any
discomfort at ¢ll. I didn 't have any tension in my body at all. T just felt like I could
empiy my mind to let my body do what it needed to do.” {Liz, PO)
Neave, a prim with a history of fear of medical procedures, who had a caesarean
seetion, deseribed her thought process and the visualisation techniques she urlised
when bleeding exeessively in the operative theatre.
“While the sirgeons were trving to patch me up, | knew the calmer I can stay, the
hetter Iwill be, the theory side of it. That was a split second in my head. My
hushand and I'weni on honeymoon to ... It was sort of a wildlife eco resort we
staved in g ... If was amazing, it was a sort of bamboo wooden i, bungalow on
stilts over a rice paddy field, so we overlooked the jungle, so kind of remembering
all of that, that relaxing by the plunge pool . That was what [ pictured to keep
myself calm.” [(Neave, PQ0)
Women experiencing ¢hildbirth complications and requiring medical mterventions
cmployed their learned skills when confronting stress-provoking situations to induce a

sense of calmness and emotional safety.
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5.2.2.2.i1 Coping with labour pain
The participants who experienced labour contractions {15 women), commonly applied
relaxation teehnigques as a pain management method in labour. They actributed the
application of the technigues to their understanding of childbirth physiology including
Fear-Tension-Pain theory.
“I'mi aware if T tensed up, that s what makes pain worse, so, was just still trying
to relax. " (Charlotte, PO)
All those who had planned for home Lirth (3 women) succeeded in having
uncomplicated childbirths at home. Women planning for hospital birth, whose labour
started spontancously at home (7 women) felt confident to spend some time at home
and apply the learned relaxation techniques betore seeking hospitalisation. Those
undergoing inducton of labour {5 women) scemed to be more likely to seck
pharmaceutical pain relief including epidural {3 women), although, some managed
without eptdural {2 women). The experiences of using relaxation techniques as a pain
management method during labour i1s examined for each of these groups separately in

the following three sections.

Experience of labour pain in planned home hirth
Three women (Louise, para |, Zoe and Summer both primiparous) had successtul
homebirth and did not require any pain relief.
James, Louise’s husband, described his observalion ol Louise’s use of relaxation
technigues in labour as:
“She would go, like eerily quiet, she just seemed to go down inlo herself. ... really

Shut out the world and focused on herself and she was so relaved through the
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labaour and then towards the end of the contraction. She would kind of come back
out of it ugain and then we'd just carried on chatting and then the next one would
huappen, and she would just disappear into this little, little bubble. ” (James)
Louise conlinued:
“Lar the peak of contraction (there was) no pain at afl. Tt was almost like T was
awav in a dream or floating or something and then when the contractions started
coming back down again, enn, easing off, it almost shocked me back into, oh,
okay, and so I could feel the 1ail end of the pain of the contraction but, at the peak
of the coniraction I felt nothing, no pain. .. just focusing really hard on relaxing
and wmy breaths really. I tlink that's wipy T didi't realise how far along Twas. Twas
Just really relaxed . (Louise, P1)
She gave birth betfore the midwite’s arrival,
Zoc and James similarly highlighted how focusing on breathing and body relaxation
helped her to cope with the labour,
“The breathing was really, really good vou know... ] just got through it (labour)
with breathing and relaxing.” (Zog)
James, Zoc’s husband added,
“You were so jocused.” (James to Zoe)
Conversely, Summer who had a short labour ot around three hours, described her
cxpericnee of the labour pain differently,
I was more painfild than I aniicipated, i vou'd asked me in the labour, I probably
woitld have told vou ten out of ten.” (Summer, P0)
However, despite the expressed level of pain and the availability of Entonox and

Morphine injection at home, she did not ask for them. She continued:
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I did not ask for anvthing else (pain reflief). I just asked for quiet and silence. !
definitely used the breathing throughout alf of labour. Four counts in and then
eight counis out... just tried to slow that down muainly while contractions were

huappening hut sometimes did them in the break time as well.” (Summer, P0)

Experience of labour pain in planned hospital birth with spontfaneous onset of labour
ut home
Scven women who had chosen the hogpital as their birthplace and started labouring
spontancously at home, managed to stay at home and practised relaxation techniques
until their labour was well established. When admitted to the hospital, this group of
women managed to continue to work with the pain during labour. Three of these women
tequired augmentation of labour of whom one reported she requested an epidural.
The cervieal dilatation of these women at the point of admission to hospital 1s
demonstrated in Table 5.1. Although examining the childbirth physical outcomes or
epidural rate is out with the scope of this study and not directly relevant to the study
aim, the reciprocal relationship between women’s coping abilities with labour pain and
the psychological outcome of childbirth is well evidenced in the literature {Labor, 2008;
Waldenstrém et al., 2004), Coping with labour pain led to feelings of achievement,
pride, and satistaction with ong’s own performance. These teelings were evident in
women’s comments. These women expressed feeling confident to stay at home during
the early hours of labour.
"When my waters broke, we didn't even phone the hospital. 1 felt quite okay ahour
it all. I needed io like get into the mood ... 1 think afl the reluxation worked, I'd

like to think it paid off in gelling me lo thai seven centimelre.” (Lara, PQ)



When admitled o the hospital, these women all continued o apply relaxation
techniques effectively.
Although Mary had a cervical dilatation of seven ¢m on arrival at the hospital, she was
augmenied due 1o slow progress of labour in the hospual. It took eight hours before she
gave birth during which she managed to effectively cope with the contractions.
“T found that if 7 focused on mv breathing, the pain literally wouldn't go away, bt
it was very mucl easier to tolerate .. I got to the second stage, and after two
hours of pushing with ne gas, and only relying on my breathing, my little angel
arrived into the world straicht into my arms. " (Mary, P0)

Emilia a primiparous woman, who was admitted to the hospital in the second stage of

labour described her experience of applying the techniques during labour,
“I'mi a bit of a drama gueen, so the labowr was uncharacteristic I think (laughing)
i termis of how calm T'was. I genuinely think the slowing down of my breath and
checking myself and saying, ‘okay, breathe slowly, breathe deeply’ was what got
me to the stage where I was fullv dilated.” (Emilia, PO)

She continued to provide more insight into how she experienced the pain,
“Tdidn't find the pain unbearable. I kind of said to Oliver thusband), just leave
the hags in the car because thev'll probably give me some pain relief and send me
home till, I'm a bit further. I was prabably in labowr for the majority of Monday
not really realising how far along I'was in lebour. I think that being so aware of
my breath was helping me manage the pain because If was giving me something
else to think abour. The midwife said, normally at this point, people have had a lot
more pain relief”. {(Emilia, PO)

Oliver agreed.
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“Imifia can get quite worked up. Yeah, hut hecanse she was going througl that
kind of techniques and stuff, I think that probably got her all throughout the night
if it wasn't for that she wouldn't have probably been as relaxed about it all.
{Oliver)
Coping with labour pain was repeatedly coupled with experiencing a sense of control.
Silvana said,
“Tean say that T could control myself. I'eould coutrol the pain ... just in the end
o Dhad Movpline. It (the labour) was from 9am to 9pm. " (Silvana, PO)
The partners noticed such a sense of control too,
“You were in control of it all " (Frank to Lara)
Mavis cventally opted for epidural yet expressed feclings of satisfaction with the inicial
progress of labour without any pharmaceutical paimn relief,
“Tmanaged to get (o six centimelres on my owie. [ was o no gas and air, no pain
relief, just Paracetamol af home. I was quite happy.” (Mavis, PO
Those who only attended ARC during their second pregnancy compared their first and
second experiences of labour pain. The benetit of having multiparous women in the
study was that they could compare. Although two births are not the same, it is
interesting to note that they attributed the ditference to the use of relaxation techniques.
“... the whole experience was so pesitive. ] don't even know, pain, just the pain
was there, but not nearly as bad as when 1 first gave birth. Throughout the
breaihing, I couldn't believe how much ii did help with the pain. The firsi
preguancy the pain at the time seemed extreme 10 out of 10. This time, five. "
{Angela, P1})

Angela’s partner had noted Angela’s ability in managing the pain,
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“f think the breatling was the big thing, she seemed to be very much oit the top of

thut, she was concentrating on that a lot ” {Graham)

Experience of labour pain during induction of lubour

Women who underwent induction of labour, also reported applying the learned
techniques during labour and birth, however, they were more likely to choose
pharmaceutical pain relief compared with those having a spontancous onset of labour.
Entonox was the only means of pain management for Charlotte, a primiparous woman
who underwent induction of lTabour, and had a torceps birth.

“Treally felt I got myself into the zone, went into a total, really focused, a calm

kind of state. This helped me through, in a big way. I never ever felt the need to

ask for anvihing stronger (than gas and aiv). As soon as ! felt it came on, that was

when I gol indo the zone. I think I couldve coped with more,; I do put it down (o

the breathing techniques and, vou know, helping me relax. I'm not saving it wasn't

sore cause it was sore, but I was prepared to take that pain. ” (Charlotte, P0)
Conversely, Lows, Sandra and Rosie tound the artificially stimulated contractions too
strong. Louis stated,

"o T was finding them (contractions) fust excruciating. Really just veally, really

couldn't bear much more”. (Louis, PO)
Overall, although all participants indicated using the relaxation techniques during labour
and birth, the effectiveness of the techniques as a pain management method seem to
depend an the birth environment and the ¢linical picture to some extent. The home
environment seems to be more conducive to the use and effectiveness of relaxation

technigues for pain management. Long labours associated with induction of labour
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proceass, and the inlensily of medically stimulated uterine conlraclions may negatively

influence women’s ability to use their pain management skills.

5.2.2.2.1ii Positive perceptions of childbirth experience
The participants collectively considered their childbirth experience as positive and
noled how access o the inner resource through relaxation exercises influenced such an

experience.

“Having access to something so simple as breathing really made my labour the
positive experience thai it was. My birth experience changed as a result of coming

fo the class. T genuinely think that it made such positive difference” (Emilia, PO)

The study patticipants had a range of childbirth outcomes from straightforward home
births Lo emergency caesarcan sectons. Some experienced complications such as major
blood loss in theatre, post-partum infection, and long hospital stays. Whilst for some
labour started spontancously. others needed to undergo induction of labour processes.
Nevertheless, a positive childbirth experience was common among all participants, even
when they had experienced challenging situations or been subjeet to clinieal errors. It
seemed they were trying to find something positive even amid negative situations and

flip the negative experiences to positive ones.

Rosie who had three days of unsuccesstul induction of labour, Teading to an emergency

cacsarcan scefion, and a long hospital stay due to a range of complications said,

“We were in hospital for five days after she was born, she zot out when she was six

days old .. because of her temperature and then, my hlood pressure wouldn't
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regulate, and I kept on passing out and then [ had an infection and then my bowels
pretty much stopped working ... 7 (Rosie, P0O)
As well as experiencing a range of complications during childbirth, Rosie had
experienced severe anxiely and panic altacks during pregnaney. That was why she had
heen referred to the mental health specialist midwife, but due to a long waiting list. the

arranged appointment tell in her postnatal period. which she had cancelled after birth.

“T cuncelled my {appointment) with the mental health midwife, because T thought
there was no point, 1 feel quite happy ... Ultimately, T used the relaxation for, like,
simple things ... but that 1o nie, made a huge difference .. regardless of the fact

that T didn't make it to a birthing pool in a beautifit! surrounding. ” (Rosie, PO)

When she was asked, “what is vour general feeling about all of this (the experienced
challenges)?’ She responded,
“T'm not that fussed about ir...”" (Rosie, PO)

Louise gave birth at home before the midwives® arrival, yet considered the experience

as positive,

L omidwife arrived 10 minutes later ... but, yealt, it was a great experience actually.
Free birthing wasn't the plan. Don't regret doing it that way af all, the whole thing
was quite swrreal. I wonder how different my experience would be if I never went
to relaxation classes, it definitely would be different; without a doubt it would've
been verv different. 1 probably wouldn't have had a home birth the second time.”

{Lowse, P1)

Women undergoing childbirth complications or giving birth in the absence of health

professionals {when unplanned) are reported to be at the higher risk of postnatal
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psychologieal trauma {Furuta et al., 2016). However, this did nol seem Lo be the case lor

the study participants.

The feeling of positivity and choosing to have a positive experience despite the

experienced challenges was unusually high.

Charlotte, who underwent induction of labour and has an instrumental birth. provided
turther insight into this.
“T see it as a wonderfu! experience, vou know. I didn’t want to look back o it and
go 'oh, that was horrifie’ .. if T hadn't been (to the class), Iwouldn't have been
able io focus mv mind and prepare myself for labour, the relaxation class, the way
it made me think differently, and how ta approach it (childbirth) differently, i a
more positive way has certainly made a more positive experience.” (Charlotte,
P0)

When deseribing her childbirth experienee, Neave, with a history of fear of medical

procedures who had an unsuceessful induetion of labour followed by a cacsarean

section and a2 major haemorrhage in theatre, stated,

“Noi all of it way positive ... It ways difficult cause we went through a lot, but I feel
quite pragmatic aboui it. It was something that happened, people helped me, and |
helped myself with using different techniques and things like that, so, I feel I'went
through a lot to have her . I think because we had so much that we could use and
relv on. [ feel like I've had a really positive experience from the start.” (Negave,
P{)

The participants expressed having an overall positive childbirth experience even when

they had been subject to medical errors. Liz was recommended to undergo an elective

cagsarean section due the baby measuring large on the sean. She was told this was
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necessary 1o avoid a polential shoulder dystocia. She describes her (eelings and

experience at the time.
“For me, T have never had anything medical in my life. T've never been in o
hospital, never had an operation .. and that's why the water hirth appealed to me
so much because T didn’t want a particularly medical birth. So, the thought of
going having operation was reallv overwhelming for me . Isor! of just tried o
adiust my mind set and be rveally positive. I just really tried to be, vou latow,
positive and I listened to the velaxation track most davs and just tried to get
myself in a good kind of mental space before going in. And actually, when it cane
around to the day itself, vou lawow, I thought, 'm not going to sleep the night
before, but I slept absolutely fine and woke up in the morning, you know, just

ready to go and [ mean, I think I was okav.” (Liz, P0)

After the caesarean section the baby’s birth weight was within normal limits and a
scanning error was identified. Liz said, “Oh, eighi pounds cichi ounces. So she wasn't
that hig.”

Nevertheless, she deseribed her childbirth experienec as,

“Although it wasn't the way I'd imagined having the baby, I don't think Ivould
change it Tt jusi blew me. a really positive experience, a big part of that has been

the guidance and the materials from the class.” (Liz, P0)

Liz’s partner, Jo added. “7f way absolutely fine. You know, it was guite calm.” (Jo)

5.2.2.3 Inner resource: beyond birth
The influence of recognising the inner resource was perceived to last beyond birth.

Some participants continued to apply the learned techniques innovatively beyond birth
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for a range of purposes including overcoming the challenges o becoming a new parent,
hreastteeding challenges, and managing stress. They recognised their ability to tap into

the inner resource as a life skill that did not stop at birth,

5.2.2.3.1 Transitioning to parenthood

The participants described their learning as more than the techniques, it was about

adopling a more positive allitude, a more positive way of “being’. Silvana shared how

this awide helped her cope wilh the carly days (ollowing birth,
“In the firsi weeks of my baby, the colic and then then the eczema that wds severc.
She was crying every day, every time. I just remembered (from the elass) no; 1
need to be positive, and I'was trying to be cafm all the time and think positively. ”
{Silvana. PO)

The techniques beeame the tools o handle sueh challenges,

“Onee you have had vour baby, you laiow, and things can get a bit hectic, I think it

works post-birth as well, jusi io take five mimutes to just relax.” {Arlene, PO)

Some participants noticed the positive effect of the relaxation audios on the new-born.,
oo found the impact on her to be really interesting, it is noticeable, and family
and friends have said it as well. She'd be crving, 've changed her, fed her, she's
not cold or hot, had cuddies voit know when vou go through the check list and
then vou pui that qrelaxation audio) on, and it chills her owt, she totally setiles to
(it). " (Neave, PO)

The practice of relaxation techniques by the mother was also perceived to transfer to the

baby,

“Even now, actually, I breathe Iike slowly and deeply if she (baby) is mavbe a bit

Jidgety when I'm breastfeeding ... 1o let her know that 'm relaxed 1o hopefinlly
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bring it on her as well. So, she'll fall asleep, and I do think that las a positive
impuct on her. (Emilia, POY
The fathers too had creatively implemented the techniques in their parenting skills.
Hamish said,
“Ti take him o the other room, and T think when he is physically on us, and
because he knows, vour kitow, mv heartbeat myv body, we'll just sit and while he's
screaming, ['1! do deep breathing that actually helps really guickly, he would calm
deown. I dor't Tmow if it scientific and probably is, but I think e can sense when

vou're nore stressed or tense.” (Hamigh)

§5.2.2.3.ii Breast feeding
The patlicipants pereeived the learned skills helpful Tor dealing with breastfeeding
challenges. Lara found the first days of breastfecding quite challenging,
“Breasifeeding has not been a walk in the park and things, having the knowledge
of just, like, letting vour shoulders relax and just chill out. " {Lara, PO)
Lara’s husband, Frank peinted out how using the techniques was benefieial,
“When the breasifeeding was kind of difficult to begin with, being quite sore, then
it was the same, vou know, if she was relaxed kind of felt more bearable, T think so
it's kind of intevesting, you know, still the same teclimigues, having to use them at
some point” {Frank)
Employing regular relaxation exercises throughout the day helped them with the
cxhaustion of being on a strict breastfeeding schedule,
“When on like a three hourly feeding schedule for the first couple of weeks, we'd

anly he getting ) mimutes of sleep every three fonrs but that really never felt
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(stressful) at afl, we purposefully took time in the day to have relaxation.” (Zoe,

PO)

5.2.2.3.iii Managing stress

The skills were identified as lite skills that could be beneficial in any stressful situation,
“Idon't think it stops fust with birth, T think like having that knowledge. veah, and
Fil be able, 'm sure Il maybe even use it in my job, you know like when I have a
day where i’y really siressful ov even now, I'm like, count to len and do my
breathing but, veah, T think. it's actually a technigue 'm glad I've learned and 1'll
have (o keep it in my mind Jor using again.” (Zoc, PO)

Women continued te usc the techniques for a better-qualicy sleep,
I've listened the videns again, like after birth, trving to have a nap and niy brain is
soing a hundred miles an hour, I'm able to just like, I put it caudio) on and before
I'krow i, Pm out like a light. {Lara, PQ)

To some, 1L was more than Jusl using some Llechniques in pregnancy, 1l was a difterent

way ot Ynoking at” things.
“Doing something thal would help for a long time as well, not just for that period
that [ was preguant, it's just another way of looking at things. It s kind of looking
after people's mental health as well, so that's really important.” {Neave, P()

Some had innovatively integrated the brief relaxation techniques into their routine daily

life.
(I praclice) every now and then. it's helpful to anyvone I tlink, in any
circumysiances. Your mind's always running ahead of yourself. Then, I tuke five

minuies, T don't uctually close my eves, I'n just doing a little bit of refaxation,



whilst I'm sitting having iy coffee aor watching TV, just doing the breathing, and
not really thinking ” (Arleng, PO)
Those birth partners, who attended ARC, commented on the influence of the learning on
their own life and work. They deseribed iL as the ability Lo stop incessanl thinking and
the ability to reset oneself. James said.
“Twould never stop; T constantly have a list in my head of things that need done
and same with my work at home. T never had the idea to stop. The only way I can
deseribe it (use of relaxation) is like, I feel it in my clest ... you get that feeling of
like fulfness of lungs again ... it's like, in the siiddle of the day just being able to
stop, reset vourself. And then afier, you just feel so much calmer, but alvo so much
mare alert and aware of the decisions you're making, a lot more suceessful, your
ability to break down the jobs that yvou have to do.” (James)
Recognition of an mner resource that could be aceessed for a range of purposes during
pregnancy, childbirth and beyond was reported as the main resule of attending ARC. A
morg detailed illustration of themes 1 and 2 is presented in Figure 5.4, Nevertheless,
accessing this inner resource as an eftective pain management approach during labour
depended on a protected birth space that was conducive to the practice of relaxation

technigques.
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Figure 5.4, Detailed presentation ol themes 1 and 2

As shown in Figure 5.4, women attended ARC with their childbirth-related fears and anxicties

influenced by societal views portrayed in the media, the negative birth stories narrated by

fricnds and family, and the information presented by health professionals, The combination of

theory on childbitth physiology, hearing the positive childbirth stories and the practice of

relaxation exercises in the class made the ARC a turning point {Theme 1), lcading to

recognition of an inner resource (Theme 2) that had implicadons during the pregnaney,

childbirth and beyond.

= During preguancy: luner resource was utilised to handle anxiety, panic attacks,

management of pain, insomnia, and stress of blood tests. Tapping into the inner

resource was also perceived as facilitating bonding with the baby and mental

preparation for childbirth.

= During childbirth: Inner resonurce was utilised to cope with medical procedures,

obstetric interventions and labour pain. Accessing this inner resource may positively

intlnence women’s perceprions of their childbirth experiences.

= Beyond birth: After birth, inner resource continued o be utilised Lo overcome

challenges of becoming new parents, breastleeding challenges and Lo manage siress.
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5.2.3 Theme 3: Space for Relaxation

.. because there was so much going on in labour ward, I found it quite hard (1o use
the techniques), because we had so many (people) coming in and out of the room. .
it was just teo averwhelming.

It seems for women to be able to use the relaxation techniques as an effective coping
mechanism for labour pain, a protected space for relaxation within the birth gpace s
required (Figure 5.5). This space appears to be essential for both entering and remaining
in “‘the zone particularly for long periods of time. Joyee (2020) defines labour/birth
space as; “encompassing the woman s phvsical surroundings, the peaple who are witl
her, and everything that happens or is done to her in that space’ {(p. 26). The data
identified the physical surroundings, birth attendants particularly the nidwaite and birth
partner, and ¢linical picture as the main factors intluencing the birth space and

conscquently the space for relaxation.

Figure 5.5 Theme 3; Space for Relaxation and its subthemes
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5.2.3.1 Physical surroundings
Physical surroundings such as lighting, privacy, or an environment that allowsed
freedom of movement were frequently highlighted as influential factors on women’s

abilily 1o induce the sense of calmness.

Women frequently compared the home and hospital environments. Thosc who had
homebirths, described the strategics they used to create a more relaxing environment at

home.

“ L. had a birthing pool. We had like a verv relaxing kind of massage music, like
exactly what used in class and then, I'niean, it was davk in the voom, and
lavender.” (Summer, PO}
This demaonstrates the control that expectant parents have over their home environment
compared with the clinieal environment of the hospital. Mavis whose labour started at
home and then spent some time in triage ward stated,
T used it at home mare hecause in haspital was a hit harder, because of just the
envivonment you're in ... it's a bit harder to do.”” {Mavis, P0)
She highlighted the lack of privacy in triage as a barrier,
“sharing a room with other people, that was guite hard to relax becarse vou were
listening 1o other people, so it's kind of hard 10 relux in the iriage.” (Mavis, P(O)
Louise who had a hospital birth for her first child and a homebirth for the second
provided more insight by comparing these two environmenis,
“You can distract vourself easier at home, just lind of potter on deing vour own
thing at home and, Ido think if vou're siliing wailing for each coniraciion {in

hospital) going, come on, vight, when's the next one, gosh, that's heen, you know,
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Sive minutes. | really want anather one now, if vou're sitting in hospital that's all
you're doing, caitse you're there to have a haby.” (Louise. P1)
James {to Louise):

You were a lot, so mich more focused (at home), so wmuch more in control’.
Another factor identitied as intluencing the sense of physical environment was having
the treedom of movement. Being contfined to the bed prevented the effective use of the
relaxadon techniques.

“Twasi't really breathing properly when was lving down inn bed . (Lara, PO)
Charlotte described how her instinctive movements helped her get into the zone.

“T was standing up as Iwas breathing out ... (then) kind of like squatting down

and that was helping, it was an instinct, thar's just how [ felt, just going with my

bodv T guess, and then the swaving just kind of eased the pain. It was fust kind of

helping because I was in “the zone ™ as well so it was jus! kind of all of 1"

{Charlotte, PO)

5.2.3.2 Clinical picture

The space lor relaxalion was also influenced by the procedures experienced by women
such as induction of labour or other medical procedures. Rosie describes how the slow
progress of labour, having to undergo a range of interventions and being closely
monitored by several praclitioners impacted her ability 1o induce the leeling ol

relaxation.

“Twas making no progress ... which Ithink was quite frustraiing, every lime they
checked me it was guite soul-destroving canse nothing was happening. Because

there was so much going ou in labour ward, I found it guite hard (to practice the
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techuigues), because we had so wmany (people) coming in and out of the room .. it

wits just foo overwhelming. ” (Rosie, PO)
Obstetric interventions such as induction of labour coupled with slow progress seem to
be the barrier Lo the relaxation space and therelore effective use ol relaxation techniques
for managing the labour pain, Conversely. women undergoing caesarean section or
obstetric emergencies managed to get themselves into “the zone” in the medicalised and
busy environment of the aperating theatre and use relaxation technigques to cope with
the stress of such procedures, as previously diseussed. It is unclear whether the shorter
length of such procedures compared with the Tong process of induction of labour was an

influential factor.

5.2.3.3 Role of the midwife

Midwives' presence, their intflugnce on the physical surroundings, and their interactions
with the woman during labour and birth were demonstrated to intluence the women’s
ability to cope with pain. For instance, those who had been restricted to the hospital bed
as advised by the midwife, found it difficult to adapt their Tearned coping skills in

labour.

Angela compared two different approaches to care she experieneed during her two
births,
“From my first experience, (the midwife said) lie here, do this, do that, whereas
this time was just more, What do you want, get up, move aboul, go info these
positions, i made me so much more confident about giving hirth.” (Angela, Pl)
She continued to explain how the midwife’s comment during her first birth led to

teelings of fear,
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I think witen the pain started and they said, ok, this is just the beginming, [
thought, oh my goodness ... I think from there, I just was scared” (Angela, P1)

Sandra stated the midwite interrupting her focus, and instructing her to stay on the bed

prevented her from uulising the relaxation techniques,

“T think T siopped {use of the techniques) for a while, Veah, because they kept
interritpting me ... if someone like Genna (the midwite facilitating ARC/
pesedornym) had been my midwife, that would have beent different. Someoite who
fatonws it and understands it, that would be like a game changer. But then you are
talked to and vour're interrupted. I was Iving down, she said when she puts the
hormone I had to lie down. 7 (Sandra, PO)

Converscly, Zog, described how midwives supported her with the breathing techniques.
“"One or two times T was wobblv, probably breathing like quite fast, thev were
like, okay, calm down, just relax and they really got into 8.7 {Zoe, PO)

Mavis who found friage ward a challenging environment for use of relaxation

technigques, suggested that being reminded of relaxation by the midwives may have been

beneficial,
L omore help with the relaxation (would have helped) in triage, because it was
quite puainful there, hut there was no offer of pain relief or anvthing, not even just
reminding vou ta breathe or anvthing like that ” {Mavis, P{)

Midwives' emotions scem to impact the hirth space too. When the midwife arrived at

Summer’s home birth, she found Summer in advanced labour. This apparently led to the

midwife’s feelings of unpreparedness tor birth and stress. Summer said,

“From the perspective of relaxation, I'would say they (midwives) did not help,
their presence from a relaxation standpoini wasn't going to be helpiul. I could

sense theiy franticness. I remember when she was on the plone with the other
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midwife, { wanted to sav, please get ont of the room, like, don't be ont the phone in
here.” (Summer, PO)

In contrast, Emilia commented on the transmitting etfect of the midwives” calmness,
“They midwives) al! seem very cahn. So you kind of think to vourselves, it's
obviously fine, they've not that concerned, there was no stressful at alf.” (Emilia,
P0)

Louis compared approaches of two midwives providing care for her during labour.
“She (15t midwife) didn't help me much in terms of keeping me focused, she didn't
really engage in terms of helping with breathing. But the other midwife reminded
me like, think of every contraction as a wave ... and that really helped actually,
that was quite nice ... I'd sort of forgotten why 'was actually in the hospital, she
reminded me that there was a baby at the end of itV {Lows, P'0)

On the other hand, the midwife’s suggestion on taking pain relief during the

transitioning phase of labour, was pereieved as adversly influeneing the woman’s

confidence in her own ability, Lara who had etfectively used relaxation techniques
throughout her labour said,
“T just ol to that point maybe in the transition, about ¥ centimetres, she was like
‘we've still got time 1o give you pain relief if vou want it' and I took it and then
evervthing just went slow motion, it was like dragging. I was like a bit annoyed at
myself for almost like caving in.” {Lara, P0)

The physical surroundings, ¢linical picture and midwives’ interactions with the woman

together form the birth space. The midwives” awareness of the importance ot the birth

space, and the influence of their own emotional state on this space may enhance their
role as the space facilitators. The birth space is the context of the experience and the

space lor relaxation 18 a sub-section of the overall birth space as demonstraled in Figure
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5.5. Therelore, such laclors either directly or indirectly may enhance or reduce the

positive influence of antenatal relaxation education on childbirth experiences.

5.2.3.4 Role of the birth partner

Support from the parmers in applying the learned techniques partieularly during
childbirth and proteeting the relaxation space appeared to be significant to the women.
Those who were not accompanied by their partners in ARC, strived to share their

learning from the class with them.

"I made you read the booklet and I just tried to emphasise the importance. It was
really important that he was calm and had the ability to make me caim.” (Li7 to

Io)

Liz acknowledged the importance of Jo’s ability to keep himselt calm. The feelings are
contagious {Hatfield ¢t al., 1992) and partners by excerpting control over their own
emotions can protect the birth space from stress. The partners’ comments revealed they
oo had a range of childbirth-relaled fears and anxieties ineluding fear of the unknown
and anxiety about medical procedures, or the mother and baby’s health. James

expressed his fear of the unknown,

“It's like the fear of the unknown, you don't know what to expect.” {JTames)

Frank shared his tear about the use of torceps, which was exacerbated with the sight ot
the tool in the operating theatre,
“T had this fear going before about the theatre and forceps. Whean T saw the
Jorceps, Twas like 'oh my god' ” (Frank)
Graham had concerns aboul the mother and child’s healih during the childbirth process,
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I definitely felt [ was more concerned, concerned for Angela and then ebviously
Jor the baby.” (Graham)
Such comments highlight the importance of considering and investing in the birth
parlners’ emotional status, Lo enhance both their wellbeing and that of women.
Both women and partners commented on the potential influence of attending ARC on
the role that partners could play during childbirth. The partners who had attended ARC
felt the elass had reduced thenr fear towards childbirth and helped themn feel calm and
confident in providing a relaxing space throughout labour and birth.,
Unfortunately. the birth partners were neither mvited nor encouraged to attend ARC.
“T actually wasn't invited to the relaxation class. I thought it was just for the
mathers. " {(Graham)
This could be due to the high demand tfor ARC and limited available spaces, Of nine
intervicwed partners only three had attended ARC. Some partners despite not attending
ARC, managed to remind women o use the techniques during labour,
T told my partmer abourt it. When F came back from the class. Ihad a discussion
with hint beforchand and said. vou know, when I start having contractions, can
you help me through this and help me through the breathing? and that's what he
did. " {Mavyis, P0)
Despite this, women suggested the partners” attendance in class could have better
prepared them for childbirth and their supporting role.
"I iried lo expluin everything 1o hini. He learned a loi. But maybe it's difierent if’
vou actually experience it vourself. I could pass hine all the information, ut
meavhe he could have been betrer.” (Silvana, PO)
Partners who had not attended the ¢lass, commented they had felt nervous during the

childbirih process.



I was nervous, it wasn't nice to see Anugela in pain. 7 { Graham)
Rosie describes the childbirth experience of her partner as traumatic,
“He docsn't like blood, so T think being in theatre for him was very overwhelming
... fand then) being left with baby for ages he savs was like the most traumatic bit.
{(Rosie, PO)
These partners did not seem 1o teel actively engaged with the childbirth process.
“Tdidn't feel like I could do very much. Ijust did feel hopeless and helpless to be
Jair. You feel vou're really there more as an observer than as amyvthing.”
{Graham)
Neither did they appear able to proteet the space for relaxation. Sandra states,
“He kept asking me questions and interrupting me, niy husband kept asking me
‘how are vou doing? if he had done it (had attended ARC), then we could have
done it together.” {(Sandra, PO)
A difference in partners’ attitudes and how they experienced the labour was notiecable
between those who did and did not attend ARC, The three partners who had participated
in ARC expressed feeling confident in providing a calm space and support throughout
the labour.
"It (ARC) gave me I think, a lot of confidence, I was confident that she would be
able to de thar T think if we hadn't talked themugh it, I may have just tried random
things, but because of the cluss we had talked through, this is actually what you
wanied, and whai's more helpful.” {Hamish)
The education seems to have alfeviated their fears, helping them to mainiain a calmer

state during the childbirth,
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"I was never feeling panicked, like I sav, the whole way through, mowing why
this is happening. Yeah, it just made the whole situation so much more reluxed
rather than looking ai the red lights ” (James, 7Zo0¢’s husband)
Zoe explained how James’s participalion conlribuled o her birth experience.
*.. because he had been involved in the classes and stuff as well. He was like,
remember vouwr breaiing .. it was really, really helpfid " (Zoe, POY
Their knowledge and skills in providing unobstruetive support shone throughout the
comments. Summer commented,
“Your encouragemeni was prettv much just like an audible breath.” (Summer to
[Tamish)
[Tamish responded,
“1felt (T was) helpful by sort of mirroring the decp breathing exercises, that
helped her to do that on her own without me needing to necessarily say anything
or disrupt her in the midst of one of her contractions. ” {Hamish)
He continued,
“ARC helped me figure out in the moment, how I make this a more reluxed sefting
Sor Summer and to know that would be the most important aspect of being a
parinter.” {Hamish)
Nevertheless, it is important to take into consideration that the three couples who
attended ARC together, differed from the others by choosing a homebirth, which is not
a commeon choice. In addition, they had taken a proactive attitude to attending the class
together. It 1s unclear if this attitude had brought those partners to the class, or the class
contributed to their fecling of confidence during childbirth or perhaps there was a
reciprocal relationship between these two. In contrast, those partners who did not attend

ARC, expressed more anxiely during the childbirth process and less conlidence 1o be
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aclively engaged and provide supporl. Further research is needed Lo beiler undersiand
how partners’ engagement in antenatal relaxation education may impact the role they
can play during the childbirth. Figure 5.6 provides a visual presentation of relationship

between the generated themes and subthemes.

Chanpe
T1) ARC: The
Turning Poimt |
Fre-class Factors I_‘ T2} Inner Resource | Beyasd
emotions Contributing te . . birth
change |
Theme 1I— | Pregancy

Theme 2c—
Theme T —

Figure 5.6 The relationship between themes and sub-themes

The Figure shows women considered ARC as a turning point { T1y where their pre-class
emotions {childbirth-related fears and anxieties) underwent positive changes during and
immediately after ARC. They identified understanding the childbirth physiology. positive
stories, and practice of relaxation exercises in class as contributing to such changs. ARC also
led to recognition of an iuner resource { T2) which had a range of implications during pregnancy,
childbirth and bevond. Using the inner resource during labour as an effective pain management
stratery, however, required a particular space for relaxation This space was a sub-section
of the birth space that could be influenced by the woman’s physical environment, the clinical

picmre, the role of the midwite and birth parmers.
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5.3 Summary

An overwhelmingly recurring concept was the change that oceurred during and
immediately after attendance at ARC. This change involved an ncrease in fecling
positive and confident towards childbirth as well as a marked reduction of childbirth-
related fear and anxiety. ARC was reported to influence how the participants perceived
childbirth and their attitude towards it. The factors contributing to such change were
reported to be the increased understanding of childbirth physiology, the positive stories
nartated in ¢lass and experiencing a deep sense of calmness through the practice of
relaxation techniques in ¢lass. The emergence ol an inner resource was recognised
through practice, which motivated further practice of relaxation technigues to access
this resource for a range of purposes during pregnancy, childbirth and beyond. During
labour and birth, ARC lechniques were used Lo cope wilh labour pamn and medical
procedures. The participants, despite having a range of childbirth outcomes, universally
reflected on their childbirth experiences positively, identifying ARC as a contributing
(actor Lo such experiences. Nevertheless, use of the learned relaxation weehniques as an
effective pain management strategy during labour appeared to require a space that was
suppottive of such practices. This space could be influenced by the physical
surroundings, clintcal piemre and birth attendants including midwives and birth
partners.

Phase 1 aimed to provide an in-depth understanding of women’s expetrience of
attending ARC and their subscquent ehildbirth experiences, whilst also gencratng
hypotheses and more specifie rescarch questions that could be examined in the
tollowing quantitative phase. The next chapter clarifies how Phase 2 hypotheses and

tesearch questions were built on Phase 1 findings.
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Chapter 6 Phase 2
Quantitative Methods
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This chapter describes the research methods used within the quantilalive phase of the
stidy and the rationale tor selecting these methods. Details will be provided about the
longitudinal survey that was conducted with women pre-class, post-class, and post-

birth.

6.1 Development of hypotheses and specific research questions for Phase 2

Phase 2 builds on Phase 1 and 1ts objective 1s to test the significance of any influence of
ARC (as identified in Phase 1} in a larger sample and over time. Phase | findings and
the knowledge gaps identilied in the literature review formed the basis for developing
three hypotheses and four research questions lor Phase 2. A prospective longitudinal
cohort study using surveys was selected as the method of choice tor Phase 2. In this
section, the rationale for the development of these hypotheses and questions is
explained.

The literature review showed a lack of evidence regarding the influence of ARE on
postnatal anxiety, fear of childbirth in the context of western countries, and overall

perinatal menial health using a reliable and validated iool.

In Phase 1, ARC was identfied as g turning point® leading 1o a reduction in feelings of
childbirth related fear and anxiety, whilst inereasing a sense of positvity; which was
maintained during pregnancy, childbirth and beyond. This tinding along with the
knowledge gaps identified 1 the literature review led to the development of the first
hypothesis that,

“There will be an improvement in mental wellbeing and a reduction in childbirth fear

and anxictv, between pre-class, post-class, and post-birth (H1) .

Whilst there 1s a paueity of evidence on the impact of ARE on maternal self-confidencee

in the context of western countries including the UK, Phase 1 findings suggested
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allending ARC enhanced women’s conlidence in Lheir own abilily 1o cope with
childbirth. Therefore, the second hypothesis was generated that,
“There will be an improvement in feelings of confidence in one’s own ability lo cope

with childbirth between pre-class and post-class (H2) .

Although, the evidence on the effect of ARFE on epidural use remains inconclusive,

Phase 1 findings indicated that inereased confidence may impact women’s intended and

actual use of epidural for labour. Tlenee, the third hypothesis was development that,
‘There will be a strong association between time (pre-class, post-class, and post-birth)

and intended/actual use of epidural for labowr (H3) .

In addition, the theme of “recognition of an inner resource’ 1 Phase 1 tormed the
foundation for four rescarch questions {RQs) in Phase 2. These questions included:
1. Do ‘women atiending ARC whose labour starts spontaneoushy’, stay at home
during early labour and seek hospitalization in established labowsr? (ROJ)
2. Do wemen attending ARC widely use the ARC technigues? (RQ2)

Do wonen aliending ARC pereeive the influence of ARC on their pregnancy,

3
labour and hirth experiences as positive? (RQ3)
4. Do women attending ARC percieve their averall labour and hirth experiences

as positive? (RO4)

Figure 6.1 provides a visual presentation of the development of Phase 2 hypotheses and

research questions based on Phase | findings.
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Figure 6.1. Development of Phase 2 hypotheses and research questions based on Phase
1 findings

6.2 Setting

In view of social distanging restrictions, all fage-to-face antenatal education ¢lasses
were prohibited during the time of Phase 2 of the study. Thosc recruited had
participated in the online Antenatal Relaxation Classes {ARC), as both recruitment and
data collection for Phase 2 were undertaken within Covid-19 pandemie period. The
online delivery of ARC facilitated the recruitment of women from both urban and rural
areas who may have not been able to take part in ARC had it been face to face, due to
distance. This allowed inclusion of a more diverse sample, Irom a wide range of

socioeconomical backgrounds.
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6.3 Study participants
This seetion provides details about the sampling approach, inclusion erileria and sample

5176,

6.3.1 Sampling

A convenignce sampling strategy was used to recruit a consecutive sample of pregnant
women who met the inclusion eriteria. Convenience sampling is a type of
nonprobability or non-random sampling where members ot the targel populalion that
meet certain practical eriteria, such as easy accessibility and availability at a given time,
or the willingness to participate are included for the purpose of the study (Lewis-Beck
el al., 2003). The consecuuve sample provided a sampling Irame that consisted ol all
women who satisfied the study inclusion criteria. Those who agreed to take part in the

study were recruited.

6.3.2 Inclusion ¢riteria

The target population was women who:

= were aged 16 years and over,
" were able to read, write and understand English.

= attended ARC in the third trimester of pregnaney,

Women were excluded if they had significant mental illness requiring medication or if

they did nol meet the melusion eriteria.

Unlike Phase 1, receiving midwifery led care was not a requirement for this Phase as it
intended to investigate the influence of ARC n a greater sample over time, regardless of

their care pathway.
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The questions regarding the enlry crileria were incorporaled at the beginning ol the
haseline {pre-class) online survey {Appendix 7), only those who met the inclusion

criteria could theretore proceed to complete the survey.

6.3.3 Sample size

Power caleulations using G*Power 3.0.10 indicated a sample size of 57 was required to
detect treatment effects, assuming power = 0.95, significance set to 0.05, and an eftect
size of d = 0.4 based on similar research (Ross et al., 2017). Considering the attrition rate
of 50% (rom a previous siudy on the same population in the same selling a total number
of 114 was esumaied 1o be sullicient. A consecutive sample ol 243 women allending

ARC were invited to participate in Phase 2.

6.4 Recruitment

Recruitment took place over a five-month period from January to June 2021, Women
were tecruited from those attending online ARC. Following the pandemic and all face-
to-Tacc antenatal education classes including ARC being halted (from March 2020), ARC
was resumed in an online format using a platform approved by NHS Grampian, known

as Cisco (https:/~www.veseot.nhs.uk) from January 2021, In view of the pandenie, the

decision was made for all correspondence with women to be online.

Afier obtaining the necessary ethical approval for phase 2. one week prior to the classes,
the midwives facilitaing ARC identified all women on the ARC wailing list on the
relevanl NHRS Grampian database system and emailed them the invilation, participant
information sheet (PIS) and the link to the baseline (pre-class) survey {Appendix 7). The
consent torm and guestions regarding inclusion criteria were incorporated in the baseline
survey and only those who provided consent and mel the inclusion eriteria eould proceed

to complete the survey.
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In the PIS, the participants were inviled lo conlact the researcher via phone or email 1
they wished to ask further questions about the study. In addition, the researcher was
present at the class to explain what the research entailed and answer questions prior to the
clags. The bascline questionnaires were compleled cither before atending the online
classes or at the beginning of the session prior to the delivery of the ¢lass content. Two
weeks following the class, the post-class survey was sent to the participants via email. 11
the survey was not completed after three days, a text reminder was sent. Post-birth
questionnaires were cmailed o women four weeks following their expeeted dare of
delivery. When no response was received, a maxunum of two other reminder text
messages, which included the link to the online survey, were sent at 6 and & weeks after
their expeeted date of delivery. If women did not respond after 8 weeks following their
expected date of delivery, it was assumed that they had opted to withdraw from the study
and therefore, no further contacts were made. Figure 6.2, shows a flow chart of the stages

of data collection.

Midwives sent partieipant imformation sheet along with the online consent form and pre-
class survey Lo all women one week ahead ot ARC.

5

Potential participants could contact the researcher via email or telephone to ask questions
aboul the study, prior Lo the class. The researcher was also present at the elass o respond Lo
the questions.

\ %

Data collecled before the class {pre-class survey) including ensuring eligibilily and consent

2

Daia collected 2 weeks following the class {post-class survey)

2 %

Data collected within 4-8 weeks following birth {post-birth survey)

Figure 6.2. Flow chart of recruitment and data collection in phase 2
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6.5 Examining the hypotheses and research questions

The independent variable for the quantitative phase was ume {(baseline/pre-class, post-
class, and post-birth) and the dependent variables were mental wellbeing, fear of
childbirth (FOC), state and trait anxiety, childbirth selt-efficacy, and intended/actual use
of cpidural for labour. Using a longitmdinal approach, the outcomes of interest were
planned to be measured and compared at bascline {pre-class), two weeks post-class and
four to eight weeks post-birth (where relevant) in a cohort of women who had attended
ARC. Comparing sclf-cfficacy before and after the class intended to ascertain whether
ARC eould positvely influence their confidence towards childbirth, whereas comparing
mental wellbeing, tear of childbirth, anxiety levels and intended/actual use of epidural
pre-class, post-class and post-birth aimed to examing the potential changes in these
parameters over tme. Validated instruments were scleeted to test A7 and A2, and Sudy
Specific Questionnaires (S8Q) were developed for testing A3 as well as examining Phase

2 research questions (RQs).

6.6 Development of the data eollection tool
A combination of well-validated instruments and a SSQ were developed for collecting

the data. The surveys were hosted via the Novi Survey System {hps:/movisurvey.net).

The initial pages of the survey website asked questions regarding eligibility and
included a consent form. The developed surveys {pre-class, post-class, and post-birth)
arc available in Appendix 7. Table 6.1, presents the seleetion of the measurement tools

and the time points for data collection.

65



Table 6.1. Sclection of measurement tools in Phase 2

A1) There will be an improvement in mental health and reduction o WLEMWBS {Mental Wellbeing) Pre-class, post-class,
in childbirth Tear and anxiely, belween pre-clags, posi-class and post- o« STAT-6 (State & Trail anxiety) and posl-birth
bitth. ¢ W-DEQ {Fear of Childbirth)
H2) There will be an improvement in feeling of confidence in one’s {'BSEI {Childbirth Self-Efficacy including Outcome Pre-class and post-
awn abilicy to cope with childbirth bebween pre-class and post-class.  Expectancy & Self-Efficacy Expoclaney) class
H32) There will be a gtrong association between time and A mulliple-choice question regarding the intended/actual Pre-class, post-clasg,
mtendedactual use of epidural during labour. use of epidural in labour {ineluded in S8Q) and post-birth
RO N Do “women allending ARC whose labour starls o A guestion regarding cervical dilalation {in em) on TosL-hirth
apontaneaualy?, stay at home during early labour and seek arrival to the hospial {included in $5Q)
hospitalization in established labout? ¢ A question regarding the number of hours they spent at
home during labour ¢included in 35Q)

RO2y Do women allending ARC widely use the ARC 1echniques? A binary {Yes/No) question on use ol the technigques taught  Post-¢lass and post-

i ARC {included in S50 bairth
RO3) Do women artending ARC perccive the influence of ARC an ¢ Likert seale questions on the influence of ARC an Post-class and post-
thell pregnancy, labour and birth expericnecs ag positive? oxperiences of pregnancy, labour, and birth {included birth

in 884))

o Open-ended questions {included in $8Q)
RO4) Do women attending ARC perceive their overall labour and Likerr scale queation on the overall experience of labour Tosi-birth
birth cxpericnces as positive? and birch {inchuded in 85¢))

NB) The used abbreviatons include WEMWBS { Warwick-Ldinburgh Mental Wellbeing Scale), STAI-6 {Stale and Trail Anxiely Inventory with
& 1tems), W-DEQ (Wijma- Delivery Expectancy/ Experience Questionnaire), CBSEI (Childbirth Sclf-Efficacy Inventory), and SSQ (Study
Specific Questionnaire).
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6.6.1 Validated instruments

Following the selection of the nstruments to be used, the authors and publishers of the
validated instruments were contacted and permissions for use were received prior to
commencing data collection. Correspondence with the authors was particularly beneficial
in receiving the most up-to-date versions of the instruments, the instructions on the

administration and analysis of each questionnaire.

To test A7, the Warwick Edinburgh Mental Well-Being Scale {(WEMWBS), Wijma
Delivery Expectancy/Experience Questionnatre {W-DEQ), and the Six-item State-Trait

Anxiety Tnventory (STAT-6) were selected for data collection.

WEMWBS: This is a measure covering subjective well-being and psychological
functioning thai includes 14 positively worded items relaled o feelings and funetioning
{Stewart-Brown et al,, 2011; Tennant et al., 2007). The scale is scored by summing
reaponsas 1o cach ilem answered on a | Lo 5 Likert scale. WEMWRBS showed good content
validity and Cronbach’s alpha was measured in both student and general populations with
scores of 0.89 and 091, respectively (Tennant et al., 2007). The minimum scale score is
14 and the maximum is 70, with a higher seore indicating a higher level of mental
wellbeing. The seale has been used as a tool for monitoring mental wellbeing at the
population lTevel with no ceiling effects. WEMWRBS has a mean score of 51.0 in general
population samples i the UK with a standard deviation of 7 {Tennant ¢t al., 2007). Tt has
alse been used for pregnant women population in several studies (Ross, 2017; Rennic,
2016). Median overall scores of WEMWRS were reported to be 54.0 (48.0-60.0) n a
sample of 492 pregnant women in England (Ginja et al., 2018). The scale is not designed
to identify individuals with exceptionally high or low positive mental health, so no “eut

off’ has been developed (Stewart-Brown & Janmohamed, 2008).
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W-DEQ: The W-DLQ {Wijma el al.,1998), version A {W-DLQ A) and version B (W-
DEQ B) are used to measure fear of childbirth (FOC). This instrument is a well-validated
tool with Cronbach’s alpha of 0.92 (Carlsson et al., 2015). W-DEQ A measures fear,
conflidence, and expectations concerning the upeoming childbirth in pregnancy and W-
DEQ B evaluates the same aspects of the actual childbirth experience after birth {Wijma
et al, 1998). Both versions A and B include 33 items with items ranging from 0
{exwemely) to 5 (not at all). The maximum score is 165 and minimum score 18 zero. The
cut-off points beyond 85 is considered to indicate severe FOC (Carlsson ¢t al, 2015;
Wijma et al., 1998). In this study, versions A was used at pre-class and post-class, and

version B was used at post-birth.

STAl-6: The full-torm STAT {Spielberger et al., 1983) consists of 40 statements
deseribing various emotional states, twenty of these statements require the subjects to
describe their emotional reactions 1 terms of anxiety at a particular moment or period
in time (state anxiety), The other 20 items require the subjects to describe how they
generally feel, and their general response to sifuations perceived as threatening {trait
anxicty). Statements arce scored on a 4-point scale of increasing intensity, from not at all
to very much so (with scores of 1-4 respectively). The STAI 15 a reliable and valid selt-
report measure that can be used in pregnant women (Grant et al., 2008). The Cronbach’s
alpha analyses for these measurements for state and trait anxiety are high; at least 0.92
for boih scales {Bogaerts el al., 2013). Considering the study intention on measuring a
variely of paramelers, 1o avoid introdueing an exhausiive number ol questions, a six-
itemn short form of STAI {Marteau & Bekker. 1992) was employed. Acceptable
reliabilily and validity ol the shorl form ol insirument among the population ol pregnant
women has been oblained and 1t produced scores similar Lo those oblained using the full

torm (Marteau & Bekker, 1992). Although a threshold point for high anxiety has not
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been properly delined, most studies consider a score above 40 (or 12 in 6-item STAT) as

being highly anxious (Grant et al., 2008).

For testing A2, the Childbirth Sclf-Efficacy Inventory {CBSEI) was sclected to collect

data.

CBSEI: This Inventory developed by Lowe (1993) is a positively worded, self-report
instrument including 62-items i its original form which assesses self-efficacy expectancy
and outcome expectancy in the first stage and second stage of labour based on Bandura’s
self- efficacy theory (Bandura, 1977). Selt-efficacy expectancy is a personal convigtion
about one's ability to successfully perform required behaviours in a given situation, and
outcome expectancy 1s the belief that a given behaviour will lead to a given outcome
{Bandura, 2009). The instrument 15 showit to be a reliable and valid instrument with high
internal consisteney with Cronbach’s alpha of 0.90 (Carlsson et al., 2015). It has been
used in multiple studies for pregnaint women population {Bastani et al., 2005; Drummond
& Rickwood, 1997; IP ¢t al,, 2009), In this study, the first part of CBSEI which comprises
of two sub-scales of sclf-efficacy cxpectancy and outcome expectancy for the first stage
of labour was uscd, with 15 elements cach. The items on the scales range from 1 to 10

Higher seores indicate a higher degree of CBSE with maximum scores being set to 150,

6.6.2 Study Specific Questionnaires (S8Q)

The baseline (pre-class) SSQ consisted ot questions to test participants” eligibility for the
study and to colleet basic demographies including parity, age, cthnicity, cducational
attatnment, employment status, marital status, and gestational age. Questions regarding
gestational age and postnatal weeks were also included n post-class and post-birth S8Qs
respectively. In addition, questions on mode and place of birth were ineluded to allow a
comparison between the expeetations and actual experiences of modce and place of birth.
Comparing the mode and place of birth that women expected to have {at pre-class and
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post-class), with the acial mode and place ol birth they experienced (al post-birth) aimed
to facilitate understanding of the context of childbirth experiences and inform

interpretation of the results regarding RQ4.

The S8Q also aimed to examine H3 and the four research questions in Phase 2.

To test Hi. at pre-class {(SSQ1) and post-class {S3Q2), the participants were asked
whether they would choose epidural anaesthesia as a pain relief method for labour. At
post-birth (88Q3), they were asked if they had actually used epidural for labour pain.
Four options were considered for pre-class and post-class, ineluding ‘yes’, ‘'no’, *maybe’
and “not applicable’, whereas at post-birth survey the options consisted of “yes”, ‘no’, and
‘not applicable’. Before performing the statistical analysis, the responses of ‘not
applicable’” were considered as irrelevant and therefore disregarded. The options ‘yes’
and “maybe’ {at pre-class and post-class) were merged to ong category to generate

comparable measures at all three time points.,

To examine RQ1, the participants were asked in S5Q3 about the number ot hours they
had spent at home during labour and the cervical dilatation {in em) on arrival at the

hospital.

To assess RQ2, the parlicipants were asked a binary (Yes/No) question in S802 and

S5Q3 on whether they had used the techniques during pregnancy, labour. and birth.

To investigate RQ3 and RQ4, Likert Scale questions were incorporated in S5Q2 and
S85Q3, asking wormen about the influence of ARC on their childbirth experience as well
as their perceptions on the quality ot their overall labour and birth experience. These
Likert seale questions included (1ve cholees ranging Irom “very negalively’ o “very
posidvely’. In addilion, lwo open-ended questions were embedded in SSQ2 and SSQ3
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o collect pariieipants’ qualilative accounts on their perceptions of the inlluence of
ARC. Except for these two questions, all questions in the surveys were closed questions
{asking the participants to select one of the provided choices). The open-ended
QUESLIONS were:

1. Can you, in your own words, briefly tell us in what way the ¢lass has influenced you,
it any? (Included in post-class survey)

2. Can you, in your own words, briefly tell us how the relaxation class influenced your

cxperiences of pregnaney and/ or childbirth, if any? {Included in post-birth survey)

6.6.3 Pilot testing of the online surveys

Due to the longitudinal nature of the study and the potential time gap between recnitment
{around 28 weeks of gestation) and completion of post-birth survey (around 4-8 weeks
post-birlh), conducting a pilol study with current pariicipants of ARC could have led w
several months of delay in initiating phase 2. Therefore, the online surveys were piloted
on five former participants of ARC who had already given birth. The midwives
(acilitaung ARC randomly seleeted a group of 12 former ARC participants from the class
register tor the period between January and March 2020, who had consented to be
contacted atter birth for service evaluation purposes. The study aim was described via
cmail and these women were agked if they were willing to test the online surveys. Five
women Tesponded and agreed to test the surveys. The aim was to ensure the accessibility
and readability of the surveys. It was essential to ensure all components of the surveys
were elear and that the fime required for the complefion of surveys was not unrcasonably
long. These women completed all three surveys, namely pre-class, post-class and post-
birth and were consulted afterwards. The women’s teedback o the surveys led to some
minor modifications, for example some terms were further defined in the questionnaires
or the sequence of the questions in the Smdy Speeific Questionnaires was altered. In
addition, the pilet study demonstrated that swoment took between 10 and 15 minutes to
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complele the surveys, which was considered as appropriate. The dala collected in this
pilot testing was not included in the main data, as wotnen completed all three surveys

{pre-class, post-class, and post-birth) simultaneously, several months after birth.

6.7 Data collection

The data were collected using selt-report online surveys at three time points as displayed
in Figure 6.2. The timing ot collecting data two weeks post-class was deemed appropriate
as it gave a two-week opportunity for practising the taught techniques. The timing of
collecling dala at baseline and post-birth was selected in view of Wijma et al., {199%)
recommendations. Although il was prelerable o colleet the daia Irom all women at
exactly tour weeks post-birth, it was predicted that a 4-week window {(between 4 to 8
weeks atter birth) could reduce the attrition rate by providing flexibility and time for
wamen Lo seitle into their roles as new mothers. Da collection in Phase 1, where all
participants attended interviews in this timetrame, demonstrated the suitability of this

timeframe for women to engage with the research.

6.8 Data analysis
Prior to creating a data set tor Statistics Package for the Social Sciences {(SPSS), decisions
were made on defining and labelling each variable, and assigning numerical codes to each

of possible responses.

The data (except the responses to the open questions) were exported from the Novi Online
Survey package to SPSS and analysed using IBM SPSS Statistics Version 25 {SPSS,
2017). Checks were performed Lo ensure that responses 1in Nowil Survey corresponded
wilh response coding values in the SPSS data sel. The data were also checked (or any
missing values and for convergence with raw data and original survey responses on Novi
Survey. Therealter, dexcriplive statisues were conducted on the data (o ascerlain sample

characteristies and address the gencrated hypotheses and rescarch questions.
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Both parametric and non-parametric Lests were used. One-way repeated measures
analysis of variance {ANOVA) was used to test for differences in mean scores measured
on the same scale over time. ANOVA was used to measure the within group variance and
analyse the effeel of ume (pre-class, post-elass, and posi-birth) on FOC, stale and trait
anxiety and mental wellbeing, Tn the case of WEMWRBS, three outliers {extreme scores)
were identified by SPSS using explore procedure and were removed prior to carrying out
ANOVA. An outlier is a score that lies far away from other seores, and including outliers

decreascs stadsacal power ag they increase the varability in data (Pallant, 2020).

Bonferroni adjustment to the alpha level 0.05 was made for the comparisons taken place
via one-way measured ANOVA. Post-hog comparisons were used to explore the
differences between the measures at different time points, Post-hoe comparisons were
carried out to prevent the possibility of Type | error which is rejecting the null hypothesis

when it is actually true (Pallant, 2020).

Since CBSE was only being measured at two time points, paired samples t-test was
carried out to analyse the difference between CBSE at pre-class and post-class, Statistical

signiticance was defined as p < 0.05.

To deiermine the relalionship between categorical variables such as inlended/aelual use
of epidural and time {(pre-class. post-class, and post-birth), Chi square test for

independence was used in SPSS.

To analyse the qualitative responses to the two open-ended questions, codebook
thematic analysis approach (Braun & Clarke, 2019) was used. The codebook was taken
from Phasc 1 findings as the aim was to assess whether Phase 1 findings were
generalisable in the larger sample size, recruited n Phase 2. The process of managing
these qualitative data was facilitated through use ot NVivo 20, qualitative data analysis
software (QSR International Pry Ltd, 2020). Both the codehook and texts from the
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surveys were entered into NVivo. The codes, subthemes and themes were created as
nodes. Fellowing this, each response was considered line by line and labelled using one
or more of the nodes. This process of coding meant that all relevant segments of data
were highlighted and categorised in the codebook, demonstrating the number of
references made to each code. The colour highlighting function in NVivo provided
excellent visualisation of this process, identifying the data that remained not coded. No

new codes emerged from the remaining data.

6.9 Ethical considerations in Phase 2
This section [1rst explaing how the research adhered o the Tour eihical principles of
autonomy, non- maleticence, beneticence, and justice. Thereatter. the measure that were

put in place to protect patticipants’ contidentiality and anonymity are discussed.

Auionomy- Informed consen! and voluntary participation
Participant Tnformation Sheets (P1S) (Appendix 7) were provided which presented
informalion about the study. I the parlicipants expressed interesi, a phone consultaiion
was arranged to answer any questions or concerns regarding the study. Tn addition, the
researcher was present at the beginning and end ot the Antenatal Relaxation Class to
answer the partieipants” potential questons. In view of the longitudinal nature of Phase
2, it was decided that the collected data up to the point of withdrawal would be exeluded
it the participants chose s0. [t was also highlighted that taking part or refusal to take part
in the rescarch would not affect the care they received or their partceipation mn ARC.
Eleetronie consent was reecived prior to participation. The midwives facilitanng ARC
sent the invitation letter along with PTS, and the pre-class survey to all women on the
class register, Finally, those who took part in the study were given the option of

receiving a summary of the study results (WMA, 2013) on completion of the thesis.
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Non-maleficence, "Do nat harm ™
The appropriate measures were put in place to protect the participants from the
potential harms caused by participating in the research. As the selected standardised
questionnaires are nol used for chinieal diagnosis, no threshold was considered o
indicate the need for reterral to health professionals. However, in ¢ase of any congerns
regarding the participants” wellbeing based on the intormation provided in the
questionnaires, the women were encouraged to contact their (GP. During data colleetion
period, five women were contacted and eneouraged to contact their GP, based on the

information they had provided.

Beneficence
It was made clear in PIS that participating in the study had no direct benefits to the
participants. Other than the ime commitment (of maximum two hours) to completing
the surveys, there was no anticipated costs for participation in the research. This
imformation was openly shared with the participants through PIS and verbal

communication.

Justice
Inviting all women taking part in ARC to the study provided an equal opportunity to

participate and have their voices heard in the rescarch.

Data management and storage: Protecting participanis " confidentiality and anonymity

The study protocoels and PISs outlined the detail of the precautions that would be taken

by the researcher w0 “protect the privacy of participants and waintain confidentiality of

their personal information” (WMA, 2013, p. 2192). The personal inlormation was



collecled electronically directly into Novi-survey hosted by LEdinburgh Napier
University. All electronic data were stored on a password protected, encrypted
University computer system and backed up on the secure server of the University. Apart
(rom the rescarcher and her supervisors no one had access lo the parlicipants’ personal
information. As per Edinburgh Napier University guidance, the anonymised data will be
stored securely for 10 years after completion of the study and will then be destroyed on

the safe disposal of confidential waste.

6.10 Summary

This chapter has presented the research methods lor the quantiauive phase of the study,
providing a detailed account of the processes of data collection and analysis. In
addition, the ethical considerations in Phase 2 were discussed. The next chapter presents

Phase 2 results.
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Chapter 7 Phase 2
Quantitative Results



This chapter presents the lindings of the quantitative phase, which aimed o examine the
generated hypotheses and research questions in a larger sample and over time. A
description of the response rate and sample characteristics precedes the presentation of

the research findings.

7.1 Response rate

As shown i Figure 7.1, all women on the ARC waiting list between January and June
2021 {243 women) were invited to take part in the study. Ninety-eight women {40.32%)
compleled the pre-class {baseline) survey, seven ol these women, however, did noi
allend ARC and were excluded rom the swdy. Of the 91 participants who completed
the pre-class survey. eighty-five (93.4%) returned the post-class survey and 84 (92.4%)
cotpleted the post-birth survey, leading to an attrition rate of 6 6% for post-class and
7.6% lor post-birth. Due io occasional missing data for oulcome measures, sample sizes

varied slightly in the conducted statistical analyses.

invited
9
‘ 98 completed pre-class survey
. 4
‘ 91 aulended ARC & included
$
‘ 85 completed post-class survey

\ 4

’ 84 completed post-birth survey

’ 243 women on ARC register were

Figure 7.1 Flowehart of the response rate



7.1.1 Characteristics of the sample

Age, geslational age (or postnatal weeks), parity, cthnicity, marital staws, educational
attainment, and employment status of the participants are presented in this section.
Participants” age ranged from 21 to 41 years (M =31.00, 8D = 3.6). As presented in
Table 7.1, mean gestation was 31.7 weeks (8D = 3.2) at pre-class, 34.00 weeks (8D =

3.3) at post-class and 5.00 weeks postnatal (8§D — 2.4) at post-birth.

Table 7.1 Mcan age, gestational age, and postnatal weceks at pre-class, post-class, and
post-birth
Age i) RN

Pre-class gestational age (weeks) 31.713.2)

3

Lis

4¢

Lz

Posi-class gestational age (weels)

Post-birth postnatal weeks 5024

As shown in Table 7.2, the participants were predominantly primigravida (s = 78,
R5.7%) and from a range of ethnicities with the majority {r — 70, 76.9%) being white
British. A large proportion of the participants were either married {n# = 56, 61.5%) or co-
habiting (1 = 29, 32.9%) with the remaining (n = 6, 6.6%) identifying themselves as
single. In terms of educational attainment, this varied from secondary school to
doctorate with 79.1% {(n = 72) being educated to first level degree of higher education
or higher, Most participants {# = 76, 83.3%) were in full time employment, whilst 7.7%

{r ="} were in part ime employment and the rest were unemployed, students, or others.
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Table 7.2 Demographic characleristies

Previous births
No previous hitlh
One previous bith
Twao or mote previous hitlh
Ethnicity
White Brikish
Other white
Rlack
Asian
Mixed
Others
Marital status
Married
Domestic partncrship
Single
Educational attainment
Secondary school
College (LINS/AIND)
Degree
Master's degroe
Docloraie
Others
Employment
Full-time
Parl-time
Unemployed
Student

Others

180

FRARE. )
11{12.1%n
2(2.2%)

70 (76.9%%)
10 {10%)
0(0"%)

7 {7.79%)
3(3.3%)
1{1.1%)

56 161.5%)
20 (31.9%)
6 (6.6%)

4 (4.4%)
15 (16.5%)
30 (42.9%)
25 (27.5%)
3(3.3%)

5 {5.5%)

76 (83.5%)
7 (7.7%)
5 (5.5%)
1{11%)
2 {2.2%)



7.2 Findings
The lindings pertinent Lo the influencee of ARC on maternal psychological parameters are
presented tirst, prior to discussing the intluence of ARC on childbirth expectations and

EXPLriences.

7.2.1 Influence of ARC on maternal psychological parameters
This section presents the findings pertinent to the changes in mental wellbeing, tear of

childbirth {FOC), state and wail anxisty (777), and childbirth selt- ettficacy (£/2) over Lime.

7.2.1.1 Hypothesis 1

“There will be an improvenient in menial wellbeing and reduction in FOC and anxiety,
beiween pre-class, post-class, and posi-birth.”
This hypothesis examines the difference in mental wellbeing, FOC, and state and trait

anxiety over time.

Tabhle 7.3 Mean (SD) for mental wellbeing, FOC, and state and lrail anxiely over Lime

Mental wellbeing 50.36 (7.96) 53.43 (6.58) 52.86 (6.81)
Fear of childbirth 62.19 (2087 47 80 (21.04) 46.92 (27.19)
State anxiety 12.43 (3.79) 10.43 (3.37) 9.70 (3.37)

Trait anxiety 13.06 (3.54) 1149 (3.31) 11.59 (3.42)

Mental Wellhelng
Ax shown in Table 7.3, the mean score for mental wellbeing inercased from 50.36 (SD

= 7.96) at pre-class to 53.43 (3D = 6.58) post-class and 52.86 (3D = 6.81) post-birth.
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The changes in mean scores indicate an improvement in mental wellbeing post-class
which was sustained until post-birth.

Results from a one-way repeated measures ANOV AL following the removal of 3
oulliers, indicaled that lime {pre-class, post-class, and post-birth) had a significant elfect
on mental wellbeing, Wilks Lambda = 0.73. F (2. 72) = 12.32, p < 0.001, multivariate
partial Fta squared = 0.26 (indicating a large effect size). Further post hoc analysis with
Bonferroni indicated that there was a significant inerease in mental wellbeing between

pre-class and post-class {(p — .000), and between pre-elass and post-birth (p — .01).

Fear of Childbirth
As shown in Table 7.3, the mean score for fear of childbirth decreased from 62.19 (8D
= 20.87) at pre-class to 47.89 (5D = 21.04) post-class and 46.92 (8D = 27.19) post-birth,
Resules from a One-way repeated measures ANOVA indicated that time (pre-class,
post-class, and post-birth) had a significant effeet on fear of childbirth, Wilks Lambda =
0.55, F(2,72)=27.79, p <0.001, myltivariate partial Eta squared = 0,44 {indicating a
large ¢ttect size). Post hoc analysis with Bontfervoni indicated that there was a
significant decrcasc in fear of childbirth between pre-class and post-class {p < 0.001)

and between pre-class and post-birth (p < 0,001,

State Anxiety
As shown in Table 7.3, the mean score for state anxiety decreased from 12.43 (8D =
3.779) at pre-class to 10.43 (SD = 3.37) post-class and 9.70 (§D = 3.37) post-birth.
Results from a One-way repeated measnures ANOVA indicated that time {pre-class,
pust-class, and post-birth) had a significant effect on State Anxiety, Wilks Lambda —
.60, F (2, 72)= 2217, p < 0.001, mulirvariate partal Ela squared = 0.39 {indicaling a

latge ellecl size). Posthoc analysis with Bonlerroni indicated that there was a
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signilicant decrease in slate anxiely beltween pre-class and post-class {(p < 0.001) and

hetween pre-class and post-birth (¢ < 0.001).

Trait Anxiery
As shown in Table 7.3, the mean score for trait anxiety decreased from 13.06 (8D =
3.54) at pre-class to 11.49 (8D = 3.3) post-class and 11.59 (5 = 3.42) post-birth.
Resules from a One-way repeated measures ANOVA indicated that time (pre-class,
post-class, and post-birth) had a significant effeet on trait anxiety, Wilks Lambda —
0.70, F (2, 72) = 1424, p = 0.001, multivariate partial Eta squared = 0.2% (indicating a
large effeet size). Post hoe analysis with Bonferroni indicated that there was a
significant decrease in rait anxiety berween pre-class and post-class {p <2 0.001) and
between pre-class and post-birth (p = 0.002).
The results indicate that [Typothesis | is supported, as there 1s a significant effeet of
time on mental wellbeing, fear of childbirth, and state and trait anxiety. There was a
signiticant improvement in mental wellbeing post-class together with a significant
teduction in fear of childbirth, and state and trait anxiety, The improvements on these
measures were maintained and resulis indicated a significant differcnee between pre-
¢lass and post-birth, no significant differgnces, however, were found between post-class
and post-birth measures. This suggests the initial improvement is maintained and
stabilises over time. Appendix 9 includes the graphs that illustrate the changes in mean

scores of the selected psychological parameters for hypothesis 1, over time.

7.2.1.2 Hypothesis 2

“There will be an improvement in wonien s confidence in their own ability 16 cope with

childbirth between pre-class and post-class. ™
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This hypothesis examines the dilTerence between childbirlh sell-ellicacy expeclancy {(a
helief about one's ability to successtully conduct herself during labour) and outcomse-
expectancy (a beliet about the behaviour that could be useful during labour) (Carlsson et

al., 2015), before and alter atlending ARC.

Table 7.4 Mcan (S17) for sclf-cfficacy expectancy and outcome expectancy pre-class
and post-class

Self-Efficacy Expectancy  84.63 (28.29) 110.56 {23.36) - (.00

)
LA

Outcome Efficacy 127.00{19.30) 12958 {19.66) 0.1

Childbirth Self- Efficacy Fxpeciancy
As shown in Table 7.4, results from a paired-sample t-test indicated that participants
reported significantly higher mean scores of self-efficacy expectaney (Mean =110.56,
S = 23.36) post-class than those reported pre-class (Mean = 84,63, 8D = 28,20, ¢ (77

=944, p <.001, Hedges” g = 1.6 {indicating a large ettect size).

Childbirth Outcome Expectancy
As shown in Table 7.4, results from a paired-sample #-test indicated no statically
significant difference between the mean scores of outcome expectancy at pre-class
{Mean = 127.00, SD = 19.30) and post-class (Mean = 129.58, SD = 19.66); ¢ {78) = -
1.51, p=0.135, Hedges” g = 0.17 (indicating a small ettect size).
Results indicate that hypothesis 2 has been partially supported, as there is a significant
difference on self-efficacy expectancy between pre-class and post-class, but not on

oulcome expeclancy. This indicates that women’s sell-elTicacy expectancy, namely the
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beliel in one’s abilily Lo be in control during labour increased post-class. Quicome
efficacy which measures the belief about the behaviour that could be useful during

labour. however, appears to remain stable.

7.2.2 Influence of ARC on childbirth expectations and experiences

In this section, the findings regarding intended/actual use of epidural for labour {//3),
women’s coping behaviour with spontaneous onset ot labour at home (RQ1), the
prevalence of use of ARC techniques {RQ2), women’s perceptions of the influence of
ARC (RQ3) and their overall labour and birth experience {RQ4) are presented. When
presenting the [indings regarding overall labour and birth experiences {RQ4), the
expected and actual ‘mode and place of birth” are compared to ¢larify the context of these

experiences.

7.2.2.1 Hypothesis 3
“There will be a relarionship between time and intendediactual use of epidural for
labour.”
This hypothesis examines the relationship between intended/acmal use of epidural for

labour and time {pre-class, post-class, and post-birth).

Table 7.5 Inicnded/actual use of epidural for labour

Pra-claas Past-class Tast-lrirth

n {r.ﬂ'(:') 11 ‘n("] n (%)
No 40 144 4%) SR {A8.2%) 44 155.7%)
Yes/mavhe 44 150.5 %) 25129.4%,) 268 {32.9%9%)



Ax shown in Table 7.5, 44.4% (1 = 40) ol women did not intend 1o use epidural during
Labour at pre-class, this however. increased to 68.2% (# = 58) at post-class. At post-
hirth, 55.7% {a = 44) reported they did not use epidural for labour. Nonetheless, some
of these women cventually reccived an epidural or spinal anacsthesia as required for
undergoing an operative birth, Further. whilst 50.5% (n = 46) intended to either use
epidural or were unsure about their intention pre-class, this reduced to 29.4% {(n = 25)
post-class. AL post-birth, 32.9% (r = 26) reported the actual use of epidural for labour.
A Chi squarc test of independence was condueted berween time and intention/acmal use
of epidural tor labour which showed a statistically significant association between these
two variables X(2, N—91) — 0.20, p — 007, Cramet’s v — 0.57 (indicating a large
cffeet size). Women were less likely o “choose using an epidural” posi-class and
"actually use’ an epidural during labour, compared with pre-class, theretore, hypothesis
3 18 supported. Figure 7.2 presents a visual comparison between intended/actual use of

cpidural for labour over time.

Number of women

20

Pre-class Posl-class Posl-buth

=No - Yes/Maybe

Figure 7.2 Intended versus actual use of epidural tor labour
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Lixamining the data regarding hypothesis 3, also revealed a sirong relationship belween
Induction of Labour (IOL) and epidural use for labour. Whilst 60.7% (n = 17) of women
undergoing TOL used epidural, the percentage of women with spontaneous onset of
labout who uaed cpidural was 21.4% (n = 9). A Chi square Lest of independence
conducted between the “type of onset of labour” and “epidural use for labour’ showed a
statistically significant association between these two variables X2 (1, N =70} = 11.106,
p=001. As shown in Table 7.6, women were less [ikely to nse epidural for labour 1f

their labour started spontancously compared with those undergoing IOL.

Table 7.6 Epidural use in induced labour versus spontancous labour

Yes 60.7% (n= 1N 21 4% {a =9

No 39.3% (n=11) 78.6% (1 = 33)

7.2.2.2 Research question 1
“Do women attending ARC whose labour siarts spontaneously, stay at home during
early labour and seek hospitalization in established labour? ™

This question examings the Tength of time spent at home during labour and the stage of
labour when women sought hospitalisation for birth. Of 84 women who returmed post-
birth surveys, 44 {55.7%) had spontancous onsct of labour at home. The remaining
participants had either a planned cassarean section or their labour was induced. For
women with spontaneous anset of labour, the mean time spent at home in Tabour was 13.7
hours (median = 7.5 hours). As shown in Figure 7.3, 28 (63.6%) of thosc with

spontaneous onset of labour arrived at hospital in established labour. NICE guidelines
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deline established labour as experiencing ‘regular painful contractions and progressive

cervical difutation from 4 cm” (NICE, 2017).

Not in estabilished
labour

Figure 7.3 Women’s stage of labour on arrival at hospital

The majority of these women were primigravids (s = 38, 84.4%) with the remaining (r
= 6, 13.6%) being mulaparous. The mean cervieal dilatation for this group of women on
admission to the hogpital was 4.86 cm (8D — 2.66) with 5 {11%) of them being admitted
to the hospital with a fully dilated cervix (10 ), Figure 7.4 presents the frequency of

different cervical dilatations on admission for this group.

Numbor of women
Ll e

—_ b

o lI .I

Cervical dilatation

= lcm —2cm 3em dem Sem m AL B 7om W Rem B Ycim W 1{lcim

Figure 7.4 Cervical dilalions on arrival at hospital
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7.2.2.3 Research question 2
“Do women aitending ARC widely use the ARC technigues?”

As shown in Figure 7.5, 95.2% (n = 80) of participants reported using relaxation
teehniques in pregnancy al post-class and 90.5% (1 = 76) reported using the techniques
during pregnancy when asked post-birth. Of the 84 women who returned post-birth
surveys, 94.0% (n = 79) reported using techniques during labour and/or hirth. All women
{100%) who had experieneed labour {89.3%, 1 = 75) reported using the techniques in
labour. The remaining 10.7% did not experienee labour due to having planned cacsarcan

sections of whom 6% (= 5) did not use the technigues during their operative birth.

Foreontoge of wonmen

.

[RTE

i
I pregoaneg a3 reported post-class  Te pregnaney as reported post-bivth Te Tabowe & Dirth az reparted post-
hivth

B [aed ARC techinigques Mot used ARC wehnigues

Figure 7.5 Percentage of women using ARC techniques in pregnancy, labour and birth

As displayed in Figure 7.6, after birth participants reported using the relaxation
technigques during pregnancy for a wide range of purposes. Feeling calm and relaxed
{61.9%), leeling posiuve {46.4%) and preparation for labour {61.9%) were the most

popular purposes for using the technigques in pregnancy.
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Pereentage of women using ARC techniques

191y
174
Beuwsr sleep Alleviale fzar Deal wilh Belors  Alleviale puin Feel calm and Feel pesitive  Propars for
anal anxiely slregs appainiments: and relased lalyaur and
dizcamrrtart Tnirth

Purposs of using the relaxation (eohilgues

Figure 7.6 Percentage and purpose of using relaxation techniques in pregnancy

As shown in Table 7.7, women had used a range of relaxation techniques during labour
and birth, with breathing techniques being the most used technique, used by 88% of
women {7 = 73). Following ‘breathing techniques’, “being upright and mobile™ and
‘positive affirmations’ were reported respectively as the seeond (55.4%, n = 46) and

third {51.8%, n = 43) most frequently used technigques.

Table 7.7 Type of the techniques used during labour and birth

Breathing technigues and foensing on breath T3 {88%)

Counting up or down 17 {20.5%)
Visnalisation 26 {31.3%)
Poysitive affirmations 45 (51.8%)
Hypnosis 1{1.2%)

Being upright and mobhile 46 {55.4%%)
Listening to musi¢ 29134.9%)
Immersion in water 21 (25.3%)
Massage 15{18.1%)
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7.2.2.4 Research question 3

“Do women attending ARC perceive the influence of ARC on their pregiuncy, lubour

and birth experiences as positive?”

As shown in Table 7.8, 97.6% (1 = 82) of wormnen pereetved the inlluence of ARC on
their experience of pregnancy as either “positive’ {63.1%, n = 53) or "very positive’
(34.5%, n = 29). Over ¢ighty-tour percent (i = 71) of them perceived the influence of
ARC on their labour and birth experienee as “positive’ (56.0%, r =47) or *very
positve’ (28.6%, n — 24), whilst 15.5 % {n — 13) felt attending ARC had ‘no influence’
on their labour and birth experience. None of participants reported ARC as having a

negative” ot ‘very negative’ influence on either their pregnaney ot labour and birth.

Table 7.8 Influence of ARC on experiences of pregnancy, labour and birth

Very negative 0 0
Negative ] 1]
No influence 2{2.4™) 13 {15.5%0
Positive S3{63.1%) 47 156.0%)
Very positive 29 (34.5%) 24 {28.6%0
Total R4 (100%) 84 {100%)

Womern's qualitative accounts about the influence of ARC o their childbirth
experiences
The participants’ responses to two open-ended questions included in the survey
provided qualitative accounls on the inlluence of ARC. Through responding 1o these
questions participants could freely express their perception of the intluence of ARC on
their pregnancy. labour and birth experiences, Comparing these qualitative accounts

againsl a coding table laken Mrom Phase | findings (as explained in Chapler 6),
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generaled 194 relerences Lo the pre-organised codes, calegories, sub-themes, and themes
{Appendix 9), Similar to the findings of Phase 1, Phase 2 participants frequently
reported that attending ARC and particularly understanding childbirth physiology had
reduced their feelings of fear and anxiety whilst leading 10 feeling more conlident, calm
and positive. Participants reported the positive intfluence of ARC on their pregnancy and
childbirth, highlighting how use of the learned technigques intluenced their experience of
labour pain and medical procedures as well as helping thern have positive pereeptions of
their childbirth expericnces.

Figure 7.7 presents a word cloud populated in NVivo demonstrating the most frequently

repeated words in the qualitative data which appear to resonate with Phase | findings.
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Figure 7.7 NVivo word cloud of the top 40 words in qualitative accounts

7.2.2.5 Research question 4
Do women attending ARC perceive their averall labour and birth experience as

positive? "’
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Axillustrated 1n Figure 7.8, 73.8% (n = 62) ol those who relurned the post-birlh survey,
perceived their overall labour and birth experience as *positive’ or *very positive’, 9.5%
{n = 8) expressed having overall negative experiences and 16.7% (n =14) perceived
their experiencee as “neither positive nor negalive™. [Lis worth noting that none of the

patticipants reported having a “very negative” labour or birth experience.

Yery positive
32%

Tigure 7.8 Women's overall experiences of labour and birth

However, woimen’s positive perceptions on their labour and birth experiences need to be
interpreted in view of the high diserepancies between their childbirth expeetations and
actual experiences. Discrepancies between women's childbirth expectations and
experiences are predictors of negative birth experiences (Hosseint Tabaghdehi et al.,

2020; Koster et al., 2020).

Ag shown in Table 7.9, women’s expectations regarding the mode and place of birth
remained relatively stable trom pre-class to post-class, with an increase being noted in
planned home hirth {(from 3.3% to 7.1%). However, a significant disparity {(p = .000)
between the expectations (reported post-class) and experiences (reported post-birth) was
identified. Despite the majority of women expecting to give birth spontaneously {# =75,

88.2%) in the midwife led units (# — 54, 63.6%), at post-class, only around one third of
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these women reported meeling their expectlalions in Lerms of maode (7 = 28, 33.3%) and

place (=23, 27 4%) of birth.

Table 7.9 Intended and actual mode and place of birth

Mode of birth
Spontaneous Vaginal Birth (SVB)
C-Section
Unsure
Asaisted birth {via Forceps/Ventous)
Place of birth
Midwile’s led unit (alongside & stand-
alone)
llome
Labour ward
Theatre
Nat sure

Others

79 (R6.8%)
2(2.5%)

10 {11%)

58 (63.7%)

343.3%)

11 {12.1%)
3(3.3%)

14 {15.4%)
242.2%)

T5 (RR.2%)
3{3.5"
7 {8.2%)

4 (63.6%)

6(7.1%)
9110.6%)
3(3.5"%)
10 (11.8%)
3(3.5%)

28 {33.3%)
33 (39.3%)

23127 4%,

14 (16.7%)

2(2.4%)
21 (25%)
46 (34.8%)

1{1.2%)

To conclude., whilst around two third of women did not meet their expectations i terms

of mode and place of birth, only 9.5% perceived their overall labour and birth

experience as ‘negative’ and no one reported having a “very negative’ experience,

7.3 Summary

Results of Phase 2 suggest attending ARC has a positive intfluence on maternal

psychological wellbeing by reducing FOC, anxiely and increasing menlal wellbeing and

women’s conlidence in thewr own ability o cope with labour. Post-birth measurement of

the psychological parameters indicated the occurred changes were maintained post-

birth. Furthermore, the tesulis suggesi the intended and actual use of epidural for labout
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reduced signilicantly following altending ARC. A large proportion ol women whose
labour initiated spontaneously at home, arrived at the hospital in established labour, The
participants widely used the taught relaxation techniques in ARC during their
pregnancy, labour and birth. They generally perecived the influence of ARC ax
‘positive’ or “very positive’ on their pregnancy, as well as labour and birth experiences.
Even though most women did not meet their expectations in terms of the mode and
place of birth, the majoricy perecived their averall childbirth experienee as “positive” or
‘very positive’. Overall, Phase 2 findings indicate the influences of ARC, ag identified
in Phase 1, were significant over time in a larger sample. Table 7.10 presents a
summary list of Phage 1 and Phase 2 key findings. Further intetrpretacion of these

findings in the context of the wider literature will be presented in the next chaprer.



Table 7.10 Phase | and Phase 2 key (indings

ARC was viewed as a wirning point, where maternal conlidence and mental swellbeing
were ¢nhaneed, whilst FOC and anxicty deelined. These changes were shown 1o be

significant and were sustatned until alter the birth.

Understanding of the “childhirth plawsiclogy ', narrated “positive childhirth storics”, and
recognifion of an inner resowree through praciice” in class were the main factors

contributing to change of emotions and atimdes towards childbirth.

Rartes of intended and actual use of epidural for labour {ar post-class and post-birth) were

significantly lower than the reported rate at pre-class.

Accessing the recognised ‘inner resource’ was the aim of practising relaxation

iechniques.

Relaxation echniques were widely used during pregnaney (95.2%) lor a rangre of

purposes and the influence was percetved ag positive by majorily (97.6%).

When labour started spontaneously at home, women felt confident to stay home during

early labour and majority (63.7%) songht hospitalisation when in established labour.

Relaxation technigues were widely used during labour and birth (94.0%) tor a range of
purposes including coping with labour pain and absterric procedures/interventions with

the influence being perceived as positive by majority {84.5%).

For women to be able w use the relaxation rechnigques as an effective coping mechanism
lor labour pain, a prolecied birth space (encompassing the physical surroundings, birth

allendants and clinical piclure) was required.

TOL was considered as interrupting the relaxalion space and having a significant impact

on rate of epidural use lor labouwr.

Despite most women not meeting their childbirth expectations in terms of place and
mode of birth, only 9.5% described their overall childbirth experience as negative’ and

no woman perceived their childbirth experience as “very negative”.
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Chapter 8 Discussion and
Conclusion
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In this chapler, the qualitalive and quaniitative (indings are combined 1o draw overall
inferences. Whilst the initial qualitative study identified ‘what aspects of muaternal
psychological wellbeing and childbirth expericnce were influenced by ARC’, the follow
up quaniitative study tested the stausucal significance of such influenee over time.
Therefore, the two datasets are compared. and crossed checked to respond the question
of, “Whar aspecis of maternal psvchological wellbeing and childbirth experience were
influenced by ARC? " Ta explain “hew’ and “win’ any influence may oceur, and to
identify “the contextual factors® that may mitigate the influence of ARC during labour
and birth only the qualitative findings are utilised. The study, by providing a more in-
depth understanding of the latter questions, makes a unique contribution to the field. In
addidion, this exploratory study brings new ingight to this arca by examining the
psychological parameters and the aspects of childbieth experience that mattered to

women and were 1dentified by them and their birth parters.

The chapter discusses the (indings of the study in the context of the wider theoretical,
empirical, and philosophical literature. A summary of the key findings precedes a
detailed discussion of findings in the context ot existing evidence. The strengths and
limitations of the study are discussed prior Lo presenting the siudy conclusion. Finally,

the recommendations for practice, education, research. and policy are made.

8.1 Summary of the key findings

What aspects of maternal psychological wellbeing were influenced by ARC and how?

Women suggested that increased contidence in their own ability to cope with childbirth
oceurrad lollowing attending ARC. The rise in conlidence reduced their childbirth-
related fears and anxieties whilst enhancing their feelings of positivity. Testing the
childbirth self-efficacy showed a signiticant increase after the class. Similarly, the
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(indings indicated signilicanl improvements in ear of childbirth, stale and wail anxiely

and mental wellbeing after ¢lass that were sustained over time, until atier the birth.

Why did ARC influence maiernal psyehological wellbeing?

A combination of “undersianding of the childbirth physiology’, “hearing positive birth
stories’, and learning ‘relaxation techuigues’ in ARC were identified by participanis as

the main factors contibuting to a change in their emotions towards childbirth.

What aspecis of childbirth experience were influenced by ARC and how?

Following attending ARC, a positive change in attitude towards childbirth was reported
by participants. This change motivated women's self-care behaviour throughout
pregnancy and childbirth whilst influencing the childbirth choices they made, and their
overall childbirth experiences. They widely utilised the learned techniques as a self-care
behaviour during pregnancy, early labour at home, and for coping with labour pain and
medical procedurcs/interventions. A change in pereeptions towards childbirth and
labour pain appearced to lead to enhanced coping abilitics. Phase 2 findings showed a
significant decline in women’s choice of epidural and their actual use of epidural tor
labour. Most women in Phase 2, despite not meeting their childbirth expectations,
perceived their overall labour and birth experiences as positive. Women attributed
having posiuve childbirth experiences Lo their positive attiludes towards childbirth,

which were inlluenced by ARC contentL

Why did ARC influence childbirth experiences?

Lxpetiencing an Altered State ol Consciousness {ASC) as an inducible and health-
enhancing state, through relaxation exercises, along with understanding the physiology
and listening o posilive birth stories led 1o positive changes in women’s allitude lowards
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childbirth. Untering an ASC was the primary aim of relaxation practices during
pregnancy, labour, and birth. It was the recognition of this state tollowed by a change in
childbirth attitude that led to the intluence of ARC on childbirth experience. Figure 8.1

presents oullines of the ARC influence.

Whal & How
lonproved wceied welibeing
b risat L0 e fiefen o de
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Why
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TRHLALTTY

Figure 8.1 Outlines of the ARC influence

What contextual factors mitigated the influence of ARC during labour und birth?

Women’s ability to use relaxation techniques as an effective pain management method
depended on the birth space. To actively induce and remain in the ASC as a state
associated with reduced pain depended on the physical environment, interactions with

birth atlendants and the clinical piclure of the experience.
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8.2 Discussion of key findings and ¢xisting evidence

This scetion draws on all the data from this study. The qualitative daia identified the
"aspects of maternal psychological wellbeing and childbirth experience” that were
influenced by ARC. whilst the quantitative data tested the significance of such influence
over fime. An ingight on “how® and “why’ any influence may oceur, and “the contexiual
facrors’ that may mirtigate the influence of ARC during labour and birth, was provided

hy the qualitative accounts.

8.2.1 The influence of ARC on maternal psychological wellheing

Whet aspecis of maternal psychological wellbeing were influenced by ARC and how?

The study findings indicated contfidence towards childbirth was increased after
attending ARC, which was associated with a decline in childbirth related fears and

anxictics, and enhanced feelings of positivity.

i Childbirth self-efficacy
Participants commented the class changed how they viewed childbirth and the role they
could play in it. The meaning of childbirth changed trom something to be feared or
ignored to a process that one could actively engage with and intfluenee. In Phage 1,
women reported looking forward to and being excited about childbirth after attending
ARC. An increase in feelings of confidence was the hallmark of the qualitative

ACCOUNLS.

This finding was supported in Phase 2 as women showed a significant inerease m
childbirth self-efficacy expectancy scores between bascline and post-class, but not in
childbirth outcome expectancy. According to Bandura {2009), selt-efficacy expectancy

is a personal conviction about one's ability to successtully perform required behaviours
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in a given silualion, and oulcome expectancy is the beliel that a given behaviour will
lead to a given outcome. In the current studdy, women were already scoring highly on
outcome expectancy at baseline. This meant that they already had strong beliefs that
their coping behaviours during labour would produce desired ouleomes. Sinee they
were already scoring highly, the lack of change over time is not surprising. At baseline,
however, they were not. confident that they could perform these bhehaviours during
labour. Bandura {2009) argues that people can believe that a ecrtain behaviour will
produce a desired outcome (outcome expectancy), but if they think that they cannot
perform that behaviour (self- efficacy expectancy), high outcome expectancy may nat
influenee their behaviour. Attending ARC, however, led to an increase in women’s

beliefs about their ability o cope with childbirth.

Whilst existent qualitative research in the literature is consistent in suggesting the
positive inlluence of ARL! on women’s confidence in their own birthing abililies,
quantitative rescarch examining the effeel of ARE on childbirth self-cMicacy 15 lacking.
The two comparative studies that reported the etfect of ARE on self-efficacy {(Cankaya
& Simgek, 2021; Ishir et al., 2018) were both conducted in Turkey and used a similar
cducational intervention of 16 hours which ineluded theory of childbirth physiology and
relaxation techniques. Both studies found a significantly greater increase in childbirth
self-efficacy expectancy and outcome expectancy levels in intervention groups
compared with routine care. Whilst the inerease in self-efficacy expectaney levels in
these studies supports the findings of the eurrent study, their report of significant
improvement in outcome expectancy levels is in contrast with the present study

findings. The bascline outcoms expectaney mean seores in these studies were similar to

1> Antenatal Relaxation Ldueation: defined as the antenatal edueation that comprises visualisation’ guided
imagery and/ar hypnosis.
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those in the current study. [1 is plausible that the difference in length or conlent of the

education (16 hours versus 3 hours) has played a role in the differing results.

ii. Fear and Anxiety
The qualitative findings indicated that participants experienced a decline in ¢hildbirth
related fears and anxicties during and immediately after ARC because of increased
confidence in their own ability to cope with childbirth. A significant reduction in mean
scores of FOC, and state and tratt anxiety in Phase 2, occeurred following attendance at

ARC, which remained slable over time, until aller the birth.

The reducing influence of ARE on fear has been shown in previous qualitative rescarch
{Abbasi et al.. 2009; Finlayson et al., 2015; Levett et al,, 2016b; Tabib & Crowther,
2018; Tabib et al,, 2021), Comparative research measuring influence of ARE on FOC
{using W-DEQ) has also shown a greater reduction in FOC over time compared to
contral groups (Atis & Rathfisch, 2018; Biilez et al., 2018; Cankaya & Simsek, 2021;
Isbir et al, 2010), However, all these quantitative studies were carried out in Turkey.,
The only study in the context of the UK was an RCT conducied by Downe et al. {2015)
that compared the expected fear of labour {measured at bascline) with the actual levels
reported 2 weeks postnatal. The results demonstrated a significant reduction in fear
levels following ARE. However, a well-validated tool such as W-DEQ was not used to
measure FOC in this study. Evidence on the influence of ARE on FOC in the context of
weslern countries 1s lacking. Thus, findings ot the present study add new knowledge Lo

this under-investigated area 1n a UK context.

The reduced levels of state and trait anxiety at post-elass in the present study s
congruent with most findings of previous studies showing the ettectiveness of ARE in
reducing anxiety levels (Beevi ¢t al. 2016: Beewi et al., 2019; Sahour ¢t al., 2019;

Kantziari et al., 2017; Kordi et al., 2014; Jallo et al,, 2009). ITowever, Cyna et al.
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{2013), and Gedde-Dahl and Fors (2012) did not [ind any signilicant reduction in state
and trait anxiety atter hypneosis training in their RCTs. Cyna et al. (2013) had a 50%
attrition rate and Gedde-Dahl and Fors {2012) offered self-administering hypnosis via
CDes and a booklel, so the engagement of participants with the education, and the length

and type of delivery may impact the effectiveness of ARFE on reducing anxiety.

iil. Mental wellheing

Participants 1 this study reported feelings of positivity and wellness after the class.
This finding was tested by measuring levels of mental wellbeing in Phase 2, which
showed a significant improvement in post-class mean scores compared with baseline,
The improved Tevels were sustained over time, until after the Licth, Tt s plausible that
prevalent use of the relaxaton techniques along with highly positive perceptions of their
ettect, shown in both phases of the stidy, have played a role in the stability of these
findings over time, Women explained that the primary aim of relaxation practices was
to access an altered state of consciousness which was associated with a reduction in
anxicty and fear, together with a rise in the positive feclings and a sense of wellness.
The current study findings bring new insight to this area of research, which has
previously appeared to be more focused on assessing the influence of ARE on reducing

negative emotions such as anxiety.

iv. The processes involved in the influence on maternal psvchological wellheing

This seetion aims to explain ‘how’ the influenee on maternal psychological wellbeing
may have occurred from the participants’ perspectives. As shown in Figure 8.2, the

qualitative findings ot the current study suggested that it was the increase in confidence

204



that led Lo reduced lear/anxiety and thal the combinaton of enhanced confidence and

reduced fear/anxiety was associated with improved mental wellbeing.

[ncrease in
Confidence

Reduction Enhanced
i Fear & 3 Mental
Anxiety | Wellbeing

Figure 8.2. Relationship between confidence, fearsanxiety, and mental wellbeing

Such a relationship is supported by the literature that is not specifically concerned with
the influence of ARE (Beebe et al., 2007; Carlsson et al., 2015; Lowe, 2000,
Salomonsson el al.; 2013). A correlation belween women's sell-elficacy and positive
dimensions ol wellbeing during pregnancy is suggested, as those with higher seli-
efficacy will teel more in control and have a reduced stress response (Bandura, 1982

Bandura et al., 1977; Nicrop el al., 2008).

Gaining a more comprehensive understanding of this relationship may have significant
implications for future rescarch and practice. If childbirth self- efficacy is such a
prominent factor in maternal psychological wellbeing, as the findings of current study
suggest, the focus of tfuture practice and researeh should indeed be on promoting and
examining this positive psychological parameter. Currently, evidence on the influence
of ARE on self-efficacy is scant, particularly in western countries. The focus of existing
research in the field appears 1o be mostly on reducing negative emaotions such as

fear/anxiety and their symptoms. Such focus indeed stems from the prevailing
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pathogenesis paradigm ingrained in medical and health sciences. This paradigm seeks o

identify origins of disease and risk factors (Mittlemark et al., 2022).

As opposed Lo pathogenesis, salulogenesis focuses altention on the study of the origins
of and assets for health. Antonovsky {1979) introduced the salutogenesis paradigm as
the theory of health promotion. Adopting a salutogenesis orientation and focusing
attention on positive psychological coneeptions such ag self-efficacy and mental
wellbeing may inevitably lead to prevention and alleviation of high levels of negarive
emotions. As shown in Tmage 9.1 selt-efficacy and wellbeing are two of the positive

health conceptions covered by the salutogenesis umbrella (Eriksson & Lindstro'i,

2010).
Salutogenesis
Assets for health and well-being
Thriving  /Self-efficacy Empathy  Attachment <opiig Reasonableness
{Carver) (Bandura) (Eisenberg) (Bowlby) (Lazams) (Kapian)
Gratitude Hardiness Inner strgngth Humqu r ]",‘R‘:;:;;rg'f Control
iMeCullough {Kcbasa) Nyeren) {(Martiin) i
- : Empowerment Wellbein
{_st}irgnnelgnc;p timism (CRli}lfiE(qg 1l;:ll-"lt:l] (Fre]i)re)
. . 114
Learned hopefulness  Socisl capital ﬁ;;mg?f ¢ Posttraumatic personal gronth
{Zimmerman) (Putriam) (Tedeschi)
g .
S Learned resourcefulness 'Qualley of Life ?;Iglntﬁ)mcaning Ecological sveteln theort
é {Rosenbaizm) (Lindstrdm) 3 (Bronfenbrenner) .
= Sense of Cobherence Connectedness Flourishing I Y
8 {Antonovsky) {Blum) (Keyas) %ﬁ}‘;ﬂ?}l“plmarm
é Social and emotional intelligence Flow Self 4
& {Goleman) Action competence Halvi eif- transcendence
{Bnian Jensen) (Csikszenunibalyi) {Haugan)

Image 8.1 Selt-efticacy and Wellbeing covered under salutogenesis umbrella

Captivn {Reproduced with peimission [rom Folkhiilsan Research Cenler, Lindstrdm and Eriksson, 20100; Erikssun
2014). Available via license: CC BY-NC-ND 1.4
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Why did ARC infliuence maternal psychological wellbeing?

This study found a change in women’s cmotions towards childbirth was attributed to
‘understanding of the childbirth physiology, “hearing positive birth stories’, and the
‘relavation techniques and practices ' in ¢lass that together provided knowledge and

cxperiential evidence.

Learning and understanding the theory of childbirth physiology was educational tor
women and its delivery by midwives made it credible. Further, this theory resonated
with their innate knowledge; it made sense. This supports existing research findings that
onca women understand the ¢hildbirth process and physiology, iL can have a reducing
elTect on their lear and anxiety (Abbasi el al., 2009; Finlayson eLal., 2015; Tabib et al.,
2021), and an enabling ettect on implementation of the learned skills {Levett et al.,

2016b).

The positive birth stories shared in ARC provided evidence and hope of the possibility
of having a positive experience. Generally, vicarious experiences are suggested to be
influential in reducing feat in pregnant women {Stoll & Hall, 2013) and have the
potential to change their beliefs (Davis-Floyd, 1992). When information about one’s
own performance is minimal (e g.. in nulliparous women), the personal efticacy is
measured against the performance of others and if the shared birth expericnee is
positve, a sinilar experience 1s likely to be sought {Livo & Ruitz, 1986). [lowever,

there is a paucity of evidence on the influence of birth stories in the context of ARFE.

Dircet experience of relaxation practices in ARC, provided experiential evidenee for the
discussed theory as participants experienced the ability to induce a focused and altered

state of consciousness {ASC). This ASC was marked by reduced mind activity and
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relaxation in the body, coupled with alleviated worries and an enhanced sense of
confidence and wellbeing. This state was considered as an inner resource, This state has
been noted implicitly in previous research, for example, Finlayson et al. (2015) reported
how practice of sell-hypnosis enabled women Lo generate a “hypnotic slate” that became
hoth a source of strength and a place of refuge to manage feelings of anxiety.
Nevertheless, the ontological meaning of such experience seems to remain unexplored.
In the current study, participants suggested that accessing this state {to various extents)
was indeed the primary aim of relaxarion practices that resulted in a range of health
henefits throughout pregnancy, labour, and birth. The concept of ASC will be discussed

later in this chapter.

8.2.2 The influence of ARC on childbirth experience

What aspects of childbirth experience were influenced by ARC and how?

Following attending ARC, and in line with the reported improved psychological
wellbeing, women reported a change of attitudes towards childbirth. They described
their learning of ARC as more than the techniques; 1l was aboul a more positive way of
“heing” and looking at things . This change of outlook resulied in “laoking forward to’
and “being excited about’ childbirth and motivated women’s self-care hehaviour
throughout pregnaney and childbicth, influenced the childbirth choices they made and
their overall labour and birth experiences. Figure 9.3 shows how ARC influenced

childbirth experiences through changing childbirth attitudes.
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Figure 8.3 lifluence of ARC on childbirth experiences

i. Self-care behaviour

I both phases of the study, women reported wide and creative use ot relaxation
techniques as a self-carc behaviour during pregnancy for a range of stress-related
purposes. This is significant, considering the adverse effects of antenatal maternal stress
on the mental and physical health of the mother and the unborn infant {Kenny ¢t al.,
2014). This self-care behaviour continued to be the case in labour too. Most women, in
Phases 1 and 2, whose labour started spontaneously felt confident to spend a
considerable amount of Lime aL home and apply the learned relaxation iechniques until
their labour was well established'®. The majority of these women arrived at the hospital
in active labour, with some being admitted in second stage of labour. According to

qualitative accounts, this led 1o positive [eelings ol achievement, pride, and satislaclion

5 NICL guidelines detine established labour as expericncing regufar paiagisd contractions and
progressive cervical dilaiation fiom 4 e’ {NICE, 20170,
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wilh one’s own perlormance. Posilive childbirih experiences are reporied o be
significantly correlated with post-partum mental health (Havizari et al., 2021). This may
partially explain the elevated levels of postnatal mental wellbeing in the study

parlicipants in Phase 2.

The influence of ARE on delaying admission has not been explored in previous
rescarch. The only evidence on this variable relates to a previously reported serviee
cvaluadon of ARC (Tabib & Crowther, 2018) and a more recent audit of birth outcomes
tor 93 ARC participants via NHS computerised documentations (Stevenson & Tabib,
2020), which reported similar findings to those of the current study. The audit
demonstrated 74% of those with spontancous onset of labour were admitted sought
hospitalisation when having a cervical dilatation of 4 cm or over, This tinding may have
significant implications for both women and maternicy serviees. Indeed, previous
rescarch shows delaying admission in medically low-risk, term women until active
labour is associated with a considerable reduction in obstetric interventions such as
augmentation, epidural use, instrumental Dirth, cassarean section, and maternal deaths
{Chuma et al., 2019; Rota et al., 2018&; Tilden et al., 2015) as well as cost savings of

$694 million annually in the United States {Tilden et al,, 2015),

All women who had cxperienced labour in both phases of the study, whether their
labour was induced or started spontaneously, reported using relaxation techniques for
managing labour pain. This coneept will be discussed further when examining women’s

choices regarding epidural use.

The swudy lindings indicated thal women used relaxation techniques nol only for labour

pain but also when undergoing stress provoking medical procedures and interventions.
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Lvidence suggests women undergoing complicaied or operative childbirih are olten at
greater risk of having negative childbirth experiences (Karlstrom et al, 2011,
Waldenstrom et al., 2004). However, the intluence of ARE on experiences of these
women remains unexplored in the literatare. The findings of the eurrent study indicate
that utilising relaxation practices in complicated childbirth may protect women from
negative emaotions and experiences otten associated with medical interventions. This

finding may have significant care management implications for these women.

i. Childbirth choices
A change of attindes towards childbirth and one’s own role in i, influcheed the
childbirth choices women made. For example, in Phase 1 women who had chosen a
homebirth, expressed that thewr choice was influenced by the class. In Phase 2, the
number of women opting for homebirth doubled post-class compared with bascline.
This 18 interesting, as choices on place of birth are not discussed during ARC. Women
stated understanding childbirth as a natural process and as an innate ability contributed
to their choices, This highlights how inclusion of the theory of ¢hildbirth physiology in
antenatal cducation may enhance women’s confidence in their birthing abilitics and

inform their choices,

Anvother choice influenced by attending ARC was use of epidural anacsthesia for labour.
Phase 2 findings indicated a significant decling in intended use of epidural for labour
atter class as well as a significant drop in actual use ot it during labour compared with
the intended use at baseline. Whilst evidence suggests FOC is associated with an
increase in women’s choice of epidural during labour (Sitras et al., 2017). self- efficacy
beliels have been [ound lo reduce perceplions of labour pain (Larsen et al., 2001,

Stockman & Alimaier, 2001) and likelihood ol using epidural analgesia (Carlsson et al,
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2015). Hence, il is concelvable thal positive changes in sell-ellicacy expeclancy and
FOC, may have influenced women’s perceptions ot labour pain and their choice of

epidural use. Further research is required in this area.

The significance of this finding is that the use of epidural in labour may have an impact
on both childbirth outcomes and experiences. Women who do not receive an epidural
usually have shorter labour and a greater chanee for a physiological birth {Zondag et al.,
2016). On the other hand, prolonged labour, augmentation of labour and instrumental
hirths often associated with epidurals are all identified as factors related to negative
childbirth experiences (ITosseini Tabaghdehi et al., 2020). Thercfore, avoiding epidural
usc in labour could potendally have a positive influcnee on women'’s childbirth
experiences, Phase 1 findings suggested the ability to cope with labour pain and avoid
the usc of pharmaceutical pain relicf was linked to feclings of achievement and
satisfaction with one’s own performance, even for those who eventually had epidural or
underwent operative births, This is consistent with the literature that suggests the
confidence women gain from coping with labour pain 15 associated with a positive

childbirth experience (MeCrea ct al., 2000).

iii. Overall labowr and hivth experiences
Participants identificd the positive changes in their attitudes and outlook towards
childbirth as an influential factor on how they perceived their overall childbirth
experience. Wijma et al. (1998) suggest a woman’s childbirth self-efticacy and
expectations are very relevant to how she will experience and behave when facing the
challenges of childbirth. In Phase 1, all women expressed having an overall positive
childbirih experience. Similarly, in Phase 2 mosi women perceived their overall labour
and birth experience as “positive’ or “very positive’, With a minorily reporling a
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‘negative’ experience, and none reporling 1L as a “very negative” experience. The
percentage of women reporting a negative childbirth experience in the literature varies
from 7% to 33.3% (Chabbert et al., 2021). As such, the reported rate of 9.5% in the

curtent study seems o be at the lower end of this specirum.

However, it is important to interpret these findings in the context of participants’
childbirth expeetations and outcomes. The high rate of medical interventions among
women who participated in Phase 2 meant most women did not mect their childbirth
expectations and underwent unexpected medical interventions. Unexpected medical
interventions and diserepancies between women's childbirth expectations and what they
actually experience play a profound role in the oceurrence of negative birth expericnecs
{(Fontein-Kuipers et al., 2018; Henriksen ¢t al., 2017; Hosseinn Tabaghdehi et al., 2020,
Koster ot al,, 2020). Given that most women 1n the eurrent study did not meet their
cxpectations, a high rate of negative childbirth experiences was expected. Women who
had experienced unexpected medical interventions attributed ther positive ¢hildbirth
experiences to their positive outlook and “choosing’ to have a positive experience even
when facing adversities. They described their learning of ARC as more than the

techniques; 1t was about a more positive way of “heing’ and “looking at things ',

Previous rescarch supports women'’s high satistaction with their birth experience
following attending antenatal hypnosis training {Abbasi et al., 2009; Werner et al.,
2013D), however, little is known about “wAy’ this may be the case. Finlayson et al.
{2015) sugzests that it is likely that reduced anxiety and increased confidence about
labour and birth will lead to a more satisfying birth experience. The present study’s
(indings suggest that positive psychological changes compounded with acquiting a

posiuve outlook loward childbirth may explain this phenomenon.
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In addition, previous research in the field appears to be more tocused on experiences of
women who had spontancous vaginal birth. The evidence on experiences ot those who
da nol meel their expectations 18 scant in the hiterature. [Lis imperative Lo explore
experiences of these women, even more 30 in view of the increasing rate of operative
hirths internationally. As such, the findings of the current research have contributed to

addressing this gap in the current knowledge.

Why did ARC influence childbirih experiences?

Women suggested understanding the physiological processes of ¢hildbirth and
relaxation, along with experiencing an altered state of consciousness (ASC), through
relaxanon exereises motivated wide practiee of the learned techniques. Accessing this
ASC as an inducible health-enhancing state was perceived to influence childbirth
experiences by contributing to a range of health benefits throughout pregnangy and
childbirth. A high rate of using relaxation techniques during pregnancy and childbirth
was shown and the influence was regarded as positive by women. Women stated that
stepping into an ASC was the ultimate aim of practicing the techniques. This state was
considered a respite that they could enter whenever needed whether it was for dealing
with insomnia in pregmancy, coping with labour pain or obstetric interventions. This
slate was described by women as a deep sense of calmness associated with reduced
mind activity and a sense of physical relaxation, a state which & not naturally
experienced during routine daily life. Women’s description of this ASC resonates with
that of the Relaxation Response, ihe biological polar opposile ol the Swress Response,
delined as ‘an inducible, physinlogic state of quietude’ (Benson & Klipper, 1973,

pxvii}. Relaxation exercises are perceived to stitnulate the Relaxation Response {Benson
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& Proctor, 2011; Dusek et al., 2008) marked with dominance of the parasympathetic
nervous system {Manocha, 2000), release of oxytocin in the brain (Tto et al., 2019), and
a decrease in arterial blood lactate, a substance associated with anxiety (Dusek et al.
2008). Therelore, activation of the Relaxation Response can have health-enhancing
effects and ease a range of stress related ailments. Women in the present study
commented they had used the techniques for a range ot physical and psychological

allments during pregnancey including back pain, insomnia, and panic attacks.

All women, in both phases of the study, who had experienced labour, reported using
relaxation techniques during labour. Similar to practice during pregnancey, cntering an
ASC, referred o as “the zone " was deseribed to be the aim of praetice in labour.
Expertencing this ASC during labour was viewed as a state where the mind handed
conirol to the body, and was associated with feclings of control, calmness, and reduced
pain. In the literature, it has been reported that during physiological and undisturbed
childbirth women may naturally experience entering an ASC, a psycho-physical state ot
tocus {Dahan, 2021) with its characteristics being heightened senses and change in the
perecptions of time and space {Dixon ct al., 2014; Olza ct al., 2018§; Stenglin & Fourcur,
2013), This ASC is proposed to be associated with physiological ¢changes including
peaks in endogenous oxytocin {Uvnas Moberg et al., 2019) which increases feelings of
calmness (Dahan, 2020), activates the parasympathetic system {Davis, 2017), decreascs
fear and stress levels, and induces pain relief (Uvnids Moberg, 2014). Olza et al. {2020)
suggest this ASC experienced during physiological childbirth may well be the hallmark
of birth in humans, enhancing physiological and psychological experiences of
childbirth.

Inieresungly, the description of a naturally occurring ASC provided by the

conlempaorary childbirth literalure appears Lo be identical Lo that of Relaxalion Response
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as suggested by Benson and Klipper (1975) and similar Lo the descriplion of *the zone’
provided by the study participants. Women stated they used the relaxation techniques in

order to get into Yhe zone” during labour and/or birth.

This raises a question that may have significant implications for future practice and

rescarch:

“Could women learn to actively induce an ASC, simifar to the ASC experienced during

an undisiurbed and physiological childbirth, resardiess of their mode of birth?”

This question appears to remain an unresearched area in the literature. Findings of the
curtent study indicate allending ARC may have provided women with the knowledge
and skills required to deliberately induce an ASC, even in absence of physiological
childbirth. When undergoing medical procedures and interventions, women used
relaxation Lechniques. Women described taking themselves into *tle zone " during a
planned caesarean section or in the midst of an obstetric emergency, managing to induce
a deep state of calmness, an emotional respite in the high-tech environment of the
aoperaling theatre. The neurobilological processes of an ASC during childbirth are known
to be responsible for oransformative psychological experiences of childbirth and a
positive transition to motherhood (Davis, 2017, Hoekzema et al., 2017). Hence, it is
plausible to assume that inducing an ASC particularly during unexpected medical
interventions may profect women against negative childbirth experiences often

assoctated with these interventions.
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8.2.3 The contextual factors mitigating the influence of ARC during labour and

birth

Although the findings indicated a decline in intended and actual use of epidural for
labour atter attending ARC, data suggested that women’s ability to use relaxation
technigues as an offective pain management method, depended on the birth space. To
actively induce and remain in the ASC, as a state associated with reduced pain,
depended on the physical environment, interactions with birth attendants and the

clhinical piclure of the experience.

Particularly in clinical scttings, midwives® influence on the physical surroundings, and
their interactions with the woman had the potential to either facilitate or interrupt the
women’s ability to enter and remain in an ASC, Tnformation on the significance of an
ASC m childbirth or the practices that could promote this state currently is not ineluded
in mainstream midwifery education. Whilst having mors knowledge ot such practices
can increase practitioners” confidence in supporting women using the relevant
techniques, over half of birth practitioners report having minimal or no knowledge of

such practices (MeAllister ot al., 2017).

Further, Phase 1 findings indicated the significance of birth partners” role in protecting
the relaxation space during childbirth, and thar attending ARC had positively influenced
pattners’ eonfidence in playing this role. Thig is in line with previous smdics suggesting
that partners” participation in antenatal education affects their imvolvement during

labour {Ferguson et al, 2013).

Moreover, lhe medical procedures/interventlions experienced by women such as
induction of labour were identified as other space interrupters. influencing their ability

to remain in ‘fhe zone’. It was demonstrated that induction of labour was signiticantly
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associated with an increase in using epidural during labour compared with spontaneous

onset of labour.

The concept of *birth space’ may be the missing picee in the previous rescarch
concerned with the effect of ARE on reducing epidural rate and obstetric interventions.,
It is plausible that overlooking the impact of *hirth space’ in the previous research has
played a role in the heterogencous findings. It appears when the hypnosis instructor was
present during labour (Mehl-Madrona, 2004; VandeVusse et al., 2007), or the birth
partner was wained 1o provide support with use of the techniques (Levell el al., 2016a),
ARE led to a significant decline in epidural use and medical interventions. It is plausible
that these birth auendants were able 10 protect the “birth space’ Irom interruplions,
which was not the case in swdies imited 1o antenatal elasses with no planned support

during labour {Cyna et al., 2013; Downe et al., 2015; Werner et al., 2013a).

Use of epidural has been the toeus and primary outcome measure of the large RCTs
the tield {Cyna et al,, 2013; Downe et al,, 2013; Werner et al., 2013a). However,
cvidence on the influence of ARE on women’s intended use of epidural 18 lacking.
Measuring the epidural rate as a binary {yes/mo) variable does not show the difference
between choosing and receiving the epidural tfor pain management during lTabour or
requiring it for an operative hirth. This reductionist approach does not allow the
exploration of women’s choices of epidural, their coping abilities with or their
experiences of labour pain. Research should examine whal 18 important for women Lo
increase the probability of a positive experience. The current study findings suggest the
stage of labour, and the reason an epidural is administered, does matter to women and
infTuences how they rellect on their experience. Women who avoided epidural for a part

or all of iheir Tabour, despile receiving one eventually, expressed saiislaction and pride



wilh their own performance which could positively intluence their post-partum mental

wellbeing.

8.2.4 Mapping the study findings against the theoretical framework

Figure 8.4 provides a visual presentation of mapping the study findings against the
theoretical framework (presented in the Literature Review Chapter). As shown in figure
9.4, atdending ARC by equipping women with the skills to evoke the Relaxation
Response, positively influenced maternal emotions during pregnancy, increased
women’s coping abilities. Phase 2 (indings also conlirmed a significant decline in
intended and aciual use ol epidural in labour. However, this reduction in use of epidural
during labour did not translate in a reduction in overall rate ot epidural use for both
labour and birth. Most women participants in Phase 2 underwent operative births and
required the epidural or spinal anaesthesia lor birth. Therelore, women’s coping abilities
with labour pain is not the only determining factor in epidural use, and the intrapartum
clinical decisions {as a part of birth space) play a major role on the overall epidural rate
and other ¢linical outcomes. This seems lo be a major conlounding faclor that was

perhaps neglected in previous research.
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Figure 8.4 Mapping the study findings against the theoretical framework

In addition, the study findings suggest alternative mechanisms for the influence of ARC
on childbirth experience and postparium psychological wellbeing {other than what 13
suggested by theoretical litcrature). Women reported developing a posilive outlook in
pregnancy, and perceiving their own performance during labour as positive, led to
positve emotions after birth (for some, irespective of their mode of birth or use of
cpidural). This was also reflected in improved levels of FOC, state and trait anxiety and

mental wellbeing postnatally, compared with pre-class levels.

8.2.5 Summary of Discussion

This discussion has examined the study’s findings in relation to the contextual literature.
The discussion has shown how the current research by exploring, identilying, and then
examining the psychological parameters and aspects ol childbirth experience (hat were
important to women, brings new insight in the area. It has also shown how asking new
questions on “ow” and “wiy’ any inlluence may occur or “what contextual factors’ may
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mitigate the inlluence during labour and bitth, has provided a more comprehensive
understanding of the topic area. This is the first exploratory mixed method study in the
tield. which means the hypotheses and questions were grounded in the qualitative
cvidence, nol theoretical literature, or the rescarcher’s interest. It was this approach that
enabled the emergence of novel insights such as identifying selt-efficacy as the core
conception in maternal psychological wellbeing. This is important in setting the
direetion for future researeh and practice in the arca. Furthermore, developing an
underztanding of the notion of an ASC was the result of the exploratory approach.
Contextualising this finding in the existing literature led to further understanding the
psycho-physiological characteristies of an ASC ag a health generating state. A state that
could be self-induced w engender feclings of emotional safety and protect women from
negative emotions and experiences. Adding such understanding into the debate may
confribute to a shift in paradigm from the current prevailing technoceratic childbirth to a
salutegenie one that recognises, promotes, and protects an ASC as a health enhaneing

state during childbirth continuum,

8.3 Strengths and limitations

8.3.1 Strengths

Previous mixed method studies in the field have taken an explanatory approach,
meaning that the measurements for the imitial quantitative parts were chosen by the
rescarchers and interviews followed to explain the quantitative findings. This innovarive
study has approached this topic trom a new direction. The psychological parameters and
the aspects of childbirth that were examined quantitatively were the ones that mattered
to participants and were identified by them, not by the rescarcher. To inerease the
probability of positive experiences, research should examine what is important for
participants., No other studies were 1dentitied by the researcher, that had explored the

topic in this way, meaning that the findings are unique. Further, using a mixed methods
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approach added Lo the validity ol lindings as il allowed testing the signilicance ol the

qualitative findings in a larger sample.

The study 18 unigque in exploring “how” and “why” ARE may influenee prychological
wellbeing and childbirth experience. Tt is also unique in trying to identify the contextual
tfactors that may mitigate the intluence of ARE during labour and birth. Tn the
qualitative phase, these questions were actively pursued to elarify the processes through
which any influenee may take place, the phenomena that may resule in any influence
and the factors altering the influence. Previous qualitative studies n the field seem to
have negleeted these important questions. This approach to the current study allowed
the emergence of a fuller and more in-depth understanding of the phenomena in

question and the processes involved.

The rescarch seems o be the first study assessing the influence of ARE on mental
wellbeing (via WEMWBS), as no other studies were identified by the researcher
teporting this. Tt s also the first study in the UK to examine the influence ot ARE on

fear of childbirth (using W-DEQ) and self-efficacy.

The study i1s unique in providing rich data on a wide range of childbirth expernences
including that of women undergoing childbirth complications and operative births. No
other studies were identified by the researcher that had provided insight into the
influence of ARE on childbirth experiences of these women. This new ingight also
enhances our understanding of how women’s learning from ARE could be materialised

in the realities of contemporary maternity services and practices.

Participants in this study were diverse in terms of age, ¢thnicity, educational

attatnments, parity, employment, and marital status, which increased the study’s
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external validity {Rambaree, 2007). In addition, the high relention rale in the
quantitative phase allowed drawing valid conclusions. Retention of study participants is
vital to ensure the power and internal validity ot longitudinal research and a high
atlrition rate can introducce substaniial biases o statistical inferences (Abshire ¢t al.,

2017).

Birth partners are under-represented in previous rescarch in the field, particularly in the
context of the UK NHS maternity services. Only one Australian study was tfound that
had conducied interviews with birth partners {Levelte et al., 2016b) 1o examine the
influence of education on childbirth experience. Theretore, the study is the first in the
UK 1o dirgelly interview birth partners of women atlending ARL and explore their
views on the lopic. The swdy 1s also unique it demonsirating the influence of an online
ARE. A paucity of evidence on the influence of online antenatal relaxation education in

the literature is evidenl.

Finally, the study is the first one in the field that investigates the influence of a single
antenatal relaxation class. Delivering the education as a single session as opposed to
multiple sessions prevents adrition and may lacililate delivery of the educaiion as
intended. Previous studies have included multiple sessions or more extensive
programmes that may impact teasibility of the service delivery in the national health
systems including NITS matemnicy serviees. The high-fidelicy level and low cost of
ARC, along with it delivery by midwives may facilitate replicabilicy of it in other

settings for the future research.
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8.3.2 Limitations

Evidence generaled by the study due o ils observational design can only establish
correlation between attending ARC and the reported changes, and not causality (Barria,
2018). To examine causal relationships well-designed RCTs are needed to compare the

changes over time between the intervention and control groups.

There are a number of tactors limiting the generalisability of the findings. Firstly, 1t 1s
pussible that the findings may be subject to volunteer bias, given that participants
volunteered o participate in the study. A response rate ol 26.5% in Phase | and 40.3%
in Phase 2 indicaies that only the views of a [raction ol ARC pariicipants are rellecled in
this study and the perspectives of those who did not take part in the study may have
been different. Particularly, in Phase | less than half of the women who had volunteered
Lo pariicipale in the inlerviews responded Lo posi-birth tex1 reminders. It 15 plausible o
assume women who responded and took part in the interviews have been those who had
henefitted more from ARC. Secondly, the study was carried out in one area of Scotland.
which may not be representative of Scotland or the UK. This may limit the

transferability and generalisability of the findings to other arcas.

There is a potential that some of the positive findings of the study have been influenced
by Hawthorne effect. Hawthorne effect refers to study participants” alteration of

behaviour due Lo awareness of being studied (Chiesa & Hobbs, 2008).

Ax a consequence of the COVID-19 pandemie, the method of delivery of the class
changed [rom lace Lo face 11 Phase 1 1o online classes in Phase 2. Despiie the conteni ol
the class remaining the same, this unavoidable change in delivery method may have
influenced the fidelity of the class and therefore the internal validity of the study

{Siedlecki, 2018).
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The measures used in phase 2 were all sell-reported and therefore subjective and more
open to bias compared with the measures reported via clinical observations or ¢linical
notes. However, Haettel and Howard (2010) argue that self-report measures are not
inherently inferior o more objeelive measures and that the validily of a measure

depends on how well it does its job.

8.4 Conclusion

This exploratory study has made a unique contribution to the field by addressing the
gaps in the existing knowledge. The siudy identified ‘e aspects of psychological
wellbeing and childbirih experience’ thal were mtluenced by allending ARC, Irom
participants” perspectives. It also provided novel insights into *how” and *why” such
influence oceurred and identified the ‘contexmal factors’ that may mitigate the
influence during labour and birth. In addition, the swdy expanded our undersianding by
examining the generalisability of the findings as well as their signiticance over time.
The main tindings are that attending a single and low-cost antenatal relaxation class in
the context of the UK NHS maternily services 18 associated with inereased maternal
self-efficacy expectancy, reduced fear of childbirth and state and trait anxiety, as well as
improved mental wellbeing. These changes were shown to be signiticant and lasted over
time, until after the birth. The findings indieated a positive change in attitudes towards
childbirth cccmred after attendance at ARC, which motivated wide use of relaxation
techniques as a self-care behaviour, and positively influenced women’s childbirth
choices and cxpericness. One of the childbirth choiecs that was influenced by attending
ARC was women’s intended and actual use of epidural for labour. The rate of intended
and actual epidural use for labour was significantly reduced after the ¢lass. The study
findings, however, suggest that women’s ability to use relaxation techniygues, as an
cffective pain management method during labour, may depend on the “birth space’

which encompasses the physical environment, interactions with birth attendants and the
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clinieal piclure ol the experience. This linding makes a unique contribution lo the
existing literature and indicates that future research in the field should be designed in
view of the mitigating effect of the “birth space’. This tinding suggests that to combat
the increasing rate of the unneeessary obslelrie interventions, more complex educational
interventions that include childbirth practitioners and address the prevailing technogratic
childbirth practices are needed. Integrating education tor birth practitioners on
neurohormonal and psychophysiological processes of childbirth as understood by the
contemporary literature, along with practical skills to positively influence these
processes, may enhance their ability to provide a birth space that facilitates and protects
an altered state of consciousness as the hallmark of childbirth. This approach may
indeed coniribute to a model of childbirth care that is based on salutogenic and health

Promotion perspectives,

8.5 Recommendations
£.5.1 Recommendations for practice and education
i.  The implementation of education comprising theory of ¢hildbirth physiology
and relaxatlion pracliees into rouline antenaltal education or the midwives’
discussion with exXpectant parents should be considered. This education is
associated with improved maternal psychological wellbeing and experiences of

pregnancey and childbirth.

i, The engagement of birth partners in Antenatal Relaxation Education should be
actively encouraged as they may have a crucial role in supporting women in the
use of the learned teehniques. The education may also have a positive influenee
on the Lirth partners” experience of ¢childbirth and the role they can play in it, as

well as their role as new parents.
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iii.  Providing education on physiology ol relaxation, relaxation lechniques and the
importance of the birth space for birth practitioners is recommended as it may
enhance their skills at supporting women to enter and remain in an altered state
of conscrousness during childbitth, even in medicalised environment of
obstetric-led unit and operating theatre. This may have a signiticant influence on

the quality of childbirth experiences and perinatal mental health.

iv.  The implementation of education on physiology of stress and relaxation in
relation to childbirth, relaxation technigues and the importance of the birth space

in undergraduate curricula of birth practitionets should be considered.

v.  To facilitate the use of relaxation techniques as an effective pain management
method during labour, reduce epidural rate and the subsequent medical
interventions, a collective approach by the maternity services 18 required. A
maternity service that recognises the significance of an altered state of
consciousness in childbirth as a health promoting state will promote this state
through education, will protect it during childbirth by ereating a birth space and
employing practices that are conducive to experiencing this state, This approach

may promote maternal psychological wellbeing and childbirth experiences.

8.5.2 Recommendactions for research
1. Future rescarch on the topic arca should focus on more salutogenic approaches,
measuring not only negatve cmotions such as fear, anxiety, and stress but also
the positive psychelogical concepts including selt-efficacy and mental
wellbeing, The tocus of future health promoting educational interventions

should indeed be on enhaneing the positive psychological outeomes, as a
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iL.

1ii.

1v.

V.

reduction in negative emolions will be an ineviiable consequence of such

change.

Large, multicenire and well-designed RCTs in the field are needed o examine
causal relationship between ARFE and changes in maternal psychological
wellbeing and childbirth experiences. The present study due to its
methodologieal limitations could only establish association berween these

variables.

Considetring magnitude and health consequences of FOC and anxiety among
childbearing women, condueting further rescarch that investigates the influcncee

of ARE on women with high levels of FOC and anxiety is recommended.

The long-term impact of ARE on mental health of the mother and child remains
an unexplored arga, Comparative research i the field 1s needed to examing
whether attending ARE has this impact. The findings of such research may have
significant resource and financial implications for health and social services.

Considering benetit-cost analysis in such research is recommended.

In view of the increasing rate of unnecessary obstetric interventions
internationally, further well-designed RCTs with complex interventions that
include ARE along with education on relaxation techniques and physiology tor
maternity teams are needed to examine the efficacy of these more complex
interventions on the rate of epidural use and medical interventions. The
educational interventlion 1 the previous large-size RCTs ineluded three houts of

hypnosis traiming. [l seems the signilicant impact of birth space on women’s
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vi.

abilily 1o apply the techniques as an effeclive pain management method have

heen neglected in these RCTs.

Investigating lthe relationships between the seleeled oulcome measures n the
ARE- related research may expand our understanding of the processes involved
and result in the design ot more sophisticated educational interventions. The
current study could have further examined the statistieal relationships beowee
different outcome measures in Phase 2, for example relationship between fear
and intention to use epidural. However, as such investigations would have not
direetly addressed the present researceh aim, the deeision was made in
collaboration with the supervisory team to examine and present these

relationships as a separate study 1n the future,

8.5.3 Recommendations for policy

Investment in ARE as a preventative and health-promoting educational
programme for all women has potential to be cost saving and thercfore 1s
recommanded. Improvement of perinatal mental health may have significant
short and Tong-term cost savings for health and social services. [n addition, this
cducational programme hy cquipping cxpectant parents with self-care skills may
reduce health services utilisation during pregnancy, labour and birth and
contribuie o efficient healih care delivery, especially in the context of the

current financial pressures on health services.

Recommendations on inelusion ol ARL in routine antenalal education and birlh
practitioners’ continuous prolessional development and undergraduate

programmes should be considered. National and international guidelines
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recommend thal support should be provided for women who choose 10 use
relaxation techniques during childbirth (NICE, 2017, WHO, 2018), However,
there is a lack of recommendations on when and where women should learn
these Lechnigues or how practilioners should acquire the essential skills for

suppotting women with the use of these technigques.
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Chapter 9 Reflection



This chaptler presents the researcher’s refleclion on the research process. The inlluence
of the researchers on the research process especially in qualitative research is widely
accepted. To enhance rigour, researchers should be reflexive about how their data are
collecled, interpreted and the part they play in this (Berger, 2015; Richards, 2020).
Chapters | and 4 included sections relevant to the researcher’s reflexivity. The
following personal account will complement those sections by explaining the impact the
rescarcher may have had on the rescarch process and outcomes as well as the impact of

the rescarch on the rescarcher. This personal account will be written in the firse person.

9.1 My impact on the research process

I think ‘bracketing ont” my personal feelings or previous experiences on the research
topic was not possible, nor was it beneficial. T believe when the researcher is also an
expertenced praclitioner in Lhe research area s'he 1s more likely 10 ask the right
questions that would address the blind spots of the existing knowledge. My previous
prolonged engagement with the research topic helped me to ask questions that prompted
mote -deplh responses o whal had been under-investigated in previous reseatch.
However, the previous assumptions {even though they might be based on experience)
may also become a source of bias it they remain unexamined. Tn this case, the
rescarcher may unconsciously seck the findings that s/he is expeeting to find racher than
scarching for new knowledge. Therefore, to minimise the researcher’s bias, it was
cruecial to ensure T was aware of my preconceived ideas at the onset and throughout the
study. A range of strategics wore employed from “being interviewed by my supervisors
at start of the study” to “working closely with my supervisors’ and “keeping a reflective

diary” in order to increase my awareness of tnstances of bias.

Keeping a reflective diary was a uscful tool for reflection on my thoughits, assumptions,

and actions as well as the rationale behind them throughout the research process. T
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slarled the diary by oullining my motive for underiaking the research and my

preunderstanding of the topic, as summarised here.

[ embarked on this rescarch study because [ realised the importance of women’s
emotional states during pregnancy and childbirth. Tn my midwitery practice when
providing intrapartum care. [ had witnessed many women entering their labour in an
utter state of fear or despair and that how these emaotions unfolded in their childbitth
cxperiences and outcomes. Later, my involvement in antenatal education opened my
eyes further on the reality that there was a paucity ot services focused on mental and
cmotional preparation of women for childbirth. T realised the foeus of routine NIIS
childbirth preparation classes was o provide informartion, and not so much cquipping
women with practical skills and selt-help tools. Engagement in the development of
ARC based on the participants” ongoing feedback meant being exposed o an
overwhelming volume of ancedotal evidenee narrated by childbearing women, their
Lirth partners and practitioners providing care for them, This anecdotal evidence ignited
my interest to understand the influence of such education in more detail through the
systematic processes of rescarch. [ fele this was the right thing to do as it could
contribute to the development of tuture evidence-based services aimed at promoting
perinatal mental wellbeing. At the outset ot the study, I summarised my knowledge ot
the topic as follows:

o We know that many women experience emotional siress towards childbirth.

o We know that there is a paucity of services aimed at redueing this emotional

stress.
o We know that women who have provided feedback following attending ARC
seem Lo rellect on the class and their following childbirth experience posilively

(this was understood through service evaluation).
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Bul the scale of the influence remains unknown, it s not clear what emolions or aspecta
of childbirth experience are influenced by engagement in the class, or what ¢lements of
the ¢lass contribute to its influence. We do not know whether the stated influence is
limited o those wheo respond Lo the evalualion forms sent postnatally. As stated before,
particularly due to my engagement with the service, it was impottant to be self-aware of
the pre-assumptions. For example, it was recorded in retlective diary that I had assumed
that learning relaxation techniques would influenee childbirth experience and post-
partum mental wellbeing mainly through redueing the need for epidural and the
resultant obstetric interventions. T had little idea about how the ¢lass may contribute to
the experiences of those who did not experienee labour. That was why one of the
inclusion criteria for women in Phase 1, was “to be on green (midwife-led) pathway and
planning for a spontancous vaginal birth’, However, those who underweint childbirth
interventions such as induction of labour or planned caesarcan sections after recruitment
in the study were not exeluded. Gaining insight into the experience of these women was
an unexpected tinding and one which shows how the project and tindings were
developed from the research questions and the data, rather than from my own

preconceived ideas.

While it was important not to let my pre-understandings determine the direction that the
rescarch took, sometimes it was refleetion on my previous understanding of the topic
area that led to the richness of the study data. For instance, I knew there was a paucity
of knowledge in qualitative research on what is experienced by women during
relaxation practices. During the interviews, women tended to point out to this
experience implicitly and briefly as ‘the zone®, as this experience appeared to be hard to
deseribe. [n this case, my previous understanding led me 1o ask prompling questions

such as “ean you tell me more aboul this?”, “what was going on in your head then?’,
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“how did that help?”, and *what do you mean by this?’. IL was responses o these
questions that revealed the characteristics and details of the experience of relaxation
practices. This example shows that previous knowledge was sometimes important for

influeneing the direcuon that the research sludy wok.

9.2 Impact of the research on me

Ax well as reflecting on the eftect I may have had on the research process, [ feel it is
equally important to reflect on the effect of the research project on me. Particularly the
birth stories that challenged my pre-assumptlions were the ones that inlluenced me the
mosL. As a clinician, lor years [ had assumed that women who managed o avoid
pharmaceutical pain management methods during labour are more likely to reflect on
their childbirth as an empowering experience compared with those who do use for
example epidural and subsequently undergo operative birth. Mavis’s story challenged
this long-held assumption of mine. She was a primiparous woman who opted for
epidural anaesthesia in labour and gave birth via forceps. However, she expressed pride
and satisfaclion with her own coping abilities stating, “f managed to get to six
cenlimetres on my own. Iwas on no gas and air, no pain relicf, just Paracetumol ut
home. Twas quite happy” (Mavis, PO). T started to see how women’s reflections on the
role they have playved m their childbirth would shape their experiences rather than the
clinical outcomes. This story also helped me refleet on the only relevant study carried
out in the UK. Whilst SHIP trial {Downe et al., 2015) concluded selt-hypnosis training
did not significantly reduce epidural use or other medical nterventons, the qualitative
aceounts of the study participants {Finlayson et al., 2015) reported contrary findings as
womeit tound the training to be beneficial during labour and birth. Fuilayson et al.
(2015) concluded that perhaps outcomes chosen tor the trial were not those that were
most important for women's sense of wellbeing. This refleetion on my assumption, data

and previous research highlighted to me how important it is to listen attentively to what
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matlers 1o “them’, rather than what °T or we think’ ix imporwant. This was an imporlant

lesson to me as a midwife and a novice researcher, as I progress forwards in my career,

These short reflections demonsirate how I have related to the data and how my previous
understanding and experience around the topie area has atfected my on-going approach
to the study and my interpretation of it. It has also been shown how the process of

reflexivity helped me to be aware of and minimise the potential for researcher’s bias.

To conclude this reflection, T must admit undertaking a doctoral study, whilst working
tull-time and in the midst ot a global pandemic has been challenging, T have
undoubtedly spent a lot of time outside my comfort zone, belicving that the discomfort
would be worth it in the end, Embarking on a doctoral study has certainly been a
daunting yet amazing experience, The study has given me the opportunity to answer the
questions that may otherwise have been negleeted. The rescarch project has been a
unique and highly valuable learning experience, and T hope that I have done justice to it

by allowing the unigue voices and stories ot the participants to be heard.

236



Referenees

Abbasi, M., Ghazi, F., Barlow-Harrison, A., Sheikhvatan, M., & Mohammadyari. F.
{2009). The eftect of hypnosis on pain relief during labor and childbirth in Iranian
pregnant wamen. Infl Journal of Clindcal and Experimental Hypnosis, 57(2), 174-
1%3,

Abrahamson, M. (1983). Socia! research methods. Prentice Hall.

Abshire, M., Dinglas, V. D., Cajita, M. I. A., Eakin. M. N, Needham, D M., &
Himmelfarh, C. D. (2017). Participant retention practices in longitudinal elinical
research studies with high retention rates, BMC Medical Research
Methodology, 17(1), 1-10.

Act, DL P (2018). No title. € /2.20/8,

Adhabi, E., & Anozie, C. B, {2017), Literature review for the type of interview in
qualitative research, fnternational Jowrnal of Fducation, 9(3), 836-97,

Albargount, L., Glasziou, P., & Hollmann, T. {201R). Compleleness of the reporting of
evidence-based practice educational interventions: A review. Medical
Education, 52(2), 161-170.

Alder, J., Breitinger, G., Granado, C., Fornaro, 1., Bitzer. I, Hosli, 1., & Urech, €.
{201 1). Anlenatal psychobiological prediciors of psychological response Lo
childbirth, Journal of the American Psychiatric Nurses Association, 1706, 417-
425.

Alder, J., Fink, N.. Bitzer, J., Hosli, I, & Holzgreve, W. (2007). Depression and anxiety
during pregnancy: a risk factor for obstetric, fetal and neonatal outcome? A critical
review of the literature, The Journal of Maternal-Fetal & Neonatal
Medicine, 20(3). 189-209.

Alexander, V. D. (2016). Analysing visual materals, [n N, Gilbert, & I, Stoneman,
(Eds.), Researching social life. (pp.501-518K). Sage.

Anim-Somuah, M., Smyth, R, M., & Jones, L. (2011). Epidural versus non-epidural or
no analgesia in labour. Coclirane Database of Systematic Reviews, {12)
Areskog, B., Uddenberg, N., & Kjessler, B. {1981). Fear of childbirth in late

pregnancy. Gyrecologic and Obstetric investigation, [2(5), 262-266.

Arksey, H., & O'Malley, L. (2005). Scoping studies: towards a methodological
(ramework. Iuternational Jowrnal of Social Research Methodology, 8(1), 19-32.

237



Aus, F. Y., & Rathfisch, (5. {2018). The elfect ol hypnaobitthing training given in the
antenatal period on birth pain and fear. Complementary Therapies in Clinical
Practice, 33, 77-84,

Avers, 8., Rados, 8. N., & Balouch, S. (2015). Narratives of traumatic birth: Quality
and changes over Lime. Pyvcliological Travma: Theory, Research, Practice. and

Policy, 7(3), 234,

Bandura, A. (2009). Cultivate self-efficacy for personal and organizational
effeciiveness. htips://bibliotecadigital. mineduc.cl/bitstream/handle/20.500. 12365/

17336/ 16%20Cultivate¥s 20selfefficacy e 20for"s 2 0personal %2 0and%2 0oreaniz

ational%s20etfectivensss.. pdi?sequence=I1

Bandura, A. (1977). Scli-efMicacy: toward a unifying theory of behavioral
change. Psvchological Review, 84{2), 191.

Bandura, A. (1982). Self-efticacy mechamsm in human agency. American
Psvchologist, 37{2), 122,

Bandura, A. (2009). Culiivale seli-ellicacy lor personal and organizational
cffectiveness.

Bandura, A, (2010). S¢lf-efticacy. The Corsini encyclopedia of psychology, John Wiley
& Sons, Inc Doi, 10(9780470479216). 1-3.

Bandura, A. (2012). On the Tunclional properties ol perceived sell-eflicacy
revisited. Journal of Management, 38(1), 9-44.

Barria, R.M. «d. (2018). Cohort Studies in Healih Sciences. IntechOpen.

Bastani, F., Hidarnia, A., Kazemngjad, A., Valact, M., & Kashanian, M. {2005). A
randomized controlled trial of the efTecls ol applied relaxation training on reducing
anxiety and perceived stress in pregnant women. Journal of Midwifery & Women's
Health, 50(4), c36-c440.

Bauer, A, Parsonage, M., Knapp, M., Temmi, V.. Adelaja, B, & Hogg. 8. (2014). The
costs ol perinalal mental health problems. Loudon: Centre for Mental lealth and
London School of Economics, 44,

Beebe, KL R, Lee, KL AL, Carrierli-Kohlman, V., & ITumphreys, I. (2007). The cffcets of
childbirth self-efficacy and anxiety during pregnancy on prehospitalization
labor. Journal of Obsietric, Gynecologic & Neonatal Nursing, 36(5), 410-418.

Beevi, Z., Low, W. Y., & Hassan, J. (2016). Impact of hypnosis intervention in

alleviating psychological and physical symploms during pregnancy. American
Jowrnal of Clinical Hlvprnosis, 58(4), 368-382,

238



Beevi, Z., Low, W. Y., & Hassan, I. (201 7). The elfectiveness of hypnosis inlervention
for labor: an experimental study. Amierican Journal of Clinical Hypnosis, 61K2),
172-191.

Beevi, Z., Low, W. Y., & Hassan, I. (2019). The effectiveness of hypnosis intervention
in alleviating postparium psychological symploms. dmerican Jowrnal of Clinical
fHypnaosis, 61(4), 409-425.

Bell, A F., & Andersson, E. (2016). The birth experience and wonen's postatal
depression: A systematic review. Midwifery, 39, 112-123,

Benson, H. (1989). Hypnosis and the relaxation response. Gastroenternlogy, 96(6),
1609-1611,

Benson, 1L, & Klipper, M. Z. (1975). Tlie relaxation response. Morrow New York.

Benson, H., & Proctor, W. {2011). Reluxation revolution: The science and genetics of
mind body lealing. Simon and Schustet.

Berger, R, (2013). Now T see it, now I don’t: Researcher’s position and reflexivity in
qualitative rescarch. Qualitative Research, 15(2), 219-234.

Betran, A. P., Torloni, M. R., Zhang, J., & Gillmezoglu, A. M. (2016). WHO statement
on cagsarcan scction rates. Bjog, [123(5), 667.

Birner, C.. & Grosse, G. (2021). Systematic Review on the Efficacy of Interventions tor
Fear of Childbirth, Anxicly and Fear in Pregnant Waomen,

Biernhelt, M., & Farstad, G. R. (2014). *Am I rambling?’on the advantages of
mterviewing couples together. Qualitative Research, 14(1), 3-19.

Bloor, M., Fincham, B.. & Sampson, H. (2010). Unprepared for the worst: Risks of
harm lor qualitative researchers. Methodological Innovations Onfine, 5(1), 45-55.

Bogacrts, A., Devlieger, R, Nuyts, E., Witters, [, Gysclacers, W, & Van den Bergh, B.
(2013). Effeets of lifestyle mtervention in obese pregnant women on gestatonal
weight gain and mental health: a randomized controlled trial. Tnternational Journal
of Obesity, 37(6), 814-821.

Bonapace, I., Gagné, G., Chaillet, N, Gagnon, R.,, Hébert, E., & Buckley, S. {2018).
No. 355-physiologic basis of pain in labour and delivery: an evidenee-based
approach o 118 management. Journal of Obstetrics und Gyvigecology
Canada, 4(2), 227-245.

Bonica, L1, & Medonald, 1.S. (1990). The pain of childbirth, Tn J. J. Bonica (Ed.). The
managenmeni of pain. (2nd ed. 1313-43). Lea & Febiger.

Booth, A. (2006). Critical Appraisal of the Lvidence. In K. Gerrish and A. Lacey (LEdx.),
The Research Process in Nursing. (5th ed., pp.107-120). Blackwell.

239



Boryri, T., Navidian, A., & Marghzari, N. {2019). Comparison ol the elTect ol muscle
relaxation and gmided imagery on happiness and fear of childbirth in primiparous
women admitted to health care centers. Tnternational Journal of Women'’s Health
and Reproduction Sciences, 7(4), 490-495.

Bourne, V. (201 7). Starting out in methods and stativtics for psychology: a hands-on

guide to doing research. Oxtord University Press.

Boycee, €., & Neale, P. (2006). Conducting in-depth interviews: A guide for designing
and conducting in-depth interviews for evaluation input.
Bradbury-Jones, C. {2007). Enhancing rigour in qualitative health research: exploring
subjectivity through Peshkin's I's, Jorrnal of Advanced Nursing, 59(3), 290-298,.

Bradley, S. IL, DeVieo, N. I, Lloyd, K. E., Richards, G. C., Rombey, T., Wayant, C., &
(rll, P. 1. (2020). Reducing bias and improving iransparency in medical
research: a critical overview of the problems, progress and suggested next
steps. Journal of the Royal Society of Medicine, 113(11), 433-443.

Bradshaw. C., Atkinson, S., & Doody. O. (2017). Employing a qualitative description
approach in health care research. Global qualitative nursing research, 4,
2333393617742282,

Braun, V., Clarke, V., & Terry, (. {2014). No ule. Thematic Analvsis. Qual Res Clin
Health Psychol: 95 114,

Braun, V., & Clarke, V. (2000). Using thematic analysis in psychology. Qualitative
Research in Psychology, 3(2), 77-101.

Braun, V., & Clarke, V. (2013). Successfis! gualitative research: A practica! guide for
beginners. sage.

Clarke, V., Braun, V., & Hayfield, N. (2015). Thematic analysis. Qualitative
psychology: A pructical guide to research methods, 222, 248,

Braun, V., & Clarke, V. (2019). Reflecting on reflesave thematic analysis, Qualitative
Research in Sport, Exercise and Health, 1 H{4), 589-597.

Braun, V., & Clarke, V. {2021). One size fits all? What counts as quality practice in
{(reflexive) thematic analysis? Qualitative Research in Psyehology, 18(3), 328-352.

Braun, V., & Clarke, V. (2022). Toward good practice in thematic analysis: Avoiding
cotmmon problems and be {com) ing a knowing rescarcher. International Journal of
Transgender Health, 1-6.

Braver, S. L., & Bay, R. C. (1992). Asscssing and compensating for self-selection bias
{(non-representativeness) of the family research sample, Journal of Marviage and
the Fumily, 925-939.

Brewer, I., & Hunter, A. (1989). Multimethod vesearch: 4 synthesis of stvles. Rage
Publications, Inc.
240



Buckley. S. J. {2015). Executive summary of hormonal physiology of childbearing;:
evidence and implications for women, babics, and maternity carc. The Journal of
Perinaial Fducation, 243), 145-153.

Biilez, A., Turfan, L. C, & SOGUKPINAR, N. {2018). Livaluation of the elTect of
hypnobirthing education during antenatal period on fear ot childbirth. The
European Researel Journal, 5(2), 350-354.

Cankaya, S., & Simsek, B. {2021). Effects of antenatal education on fear of hirth,
depression, anxiety, childbirth self-efficacy. and mode of delivery in primiparous
pregnant women: A prospective randomized controlled study. Clinical Nursing
Research, 30(6). 818-829.

Caparros-Gronzalez, R, AL, & Alderdice, F. (2020). The COVID-19 pandemic and
perinatal mental health. Journal of Reproduciive and Infani Psychology, 38(3),
223-225.

Care Quality Commission. (2019). 2018 survey of waomen s experiences of materiity
care. hitps:/i'www.cqe.orguk/sites/defaultfiles/20190129 matl8 outliers.pdf

Carlsson, M., Ziegert, K., & Nissen, E. (2015). The relationship between childbirth self-
cfficacy and aspects of well-being, birth interventions and birth
outcomes, Midwifery, 3110y, 1000-1007,

Carvalho, B. and Cohen, S.E., 2013, Measuring the labor pain experience: delivery sull

lar oll. International jorrnal of obstetric anesthesia, 22(1), pp.6-9.

Cartsaros, S., & Wendland, 1. (2020). Ilypnosis-based interventions during pregnancy
and childbirth and their impact on women's childbirth experience: A systematic
review. Midwifery, 84, 102666.

Chabbert, M., Panagiotou, D., & Wendland, J. (2021). Predictive factors of women's
subjective perecption of childbirth experience: a systematie review of the
lileralure. Jowrnal of Reproductive and Infant Psychology, 39(1), 43-66.

Cherryholmes, C. H. {1992). Notes on pragmatism and scientific realism. Educational
Researcher, 21{6), 13-17.

Chiesa, M., & Hobbs, S. {2008). Making sense of social rescarch: How useflul is the
Hawthorne Effect?. European Journal of Secial Psychology, 38(1), 67-74.

Childress, J. F., Meslin, E. M., & Shapiro, H. T. (2005). Belmont revisited. Ethical
principles for research with human subjects. Georgetown University Press.

Chuma, C., Kihunrwa, A., Malovelo, D., & Mahendeka, M. {2014). Labour
management and Obsteiric outcomes among pregnant women admitled in lateni
phase compared to active phase of labour at Bugando Medical Cenire in
Tanzania. BMC Pregnancy and Childbirth, 14(1), 1-5.

241



Clarke, V. (2017, December 9). What is thematic analysis? [video]. YouTube.
hitps:/Awww.youtube.com/results?search_query=thematictanalysistclarke+2017

Clancy, M. (2013). Ts reflexivity the key to minimising problems of interpretation in
phenomenological research? Nurse Researcher, 20(6)

Clarke, V., Braun, V., & Hayfield, N. (2015). Thematic analysis. Qualitative
Psyehology: A Practical Guide to Research Methods, 222, 248.

Clough, P., & Nutbrown, . (2012). A Student' s Guide to Methodology. Sage.

Cohen, L., Manion, L., & Morrison, K. (2011). Planning educational research. Research
methods in education.

Cohen, 1.8, & Nonacs, R.M. (2005). Mood and Anxiety Dizorders during Pregnancy
and posipartum. Review in psychiatry. American Psychiatric Publishing.

Coughlan, M., Cronin, P., & Ryan, F, {2013). Doing a Literature Review in Nursing,
Health and Social Care: SAGE Publications.

Creswell, 1. W., & Planao Clark, V. L. {2017). Designing and conducting mixed methods
research. Sage publications.

Creswell, J. W., & Creswell, 1. D, (2018). Research desien: Qualitative, guantitalive,
and niixed methods approaches. Sage publications.

Crouy, M. {2020). The foundations of secial research: Meaning and perspective in the
research process. Routledge.

Cuteliffe, J. R. {2003). Reconsidering reflexivity: Introducing the case for intellectual
entrepreneurship. Qualiturive Health Research, 13(1), 136-148.

Cyna, A. M., Crowther, C. A., Rohinson, I. 5., Andrew, M. 1., Antoniou, G., &
Baghurst, P, (2013), Hypnosis antenatal training tor ¢hildbirth; a randomised
controlled wial. BJOG: An International Journal of Obstetrics &
Gynaecology, 120(10), 1248-1259.

Dahan, O. (2020). Birthing consciousncss as a casc of adaptive altered state of
consciousness associated with transtent hypotrontality. Perspectives on
Psychological Science, 15(3), 794-808.

Dahan, Q. (2021). Obstelrics al odds with evolution: The consequences ol inlertupling
adaptive birthing consciousness. New Ideas in Psychology, 63, 100903,

Dahlen, H. G., Schimied, V., Dennis, C.. & Thornton, €. (2013). Rates of obstetric
intervention during birth and selected maternal and perinatal outcomes for low risk
women born in Auslralia compared Lo those born overseas. BMC Pregnancy and
Childbirth, 13(1),1-9,

Davis, L. (2017). Biobchavioural agpeets of parenting. In: J. Rankin (Ed.). Physielogy in
Childbearing, (4 ed, pp.597-603). Elsevier.

242



Declercg, E. R, Sakala, C., Corry, M. P, Applebaum, S., & Herrlich, A. (2013).
Listening to mothersSM IIL New Mothers Speak Out, 2013,

Department of Health, (2011). Np Acalth without mental health: a cross-government
mental health outcomes strategy for people of all ages. Department ol Healih.

DiCiceo-Bloom, B., & Craboree, B. F. (2006). The qualitatve rescarch
interview. Medical Fducation, 40(4), 314-321.

Dick-Read, G. (1933). Natural Childbirth. William [Teinemann.

Dick-Read, G. (2004). Childbirth withou! fear: the principles and practice of natural
childhirth. Pinter & Martin Publishers.

Ding, X., Wu, Y., Xu, 8., Zhu, R, Jia. X, Zhang, 8., Huang, K., Zhy, P., Hao, ], &
Tao, F. {2014). Matetnal anxietly during pregnancy and adverse birth outcomes: a
systematic review and meta-analysis of prospective cohort studies. Journal of
Affective Disorders, 159, 103-110.

Dixon, L., Skinner, J., & Fourgur, M. (2014}, The emotional journey of labour—
Women's perspectives of the experience of labour moving towards
birth, Midwifery, 36(3), 371-377.

Downe, S., Finlayson, K., Melvin, C., Spiby, I1., Ali, 8., Diggle, P, Gyte, G., Iinder,
S., Miller, V., & Slade, P. (2013). Sclf-hypnosis for intraparium pain managemaent
in pregnant nulliparous women: a randomised controlled trial of clinical
cffectiveness. BJOG: An International Journal of Obstetrics &

Gvnaecology, 122(9), 1226-1234.

Drummeond, I., & Rickwood, D. {1997). Childbirih conlidence: validating the childbirth
self-etticacy mventory (CBSEI) in an Australian sample. Journal of ddvanced
Nursing, 26(3), 613-622.

Dusek, J. A, Ow, H. H., Wohlhueter, A, L., Bhasin, M| Zerbini, L. F.| Joseph, M. G.,
Benson, H., & Libermann, T. A. (2008). Genomic counter-stress changes induced
by the relaxation response. PloS One, 3(7), £2576.

Eddy, K. A., & Mellalicu, S. D. {2003). Mental imagery in athletes with visual
impairments. Adapted Physical Activity Quarterly, 204), 347-368.

Efremov, A. (2020). Some aspects of the use of Hypnotherapy and Dehypnosis for the
remission of psychosomatic diseases, Jowwrnal of Advanced Pharntacy Fducation &
Research| Oci-Dec, 19{4), 159,

Llkins, (7. R., Barabasz, A. F., Council, I. R., & Spiegel, D. (2015). Advancing research
and practice: The revised APA Division 30 definition of hypnosis. American
Jowrnal of Clinical Hypnosis, 37(4), 378-385.

243



Lngland N.H.S8.{2016). The five vear forward view for mental lealth. A report from the
independent Mental Health Tuskiorce to the NHS in England. NHS England.
Eriksson, M., & Lindstrdm, B. (2010). Bringing it all together: The salutogenic
response to some of the most pertinent public health dilemmas. Health assets in a
global coniext (pp. 339-351). Springer.

Everly, G. 8., & Lating, J. M. (2019). Measurement of the human stress response. 4
clinical guide to the (reatment of the human stress response (pp. 129-157).
Springer.

Fawcett, I., & Garity. I. (2008). Evalualing research for evidence-based nursing
practice. FA Davis,

Ferguson, S., Davis, D., & Browne, 1. {2013). Does antenatal education alleet labour
and birth? A swruewired review ol the literawure. Women and Birth, 26(1), e5-¢8.

Fielding, I. & Thomas, H. (2016). Qualitative Interviewing. In N. Gilbert. & P.
Stoneman. {Lds.) Researching Social Life. {pp. 281-3{0). Sage.

Finlayson, K., Downe, S, TTinder, S., Carr, 1., Spiby, T1., & Whorwell, P. (2015).
Unexpecled consequences: women’s experiences ol a sell-hypnosis mtervention io

help with pain relief during labour. BMC Pregnancy and Childbirih, 15(1), 1-9.

Fisher, B., Esplin, 8., Stoddard, G.. & Silver, R, (2009}, 125; Randomized controlled
trial of hypnobirthing versus standard childbirth ¢lasses: patient satistaction and
atlitudes lowards labor. American Jowrnal of Obstetrics & Gyviecology, 201(6),
S61-562,

Flynn, T. A, Jones, B. A., & Ausderau, K. K. {2016). Guided imagery and siress in
pregnant adelescents. The American Journal of Occupational Therapy, 70(5),
7005220020p1-7005220020p7.

Fontein-Kuipers, Y., Koster, D., Romin, C., Sakko, E., Stam, C., Steenhuis, N., de
Vrics, D., & van Willigen, 1. (201R%). [-POEMS: listening to the voices of women
with a traumalie birth expetience. Jowrnal of Psychology and Cognition, 3{2), 29-
36.

Frankland, 1., & Bloor, M. {1999). Some issues arising i the systematic analysis of

focus group materials. Developing Focus Group Research: Politics, Theory and
Practice, 144-155.

Frey, B. (2018). The SAGE encyclopediua of educational research, measurement, «and
evaluation (Vols. 1-4). Thousand Oaks, CA: SAGE Publications, Inc. doi:
10.4135/978150632613Y

Furata, M., Sandall, J., Cooper, D., & Bick, D. {2018). Predictors of Lirth-related post-
traumatic stress symptoims: secondary analysis of a cohort study. Archives of

Women's Mental Health, 19(6), 987-999.

244



Cradamer, H. (2008). Philosophical hermenentics. Univ ol Calilornia Press.

Gavin-Tones, T., & Handford, S. (2016). Hyprobhirth: Evidence, praciice and support
for birth professionals. Routledge.

Gedde-Dahl, M., & Fors, L. AL (2012). [mpact of sell-administered relaxation and
guided imagery techniques during final trimester and birth. Complementary
Therapies in Clinical Practice, 18(1), 60-65.

Grerrish, K. and Lacey, A. (2010}, Disseminating Research Findings. In: K, Gerrish and
AL Lacey (Eds.). The research process in nursing. (6th ed, 475-487). Wiley-
Blackwell,

(ribbons, L., Belizan, 1. M., Lauer, 1. A, Bewan, A, P, Moerialdi, M., & Althabe, F.
{2010). The global numbers and costs of additionally needed and unnecessary
cacsarean sections performed per year: overuse as a barrier to universal
coverage. World Healtlh Report, 30(1), 1-31.

Ginja, S., Coad, J., Bailey, E., Kendall, 5., Goodenough, T.. Nightingale, S., Smiddy, I.,
Day, C., Deave, T., & Lingam, R. {201R). Aszocialions bebween social suppord,
mental wellbeing, self-efficacy and technology use in tirst-time antenatal women:
data from the BaBBLeS cohort study. BMC Pregnancy and Childbirth, 13(1), 1-11.

Glaser, B. G., & Strauss, A, L. {1967). The Discovery of Grounded Theory: Strategies
for Qualitative Research, Chicago: Aldine Publishing, ¢1967.

Goleman, D, (1996), Emotional intellizence: Why it can matter more than 10,
Bloomsbury Publishing.

Gonzalez-Diaz, R, R, & Bustamante-Cabrera, G. 1. (2021), Predictive sequential
research dexign 10 siudy complex social phenomena. Entropy, 23(5), 627

Crould, D. {2008). Underlaking a rescarch project: guidanee for nursing
studenls. Nupsing Standard (through 2013), 22(50), 4R,

Grant, K., McMahon, C., & Austin, M. (2008). Maternal anxiety during the transition to
parenthood: a prospective study. Journal of Affective Disorders, 108(1-2), 101-111,

(rreen, 1. M., & Baston, H. A. (2007). Have women become more willing 1o accepl
obstetric nterventions and does this relate to mode of birth? Data from a
prospectve study. Birtd, 34(1). 6-13.

Grigoriadis, S., Graves. [, Peer, M., Mamisashvili, [.., Tomlinson, G., Vigod, 5. N.,
Dennis, C., Steiner, M., Brown, C., & Cheung, A. (2018). Maternal anxiety during
pregnancy and the association with adverse perinatal outcomes: systematic review
and meta-analysis, The Journal of Clinical Psvchiatry, 79(5), 813,

Guba, .G, ed. (1990). The paradigm diglog. Sage.

245



(ruba, L. (., & Lincoln, Y. 8. (1994). Competing paradigms in qualilaiive
research. Handbook of Qualitative Research, 2{163-194), 105.

Gueguen, 1., Huas, C., Orri, M., & Falissard, B, {2021). Hypnosis tfor labour and
childbirth: A meta-integration of qualitative and quantitative
studies. Complementary Therapies in Clinical Practice, 43, 101380,

Guest, G, Bunee, A, & Johnson, L. {2006). How many interviews are enough? An
cxperiment with data sawration and vanability. Field Methods, 18(1), 59-82.

Guillemin. M., & Gillam, L. (2004). Fthics, reflexivity, and “ethically important
moments™ in research. Qualitative Inguiry, 1(2), 261-2R0.

Guilliams, T. G., & Edwards, L. {2010). Chronic stress and the HPA axis. The
Standard, 92), 1-12.

Guse, T.. Wissing, M., & Hartman, W. (2006). The effect of a prenatal
hypnotherapeutic programme on postnatal maternal psychological well-
being. Journal of Reproductive and Infant Psychology, 24(02), 163-177,

Haclfel, G. 1., & Howard, (. S, (2010). Self-reporl: Psychology’s lour-letlier word. The
American Journal of Psyelology, 123(2), 181-188.

Hall, W. A., & Callery, P. (2001). Enhancing the rigor of grounded theory:
Incorporating reflexivity and relationality. Qualitative Health Research, 11{2),
257-272.

Halpern, E. S. (1983). No uile. Auditing Naturalistic Inguiries: The Development aid
Application of a Model,

Hammoudeh, S., Gadelhaq, W., & Janahi. [. (2018). Prospective cohort studies in
medical research. IntechOpen.

[Marvard., 2018, Understanding the Stress Response. [arvard Medical School: [Tarvard
Health Publishing. http://www.health harvard. edu/staying-
healthy/understanding-the-stress-response

Hatfield, E., Cacioppo, J. T., & Rapson, R. L. {1992}, Primitive emotional contagion.

Havizari, 8., Ghanbari-Homaie, S., Cyvazzadeh, O, & Mirghatourvand, M. {2021).
Childbirth experience, maternal funcrioning and mental health: how are they
related? Jowrnal of Reprodiscitive and Infant Psychology, |, 1-13.

Hayama, Y., & Inoue, T. (2012). Complementary Therapies in Clinical Practice The
eftects of deep breathing on “tension ¢ anxiety’and fatigue in cancer patients
undergoing adjuvant chemotherapy, Complementary Therapies in Clinical
Practice, 18(2), 94-98.

Health Research Authority (HRA). {2020). Making changes (o a research siudy fo
mandage the impact of COVID-79. NHS HRA. https:/“www.hra.nhs uk/covid-19-
research/covid-19-guidance-sponsors-sites-and-researchers/

246




Heckman, J. J. {2010). Selection bias and self-selection. In Microeconomerrics {pp. 242-
266). Palgrave Macmillan, London.

Heesen, R., Bright, L. K., & Zucker. A. (2019). Vindicating methodological
triangulation. Svathese, 196{R), 3067-30R1
Henrtksen, L, Grimsrud, E., Schei, B., Lukasse, M., & Bidens Study Group. (2017).
Factors related to a negative birth expericnec—a mixed methods
study. Midwifery, 51, 33-39.

Hockzema, E., Barba-Miller, E., Pozzobon, C., Picado, M., Lucco, F., Garcia-Garcia,
D.. Soliva, I. C.. Tobeiia, A., Desco, M., & Crone, E, A, (2017), Pregnancy leads to
long-lasting changes in human brain structure. Natwre Newroscience, 20(2), 287-
296.

Hosscini Tabaghdcehi, M., Kolahdozan, S., Keramat, A., Shahhosscin, Z., Moosazadch,
M., & Motaghi, Z. (2020). Prevalenee and factors affeerng the negative ehildbirth
experiences: a systematic review. The Journa! of Maternal-Fetal & Neonatal
Medicine, 33(22), 3849-3856.

Hosseini, V. M., Nazarzadeh, M., & Jahantfar, S. {2018). [nterventions for reducing fear
of childbirth: A systematie review and meta-analysis of elinical mials. Women and
Birth, 31{4), 254-262.

Howard, L. M., Molyneaux, E., Dennis, €., Rochat, T., Stein, A., & Milgrom, J. (2014).
Non-psychotic mental disorders in the perinatal period. The Lancer, 384(9956),
1775-1788.

Huberman, M., & Miles, M. B. (2002). The qualitative researcher's companion. Sage.

[Tuppere, F. A. (2009). Psychological well-being: Evidence regarding its causes and
consequences. Applied Psychology: Health and Well-being, 1{2). 137-164.

Ip, W, Tang, C. 8., & (oggins, W. B. (2009). An educational intervention Lo improve
women’s ability to cope with childbirth. Journal of Clinical Nursing, 15(15), 2125-
2135,

Tronside. P. M. (2006). Using narrative pedagogy: learning and practising interpretive
thinking. Journal of Advanced Nursing, 55{4), 478-486.

Isbir, G. G., Tnei, F., Onal, H., & Yildiz, P. D. (2016). The effects of antenatal education
on fear of childbirth, matemnal self-efficacy and post-traumatic stress disorder
{(PTSD) symptoms following childbirth: an experimental swudy. Applied Nursing
Research, 32,227-232.

Tto, E., Shima, R., & Yoshioka, T. (2019). A novel role of oxytocin: Oxytocin-induced
well-being in humans. Biophysics and Physicobiology, 16, 132-139,

Ivankova, N. V., Creswell, I. W, & Stck, 8. L. (2006). Using mixed-methods
sequential explanatory design: From theory to practice. Field Methods, 15(1), 3-20.

Fi )



Tacobson, L. {1934). You must Relax. A Practical Method of Redugeing the Swrains ol
Modern Living, New York and London {Whittlesey House McGraw-Hill Book
Company) 1934,

Jallo, N., Ruiz, R. J., Flswick, R. K., & French, E. (2014). Guided imagery for stress
and sympLom management in pregnanl Alrican Ametican women. Evidence-Based
Camplementary and Alternative Medicine, 2014

Jallo, N., Salyer, J., Ruiz, R. I., & French, E. (2015). Pereeprons of guided imagery for
stress management in pregnant African American women., Archives of Psychiatric
Nursing, 29(4), 249-254.

Iebl, A. T., Parrigon, 8., & Woo, S, E. (2017). Exploratory data analysis as a
foundation of inductive research. Human Resource Management Review, 27(2),
265-276.

Iepsen, P., Johnsen, 8. P., Gillman, M. W., & Serensen, H. T. {2004). Interpretation of
obLservational studies. Heart, 90(8), 956-960.

Iesson, 1., Matheson, L., & Lacey, F. M. (201 1). Doing your liccramure review:
Traditional and systematic technigues.

Tohnson, B., & Gray, R. {2010). A history of philosophical and theoretical issues for
mixed methods research, Sage Handbook of Mixed Methods in Social and
Behavioral Research, 2, 69-94.

Tones, 8. R. {2002). {Re) writing the word: Methodological siralegies and issues in
qualitative rescarch. Journal of College Student Developnient,

Joyee. S, (2020). Re-naming the 'birth environment' an architeet’s view. The Practising
Midwife. 24(1). 23-28.

Kantziari, M. A., Nikolettos, N., Sivvas, T., Bakoula, C. T., Chrousos, G. P, & Datrviri,
C. (2019). Stress management during the second trimester of
pregnancy. International Journal of Stress Management, 26(1), 102.

Karanicolas, P. I, Farrokhyar, F., & Bhandari, M. {2010). Blinding: who, what, when,
why, how? Canadian Journal of Surgery, 53{5), 345,

Karlstrom, A, Nystedt, A & Hildingsson, . {2011). A comparative study of the
experience of childbirth between women who prelerred and had a caerarean section
and women who preterred and had a vaginal birth. Sexwal & Reproductive
Healtheare, 2(3), 93-99.

Kazdin, A. E. (2000). Encyclopedia of psychology {(Vol. 2, pp. 10517-106). American
Psychological Association (Ed.). Washington, DC: American Psychological
Association,

248



Kenny, L. C., Lverard, C., & Khashan, A. 8. {2014). Malernal Siress and in Ulero
Programming. Hormones, Intrauserine Health and Programming (pp. 41-55).
Springer.

Khojasteh, F., Rezaee, N, Satarzadeh, A., Sahlabadi, R., & Shahrakipoor, M. (2016).
Comparison of the elTects of massage therapy and guided imagery on anxietly of
nulliparous women during pregnancy. Depression, 13(8), 1-7.

King, T. (1997). Epidural ancsthesia in labor benefits versus risks. Jowrnal of Nurse-
Midwifery, 42(5), 377-383.

Kitzinger, I. (1990). Strategies of the carly childbirth movement: A case study of the
National Childbirth Trust. The Politics of Maternity Care: Services for
Childbearing Wonien in Twentieth-Century Britain, , 61-91.

Knight, M., et al. (2021). Saving Lives, Improving Mothers” Care-Lessons learned lo
inform maaternity care from the UK and Ireland Confidenticd Enquiries into
Maternal Deaths and Morbidity 2017-19. National Perinatal Epidemiology Unit,
University of Oxtord.

Koch, T. (2006). Establishing rigour in qualitative research: the decision trail, Journal
of Advunced Nursing, 53(1). 91-100. doi: 10.11114].1365- 2648.2006.03681 x

Kordi, M., Fasanghari, M., Asgharipour, N., & Esmaily, H. (2016). Effect of guided
imagery on malternal feial atlachment in nulliparous women with unplanned
pregnancy. Journal of Midwifery and Reproductive [ealth, #4), 723-731,

Koster, D, Romijn, C., Sakko, E., Stam, C.. Steenhuis, N, de Vries, D., van Willigen,
I.. & Fontein-Kuipers, Y. (2020). Traumatic childbirth experiences: Practice-based
implications for maternity care professionals from the woman's
perspective. Scandinavian Jowrnal of Caring Sciences, 34(3), 792-799,

Labor, S., & Maguire, S. {2008). The pain of labour. Reviews in Pain, 2{2), 15-19.

Lacey. A. {2006). The Research Process. In K. Gerrish & A. Lacey (Eds.), The
Research Process in Nursing. (5th ed., pp.16-30). Blackwell.

Larsen, K. E., O'Hara, M. W_, Brewer, K. K., & Wenzel, A (2001). A prospective study
ol sell-efTicacy expeclancies and labour pain. Journa! of Reproductive and nfan:
Psyehologv, 19(3), 203-214.

Lazarus, R. S., & Folkman, S, (1984). Stress, appraisal, and coping. Springer
publishing company.

Levett, K. M., Smith, C. A., Bensoussan, A., & Dallen, H. G. {2016a). The
complementary therapigs tor labour and birth study making sense of labour and
birth—experiences of women, parinets and midwives of a complementary medicine
antenalal education course. Midwifery, 40, 124-131.

249



Level, K. M., Smith, C. A., Bensoussan, A_, & Dahlen, H. . {2016b). Complemeniary
therapies for labour and birth siudy: a randomised controlled trial of antenatal
integrafive medicine for pain management in labour. BMJ Oper, 6(7), c010691.

Lewis-Beck, M., Bryman, A. F., & Liao, T. F. (2003). The Sage encvclopedia of social
science research methods. Sage Publications.

Lincoln, Y. G., & Guba, E. {1985). Naturalistic Inquiry. London, Sage Publications.
Contexmalization: Evidence from Distributed Teams.™. Information Sysiems
Research, 16(1), 9-27.

Lincoln, Y. 8., Lynham, 8. A., & Guba, L. (i (2011). Paradigmatic controversies,
contradictions, and emerging confluences, revisited. The Sage Handbook of
Qualitative Research, 42), 97-128.

Livo, N. I, & Rietz, S. A. (1986). Storvielling: Process and practice. Littleton, Colo.:
Libraries Unlimited.

LoBiondo-Wood, G., & Haber, J. (2014), Nursing research-e-book: methods and
critical appraisal for evidence-hased practice. Elsevier TTealth Sciencces.

Lowe, N. K. {1993). Maternal coniidence lor labor: Development of the childbirth seli-
cfficacy inventory. Research in Nursing & Health, 16(2), 141-149.

Lowe, N. K. (2000). Self-efticacy for labor and childbirth fears in nulliparous pregnant
women. Journal of Psychosomatic Obstetrics & Gynecology, 21{4), 219-224,

Luoma, I., Tamminen, T., Kaukonen, P., Laippala, P., Puura, K., Salmelin, R., &
Almgvist, F. (2001). Longitudinal study of maternal depressive symptoms and
child well-being. Jowrna! of the American Academy of Child & Adolescent
Psychiatey, 40(12), 1367-1374.

Madden, K., Middleton, P, Cyna, A. M., Matthewson, M., & Jones, L. {2016).
Hypnosis for pain management during labour and childbirth, Cochrane Database
of Systematic Reviews, {5)

Malmgvist, J.. Hellberg, K., Méllas, G.. Rose, R., & Shevlin, M. {2019). Conducting the
pilot study: A neglected part of the rescarch process? Methodological findings
supporting the importance of piloting in qualitative research studies. Jafernational
Jouwrnal of Qualitative Methods, 18, 1609406919878341.

Mallerud, K., Siersma, V. D., & Guassora, A. D. {2016). Sample size in qualitative
mterview studies: gutded by information power. Qualitative Health
Research, 26(13), 1753-1760.

Mankar, R., Bawane, P., Landge, T., Dalal, P., & Gour, V. (2014). Brain wave sensing.
Paper presented at the 2014 Aunual IEEE India Conference (INDICON), 1-5.

Manning, D. {(2004). What are the ethical considerations? Tn T, Lavender, G. Edwards
& Z. Alfivevie, (Eds.), Demystifving qualitative research i preguancy and
chifdbirth. (35-47). MA Healtheare Lid.

250



Manocha, R. {2000). Why meduation?. Austrafian Family Physician, 29(12), 1135-
1138.

Marg, 1., Toureche, N, Ernst, E., Hodnett. F. ., Blanchet, C.. Dodin. 8., & Njoya, M.
M. (2011). Mind-body interventions during pregnancy for preventing or treating
women's anxiety. Cochrane Database of Systematic Reviews, {T)

Martean, T. M., & Bekker, [1 (1992). The development of a six-item short-form of the
state scale of the Spiclberger State—Trait Anxicty Inventory (STAI). Brirish
Journal of Clinical Psychology, 31{3), 301-306.

Martn, A, A, Schauble, P, G., Rai, 8, H,, & Whit Jr, R, (2001). Eftects ot hypnosis on
the labor processes and birth outcomes of pregnant adolesceits. Jouwrnal of Faniily
Practice, 5(45), 441.

Mason, . (2017). Qualitalive researching. sage.
McAllister, 8., Coxon, K., Murrells, T., & Sandall, I. (2017). Healthcare professionals’

attitudes, knowledge and self-efficacy levels regarding the use of self-hypnosis
in childbirth: A prospeclive questionnaire survey. Midwifery, 47, 8-14,

McCarty, R. {2016). The fight-or-flight response: A cornerstone of siress
rescarch. Stress: Concepts, cognition, emotion, and belavior (pp. 33-37). Elsevier.

McCoy €. E. (2017). Understanding the Intention-to-treat Principle in Randomized
Controlled Tnals. The western journal 6f emergency medicine, 18(6), 1075~
1078, https://doi.org/10.5811Awestjem.2017.8.35985

McCrea, H., Wright, M. L., & Suringer, M. {2000). Psychosocial lactors influencing
personal control in pain relief. Internationa! Journal of Nursing Studies, 37(6),
493-503.

McDougall, L., Campbell, O., & Wendy, G. W. (2016). Maternal Health An Executive
Summary (or The Lancel’s Series “Lvery woman, every newborn, everywhere has
the right to good quality care.”. The Lancet, 388(8)

McEwen, B. S., & Gianaros, P. 1. {2010). Central role of the brain in stress and
adaptation: links to sociocconomic status, health, and disease. Annals of the New
York Academy of Sciences, 1186(1), 190-222.

McGowan, J., Sampson, M., Salzwedel, D. M., Cogo, E., Foerster, V., & Lefebvre, C.
{2016). PRESS peer review of electronie search strategies: 2015 guideline
siatement. Jowrnal of Clinical Iipidemionlogy, 75, 40-46.

McKemna, H., Hasson, F. and Keeney, S. {2006). Surveys. In K. Gerrish & A. Lacey
(Eds.), The Research Process in Nursing, (5 ed, pp. 260-274). Blackwell,

McKim, C. A. (2017). The value of mixed methods research: A mixed methods
study. Journal of Mixed Metlods Research, 11(2), 202-222,

251



McLalTerty, L., & Farley, A. H. {2006). Analysing qualitative research data using
computer software. Nusrsing Times, 102{24), 34-36.

Medical Rescarch Council (MRC). (2017). MRC Guidelines for Management of Global
Health Trials. Medical Research Council.

Mceus, M., Nus, I, Vanderheiden, T.. Baert, L., Descheemacker, F., & Swruyf) F.
{2015). The effect of relaxation therapy on autonomic functioning, symptoms and
daily functioning, in paticnts with chronic fatiguc syndrome or fibromyalgia: a
systematic review. (linical Rehabilitation, 29(3), 221-233.

Mehl-Madrona, L. L. {2004). Hypnosis io lacilitate uncomplicated bicth. American
Journal of Clinical 1lvpuosis, 46(4), 299-312,

Mitchell, M. (2013). Women's use of complementary and alternative medicine in
pregnancy: a journey to normal birth. British Journal of Midwifery, 2/(2), 100-106.

Millelmark, M. B., Bauer, (5. F., Vaandrager, L., Pelikan, I. M., Sagy, S.. Lriksson, M.,
Lindstrdm, B., & Meier Magistretti, C. (2022). The handbook of salutogenesis.

Moberg, K. U. (2014). Oxytocin: the biological guide to motherhood. Pracelarus Press,
LLC.

Mongan, M. F. {2005). Hypnobirthing The Mongan Method.
Communications, fire. Deerfield Beach, Florida,

Mongan, M. (2016). HyproBRirthing: the Mongan method. Souvenir Press Limiced.

Mongan, M. F. {1998). HypnoBirthing: A celebration of life. Concord: NH Riveriree
Publishing,

Moore, G. F.. Audrey, 8., Barker, M., Bond, L.. Bonell, €., Hardeman, W., Moore, L,
’Cathain, A, Tinali, 1., & Wight, D. {2015). Process evaluation of complex
interventions: Medical Research Council guidance. Bmyf, 3519

Morgan, D. L. (2007). Paradigms lost and pragmartism regained: Methodological
implications of combining qualitative and quantitative methods. Jowrnal of Mixed
Meihods Research, (1), 48-76.

Morgan, D. L. (2013). Integrating qualitative and quantitative methods: A pragmatic
approach. Sage publications.

Morris, A. (2015). A practical introduction to in-depth interviewing. Sage.

Munn, Z., Peiers, M. D, Stern, C., Tulanaru, ., McArthur, A., & Aromalaris, L.
{201R). Systemati¢ review or scoping review? Guidance tor authors when choosing
between a systematic or scoping review approach. BMC Medical Researcli
Methodology, 18(1), 1-7.

Nasiri, S., Akbari, H., Tagharrobi, L., & Tabatabace, A. S. {2018). The effect of
progressive muscle relaxation and guided imagery on stress, anxiety, and

252



depression of pregnanl women relerred (o health cenlers. Jowrnal of Education and
Health Promoiion, 7

Nathoo, A. {2016). Tnitiating therapeutic relaxation in Britain: a twentieth-century
strategy for health and wellbeing. Palgrave Communications, 2(1), 1-10.

National Collaborating Cenlre for Menial Health. (201R). The perinatal mental health
carc pathways. London: NHS England,

National Tnstitute for Health and Care Excellence (NICE). (2017). Intrapartum care for
#ealthy women and babies. NTCE.

National Institute for Health and Care Excellence (NICE). (2020). Amtenatal and
postnatal mental health: clinical managemeni and service guidance. NICE.

Nguyen, M., Goldsamt, L., Mazibuko, N.. Zondo, S., & Ficlding-Miller, R. (2021).
Emotional distress among frontline research staff. Social Science & Medicine, 281,
114101,

NHS Education tor Scotland. (2019). Perinatal Menial Health CURRICULAR
FRAMEWORK: Curricular Framework, A framework for maternal and infant
mental health. https://learn.nes.nhs scat’ 10382 /perinatal -imental-health-
curricular-lramework

Nierop., A., Wirtz. . H., Bratsikas, A., Zimmermann, R., & Ehlert, U. (2008). Stress-
bulfering cfTeets of psychosocial resources on physiological and psychological
siress response in pragnant women. Biological Psyvchology, 78(3), 261-26K.

Noble, I1., & Smith, . (2015). Issues of validity and reliability in qualitative
research. Evidence-Based Nursing, 18(2), 34-35.

Noordzij, M., Tripepi, {r., Dekker, I'. W., Zoceali, C., Tanck, M. W., & Jager, K. I.
{2010). Sample size caleulations: basic principles and common pittalls. Nephrology
Dialysis Transplantation, 25(5), 1388-1393.

Nowell, L. S., Norris. I. M., White, D. E., & Moules. N. I. (2017). Thematic analysis:
Striving to meet the trustworthiness criteria. Iniernational Journal of Quelitalive
Methods, 16(1), 1609406817733847,

Q'connor, T. G, Ileron, I, Glover, V., & Alspac Study Team. (2002). Antenatal anxiery
predicts child behavioral/emotional problems independently of postnatal
depression. Jowrnal of the American Academy of Child & Adolescent
Psychiatry, 41(12), 1470-1477.

Odent, M. (1992). The nature of birth and breast-feeding. Bergin & Garvey Westport
CT.

Olza, L., Leahy-Warren, P., Benyamini, Y., Kazmierczak, M., Karlsdottir, S. T,
Spyridou, A, Crespo-Mirasol, E., Takaes, L., Ilall, P. J., & Murphy, M. {2018).

253



Women's psychologieal experiences of physiological childbirth: 2 meta-
synthesis. BMJ Open, 8{10), 020347

Qlza, I., Uvnas-Moberg, K., Ekstrom-Bergstrdm, A., Leahy-Warren, P, Karlsdottir, S.
I.. Nisuwenhuijze, M.. Villarmea, 8., Hadjigeorgiou, E., Kazmierczak, M., &
Spyridou, A. ¢2020). Birth as a neuro-psycho-social evenl: An integrative model of
maternal expertences and their relation to neurohormonal events during
childbirth. PLoS One, 13(7), c0230992.

Ormgton, R., Spencer. L., Barnard, M., & Snape, D. {2014). The Foundations of
Qualitative Research. In J. Ritchie, J. Lewis, C. M. Nicholls & R. Ormston
(Eds.). Qualitative Research Practice. {1-26). Sage,

Oxgood, C. E., Suci, (5. )., & Tannenbaum, P. H. {1957). The measurement of
meaning (No. 47). Untversily of Tlinois press.

Pagce, M. J., McKenzie, J. E., Bossuyt, P. M., Boutron, L, Iloffmann, T. C., Mulrow, C.
0., ... & Moher, ). {2021). The PRISMA 2020 statement: an updated guideline
for reporting systematic reviews. Systemalic reviews, 10{1), 1-11.

Pallant, J. (2020). SPSS survival manual: A step by step suide to data analvsis using
IBAM SPSS. Roulledge.

Parahov, K. {2014). Nursing research: principles, process and issues. Macmillan
International Higher Education.

Patton. M. Q. (1990). Qualitative evaluation and rescarch methods. SAGE
Publications, nc.

Perciavalle, V., Blandini, M., Fecarotta, P, Buscemi, A., Di Corrado, D, Bertolo, L.,
Fichera, F., & Coco, M. (2017). The role of decp breathing on stress. Newrological
Sciences. 38(3). 451-458.

Pelers, M. D., Godlrey, C., McInerney, P., Munn, Z., Tricco, A. C., & Khalil, H. {2020).

Chapter 11; scoping reviews {2020 version), JBI Manual for Evidence Svnthesis.
JBI 2028

Pham, [.. T. M. {2018). Qualitative approach to research a review of advantages and
disadvantages of three paradigms: Positivism, interpretivism and critical
inquiry. University of Adelaide,

Phillipg, . C., Phillips, D. C., & Burbules, N. C. {2000). Pestpositivism and
educational research. Rowman & Liitleleld.

Pillow, W. {2003). Confession, catharsis, or cure? Rethinking the uses of reflexivity as
methodological power in qualitative research., International Jonrnal of Qualitative
Studics in Education, 16(2), 175-196,

254



Polil, D. F., & Beck, C. T. (2006). The content validily index: are you sure you know
what's being reported? Critique and recommendations. Reseqarch in Nursing &
Health, 29(5), 489-497.

Polit, D., & Beck, C. (2020). Study guide for essentials of nursing research: appraising
evidence for nursing practice. Lippincoil Williams & Wilkins.

Popay, 1., Roberts, H., Sowden, A., Petticrew, M., Arai, L., Rodgers, M., Britten, N,
Roen, K., & Duffy, S. (2006). Guidance on the conducet of narrative synthesis in
systematic reviews. A Product from the ESRC Methods Programme Version, 1{1),
b92.

Predoiu, R,, Predoiu, A., Mitrache, G., Firanescu, M., Cosma, G., Dinuta, G., &
Bucuroiu, R. A. (2020). Visualigation teehnigques in spori—the mental road map for
success. Plysical Education, Sport and Kinetotherapy Jowrnal, 59(3), 245-256.

Public Health England. (2019). Guidance 4. Perinatal Menial Health.
hups://www.gov.uk/sovernmenl/publicauons/betier-mental-healih-1sna-
toolkit/4-perinatal-mental-health

QSR Tnternational Py Lid. (2020). NVive. hups://www.qgsrinlernalional.com/nvive-

qualitative-data-analysis-sottware/home

Queirds, A, Faria, D., & Almeida, F. (2017). Strengths and limitations of qualitative
and quantitative research methods. Furopean Journa! of Fducation Studies,

Rambaree, K. {2007). Bringing Rigour in qualitative social research: the use of a
CAQDAS. University of Mauritius Research Journal, 13, 1-16.

Ramchandani, P. G., Stein, A, Q'connor, T. G., Heron, J., Murray, L., & Fvans. 1.
{2008). Depression in men in the postnatal period and later ¢hild psychopathology:
a population cohott swdy. Journal of the American Academy of Child & Adolescent
Psychiatry, 47(4), 390-398,

Rankin, I, Ilillan, E. M., & Murtrie, N. (2000). An historical overview of physical
activity and childbirth. British Journal of Midwifery, 8(12), 761-764.

Regier, D. A, Kuhl, . A, & Kupter, D. J. {2013). The DSM-3: Classification and
criteria changes. Weorld psvchiatey, 12(2), 92-98.
Reid, D. L., & Cohen, M. L. (1950). Lvaluation of present day trends in
obstetrics. Jowrnal of the American Medicul Association, 142{9), 615-623.

Rennie, AM. (2016). Psvchological wellbeing following miscarriage from a
salutogenic perspeciive. [PhD thesis]. The Robert Gordon University.

Richards, L. (2020). Handling gualitative data: A practical guide, Sage.

255



Richardson, W. 5., Wilson, M. C., Nishikawa, I., & Hayward, R. 8. {1995). The well-
built clinical question: a key to evidence-based decisions. dep J Club, 123(3), Al12-
Al3.

Robbie, D. {1992, Birth as an American rite of passage. Berkeley & Loadon, University
of California Press. DAVIS-IFLOYD Robbic Et Carolyn SARGENT (Eds) (1997),
Childhirth and Autharvitative Knowledge. Cross-Cultural Perspectives, Berkeley
and Los Angeley, University of California Press. DAVIS-FLOYD Robbie Et A, ,
25-41.

Rolfe, G. (2006). Validity, trustworthiness and rigour: quality and the idea of qualitative
research, Journal of Advanced Nursing, 53(3), 304-310,

Ross, V. (2017). Evaluating effectiveness of antenatal cognitive hehavioural based
treatment for anxiety and stress. [PDP thesis]. The University of Edinburgh.

Rota, A., Antolini, L., Colciago, E., Nespoli, A., Borrelli, 8. E., & Fumagalli, 8. (2018).
Timing ot hospital adimission in labour: latent versus active phase, mode of birth
and intrapartum interventions. A correlational study. Women and Birth, 31(4), 313-
318,

Russell, G., & Lightman, S. (2019). The human stress response. Naiure Reviews
Endoerinology, 15(9), 525-534.

Rytt, C. D., & Keyes, C. L. M. (1995). The structure of psychological well-being
revisited. Journal of personality and social psychology, 69(4), 719,

Sado, M., Ota, E., Stckley, A., & Mon, R. (2012). [Iypnosis during pregnancy,
childbirih, and (he postnatal period lor preventing postnatal
depression. Cochrane Database of Systematic Reviews, {6).

Sahour, A., Fakhri, M. K_, & Pourasghar, M. (2019). Investigating the effect of
hypnotherapy on reducing anxiety and pain during labor. BRAIN. Broad Research
in Artificial Intelligence and Neuroscience, 10(3), 25-33,

Salomensson, B., Berterd, C., & Alchagen, S. {2013). Sclf-cfficacy in pregnant women
with severe fear of childbirth. Jowrnal of Obstetric, Gyvirecologic & Neonatal
Nursing, 42(2), 191-202.

Sandelowski, M, {1986). The problem of rigor in qualitative research, Advances in
Nursing Science,
Sandelowski, M. {2000). Whatever happened 1o qualilative descriplion? Research in

Nursing & Health, 23(4), 334-340.

Sandelowski, M. (2007). Words that should Le seen but not written, Research in
Nursing & Health, 30{(2). 129-130.

Sandelowski, M. 12010). What's in a name? Qualitalive description revisiled. Research
in Nursing & Health, 33(1), T7-84.



Schwandl, T. A, Lincoln, Y. 8., & Guba, L. (. (2007). Judging interprelations: But is 11
rigorous? Trustworthiness and authenticity in naturalistic evaluation. New
Directions for Evaluation, 2007(114), 11-25.

Scottish Government (2017). The Best Start: A Five Year Forward Plan for Maternity
and Neonatal Care in Seotland. Scoldsh Government.

Shaw, R. (2010). Embedding reflexivity within expetriential qualitative
psychology. Qualitative Research in Psychology, 7(3), 233-243.

Siedlecki, 8. L. {2018). Research intervention fidelity: Tips to improve internal validity
of your intervention studies, Clinical Nurse Specialist, 32(1), 12-14,

Silver, C., & Lewins, A. (2014). Uksing software in qualitative research: A step-Inv-step
guide. Sage.

Silverman, D. (2015). Inferpreiing gualiialive daia. Sage.

Simkin, P. (1992}, Just another day 1 a woman's life? Part 11; Nature and consistency
of women's long-term memories of their first birth experiences. Birth, 19(2), 64-81.

Sitras, V., Saltyté Benth, I., & liberhard-Gran, M. (2017). Obsietric and psychological
characteristics of women choosing epidural analgesia during labour: A cohort
study. PloS One, 12{10), e0186564.

Slife, B. ., Williams, R, N., & Williams, R. N. (1995). What'’s behind the research?:
Discovering hidden assumptions in the behavieral sciences. Sage.

Smith, €. A., Colling, C. T., Cyna, A. M., & Crowther, C. A. (2006). Complementary
and alternative therapies for pain management in labour. Cochraie Database of
Systemutic Reviews, (4)

Smith, B., & McGannon, K. R. {2018). Developing rigor in qualitative research:
Problems and opportunities within sport and exercise psychology. Internationa!
review of sport and exercise psvchology, 11(1), 101-121.

Smith, M. 1. {1998). Social science in guestion: lowards a posidisciplinary framework.
Sage.

Smythe, L., & Giddings, L. 8. {2007). From experience to definition: addressing the
quesiion 'what 18 qualitative rescarch?'. Nursing Praxis in New Zealand, 23(1)

Spencer, L., Ritchie, J., & O'Connor, W. {2003). Analysis: practices, principles and
processes. Qualitative Research Practice: A Guide for Social Science Studenis and
Researchers, 199 218,

Spielberger, C.D., Gorsuch, R.L., Lushene, P.R,, Vagg, P.R., Jacobs, A.(r {1983).

Mamual for the State-Trait Anxiety Inventory STAI (form Y). Consulting
Psychologists Press, Ine.

257



SPSS, I {(2017). No lille. IBM Corp. Released, Statistics for Windows, Version 25.4).
Armonk, NY: IBM Corp,

Stebbins, R, AL (2001). Exploratorv research in the social sciences. Sage.

Steen M, Downe S, Bamford N et al (2012) Not patient and not visitor: A metasynthesis
fathers' encounters with pregnancy, birth and maternity care, Midwifery 28(4):
362-71. doi: 10.1016:].midw.2011.06.009

Stengling M., & Foureur, M, {2013), Designing out the Fear Cascade to increase the
likelihood of normal bicth. Midwifery, 8(29), 819-825.

Stevenson, (5. and Tabib, M. (2020). An audit of electronic maternity records for the
participanis of Anfenatal Relaxvation Classes (2019 daia). [Unpublished raw
datal.

Stewart-Brown., 5. L., Platt, 8., Tennant, A., Maheswaran, H.. Parkinson, I., Weich, S..
Tennant, R., Taggart, F., & Clarke, A. {2011). The Warwick-Edinburgh Mental
Well-being Scale (WEMWRBS): a valid and rehable tool for measuring mental well-
being in diverse populations and projeets. J Epidemiol Community
Health, 65(Suppl 2), A3R-A39.

Stewart-Brown, S., & Janmohamed, K. {2008). Warwick-Edinburgh mental well-being
scale, User Guide. Version,

Stockman, A. F., & Alumaicr, E. M. (2001). Relation ol sell-efficacy o reported pain
and pain medication usage during labor. Jowrnal of Clinical Psychology in Medica!
Settings, 8{3), 161-166.

Stoll, K., & Hall, W. {2013). Vicarious birth experiences and childbirth fear: Does it
matter how young Canadian women learn about birth. J Perinat Educ, 22{4), 226-
233,

Strauss, A., & Corbin, J. {1998). Rasics of qualitative research techniques.

Streibert, L. A, Reinhard. T, Yuan, J., Schiermeier, 8., & Louwen, F. (2015). Clinical
study: change in outlook towards birth after a midwife led antenatal education
programme versus hypnoretlexogenous selt-hypnosis traming tor
childbirth, Geburishilfe Und Frauenheifkinde, 75(11), 1161-1166.

Stronach, 1., Garrall, D., Pearce, C., & Piper, H. (2007). Reflexivily, the picturing of
selves, the forging of method. Quaditative Inquiry, 13(2), 179-203.

Stuckey, H. L. {(2013). Three types of interviews: Qualitative research methods in social
health. Journal of Secial Health and Diabetes. 1(02), 56.

Tabib. M. (2015). Offering relaxation workshops to midwifery students: does it make
any difference?. [Unpublished PGCert Essay]. The Robert Gordon University.

258



Tabib, M. (2016). A Service Evaluation of Relaxation Training for Midwives.
[Unpublished data].

Tabib, M., & Crowther, 8. {2018). Service evaluation of relaxation workshops for
pregnant women. The Journal of Perinatal Education, 27(1), 10-19.

Tabih, M., Humphrey, T., Forbes-McKay, K., & Laun, A. {2021). Expectant parents’
perspectives on the influence of a single antenatal relaxation elass: A qualitative
study. Complementary Therapies in Clinical Practice, 43, 101341,

Taheri. M., Takian, A., Taghizadeh, Z., Jafari, N., & Sarafraz. N. {2018). Creating a
positive perception of childbirth experience; systematic review and meta-analysis
ot prenatal and intrapartum interventions. Reproductive Health, 15(1). 1-13.

Tashakkori, A., Teddlie, C., & Teddlie, C. B. {1998). Mived methodology: Combining
gualitalive and guaniilalive approaches. sage.

Tashakkori, A., & Teddlie, C. (2021). Sage handbook of mixed methods in social &
behavioral research. SAGE publications.

Temple, B., & Young, A. {2004). Qualilative research and lranslation
dilemmas. Qualiiative Research, 4(2), 161-178.

Tennant, R,, Hiller, L., Fishwick, R,, Platt, 8., Joseph, S., Weich, 8., Parkinson, J.,
Secker, 1., & Stewart-Brown, S. (2007). The Warwick-Edinburgh mental well-
being scale (WLEMWBS): development and UK validaton. Health and Qualizy of
Life Outcomes, 5(1), 1-13,

Thabane, L., Ma, I., Chu, R., Cheng, 1., Ismaila, A., Rios, L. P., ... & Goldsmith, C. IL
(2010}). A wtorial on pilot studies: the what, why and how. BMC medice!
research methodology, 10{1), 1-10.

Thelwell, R. C., & Greenlees, 1. A {2003). Developing competitive endurance
performance using mental skills training. The Sport Psychologist, 17(3), 318-337.

Thomas, M. (1997). Post-war mothers: childbirth letters to Grantly Dick-Reud, 1946-
1934, University Rochester Press.

Tilden. E. L., Lee, V. R, Allen, A. J., Griffin, E. F., & Caughey, A. B. {2015). Cost-
elTectiveness analysis of latent versus active labor hospital admission {or
medically Tow-rigk, term women. Birth, 42(3), 219-226.

Tobin, (r. A., & Begley, C. M. (2004). Mcthodological rigour within a qualitative
framework. Journal of Advanced Nursing, 48(4), 388-396.

Tricco, A, C., Lillie, E., Zarin, W., O'Brien, K., Colquhoun, H., Kastner, M., Levae, D,
Ng. C.. Sharpe, L. P., & Wilson, K. (2016). A scoping review on the conduct and
reporting of scoping reviews. BMO Medical Research Methodology, 16(1), 1-10.

259



Triceo, A. C., Lillie, ., Zarin, W., O'Brien, K. K., Colquhoun, H., Levae, D., Moher,
D., Peters, M. D., Horsley, T., & Weeks, L. {2018). PRISMA extension for scoping
reviews (PRISMA-ScR): checklist and explanation. Annals of Internal
Medicine, 169(7). 467-473.

Urech, C., I'ink, N. 8., Hoesli, I, Wilhelm, I'. H., Bitzer, 1., & Alder, I. {20100, LiTects
of relaxation on psychobiological wellbeing during pregnancy: a randomized
controlled tial. Psychoneursendocrinology, 35(9), 1348-1355.

Uvnis-Moberg, K., Ekstrom-Bergsttom, A, Berg, M., Buckley, S., Pajalic, 7.,
Hadjigeorgiou, E., Kotlowska, A., Lengler, L., Kielbratowska, B., & Leon-Larios,
F. (2019), Maternal plasma Tevels of oxytocin during physiological childbirth—a
systematic review with implications for uterine contractions aind central actions of
oxylocin. BMC Pregnancy and Childbirth, 19(1), 1-17.

Valentine, G. (1999). Doing houschold research: interviewing couples together and
apart. Areea, 31(1), 67-74.

Van Manen. M. (2016). Phenomenology of practice: Meaning-giving methods in
phenomenological research and writing. Roulledge.

VandeVusse, L., Irland, J., Berner, M. AL, Fuller, 8., & Adams, D. (2007). Hypnosis for
childbirth: A retrospective comparative analysis of outeomes in one obstetrician's
practice. American Journal of Clinical Hypnosis, 50(2), 109-119,

Varner, C. A. (2015). Comparison ol the Bradley Method and HypnoBirthing Childbirth
Education Classes. The Journal of Pevinatal Education, 24(2), 128-134,

Waldensorém, U. (2003). Women's memory of childbirth at two months and one year
after the birth. Birth, 306(4). 248-254.

Waldenstrom, U., Hildingsson, L., Rubertsson, C., & Rddestad, I. (2004). A negative
birth experience: prevalence and risk factors in a national sample. Birth, 3/(1),17-
27.

Walsh, D., & Baker, L. {2004). How (o collect qualitauve data. Demystifying
Qualitative Research in Pregrancy and Childbirth, , 63-86.

Webster, 8., Lewis. I., & Brown, A, (2014). Ethical considerations in qualitative
research. Qualitative Research Practive: A Guide for Social Science Students and
Researchers, 2, 77-110.

Wermer, A, Uldbjerg, N, Zachariae, R.. Rosen, G., & Nohr, E. A. {(2013a). Sclf-
hypnosis for coping with labour pain: a randomised controlled trial. B/0G: An
Internutional Journal of Obstetrics & Gynaecology, 120(3), 346-353.

Werner, A, Uldbjerg, N., Zachariae, R., Wu, C. 8., & Nohr, E. A. {2013b). Antenalal
hypnosis training and childbirth experience: a randomized controlled
wial. Birth, 40(4), 272-280.

260



Whitburn, L. Y., Jones, L. L., Davey, M., & McDonald, S. {2019). The nature ol labour
pain: An updated review of the literature. Women and Birth, 32{1), 28-38.

Wiyma, K., Wigma, B., & Zar, M. {1998). Psychometric aspects of the W-DEQ; a new
questionnaire for the measurement of fear of childbirth, Jowrnal of Psychosomatic
Obstetrics & Gynecology, 192), 84-97.

World Health Organization (2007) Fatherhiood and health outcomes in Europe.
www.euro.who.inl/ data/assets/ pdl” (e/0017/6901 171191 129.pd( {accessed ©
April 2015)

World Health Organizauon (WHQ). (200R). Maternal mental health and child health
and development in low and middle income countries: report ot the meeting,
Geneva, Switzerland, 30 January-1 February, 2008.

World Health Organization. (2015). WHO mhGAP Guideline Updale. Geneva. World
Health Organization

World Health Organization, (2018). WHO recommendations on intraparium care for a
paositive clildbirtl experience. World [Tealth Qrzanization.

World Medical Association (WMA) (2013), World medical association declaration ot
helsinki: Ethical principles for medical research involving human subjects,
JAMA, 31200, 2191-2194.

Yeo, A, Leeard, R, Keegan, 1., Ward, K., McNaughron Nichollg, C.. & Lewis, 1
(2014). ‘In-depth Interviews’. In: I. Ritchie, et al. (Eds). Qualitutive Rescurch
Practice. {pp. 177-210). Sage.

Zarhin, 12, (2018). Conducting joint interviews with couples: Fthical and
methodological challenges. Oualitative health research, 23(5), 844-854.

Zondag, D. C., Gross, M. M., Grylka-Bacschlin, S., Poat, A., & Petersen, A. {2016).

The dynamies of epidural and opioid analgesia during labour. Arcliives of
gynecology and obsleirics, 294(5), 967-977.

201



Appendix 1L ARC content

The Antenatal Relaxation Class (ARC) has tour parts:

Part one: Theory (60) minutes)
At the beginning of the class, the participants are welcomed and encouraged to share
their expectations of the session. Then, the midwite facilitating the session provides a
comprehensive explanation of the physiology of stress, discussing the SR versus RR
and how these responses relate to the experience of pain during labour. Based on the
theoretical literature, the role of oxytocin, endorphins, and adrenaline during childbirth,
and how the use of relaxation techniques can modulate the balance between these
hormones are explained. This scetion is underpmned by theories of Fear-Tension-Pain
{Dick-Read, 2004) and physiological/hormonal processes in childbirth (Buckley, 2015;
Qdent, 1992; Uvnis-Mobcerg, 2014). Animated PowcerPoeint slides, group acrvities and

discussions arc used to further engage the participants with the discussed theory.

Part Two: Positive hirth stories (30 minutes)
A l4-minute video 1s used to share a collection of previous participants’ experiences of
uging relaxation techniques during pregnancy, labour, and birth. These real-life stories
have been collected through the service evaluation process, This activity is followed by

a short break, prior to discussing participants’ reflections on the video.

Fart Tliree: Relaxation Exercises (60) minuites)
Four relaxation exercises, including a conscious breathing exercise { 10 minutes), a
visualisation exereise { 10 minutes), hypnosis (30 minutes) and relaxation in labour {10
minuLes) are practised using standard seripls. These exercises build on each other and

intend to facilitate experiencing the relaxation response several times. During the
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conscious brealhing exercise, participants are guided o (ocus on their breathing, their
hody sensations and at the end on the baby to encourage bonding with the unborn child.
The second exercise combines conscious breathing and visualisation, focusing on an
image of their own choice that 1y meaningful and relaxing Lo that individual. The
participants are encouraged to use their senses to make the image as real as possible and
are reassured that whatever they imagine, or feel is appropriate.

The third exercige s a light six-staged hypnosis congisting of conscious breathing, body
seanning, counting down, visualisation, pesitive affirmations, and counting up. During
this longer exercise, a deeper state of relaxation 15 usually experienced.

In the next exereise, use of relaxation during labour i rehearsed. Conseious breathing,
body scanning, visualisation, and positive affirmations are utilised in a scenario-based
practice to demonstrate how in the short episodes between contractions the RR could be
clueidated.

At this stage, the participanis are encouraged to refleet on their experiences of the
exercises and ask any questions they may have, This part of the ¢lass ends with
mtroducing two brief on-the-go relaxation techiniques that can be regularly used during

daily life.

FPurt Four: Top tips on labowr (30 minutes)
A range of strategics including the importance of dim lighting, usc of calming music,
massage, gentle touch, immersion in water, mobilisation, and upright positions during
labour are discussed and top tips for the birth partners are explained using PowerPoint
slides. In addition, different stages of labour, as well as the benefits and potential side
effects of epidural anaesthesia. are briefly discussed. The importance of self-led practice
of the learned Lechniques is highlighted and a handout and videos (or home practice are

provided. The handout ineludes the key points of the session, instruetion on self-
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relaxation, Lop lips (or birth partners, posilions in labour and birth and I8 positive
affirmations. To facilitate home practice, the participants are provided with access to the

tour online audio recordings and a handout. The outline of ARC is the following Table.

Class outlines

Part 1 (6] min)
=Overview and objectives of the class
-Tntroduction to Fear-Tension-Pain theory, physiology of SR versus RR, and hormonal systems

in ¢childbirth

Parc 2 {30 min)
-Pasilive birth swories collecled irom previous ARC parlicipanis, (ollowed by a group

dizcussion

Part 3 (60 min)
-Practising four relaxation exercises inchuiding breathing, wvisualisation, hypnosis, and

relaxation o labour

Part 4 {30 min)

-Tips on the strategies that could contribule Lo a sehse of relaxation and control during
childbirth including mobilisation, positons, music, low lighting, water immersion, gentle
masgage, and pariner’s support

- Benefits & side effects of epidural

- The learing points are summarised and the importance of regular practice at home is
highlighted.

- Handouts and andios are provided for further practice at home,

Outline of the antenatal relaxation elass (ARC)
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Appendix 3. Literature review documents

Table I. A summary of included sources in a chronological order

LISA

techniques atfeets
the labonr
processes and
birth cutcomes of
preganant
adolescents.

procedures, and
length of hospital
slay.

Detailed OCs:
Medication nse
(Pitocin,
anacsthetic, and
postparium
medication),
complicationg (fell
ito 36 categorices)
and surzical
intervention during
delivery. and length
of hospital slay for
mothers and
neonatal intensive
care unit (NICL)
admission for the
INFants.

length of hospital
Stay.

Although
consistently fewer
paticnts in the
hypnosis group
usud less
anaesthesia,
PiLocin or
postpartam
medication and
fewer had inlants
admitted to the
NICTT but
statistically non-
significant

individual sessions
i 8 weeks.
CGreceived
supporting
counselling.

No prompting
occurred during
the labowr and
delivery process.

Study, Authors, Research Aim Sample size & Design Key findings — Tvpe & length of | Core concepts Comments
Year, Country characteristies Ouicome measures, | thal relawe 10 the intervention addressed
data collection tools | review guestions
that relate o the
revigw guestlions
Study | Lrvaluate how N=42 teenaged Quantitative: RCT Significantly less Childbirth Anacsthesia & (Single
childbirth nreghant Wonieh numbers of preparation clinical outcomes practitionsrs
Martin sl al., 2001 | preparation OCs: complicaled including hypnosis blinded)
incorporating Complicated deliveries, surgical | starting bebween
hypnotie deliveries, surgical procedures, and 20 & 24 weeks, 4
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Study, Research Aim Sample size & | Design Keyv findinas — Tvpe & length | Core Comments
Authors, characteristies | Oulcoms measures, that relale W the of intervention | coneepls
Year, data collection tools IOVIeW questions addressed
Canntry that relate o the
review gueslions
Study 2 Determine if perinatal | N=521 Mixed methods Primary OCs Hypnosis & Epidural The Largest RCT by the
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Mehl- facilitare and Primary O{s: had significantly psychotherapy: | assoclated | Psychological variables
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hirth {medical
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inlervention,

during 1st or
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allended the
births.

to the intervention.
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prevent replicability of it
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person providing the
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Study, Research Aim Sample size & Design Key findings — Tvpe & length | Core concepits Comments
Authors, characreristies | Quicome measures, | Lhat relate Lo the review of intervention | addressed
Year, data collection tools | questions
Canntry that relate to the
review guestions
Study 3 Invesnigate effect of | N=729 Quancitative: A decreased need for Heterogenonus Epidural nse & The first Cochrane
alternalive therapies | primiparous and | Cochiang pharmacological pain inLerventions, associated clinigal | review in the Neld
Siirh ot al., {including multiparous SYSTeMmatie review relief and ¢pidural however all OCs.
2006 hypnasia) for pain women {in thals | Tneluding 5 ROTs analgesia in women included Sarisfaction with
management in peltinent to {1969-2004) allocated to a hypnosis antenatal pain management

labour on maternal
and perinatal
maorbidity

hiypnosis)

Primary OCs
Maternal
satisfaction or
maternal emaoticnal
gxperience with
pain management in
labour.

Use of
pharmacological
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lahomr.

araoup compared to a
control group.

Maternal satisfaction
with pain management in
labour may he grealer
AMONE WOMen using
hyphosis.

Olher promising benelils
trom hypnosis appear 1o
be an increased incidence
of vaginal birth, and a
reduced use of oxytocin
augmentation.

hiypnosis.

in labonr
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Siudy, Authors,

Research Aim

Sample size &

Design

Key findings —

Type & lengrh

Core concepts

Comments

Y ear, Country characteristies | Oulcome measures, data that relate o the of intervention addressed
collecrion tools thac relate review questions
1o the review guestions
Stady 4 Develop and N 46 Quanutative: pre-post- At two weeks Hypnotherapentic | Psychological Participants were
evaluale a primiparous follow-up Lwo-group postpartum, programme: § well-heing randomly
Guse ot al., 2006 | hypaotherapeutic | women design (G & CG) experimental group mdividual Self-confidonce assigned bat then
programme, with exhibited a significant | sessions between | Depression some for social

South Aflica

the locus being
the promation of
the {postnatal)
psychological
will-being and
strenglhs of first-
time maothers.

Data collecled pre training
first, and 2™ and 3¢ set of

data collection occurred at

2 weeks and 2 months post
Dirtly.

OCx: gell-conlidence,
aspeets of mental wellbeing

Depression

Toals: Maternal Selt-
Lonlidence Seale,
Psyehological well-being
{Self-Confidence Scale), a
subzcale of the Childbirth
Attimudes Questionnaire,
EPDA, Satisfaction with
Life Scals (SWLS), Scnse
of Coherence Scale SO,
and Generalized Sell-
Efficacy Scale {GSE) and
Childbirth I'erceptions
Questionnaire

improvement on all
variables, except
percention of labour
and delivery.

At ren weeks
pustpacium
experimental group
slill exhibited a
signiticant decrease in
aymptoms of
depression as well as
symptoms related to
seneral
psychopathology,
compared to prenatal
evaluation.

No significant
difference hetween
EG & CGinthe
perception of labour
and delivery at two
months postpartum.

24-38 weeks of
SCSTATION.

reasons changed
their group.
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Siudy, Authors, Research Aim Sample size & Design Key tindings — Type & length of | Core concepts Comments
Y ear, Country characteristics Oulecomse that relate Lo the intervention addressed
measures, dam FOVICW qUestions
collection ools
that relate to the
FevVIEW questiung
Study 5 Compare N= 101 Quaniiadve; A Hypnaogis Hypnasis: a 5- FEpidural Randot selection
childbirth primiparous and remrospective preparation class seriss of of the control
VandeVusse etal, | outcomes between | multiparous comparative stmdy | resulted in ndrvidual or group w match the
2007 Lwor groups of women with low- | {data collected gignilicanily Tess Sroup sessions by inLervention group
wamen whao tisk pregnancy from perinatal use of sedatives, ong obstetrician Sclection bias as

LISA

elected antenatal
hypnosis and those
who did not.

medical records)
Analgesia and
anaesthesia use,

analgesia, and
regional
anacsthesia during
labour with 1o
significant
ditferences in
maosl ol the other
marernal oureome
measures.

whao also atended
birth and made the
Imeraparnun
management
decisions

Timing ol
Ierventlion: not
reported.

Efi chose
hypnosis

The researchers
who reviewed the
records were not
involved in the
direcL care of
participants
Attendanee of the
chsielrician
{teaching the
hyphoais sessions)
in labour whe also
made the
intraparium
management
deciatona.




Siudy, Authors, Rescarch Aim Sample size & Design Key findings — Type & length | Core concepts Comments
Y ear, Country characteristics Oulcome that relate o the review of intervention | addressed
measures, data | questions
collection tools
that relate to the
review
queshions
Study 6 Deseribe the N=4 pregnant Qualitative: -Inereased satistaction, [lypnosis: an Satisfaction, The authors were
effect of hyptiosia | multparous deseriptive control, and confidence average of 5I% control and concacted for
Abbasi et al, on pain reliel WOmgn phenomenology | - Reduced lear, anxisly & ong-lo ong conlidence, lear, clarification
2009 during labour and Toal: labour pain sessions per anxicty & labour | regarding the
childbirth -Past-birth in- -Shorter labour {mean: 4.5 | woman by a pain availability of
depth busy, reduced Wedness & hypresis pain relief
Tran interviews increased alertness during instrmetor and methads during
labour attendance of lahour.
- Changing pain ito the instructor Lxtensive
pressure during labour. inLerventicn;
atlendance of
instmetor in
labonr.
Study 7 Neterming il a N=38 women Quantitalive; FG perceived a greater [ypnobirthing | Perceplions on Only a very briefl
liypnabitthing interested in prospeetive ability 1o cope during CONse coping with article available
Fisher et al., 2009 | cowrse pagitively childbirth RCT lahour after completion of childbitth {less than a page)
affocts paticnts’ preparation OCs: the course, howover attor No reporls Intrapartum Muthods and
satisfaction with COTTSES Anxiety levels | delivery they recalled regarding coping skills incervention
USA childbirth Parity: not assessed over relatively poorer length or Fpidural & insulficiently
experienee and reported time (no tools intrapartum coping skills delivery mothod | Analgesia use reported:
caregivers and stated) (P=1.02) Birth mode influenced
reduces anxiely No dilterences among robuslness

associated with
lahomr.

groups regarding route of
delivery, hirthweight,
Apgar scores, or
ntrapartium and posiparfum
epidural and analgesic use,

The OCs starcd in
als were hot
reported nresults,
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Siudy, Authors,
Year, Country

Research Aim

Sample size &
characteristics

Design
Oulcome
measures, data
collection wols
that relate to the
revIiew Jquestinng

Key findings —
that relate o the
FEVICW (UESHons

Type & lengih of
intervention

Core concepis
addressed

Comments

Study 8

TTrech et al., 2010

Switzerland

Compare the
immediate effects
of two acove and
one passive 10-
min relaxation
technique on
pereeived and
phiysiologaical
indicators of

N=19
Primigravida and
nulhiparous
women

Quantitaiive: RCT
3 arms.
Progressive
muscle relaxalion,
G Passive
relaxation {10°
quiel silling)

OC & Taol

Stale anxiely

State anxiely
decrcased cqually
m 3 gronps with
no gignilicant
difference.

19 minutes of GI
CD and
headphones, & CD
al home

State anxiely

Small sample size

Brief mntervention
10 min

Groups sunilar at
the bazeline

relaxation. {STAI-S) between
32-34 weeks of
geslation
Study » Assess the benetits | N=5356 women Quantitative: Compared with A range of mind- Anxiety The conclusion
Mare et al_, 2011 of mind-body R ROTs of which 3 | Cochrane usnal care, body interventions was made based
inlerventions included Gl Syslemalic imagery may have | including Gl on the lindings off
{inclunding (1) Revicws a positive cffect on only two small

during pregnancy
for preventing or
treating women's
anxiety and
intluencing
perinatal
OULLOMILY,

(8 RCTs)

anxiety during
labour. Another
smdy showed that
imagery had a
positive cftect on
anxiety and
depression in Lhe
immediate

s partum period.

ROTs
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Siudy, Research Aim Sample size & | Design Key tindings — Type & Core Commenis
Authors, characteristies | Qulcome measures, that relale Lo the review | length of CONCePts
Year, data collection tools questions intervention | addressed
Country that relate o the review
questions
Study 10 gsLiland how sell- N= 54 Quantitative: RCT A gignificantly beter G, Wellbeing, Tnelusion criteria,
administered practice nulliparous QCs: seore o total Wellbeing | relaxation auxiety, pain, | pauticipants’
Gedde-Dahl | of relaxation wWomen {ome day post birth) technigques and characteristics {in tenma
& Fors, echniques, positive Al haseline: Anxiely No signilicant & posilive anaesthesiaf ol being low or high risk)
2012 attirmartion and guided (STAL-S/T) Dcprcsé jon | ditference in other affirmations: | analgesic not repotted.
imagery. in the final (Becks Depression OUICOME measures only Cs & Wellbeing was meagured
part of pregnancy had Inventory), & mean including anxicly, pain, | a booklel in only post birth and not al
Norway an impact on giving pain last week (NRS) and anacsthesial 3 semesier bascline

bitth,

During labour: Pain al,
Different stages
(NRES) & Anxiety
(Visual Analog Scale).

One day after delivery:
Wellbeing (Fdmonlon
Scalc or ESAS), pain
(NRES & Anxiely
(Visual Analog Scale),
Childbirth
complications and
anaecsthesia‘analgesic
use.

analgesic was found.

Blinding of birth
practitioners was not
attempred.

Tools for anxiety
measures differed
between baseline, during
labour and one day post
birth.
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Siudy, Authors, Research Aim Sample size & Design Key findings — Type & length of | Core concepts Comments
Y ear, Country characteristics Quleome that relate o the intervention addressed
mecasures, data FEVICW qQUEstans
collection wols
that relate to the
revIiew Jquestinng
Study 11 Assess the elTect N= 623 women Quantilaiive: There was one Hypnosis Depression Tndicated the need
of hypnasis tor Included [ trial Cocluane included study {Psychalogical tar further

Sado e al
2012

preveniing
postnalal
depression
compared with
usual anlenatal,
intranatal, ar
postnalal ¢are.

{Harmaon, Hyan &
Tyre, 1990)

syatematic review

(1 RCT)

{involving 63
women). HTowever,
as it did not include
the outcomes of
interest, no dala
were available for
analysiy Tor thig
IOVICW.

Authors concluded,
thers was no
evidence available
from randomised
conlrolled trials Lo
assess the
eiTectiveness ol
hypnosis during
PrESNANCY,
childbirih, and the
postnatal period for
preventing
pusinatal
deprossion.

wellbaing)

reaearch o
examing llecls

of hypnosis during
the perinatal
periad in
preventing
postaatal
depression.
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Siudy, Research Aim Sample size | Design Key findings —  Type & length of Core concepts Comments
Authors, Year, & Oulcome measures, that relale 1o the  interventisn addressed
Country characterist | data collection tools review
fcs that rglate o the review | questions
questions
Study 12 Gain ingight N=14 Qualitative: narrative CAM has a A range of CAM Key words re hypnosis: | Tnterviewed non-
into the nog-pregnant | study positive ineluding hypnosis Calouess & conrrol pregnant wonien who
Mitchell, 2013 experiences of women with transformational  The education not during labour had used hyphiosis,
women who use | experience gllect on described as women Dillerent outlook and a range ol other
CAM in of using women’s had pursued ditferent | Reducing FOC CAMs. Only the data
K pregnancy and CAM in experience of private hypnosis Tasitive hirth regarding hypnosia
Lo explore the PLEEAAnCY) pregnancy and COUrSES CRpericnes was exliaclod for the
contribution out of whom childbirth. Skills tor lite review.
CAM made w 4 women Details of the
their pregnancy | had used received education
and childbirth iypnosis nol reported.
jourhey, Thelusion & exclusion
crireria not defined.
Study 13 Lstimate N=1222 Quantitative: RCT 3- No difference in Hypnosis: 3x 1-hr LCpidural use The authors
epidural healthy arm group design use of epidural aesstons and 4 audio suggeated the
Werner gt al,, analgesia during | nulliparous (intervention, aclive anassthesia was  recordings in 3% negative resulls could
2013a childbirth after a | women comparison & control found between  winester De due to insufficient
shorl antenatal sroupas Actlive froups. design of the
cowse in sclf- comparison group: 3x1 intervention (due to
Denmark hypnosis. hr relaxation and limited financial

mindfulness and audio
recordings, Control
Group: routine care)
0C

usc of epidural
anagithesia

TeSOUrees [or
childbirth
preparation).

Blinding ot the birth
practitioners was
allempled.
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Siudy, Authors, Research Aim Sample size & | Design Key tindings — Tvpe & Core Comments
Year, Country characteristies | Oulcome maoasures, thal relale Lo the review length of concepts

data collection tools | guestions intervention addressed

that telate Lo the

ISVIEW questions
Stdy 14 Explore whethera | N 1222 healthy | Quantitative: RCT 3- | Pasitive change of childbirth Hypnosis: 3 x| Fear of Changes in

brielinlervention nulliparous arm group design expeclalions immediately aller | 1-hr sessiony childbirth anlenalal Tear

Werner ot al, in the form of an wonen {intervention, active | the cowse reported (p-.01) and 4 audio Childbirth nat reported.
2013b antenatal course in comparizon & Changes in antenatal FOC not | recordings in expectations

Denmark

sell=hypnosis 10
casc childbirth
could improve the
childbirth

eXpericnee.

conlrol groups:
Active comparison
group: 3x1 hr
rslaxation and
mindfirlness and
audiv recordings,
LControl Group:
routing care)

s Fear,
confidenes, and
expectations
concerning the
upeaming childbirth
and the same aspecls
of the actual
childbirth experience
{(W-DEQ A & B).
Influence of
hypnosis on
¢hildhirth
cxpectations and
experiences (at post-
taining & & weeks
post birth)

reporled,

Better childbirth expericnee in
hypnosis group compared with
the other two groups.

The tendeney wward a beter
childhirth experience in the
hypnosis group was also scen
in subgroup analyses for mode
ol delivery and Jor levels of
fear, hiypnosis group reparted a
statistically significantly
grealer change in allilude than
did the relaxaton group {CG
wete hol asked).

Lower mean seore of 'OC in
hypnosis group {but only
statically significani in the
subgroup of those with vaginal
birth and spontaneous birth)
The Relalions belween
Expectations of the Childbirth
and the Childhirth Experience
were significantly stronger in
hypnosis group compared with
other tlwo froups.

3 rimesler

& experience
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Siudy, Authors,
Year, Country

Research Aim

Sample size &
characteristics

Design
Oulcome
measures, data
collection wols
that relate to the
revIiew Jquestinng

Key findings —
that relate o the
FEVICW (UESHons

Type & lengih of
intervention

Core concepis
addressed

Comments

Study 15

Cyna et al_, 2013

Australia

Deerming the use
of pharmacologic
analgesia during
childbirth when
antenatal hypnosis
1s added to
slandard care
(HATCH trial)

N=448 nulliparous
and multiparous
women with low-
risk preghangy

Quantitaiive: RCT
3-arm group
design G1:
hypnogig, G2: only
CD, 33: control
Drimary OC: use
of pharmacologic
analgesia during
childbirth,
Secondary OCs:
Muode of birth,
other clinical
sureomes, labour
pait (NRS 0-14).
Depression
{EPDS), Anxicty
(STAT)

Mateinal
perceptinns of the
birth experience
including, Birth as
a posibive
gxpariznes”, &
*Birth betwer than
expected”.

Anlenalal sroup
hypnosis did not
reduee the use of
pharmacologic
analgesia during
childbirth.

There was no
significant
dilTerence between
groups in terms of
all other clinical or
psychological
outeomes.

The women in the
FG were morg
likely 1o state that
they would use
hypnosis in future
PrEgnancies.

Hypmosis: 3 x 1-hr
group sessions and
4 CDs in 3"
trimesler

Fpidural use
Maode of birthy
augmmentation

A range af
paychological &
cxpericnce
parameters

High {50%)
attiition rate in
completion of the
intervention
treatment.
Blinding of the
birth praciilioncrs
wag atempted.




Siudy, Authors,
Year, Country

Research Aim

Sample size &
characteristics

Design

Qulcome measures, data
collection tools chat relate
Lo the review gquestions

Key findings —
Lthat relale W the
FEVICW qUEstons

Type & lengih of
intervention

Core
concepts
addressed

Comments

Stady 16

Jallo et al., 2014

TISA

Study 17

Jalloeval 2115

TUSA

Evaluate the
elficacy ol a
suided imagery
ntervention for
stress reduction
n pregnant
African
American
wamen
beginning carly
in the second
trimester
{during
pregnancy)
Gain an in-
depth
understanding
of the
pereeptions of
Glasa
technique for
8Lress
managemsent in
pregnant
African
American
wanmen

W 72 African
American
WO
{primiparons
and
multiparons)

N=36 pregnant
African
Ametican
women
{primiparons
and
multiparous
Recrmited
between 14-17
weeks of
geatation

Quantitative: prospective
longiwdinal RCT

OCs:

Stress & Anxiety
State-Trait Anxicty
Tnventory {8TAT,
Numsric Baling Scals of
Stress (INRSS)Y Measures
wete compleled at
bascline, & and 12 weeks
later, also, completed a
daily stress scale,

Qualitative: desceriplive
phenomenology {a part of
a mixed-method stody
associated with study 15)

Tools: NData collected via
daily logs and scmi-
atruetured mterviews at
the complation o 12
woeks Gl programume
{during pregnancy)

Significant differences
in perceived siress
daily seores, and
anxiety were found at
week 8 {hul not
week12) were tound
hetween intervention
and conlrol groups,

Reing relaxed, calm
and less stwessed
hecause of uging the
intervention.

Benetits in other areas
of daily life ¢.g., sleep
quality & relief from
physical symproms
such as pain &
managing stress.

Environment, physical
and mental distractions
were idendfied as
barricrs to use of the
intervention.

A1 2-week GT
including a C wilh
4 recorded 20- min
tracks designed and
sequenced L
influcnce sidy
wvatiables, with
recommoended daily
practice

A 12-wock GI
including a CD with
4 recorded 20-min
tracks designed and
sequenced o
influence study
variables, with
recommended datly
praclice.

Antenatal
slress

Focused on
cmotions
in
pLegnaney

Well-designed and
well-reported

The study did not
aim 1o explore
wimen's
peregptions of the
influence of the
inLervention on
their subsequent
childbvitth
Lxperiences.
Data collection &
analysis methods
well deseribed.




Siudy, Research Sample size & Design Key findings — Type & length Core concepts Comments
Authors, Aim characteristics Oulcome measures, dala that relate Lo the of intervention | addressed
Year, collection tools that relate to review gquestions
Country the review questions
Siudy 18 Establish the N=608 nulliparous Quantitative: RCT Antenatal hypnosis Hypnosis: 2 x Fpidural The only study
effect of WO Primary OC: did not signiticantly | 90 minutes & conducted in the
Daowne et antenatal Epidural use reduce intraparmm seasiona & (Ds | associated elinical | TTIK (afier 2000)
al, 2015 group sell- Secondary OCs: epidural analgesia in 3 trimester Qulcomes Rlinding ol the
liypnosis on Associated clinical and 15 use or a range of bitrth
epidural use psyehological outcomes and other clinical and TPsychosacial practitioners was
LK {SIIIP wrial) sl analysis, psychological QULLOMES nol auempled.
Questionnalres {a mix of OULCOINTS TXCENT Only 67% of
validaled tools & study iear & anxiety which participanls
speeific questions) were reached statistical returned 2-week
completed at baseline, 34 significance betweern postnatal
weehks of gestation, 2 & 6 control and guestiothaires.

weeks postnatal.

A gueationnaire that included
guestions regarding
Satistaction with labour pain
reliel, with life, memaory of
labour pain, psychological
wellbeing/marbidity and
gxpeclalion & experience of
fear & anxicty.

LISHVENnion groups.

L.




Siudy, Research Sample size & Design Key findings — Type & length Core concepis Comments
Authors, Year, | Aim characteristics Oulcome measures, | that relale Lo the review of intervention addressed
Country dara collection tools | questons
that relale Lo the
review questions
Stdy 19 Explore N 16 primiparons | Qualitative: 1:1 Changing the feelings of Hypnosis: 2 x 90 | Fear Set out to
Women's women gualilative anxiely & fear aboul minules sessions | Anxiely interview partners
Tinlayson ct al., | views and {patticipants of interview childbitth to calminess & & (Ds in 3™ Contidence but didn"t
2015 experiences of | SHID tmal {study Random selection confidence rrmester Tagitive outlonk 1/3™ of mvitees
using sell- 13) of participants from | Scepticism Lowards participated

K

hypnosis as a
pain relef
mgthod during
labour & birth

intervention arm ot
SHIT tHal {48
inviled- 16
interviewed).
Analysed using
thematic networks
analysia.
-Post-bitth
qualitative
inlerviews

hypnosis changed to a
much maore positive
outlook 1w il.

Found ic diffienle to
ingorporaLe rouling
practice {listening to €D)
to their busy lives
Polential shoricoming
when using the techniques
in ¢linical settings
(Midwives being
unprepared for their
relaxed appearance)
Porsonal pretercnees and
agpescions on length,
liming & number ol the
sessions.

A short incroduction to
labour physiology was the
most often remembered
elerment of the sessions.

{sclection Diag)

Some tindings in
contrast with
SHITP wrial resulLs.

Authors were
cotuacted and
aceess to the study
questionnaires
wag given.

L.
jr )
(W5}




Siudy, Rescarch Aim Sample Design Key findings — Type & lengih of Core concepis Commienis
Authors, siee & Oulcome measures, data that relale Lo the intervention addressed
Year, characteri | collection tools that relate | review questions
Country stics Lo the review guestions
Study 20 Compare the change  N=213 Quaniilative: cohort study | Aller the midwilz le Hypnosis: 4 x 2-hr Matemal 1* sludy looking
of maternal ontlook  women OCs & Tools: course childbitth was | sessions on cmotions {in at ¢hange n
Streibert et watds birch Paricy: not | Tre and post training emntional ly more hyprioreflexogenons Pregnancy) emotional
al, 2015 hetween routing reported maternal perceplion on negatively scored sell-hypnosis and twice autlook towards
antenaral education birth was cvalnated nsing | {displeasure. weekly home practice bitth.
and Osgood semantic tatnishing, dimension | in 3" orimester Women freely
Gormany hypnoreflexogoenous differential questionnaire, | evaluation [p=0.057). chose their
self-hypnosis whereas atter the araups (selection
Lraining Cor hyphosis course brias)
childbirth childbirth was Groups were
emntionally more reporied as
positively evaluated similar at
{pleasure, harmony, baseline
dimension evaluation
[p=0.01] and
brightness |p<0.03]).
Study 21 Assess the effect of  N=33 Quantitative: quasi- Significant shoit and Gl: 4 x 30-min scssions Methods
Gl on perceived pregnant experimental long-term stress of instmetion & insufficiently
Flynti el al,, | slress in pregnant adolescent | One-way repeated reduction following lislening 1o a 12 min reporied
2016. adoleseents 5 measwes (1o control use of GI. recording 1-2 times per ineluding the
group) week for total ofin 4 stage of
OCs & Touls: times pregnancy when
TISA Stress level was measured the intervention

al haseline, aller sach
scssion and at the end
{during pregnancy)
using 'SM-0

was deliverad.

Lack of contral
STOUp




Siudy, Authors, Research Aim Sample size & | Design Key findings — Type & length of | Core concepts Comments
Y ear, Country characteristics | Oulcome measures, that relate o the intervention addressed
darta collection wools FEVICW qQUEstans
that telate Lo the
ISVIEW questions
Stdy 22 Examine the N 90 nantitative: quasi EG had preater Included hypnasis: | SE Juasi: women
elMcagy of rul iparous expetimental SE, perceived 4 x d-hour weekly | FOC chose their groups,
Isbir ot al., 2016 antenatal women with OCs & Tools: suppott, control in | sessions (16 lus PTSD
education low-risk FOC, SE and PTSD labonr, less fear of | woal) ineluding Firac atudy
including hypnogis | pregnancy using W-NEQ hivth and PTSN, l.amavre, investigating the
Turkey on FOC, SE and {A&B), UBSLEI and P<0.05 Psychoprophylaxis, ctfeet of antenatal
PTSD Tmpact of Event Active birth, & education on
Scale-Revised (IES- hypnobirthing PTSD symploms.
R) for PTRD bemwveen 20-32
weeks, Groups similar al
bascline.
Study 23 Compare the N=175 Quantitative: RCT Anxiely reduced Weekly 20-min GT | Anxicly The outcomes
cftects of massage | nulliparous threc-arm parallel significantly in GI | sessions tor 6 were examined
Khojasteh et al. | therapy and pregnant group design (<G, group conpatred weeks (with help only dutring
20146 suided imagery Women Magsige & rouling wilh rouling care, ol a video C1) pregnancy and nol

fand a control
group) on the
anxicty of
nulliparons
wometn during
pregnancy.

care)

OC & Tools: Anxiety
{Pregnancy-related
Anxiety
Questionnaire) at 22-
28 wecks of gestation
pre tnlervenlion & 6
weeks after
NEIVERHOh

postaatally




Siudy, Authors, Research Aim Sample size & Design Key findings — Type & length of | Core concepis Comments
Y ear, Country characteristics Quleome that relate o the intervention addressed
nweasures, data FEVIOW QUESLONS
collection wols
that relate to the
revIiew Jquestinng
Study 24 Fvaluale the efTect | N= 176 Quantitative: RCT | A significant Tneluded Fpidural & The Mrst study
of an antenatal nulliparous Primary OC: difference in visualisadon: a asgociated clinical | considering
Levert et al., miegrative women with low- | Epidural use epidural nze was cwo full-day OUECOmMEs designated
201 6a medicing risk preghancy Secondary found hetween 2 course including education Lor birth
cducation OUICOoMEes: aroups. visualisation, pattners
programme A range of Secondary OCs: breathing Delrvery suite
Auslralia {including associale clinical There was a techniques, yoga personnel wele
visualisation) on variables such as significant POSTIEGS, MASSART blinded to study
Thirapartum mode ol birth, reduclion in tale of | technigues, participants” group

epidural use

augnicntation,
petineal trauma,
ele.

Rense of control
{Labour Agency
Scale: [LAS within
72 lws tollowing
hirth), posthatal
depression at 6
weeks (E'DS)

angmentation and
caesarean section,
any peringal
trauma and length
of second stage of
labour.

No ditference
hetween BEG & CG
found in terms of
deprassion.
Personal sense of
control during
lahonr was
signilicantly
higher n EG
compared with
CG. ditferent

acupressure and
facilitated partner
support) From 24
to 34 weeks’
gestation

allocation.

The only smdy
interviewing birth
partners and
Midwives
provigding
[traparnun care
Only one
cducator: reducing
the external
generalisability
LAS was
completed by 82%
ol FGand 62% ol
G possibility of
repotting biag in
results.




Study, Authors, Research Aim Sample size & Design Key findings — Tvpe & length of | Core concepis Comments
Year, Country characteristics Qulcoms Lhat relale Lo the intervention addressed
measurcs, data roview questions
collection taols
thal relate Lo the
review questions
Study 25 Grain inaight into N=13 nulliparous Qualitative: Anunderstanding of | Tncluded Midwives did not | Not ¢lear whether
childbirth waomen and 7 birth | gualitalive in- childhirth visualisation: a atlend the course the regearcher who
Lever et al., cxporicness partners trom the depth interviews | phvsiology two tull-day Discussion: delivered the
2016b following intervention arm with women and | contexmalised why course including Nidwives having intervention
allending a two of the RCT partners and a & how lo use the visualisalion, previous conductied
full-day workshop | {Lewvett ot al. focus group technigues and breathing cxporicnees INEErVICWS.
Auslralia on a range of 2016a) with Midwives evolved their technigques, yoga khowledge of Authors conlagled,;
complementary 12 Midwives {apartofa approach to birth postures, massage | some CAM tools 0O IESPOnse
therapies. caring tor these mixed methods fron passive technigques, and supporting received.
Womeh wete study {sludy 21) | acceplance Lo active | agupressure and fwormal birth Nol ¢leat aboul

mrervicwed too.

urvolvement in the
preparation
Undarstanding of
“normal natural
hirth® & working for
it

Change of mindset
and restruciuring
fear of childbitrth
TProviding a toolkit
oi'lechnigues gave
choices & a sense of
conlrol

Midwives exprossed
interest in learning
the technigues as a
serious adjunet to
them practice.

tacilitated partner
aupport) From 24
Lo 34 weeks”
osestation

cnabled them to
work as a team
wilh woman and
parter

Intrapartum care:
i midwives were
blinded, how they
wark with the
couple as a leam.




Siudy, Authors, Rescarch Aim Sample | Design Key findings — Tvpe & Core Comments
Year, Country sire & Qulcome measures, dala that relale Lo the review questions length of congepts
characte | collection wols that relate intervention addresse
Fistics o the teview questions d
Study 26 Determine the N=67 Quantitative: a clinical A statistically signiticant reduction in One group Depressi | A multi-
effect of puided uullipare | tial with a pre-test-post- anxiety & stress levels was reported in session of I, | an centre sdy
Kordi et al. 2016 | imagery on us Lesl design EG hut notin CG group. No significant {20 minuies) Anxiely
maternal-fetal women OCs & Touls difference was found in deprossion on maternal Stress
atcachment in with Depression, anxiery, stress | levels. role at week
Iran rual liparous unplanne | (DASS-21) balore {fweek 34 followed
waomen with d 34 and btwo wecks after by GIL CDs at
unplanned preghnane | the intervention {week 38). home twice a
pregnancy Y week for two
weeks.
Study 27 examing the N=2954 | Quantitative: Cochrang Hypnosis may reduce the overall use of Hypnosis Tain
ctfectivencss and | women Systematic review analgesia during labour, but not epidural manage
Madden et al. satery of hypnosis 9 R{Ts nae. ment
20146 ot pain
management
during labour and
childbirih.
Study 28 Compare hypnosis | N—33 LQuantieative: pee-rest, Stress and anxicty symproms were Hypnosis: 4 Depressi | Small
and routine care oy | primipar | post-test quasi-experiment | significantly reduced for EG, butnot Tor | one o ong an samiple gize
Beovi et al, 2016 | investigate the ous and | study CG. Although mean differcnces for the sussions at 16- | Anxicty | Not
impact on physical | mulupar | OCs & Taools: depressive symproms were not 20-28-34 Stress randomised
and psychological | ous Depression Anxiely Stress | significant, the experimental group had weeks Participants
Malaysia symptoms during | wonien Seale 21 (DASS-2D)and | lower symptoms at time point 3. The chose their
presnancy a Pregnancy Symptoms physical symptoms’ resulis showed gronp
Checklist was completed signifigant group dillerences at lime In¢lugion
at weeks 16, 20, 28 and 36 | poinr 3. indicating a reduction in the Criteria not
of pregnancy. sxperience of physical symproms for the atated.
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Siudy, Authors,
Year, Country

Research Aim

Sample size &
characteristics

Design

Oulcome measures,
dara collection wools
that relale Lo the
ISVIEW questions

Key findings —
that relate o the
FEVICW (UESHons

Type & length
of intervention

Core
concepts
addressed

Commenis

Stdy 29 Coamparing N 55 uantitative: quasi- Ef3 reported higher Hypnosis: 4 one | Labour Small sample size
hypnosis and pHmiparous experiment study pain levels bul their L One sessiony pain No validated ool used for
Beovi ctal, 2017 | routine care and OCs: Length of the use of pethidine at 16-20-28-34 masuring the pain
groups on ¢hinical | multiparons lahonr, pam rehief durmg labour was weeks Not randomised
variables women used, method of significantly lowsr Participanis choge their group
Malaysia measurcd during delivery, type of than the CG. Inclusion criceria not stated
labour and 24 hr aasiated vaginal Rest of OCs: Nu specific ol repotted te
posipartum. delivery and scltf- insignificant self-reported pain.
reported pain
{immedialely prior Lo,
during and.
Immediately after
delivery
Study 30 Identity the effeet | N=116 Quantitative: RCT FOUC and perception | Hypnosis: [ x roc Intervention: antenatal &
of hypnobirthing nrHmiparous OCs: of labour pain was 3-hrs session Perception | intrapartum.

Alis & Rathlisch,
201%

Turkey

on childbirth pain
and tear.

women with
low-risk
pregnancy

Fear & pain

Toals:

Berore the training,
{W-DLEQ A).

After birth: Visual
Analog Scale (VAR),
{W-DEQ B). and the
Postnatal Assessment
Form

signiflicantly lower in
EG campared with
G

All LG stated that
the training had
positive eilects on
their pain, had
“helped relaxation”,
“zave peace and
confldencs,”
“reduced the feeling
of pain,” and “helped
o adjust to the
ehyironment,”

per week for 4
wecks {12 hours
tofal) hetween
20-36 woeks.
Exercises
included one-
on-one practice
& the
regearcher
stayed with the
lahouring
WOMAIL

ol labour
pain

11" participants had a caesarean
scetion, received analgesics ar
anaesthesia to reduece pain, or
were inducod were oxeluded
trom study. E{r partcipants
were excluded il they had no
suppaout trom the researcher
during childbirth {47 of 116
women were excluded). s
stated ~women not mformad
of group allocation®, not clear
how this is possible,




Study, Research Aim Sample size & | Design Key findings — Type & length | Core Comments

Authors, characteristics | Qulcome measures, data Lthat relale Lo the of intervention | concepls

Year, colleetion tools that relate to review questions addressed

Country the review questions

Study 31 Analyse the effect of | N=51 pregnant | Quantitative: case control sudy | A significant Hyprabirthing: | FOC The onteame was
hypnrobirthing Women {eontrol group v case group) reduction in FOC in ong hour a during examingd only

Riilez et al., | tducation given ro Pariry not OCs & Tools: case group but not week of for 4 pregoancey | during preghancy

2018 preghant women reported. FOC doring pregnancey uiing | control groun weeks {total of and not postnatally
during antenatal W-DEQ pre-intervention > 12 4 hows)

Turkey pc.riodlon fear of ‘.wccks ut'. aestation) and post-

- ¢hildbirth intervention {4 weeks lalet)

Study 32 Examine ettective N 3984 Oantitative: Systematic Hypnosis may reduce | A range of FO:C
interventions for womeh review- mela-anal ysis FOC, inlervenlions

Hosseini et | reducing FOC [ncluded B RCTs and 2 quasi- including

al., 2018

randonised tHals

Included 2 RCTys on hyphosis
{Downe ot al 2015; Werner ct
al, 2012)

hypnosis. Only
data regarding
hypnosis-based
inlervenlions
wels extracted.
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Study, Authors, Research Aim Sample size & Design Key findings — Tvpe & length of Core Comments
Year, Country characteristics Ouleoms nieasurss, that relate Lo the intervention coneepls
data collection tools ICYIGW UESTIONS addressed
that relate to the review
gueslions
Study 33 Determine the N= 66 primiparons | Quauntitative: RCT Stress, anxicty, GI & progressive musele | Stress, The
effect of & multiparous OCs & Tools and depreasion relaxation: 6 X weekly anxiety, and | outcomes
Nasirietal, 2018 | progressive women Stress, anxiely, and reduce segsiong (Glincluded in | depression were
muscle relaxation depression (DASS-21] significandy over | the last 4 sessions) cxamingd
and puided & EPDS at 28-36 titne {3 time only during
Lran imagely on sUCss, wocks of gestalion points} only in Presnancy
anxicty, and {pre- intervention) and intervention group and not
depression in 4&7 weeks laten) and not in ¢onlrol postnalally,
pregnant women aroup
Siudy 34 DeLerming the N=27 nulliparous | Quantilative: quasi- 2 months Hypnosis: 4 sessions al Stress, High atirition
cftectiveness of a | and multi parous cxperimental design puostiatal 16-20-28 & 36 weeks anxicty, and | rare aftected
Beevi et al, 2019 hypnosis women {(who Reduced postnatal | Length of sessions: not depression the findings’
inlervenlion in responded O0s & Tools: depression & slated relinbility,
alleviating postaatally) AXIety

Malayaia

psyehological
SYIIPLoms {Stess,
anxiety, and
depression) and
the symptoms of
poagparmm
depression.

Postnatal stress,
anviely, and depression
using CPDS & DASS-
21 {completed 2
months after birth)

No significant diff
In post-parturn
SLPESS SYMPLoimns
Congluded
hypnosis may
prevent postnatal
depression &
improve
paychological
wullbeing
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Study. Authors, | Research Aim Sample size & | Design Key findings Tvpe & length of Core Comments
Year, Country characteristics | Outcome measures, daca that relate o the intervention CONCCPLN
collection wools that relate | review questions addressed
to the review guestions
Study 35 Compare the N=180 Quantilalive; guasi- FOC gignilicantly Gl & musels FOC & Sampling methods
cffeet of muscle primiparous cxperimental design redused in relaxation: only data | Happiness | not reported.
Boryri et al, 2019 | relaxation and women ineluded three aroups intervention group but | regarding GT group
guided imagery {muscle rolaxation, GL & | not in control group were extragred
oft the happiness contral)
Tran and lear of Happiness 2 x individual 90-
delivery in OCs & Tools: signiticanty minute training
primiparons increased in sessions per week
women (during Bristin’s and Oxford 1mar\'enLion group bul | jor four weeks &
preguancy). Questionnaires were used net in control group {Ds
to evaluate the fear of
childhirth {(FOCY and
happiness, respectively at
2432 weeks of geatation
& 4 weeks later
Study 36 Test etfectiveness | N=63 Quauntitative: quasi- Significamtly lowered | GI, diaphragmatic Stress Small samiple size.
of 4 streas primiparous experimental trial perceived stress levels | breathing. Control The sessions {before
Kantziari et al,, managemeni women wilh OCs & Tools: and depressive progresgive muscle | Depression | giving CMs) are not
2019 progranims low-risk symproms {p <0.05) relaxation: an X- presented in
inchuding GI pregnancy {due | Sppeqs. Control, and and ihereased the week programme in methods.
dwring Lo high depressive symploms Internal locus of 2" Wrimester and 2 x 23 women dropped
Cireece pregnancy artrition rate using Pereeived Stress control {p < 05) in 20 min CDs out and only 40

data 40 were
analysed in the
smdy)

Scale, Health Locus of
Conlrol Scale, and EPDS,

FG, butnotin
external locus of
coneol.

14-18 weeks of
gestation,

were analysed.

The time of
collecting data poat-
inlervetition is hol
reported.
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Siudy, Authors, | Rescarch Aim Sample size & Design Key tindings — Type & length of | Core Commenis
Year, Country characteristics Oulcome thal relale Lo the review gquestions intervention concepts
measures, data addressed
collection Lools
thar relate to the
review qUesons
Study 37 Examings the use | N=2532 women | Quantilalive: allevialing anxiety, fear and pain Hypnosis Fear
and cffeets of 9 studics! 9 Systematic
Clarsaros biyphosis-based countries Review {2000- enhancing sense of control during labour Anxiety
&Wendland, inLerventions (3 qualilalive, 5 2019 and inereased satsietion
2020 during pregnancy | quantitative, 1 pain
and childbitth on | mixed methods) Tneluded 9 . ] " ; . .
. . improved women’s cimotional expericnces -
women s SLU_{IICS and outlook towards hirth ChllL’“_Jll‘Lh
childbirth OCs: expericnee
EXpETEns. :EE::E& betwer childbirth expericnce overall Birth
childbirth interventions
experience mare posinatal well-heing
foverall or an
aspect such as tewer irth interventions
anxicly or Tear),
Study 3R Investigate the N-I112 Quantitative: Those in the amrenatal education group Included hypnosis: | TOC Single
effects of Primiparous prospective RCT | had sigmificantly lower posthatal birth 4 x 4-hour weekly Anxiety hlinded:
Cankaya & antenatal WOMSn OCs & Tools fear, depression, anxicty, and stross sesslons {16 hes Stress WOmen

Simsek,
2021

Turkey

education on
hitth fear,
depression,
anxiety, atress,
childbirth self-
cfficacy, and
maode of delivery
in primiparous
pregrant wotlen.

Vaginal birth
FOC (W-DEQ
A&R), Anxicty.
SLress,
Depression
{DASS-21V &
Childhirth self-
cfficacy (CIRREL)

symptoms compared to concrols
{(p=0.001). More vaginal births occurred
in the antenatal education group compared
t controls (p—0.043).

total) inchading
Tamave,

Psychoprophylaxis,

Active birth, &
hyphobirthing

Detween 20-32
weeks.

Depression
SellefMicacy
Bith mode

blinded to
the training
offered.
Unclear
how (his 8
passible.




Siudy, Authors, Research Aim Sample size & Design Key findings — Type & length of | Core concepis Comments
Y ear, Country characteristics Quleome that relate o the intervention addressed
mecasures, data FEVICW qQUEstans
collection wols
that relate to the
revIiew Jquestinng
Study 39 Examine ihe N= 8288 womzen Quantilaiive: Reducing efiects A range of Arxiely
current literature 72 swdics Systematic of GV lypnosis on | interventions, only | Fear
Birner & Grrosse, ot paychological 1R countries Review {2015- anxieties and fears | the data related o
2021 inlerventions Lo 20240 Gl ypnosis were
reduce anxictics pregnant womet, Included 72 RCTs cxuracted.
and fears during with no reatriction
prognancy and Oh age ranges ot OCs:
childbirch parity Fear & anxicty
Strudy 40 Perform TaA on N= Nut stated Mixed-method: [lypnosis can Llypnosis Childbirth
qualitative Inchuded 13 Integraced enahle women to experience
Gueguen ¢l al., evidence on sludies, systemalic mixed- | wwen labouwr and
2021 cxpericnes of Inended § method review childbirth into a Epidural use

hypnosis for
labour &
childbirth
Iniegraie
qualitative
evidence

quantitative, 4
qualitative, (and 4
case smdics)

{Time span: hot
stated)

Not explicit:
labour &
childbirth
experience: [lse of
gpidural & othear
QUICoMES

positive
cxperience.

No signiticance
diTerence in
¢pidural use or
other oleames

Overall, 40 included papers comprised 7 secondary and 33 primary rescarch papers. The primary rescarch included 27 quantitative, 5 qualitative and |

mixed-method study. The primary studies included data for 4646 women in total,

{The acronyms used in the chart included, CBSEI Childbirth Selt-Etficacy Inventory, CG: Contral Group, FOC: Fear of Childbirth, EPDS: Edinburgh
Postnatal Depression Scale, LG Lxperiment Group, G2 Guided Imagery, SE: Sell-LilTicacy, TA: Thematic Analysis, W-DEQ: Wijma Delivery

Expectancy/Experience Questionnaire).

294




Table 1. Mapping the primary rescarch findings to the outeomes of interest in the review

{S stands for study, please find the allocated number to cach study in Table IV, p. 297)

Generalized
Sell-Ellieaey
Seale (GSEY

Quantitative studics Qualitative
studies
Anxivry S 5140 513 kS S1n 523 RG] R 513 534 533 54 & K19
I5TA fa atudy . {I'eegnal
{dasel specifie relaced
ITAI-S {VAS in (STAN gqucstion] {5TAT) Ansigty {MAsSs-20 {(DASE-211 | {DARS-21Y | MMASS-21) | {DASS-21)
GT Tabour & L) chstiommirc) 1 1 Postpartum
past birth)
Stress 516 o 21 6 526 6 828 Sin o 433 . s34 O 33R . 817
{NRERER {Perceive
8] {PSM- {DARS-2D (DASR-D1) sum Saale) m 488-21) MAass-an | (Dassaln
Gl Paostpariim
- fear sS4 S8 ]22 530 '?'H ‘a“\'\ R & 8172
& 519
W-DEQ e sty (W-DEQ {W-DEQ {Brislinys
A&B) speat e SA&BY A&BY {W-DEQ A Uu\,;lmuudn\.}
{ueslion)
Depression 54 0 518 O 824 O 826 O O mr ° 513 ° 334 6 433
{EDPE)
{EDPS) {EDPE) {EDERY I37435-21 IARR-I1N iDARK-21 & | {DASK-2I TIAR5-21)
i EPDE) & EPDE)
Gl Gl 1 Ttpartum
Mental S0 RIK] BAA
wellbeing . . (Qut;lloo
salifaci
Salisfaclisn {Posl- wailly e & Huppiness
Wil Lilt Scale | Delivery pyvehological {Oxford
{SWLEY, Sense | Wellhaing) wellbeing {IUSRLBhNAINE)
of Coherence 3 included in a Gl
ualc (BT, Juestiannairs)
Childhirth 522 83N
Reli- fq\lf—
c¢ohfidence/ Conlidend
sE Seale & {UBALED (DASS-21)
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Childbirth
experience &
satistaction
with

childbirth

54

O

Pereeprions af
labonir &
delivery

514 o

{W-DIQ A
&1

- O

{a souly-
speeific
Juestian).

- o
{Osnond

AAMan e
Aittarancial
fuEstiaunaire)

86 & 519

Sense of S35 by} St & 518
camtral dhiring
Labour
{1 0salth Tocus {1 abour
of Cantral Aoy
Sealey 451 Soaldh
TSI irclaed | 522
1o B oxp) {IES-R) .
Epidural {4 51 52 55 &7 513 515 s18 324
asdenciated Only measired o o O O O O o
clinizal miedical
DU EL) TCarvantions,
niort eprishural
Peresived, RN LY SIS w24 S3n K & 819
sell-reporied O o o & 5215 16D
labour pain?
{NEEs Salsfaction | o study- {Self-reporiad AR
izl wilh paim speeifis pain sgale)
reliel ju Juestion)
study-
apeaific
question

O No slatistically significant difference was found belween EG and CGr

. The results in EG were significantly better compared with CG

o The results in CG were significantly better compared with CG

AT




Table IT1. The studies utilised to address each outcome of interest

Outcomes of interest to
the review

The primary studies that addressed each outcome of interest

Anxiery

{AbDbasi et al., 2009; Beevi et al.. 2019; Beevi etal.. 2016; Cyna et al..
2013; Downe et al., 2015; Finlayson et al., 2015; Gedde-Dahl & Fors,
2012; Jallo etal., 2014; Khojasteh et al., 2016; Kordi et al. 2016;
Nasiri ¢f al., 2018; Urech el al. 2010)

Stress

{Beevi et al., 2019; Beevi et al., 2016; Cankaya & Simgek 2021; Flynn
et al., 2016; Kantziari et al., 2019; Tallo et al., 2015; Jallo et al., 2014;
Kardi ctal. 2016; Nasiri ¢l al_, 2018)

FOC- fear

Depression

{Abbasi ct al., 2009; Atis & Rathfisch, 2018; Boryri ctal., 2019; Billcz
et al., 2018: Downe et al., 2015; Finlayvsou et al., 2015; Isbir et al.,
2016; Mitchell, 2013: Werner et al., 2013b)

{Boevi otal, 2019; Beevi <t al, 2016; Cankaya & Simgek, 2021; Cyna
et al., 2013: Guse et al., 20006; Kaatziari et al., 2019; Kordi et al. 2016;
Levett er al., 2016a; Nasiri et al., 201L8)

Mental wellbeing

{Baryri et al., 2019; Downe et al., 2015; Gedde-Dahl & Fors, 2012;
Guse ¢l al., 2006)

Childhirth seli-
contfidence

{Abbasi et al., 2009; Cankaya & Simsek, 2021; Finlayson et al., 2015
Guse el al., 2006; Tshir ot al., 2016)

Subjective experiences
of labour and birth

{Cyna clal,, 201 3; Gusc cual, 2006; Sueibert e al,, 2015; Werner o1
al., 20131

Sense of control during
labour

{Merged with childbirth
experience)

{Abbasi et al., 2009; Finlayson et al., 2015, Kantziari et al., 2019;
Levett er al., 2016a)

PTSD
{Merged with childbirth
experiense)

{Isbir et al., 2018)

Epidural use &
associafed clinical
outcomes

{Cyma et al.. 2013; Dawne ecal., 2015; Fisher etal., 2009; Levett et
al., 2016a; Martin ¢t al., 2001; Mchl-Madrona, 2004: VandeVuosse cL
al., 2007; Werner et al., 2013a)

Perceived labour pain
{(Merged with epidural
use)

{Abbasi et al,, 2009; Atis & Rathfisch, 2018; Beevi etal, 2017; Cyna
elal, 2013; Downe cLal., 2015; Finlayson cLal., 2015; Gedde-Dahl &
Fors, 2012; Levett et al., 2016b)

NB) When presenting findings in text, the data related to “Sense of control during labour™ and *PTSIY
were merged with *Subjective experiences of labour and birth’, and the dat related o “Perceived
labour pain® was merged with “Epidural use & associated clinical outeomes’.
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Table IV. Categories of the included studies

Study 1
Martin ¢t al. (2001)

Study 11
Sade ctal. (2012)

Study 21
Flynn ctal. (2016)

Study 31

Biilez et al. 201%)

Study 2
Meh!l-Madrona,
{2004)

Studdy 12
Mitchell (2013)

Stucty 22
Tshir el al. (2016)

Stucty 32

Hosselni etal. {201R)

Study 3 Study 13 Study 23 Study 35

Smith et al. {2006) | Werner etal. {2013a) | Khojasteh ¢t al. Nasiri et al. (2018)
{2016)

Study 4 Study 14 Study 24 Study 34

Guse et al., (2008)

Werner et al. {2013bk)

Levert et al. (2016a)

Beevi elal. {2019

Study 5 Swdy 15 Smdy 25 Study 35

VandeVusse et al. Cyna etal. {2013} Levett et al., {2016 | Boryri etal. {2019

{2007)

Study 6 Study 16 Study 26 Study 36

Abbasi et al. {2009) | Jallo et al. (2014) Kordi et al. {(2016) Kantziari et al.
(2019

Study 7 Study 17 Study 27 Study 37

Fisher ot al, (20097 | Jallo etal. {2015) Madden ¢t al. (2016) | Catsaros and
Wendland {2020)

Study 8 Study 18 Study 28 Study 38

Urech et al. (2010)

Downe el al. (2015)

Beevi et al. {2016)

Cankaya snd Simsele,
{2021)

Study 9 Swidy 19 Study 29 Study 39

Marcetal (2011) | Finlayson et al. Beevi et al. (2017) Birner and (rosse,
{2015) {2021)

Study 10 Study 20 Study 30 Sttudy 40

Gedde-Tahl and Suweibert ot al. (2015) | Auis and Rathfisch, Gueguen ¢l al.

Fors {2(012) {2018) (2021)

1 Qualitative siudies {primary rescarch)
1  Quantative studies (primary research)

1

Systematic reviews

298




Appendix 4. Study Protoeol

Exploring the Influence of Antenatal Relaxation Classes (ARC)
on Childbirth Experiences and Maternal Psychological

Wellbeing: An Exploratory Mixed-Method Study

PhD student: Mo Tabib

Supervisors: Professor Tracy Humphrey, Dr Katrina Forhes-McKay, Professor

Caroline Hollins-Martin, Dr Sonya MacVicar
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Abstract

Background: The way pregnant women experience their childbirth continuum has a
profound impact on their psychological wellbeing, Research suggests that antenatal education
that incorporates relaxation techniques may influence childbirth experiences and maternal
psychological wellbeing. The aim of the study will be o explore the influenee of a one-ofT,
three-hour session incorporating education on physiology of childbirth and relaxation
techniques on childbirth experiences and maternal psychological wellbeing,

Methodology: The research will take an exploratory sequential mixed method approach. The
initial qualitative phase of the smdy aims to explore the influence of the antenatal relaxation
class on childbirth experiences from women and their birth partners” perspective, A follow up
guantitative phase will then examine the generalisability of the salient themes inferred from
phase | 1n a larger sample.

Methods: In phase 1, a purposive sample of 8-12 women and their birth partners will be
recruited to participate in individual/ joint semi-structured in-depth interviews, The collected
data will be analysed using descriptive qualitative and thematic analysis. During phase 2, a
sample of 108 women will be reeruiled (o assess the impact of the class on psychological
wellbeing, with data captured at bascline, compared to post-class and post-birth. The
instruments tor phase 2 will be selected hased on the findings of phase 1.

Impact: Findings of the study will have the potential to impact women’s and their partners’
choices with regard to preparacion for childbirth, enhance the future provision of antenatal
education and inform maternity policy. The findings of the study may also provide a ground
for further research.

Key words: relaxation, antenatal education, childbirth experience, psychological wellbeing

Background

A woman’s experience of childbirth has an impact on her psychological wellbeing and is
associated with her infant’s development (Kenny, Everard, and Khashan 2014). There is an
abundance of evidenee demonstrating notions of fear, anxiety, and control play crucial roles
in the quahty ot childbirth experiences (Stoll et @/.2018, Goodman, Mackey and Tavakolt
2004). Emotions of tear and anxiety appear to negatively correlate with a woman’s
confidence in her own ability 1o exereise control over her childbirth experienec (Becbe et al.
2007, Salomonsson, Bertero and Alchagen. 2013). This confidenec has been described as

perceived childbirth self-efficacy (CBSLE) (Lowe 1993). Some research suggests that
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antenatal education that incorporates relaxation techniques such as hypnosis, breathing and
visualisalion could alleviate lear and anxiely, enhance CBSL and conlribule Lo more posilive
experiences of childbirth (Rouhe ¢f of. 2015, Ip, Tang and Gogging 2009, Bastani e/ a4l
2005).

Previous research in the area is relatively consistent in demonstrating the overall positive
influence of relaxation training on notions of (ear, anxicly and childbirth experiences. A case
control study in the US (Mehl-Mandora 2004) on a population of 520 women who were
randomly assigned to cither a hypnosis intervention or control group demonstrated that
anxiety; fear, poor maternal self-identity, and negative beliefs about birth were all alleviated
following the use of prenatal hypmosis. Another RCT in Denmark {Wemer ef af. 2013a) on a
sample of 1222 women, that offered three one-hour hypnosis sessions to the intervention
group reported better childbirth experiences and lower childbirth fear for the intervention
group. These lindings are in line with the most recent RCT in the lield which was carried oul
by Levett ef al. (2016a) n Australia withl 76 women. Levett «f of. 2016 found a significant
increase in women’s feelings of agency following a two-day workshop on complementary
therapies inchuding breathing and visunalisation techniques (Levett ef «f. 2016a).

Further evidenee for the posilive impact of interventions comes (tom an RCT conducied on
110 Iranian primigravida women by Bastani ef al. (2004) who reported a significant reduction
in anxiety and perceived stress in those who attended applied antenatal relaxation training. Ip
et al. (2009); who conducted a single blinded RCT with 133 Chinese first-time pregnant
women, found that self-efficacy was enhanced whilst pereeived anxiety in labour was
reduced in women who attended an educational programme including two 90-minute sessions
comprising breathing and relaxation techniques.

The SHIP wial (Downe ef ¢f. 2015) was an RCT recently conducted in the UK on a sample of
60R low risk primiparous women.  Similar to the aforementioned studies, the SITIP trial
found that women 1n the intervention group demonstrated a greater reduction n anxiety and

fear levels tollowing two 90-minute hypnosis sessions.

Methodological limitations in some of the aforementioned studies included small sample
sizes, and high dropout rates {perhaps due to offering several short sessions) which restricted
generalisability of the findings and lowered the study validity (Horner, Rew and Torres 2007,
Moher, Dulberg and Wells 1994). Another issue impacting the validity of the RCTS in the
field is the fact that; due to the nature of such interventions, double blinding is impossible and

single blinding of childbirth pracuitioners 1 not easily applicable which can increase the
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chance of co-interventions and bias. Thus, questions could be raised about appropriateness of
RCTs lor evalualing the impact of this kind ol intervention {Finlayson 2015).

In addition, RCTs are limited in providing information on how the taught techniques are used
by women during childbicth contingum, 1n what ways the intervention intluences childbirth
experiences, or what contextual factors may help or hinder the use and effectiveness of the
lechniques. Furthering knowledge in this arca may contribule 1o the design of educational
interventions that are more likely to be effective, Qualitative studies in the field are needed to
reveal the arcas that are currently being overlooked by quantitative outcome measures and to
enhance our understanding of why and how antenatal relaxation training influences women’s
experienees of childbirth.

To date, very few qualitative interview studies have bDeen published in the field including a
small Iranian study (Abbasi ef af. 2009) of six women, a study in the UK (Finlayson es al.
2016) that recruiled 16 women [rom the intervention arm ol SHIP wrial {Downe er al. 2016),
and an Australian study {Levett ef al. 2016b) where 13 women and 7 patrtners participated.
Although the interventions in these studies ditfered in terms of approach, length and
frequency, the participants consistently reported feeling calmer, less fearful, and anxious
aboul the upcoming birth following the interventions. Experieneing an increased sense of
confidence and agency as well as satisfaction with childbirth experience were the most
common themes reported following birth in these studies.

Despite published research being relatively consistent in demonstrating the positive intfluence
of relaxation raining on mateinal psychological wellbeing, a paucity of rescarch in the
context of the UK appears to be a barrier to implementing relaxation training in routine
antenatal education within NHS malernily services. A recent service evaluation { Tabib and
Crowther 2018) of a single 3-hour antenatal relaxation class (ARC), offered as an initiative at
a Seotrish NIIS cruse, examined the experiences of 503 women atrending ARC. The
evaluation reported women felt contident and not fearful towards birth and that they had
creatively used the learned technigues during pregnancy, childbirth and beyond. However, it
is still unclear how or why this oceurs, whether this is long lasting and whether this has a
sigmificant impact on their mental wellbeing. As a result, the eurrent sdy aims to further
explore the influence of ARC an childbirth experiences and maternal psychological
wellbeing in the context of UK maternity services using a mixed method approach. The study

sirives to gain a deeper understanding of how and why ARC influences women's pereeptions,



concemns, anxicties and fears regarding the upcoming birth, their pereeived CBSE and overall

psychological wellbeing '’

Research aims
With the focus of maternal policy being on women’s experiences of childbirth and perinatal
mental health (Scotlish government 2017, Nalional Maternily Review 2016); the study aims
to:

explore the influence of ARC on childbirth experiences.

a.
b. assess the influence of ARC on maternal psychological wellbeing.

Research questions
1. 'What are women and birth partners® views and perceptions regarding the influence of ARC
on their childbirth experiences?

2. What is the influence of ARC on maternal psychological wellbeing?

Intervention: antenatal relaxation class (ARC); an initiative in NHS Grampian

ARC is a single 3-hour childbirth preparation ¢lass locally known as the antenatal relaxation
class™ offered to pregnant women and their birth partmers by the NIIS at a tertiary maternity
hospital in Northeast Scotland. Midwives mrained in relaxation technigues deliver regular
classes Lo a maximum ol 16 participants in each session. ARC is supplemenilary o rouline
antenatal classes. An outline of ARC is presented in Appendix 1 {Figure 1), Women are
mformed about ARC in an antenatal leaflet given to all women during pregnancy with
instructions about how to book a session should they choose to do so. Some women who have
expressed a higher level ol anxiety or apprehension regarding childbirth are actively advised
to attend by their community midwives, obstetricians, or prenatal mental health team. Most
women attend in the third trimester of preghancy. Craig ef «f. {2008) highlight the importanee
of the inierventions being grounded in theory, therefore ARC is informed by sell-elficacy
theory presented by Bandura first (1977). Childbirth self-efficacy is defined as the belief in
one’s own capacity to cope with childbirth (Lowe 1993). Bandura {1977) suggests four origing
for SE including performance of accomplishments, vicarious expericnces, verbal persuasion,

and physiological‘emotional status. ARC aims o enhance these Jour origing respectively by:

" Prychalagizal wellbeing is detined as 2 combination of fezling good and funstioning aftectively and incorpirates the smations such as
contentment, interest, engagement, sonfidence, and affection (Huppert 200040, Peycholagical wellbsing in thiz study iz sxamined vy
measuring paramsters af fear, anxiety, self-efficacy, and mental wellbeing.
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» practising techniques of relaxation using different exercises

educating women about the theory on physiology of childbirth and sharing experiences
s using empowering language, atfirmations and metaphors

» exploring physiological and emotional reactions to the performed exercises

Due to the impact of Covid-19 the face-to-face antenatal relaxation ¢lasses were halted in

March 2020 and resumed as an online class in January 2021.

Methodology

The research will take an exploratory sequential mixed method approach, The purpose of
using a mixed method approach is to collect and integrate both qualitative and quantitative
data m order o add additional insighi that is beyond the information provided by cither
gualitative or quantitative data alone (Creswell and Creswell 2017). This approach is believed
to lead to complementary strengths and non-overlapping weaknesses of both paradigms
{Tohnson and Onwuegbuzie 2004 ). The initial qualitative approach intends to describe how
and why ARC influences childbirth expericnees and induetvely generate hypotheses. Out of
such hypotheses those that are relevant to psychological properties of maternal psychological
wellbeing will be tested throngh the follow up gquantitative research in terms of their
generalisability in a larger sample (Figure 2). The mixed method approach, based on a
pragmatic world view, cnables fitong together the insight provided by both qualitative and
guantitative research into a workable solution. According to pragmatic world view,
methodology should be chosen for its aptness for answering the research question rather than
beeause of any pre-cxisting philogophical commimment {Glogowska 201 5).

The study setting is a tertiary hospital in Northeast Scotland with over 5,000 births per
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Figure 2. Exploratory sequential mixed method approach



Phase 1. Exploration of Women and their Birth Partners® Perspectives on the Influence
of ARC on their Childhirth Expericnees

A descriptive approach is the methodology of choice for the qualitative element of the study as
it provides the necessary treedom to allow the data to guide the enquuiry without being restricted
to a theoretical framework (Sandelowski 2000). This suits an enquiry that is more complex

than exploting one single phenomenon.

Recruitment

will be recruited from those attending ARC. Women interested in attending ARC are registered
on a database system in NIIS Grampian computer system. Following obtaining nheecasary
ethical approvals, one week prior to the class the midwite facilitating ARC will access this
databasc and Paticnt Management system (PMS) to identify potentially cligible participants.
She will then send them a letier of invitation signed by NHSG Head of Midwilery, along with
an mformation sheet by post. Atthe end of the elass, wornen and their parthers will be reminded
of the study. The researcher will be present at this point to answer any questions they may have
about the study. Potential participants will then be issued with a written consent form to sign
and rewutn o the researcher al a eonvenient ume using a prepaid envelope or email.

Inclusion eriteria for women includes ability to read, write and understand English, being over
the age of 16, receiving midwitery led care in pregnancy, and attending ARC. Women will be
excluded if they have current severe mental health problems, or do not meet the inclusion
eriteria. Birth parmers will be included if they are aged over 16, able to understand, read and
write English. Birth partners will be excluded it they do not meet the inclusion criteria, The
eligibility of participanis will be assessed against the inelusion eriteria before recruitment Lo
the study. Although receiving midwitery led care in pregnancy at the time of recruittnent is one

of the mnelusion criteria, if women's carce pathway changes after reeruitment, they will not be

excluded from the study. Participants will be asked to contact the researcher tollowing birth;
they will be informed that three reminder text messages at 3, 6, and 12 weeks following their
due date will be sent to them. If the participants do not contact the researcher after birth and do
notrespond to the reminder text messages, it will be assumed that they have chosen o withdraw
from the study. The participants could choose between the hospital, University, a public place
or their home as the options for the interview place. To manage the impact of Covid-19, during
the pandemie the interviews are conducted only over the phone. The revised PIS, reflecting

this change of approach, will be sent to the participants.
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In-depth interviews suit the study aim that is exploratory in naturc and examining in-detail
personal experiences ol childbirth. The individual {or joint) interviews as apposed o locus
groups can create a research space in which the interviewee feels more comfortable to provide
a range ot details and insights about the phenomenon in question (Morris 2015),

An interview may take place at any time, from within a few hours of childbirth up to 6 months
following birth, depending on Lthe parlicipants” personal wishes and eircumslances. Reviewing
published literature showed that there is no evidence to determine an optimal time for
performing post-birth interviews (Waldenstrdm 2003). The suggested time frame of six months
18 based on informal discussion with women attending ARC about their convenience and

availability.

Sampling

Between 8-12 pregnanl women and their birth pariners will be recruited. The sample size was
guided by the information power model presented by Malterud, Siersma and Guassora (2016)
and the preliminary analysis of six previously conducted interviews. Maximum variation
sampling will be used to recruit a population of participants that is as heterogensous as
possible in lerms of age, cthnicily, educational level and parity {Getrish and Lacy 2010). This
approach will better inform the gathered data and suits the selected methodology
{Sandelowky 200M)). The birth partners, irrespective of their attendance at ARC, will be

invited to participate.

Data collection

The participants” experiences of allending ARC and their use of the introduced Lechniques
during childbirth continuum will be explored via individual or joint {in-depth semi-structure)
interviews depending on the participants’ preferences. In-depth interviews are appropriate ag
the study secks to gather detailed information and understand a more complete picture of
what happened and why (Boyce and Neale 2006). To this point, six interviews have been
conducted with 6 women and 3 partners during a preparatory phase. The gathered data trom
these interviews, have informed the development of the current ropie guide (presented in
Appendix 2). The interviews will be audio recorded and transeribed verbatim.

Data analysis and storage: The qualitative data will be analysed using thematic analysis {TA)

that 18 a method for systematically identifying and organising qualitative data into patterns of
meanings or themes and offers clear guidelines and flexibilicy (Braun and Clarke 2006). TA

15 a way of idenlifying what 1s common and making sense of those commonalities (Braun,
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Clarke and Terry 2014). The participants® confidentiality will be maintained by changing
their names o pseudonyms and any identiliable dala will be deleted ax soon as possible. The
interview recordings will be destroyed once transeribed. The paper-based document such as
completed consent forms will be stored securely in a locked drawer for ten years, then will be
destroyed and deleted. The electronic data will be password protected within the University

compruler SysLem.

Phase 2. Exploring the Influence of ARC on Maternal Psychological Wellbeing

The quantitative paradigm reflects the need to assess the impact of ARC on psychological
wellbeing, with data caprured at baseline, post-clags and post-birth. Phase 2 will employ a
longitudinal approach to assess the emerged hypotheses from phase 1 that are relevant to
maternal psychological wellbeing and to determine if these themes can be generalised to a
larger sample. To date, based on the preliminary analysis of six conducted interviews with 6

woren and 3 birth partmers the following hypotheses have been developed.

1. attending ARC will enhance women’s childbirth self-efficacy.

L2

alending ARC will reduce women’s {ear of childbirth.
attending ARC will reduce women’s state and trait anxiety.

3
4. attending ARC will enhance women’s mental wellbeing.

The development of phase 2 will be an ongoing process until the qualitative data has been fully
analysed.

Recruitment

Similar to the proeess in phase 1, one week prior to the ¢lass, the midwife facilitating ARC will
identify all women on the ARC register on NHSG databased system and will send them an
invitation, participant mlormation lelter, consent lorm and baseline questionnaires via email.
The participants will be invited to contact the researcher via phone or email to ask any questions
they may have regarding the smudy. In addidon, the researcher will be present ac the class to
explain what the research entails and answer any questions prior to the class. The baseline
questonnaire 18 expeeled 1o be completed either al home or al the class before the session
begins. For those interested in taking part. the completed consent forms and baseline selt-rating

gquestionnaire will be collected before the class starts. The recruitment for this phase will start



after completion of data collection in phase 1, thercfore the participants of phase | will not be
recruiled in phase 2.
Post-class questionnaires will be sent to the participants via email or text message two weeks
post-clags., A text reminder will also be sent three days after sending the questionnaires,
The timing of collecting data post-birth was selected in view of Wijma, Wijma and Zar’s {1998)
finding that [car of childbirth (W-DEQ B) differed signilicantly between a few days and 4
weeks following birth being significantly higher in the first few days post-birth, Although it is
preferable to collect the data from all women at cxacily four weeks post-birth, it is predicted
that a 4-week window (between 4 to 8 weeks after birth) may reduce attrition rate by providing
exibility and time for women to settle into thetr new roles.
A text message will be sent on the woman’s due date as a notice that she will receive the post-
birth questionnaires in fow weeks. The purpose of this carly text is to identify the women who
may have had a premature birth, so thal they receive the quesuonnaires no later than 4-8 weeks
post-birth. The questionnaires along with a text message will be sent to the women four wecks
following their due date. It no response is received maximum of two other text reminders will
be sent at 6 and & weeks post due date. If a woman does not respond after 8 weeks post due
date, 11 will be assumed that she has opled 1o withdraw from the siudy.
The data colleetion process for Phase 2 18 presented in figure 4. Completing the questionnaires
at each point 1s expected to take no more than 20 minutes. Inclusion criteria tor this phase
include ability to read, write and give consent in English, being over the age of 16, and
attending ARC. Women will be exeluded if they have current severe mental health problems
o do not meet the inclusion criteria, A pilot will be conducted to ensure practicability ot the
method tor this phase. Five o len women will be recruited into the pilod. [f the pilot reveals no
changes are required, the collected data from the pilot will be included in the main study,
otherwise the methods will be modified accordingly.
Sampling: Power calculations using G*Power 3.0.10 indicates a sample size of 37 15 required
to detect treatment etfects, assuming power = 0.95, significance set to 0.05. and an effect side
of d = 0.4 based on similar research (Ross ef ¢f. 2017). Considering the attrition rate of 50%
from a previous study on the same populadon in the same settiing 4 total number of 108 is
estimated to be sufficient. A consecutive sample of women attending ARC will be invited to

participate in Phase 2 (Bourne 2017).

Data collection: Based on the collected data to this point. the independent variable will be time

{baseline, post-class, and post-birth) and the dependent variables will be state and trait anxiety,



FOC, CBSE and mental wellbeing. The Six-item State-Trait Anxicty Inventory (STAI-6),
Wiima Delivery Lxpectancy/Uxperience Questionnaire {W-DLEQ A&B), Childbirth Sell-
Etticacy Inventory (CBSEI, Warwick Edinburgh Mental Well-Being Scale (WEMWRS), and
Study Specific Questionnaires (S8Q) will be used for data collection at each time point in Phase
2 {Table 1). These measures will be reviewed after full analysis of the data collected in phase
1. Where preliminary analysiz indicales a relationship between parily, demographie faclors,
birth mode or infant outcomes with any ot the dependent variables, these tactors will be

controlled for during the analysis.

Table 1. Instruments used at cach time point in phase 2

Bascline Two weeks post- | 4-8 weeks post-
class birth

STAT-6 STAI-6 STAI-6

CBSEI CBSEl | mmeemee-

WEMWRBS WEMWRS WEMWRERS

W-DEQ A W-DEQ A W-DEQR

SSQL S8Q2 SSQ3
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The midwife facilitating the class sends out invitation and information
leuers along with the Baseline Questonnaite.

S

ays

Fotential participants will make telephone contact or meet with
rescarcher for further information prior to the class. Sercening
measures will be completed, and eligibility will be established.

!

p

Data collected betore the class {Baseline Questionnaire)

Iy

[ Data collected 2 wecks following the ¢lass {Post-class Questionnaire)

Iyl

Data collected within 4-8 weeks following birth { Post-birth

Questionnaire)

Figure 4. flow chart of data collection in phase 2

Instruments

STAI-6: The full-form STATI {Spielberger et al., 1983) consists of 40 stalements describing
various emotional states, twenty of these statements require the subjects to deseribe their
cmottonal reactions in terms of anxicty at a particular moment or period in time {(state
anxiety). The other 20 items require the subjects to describe how they generally teel, and
their general response to situations perceived as threatening (trait anxiety). Statements are
scored on a 4-point scale of increasing intensity, from not at all to very much so (with scores
of 1 respeetively). The STAI is a reliable and valid self-report measure that can be used in
pregnant women {Grant, MeMahon and Austin 2008). The Cronbach’s alpha analyses for
these measurements for state and trait anxiety are high: at least 0.92 for both scales (Bogaerts
et al. 2013). Considering the siudy intention on measuring a variety of parameters, to avoid
introducing an cxhaustive number of questions, a six-item short form of STAIL {(Marteau and

Bekker 1992) will be employed. Acceplable reliability and validity of the mstrument among



the population of pregnant women has been obtained and it produced scores similar to those
oblained using the full lorm (Marteau ez ¢l 1992). Although a threshold point for high
anxiety has not been properly detined, most studies consider a score above 40 as being highly

anxious {Grant, McMahon, and Austin 2008),

W-DEQ: The W-DEQ {Wijma, Wijma and Zar er al. 1998), version A (W-DEQ A) and version
B (W-DEQ B) will be used to measure FOC. This instrument 15 a well-validated tool with
Cronbach’s alpha of 0.92 (Carlsson ef al 2015). W-DEQ A measures fear, confidence, and
expectations concerning the upcoming childbirth in pregnancy and W-DEQ B evaluates the
satne aspects of the aetual childbirth experience after birth { Wijma, Wijma and Zar 1998). Both
versions A and B include 33 items with items ranging from 0 {extremely) to 5 (not at all), The
maximum score is 165 and minimum scorge is zero. The cut-off points beyond 85 is considered
1o indicale sever FOC {Wijma, Wima, and Zar 1998, Carlsson, Ziegert and Nissen. 2015). For
women who undergo a planned cacsarcan seetion and do not expeticnee labour, a modified 20-

item version of W-DEQ B (Ryding ef a/ 1998) will e provided.

CBSEIL: This Inventory developed by Lowe (1993) is a posiuvely worded, sell-report
instrument including 62-items in its original form which assesses outcome expectancy and selt-
etticacy expectancy inactive and second stage ot labour base on Bandura’s self- efficacy theory
{Bandura 1997). The instrument is shown to be a reliable and valid instrument with high
internal consistency with Cronbach’s alpha of 0.90 {Carlsson, Ziegert and Nizsen 2015). [L has
been used i multiple studies tor pregnant women population {Drummond and Rickwood 1997,
Bastani 2005, IP ef . 2009). In this study, a modified short and validated form of CBSEI {Gao,
Ip and Sun 2011) will be used that comprises two sub-scales of outcome expectancy and self-
clMcacy expeclaney in active slage of labour, with 15 ¢lemenis cach. The items on the secales
range from 1 to 10. Higher scores indicate a higher degree of CBSE with maximum scores

being set to 160.

WEMWBS: This is a measure covering subjective well-being and psychological functioning
that includes 14 positively worded items related to teclings and functioning {Tennant ef al.
2007, Stewart-Brown ef 4l 2011). The scale 18 scored by summing responses to cach item
answered on a | o 5 Likert scale. WEMWBS showed good conlent validity and Cronbach’s
alpha was measured in hoth student and general populations with scores of 0.89 and 0.91,
respeetively (Tennant e al. 2007). It has been used for pregnant women population {Ross

2017). The minimum scale score is 14 and the maximum is 70. The scale is not designed to

311



identify individuals with exceptionally high or low positive mental health, so no ‘cut off” has

been developed (Stewarl-Brown and Janmohamed 2008).

S8Q: This aims to colleer basic pregnant women’s demographics and ensure participants’
cligibility for the siudy at the bascline; to investigate women’s evaluation of the ARC post-
class, and 1o gather basie information regarding childbirth experiences posi-birth. This
information is essential to the interpretation ot the results. Tn addition, some questions in $3Q
will examine the women’s perspective of ARC influenee on their expericnces approaching and
during childbirth. Open ended questions in SSQ intend to allow participants to treely provide
a summary accounl of theit experiences n their own words. Such accounts may provide
information around the context ot the experiences and further inform the interpretation of the

data.

Data analysis

Statsteal analysis will be performed using SPSS. One-way repeated measures ANOVA will
be used to measure the within group variance and analyse the effect of time (pre, post-class
and post-birth) on FOC, state and trait anxiety and mental wellbeing. Since CBSE is only
being measured at two time points, paired samples t-test will be used to analyse the difference
between CBSE at time peoint pre and post-class. At this point paramerrie tests are considered
to be appropriate, however if data exploration reveals that the distribution is not normal then
the non-parametric equivalenis of the proposed satisucal Lesls will be used (Friedman test

and Wilcoxon signed-rank esf).

Originality

The study seems Lo be the [irst in the contexi of the UK maternily services thal assesses the
association of antenatal relaxation training with FOC, state and trait anxiety, CBSE, and
mental wellbeing collectively. Moreover, to the best of our knowledge, the study is the first
study in the UK ihal directy explores birth pariners’ perspectives with regard Lo women’s use
of relaxation techniques during childbirth, The approach of study that intends to
gquantitatively test the parameters emerged from qualitative data 1s novel. Such qualitative
accounts are likely to idenify the parameters that are really important to the participants as
opposed w previous mixed method stdies in the leld where the hypothesis and oulcome
measures were established by the research teams and measured before collecting qualitative
data from those who received the intervention (Dowen ef al. 2015, Finlayson ef af. 2015,

Levett es ol 2016a&b). The study 13 also original in terms of the proposed intervention. The
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mtervention being a single session reduces attrition rate, and its bricfness can make it more
alTordable lor maternity setlings. The [acl thal the intervention is grounded in theory and iLs

high degree of fidelity may also enhance its replicability.

Impact

Findings of the study will enhance our understanding of the inflluenee of ARC on childbirth
experience, anxiety, FOC. CBSE and mental wellbeing both in the short term {post-class) and
longer term (post-birth). Such understanding has the potential to enhance the future provision
of antenatal education and inform maternity policy. The findings will also contribute to the
development of targeted educational interventions for specific sub-groups such as women
with high anxiety and FOC. Moreover, the gained insight will inform the education and
practice of midwives and will provide a ground for further rescarch. The rescarch
strengthens the existing knowledge base of the influence ol antenatal relaxation classes on
childbirth experienees and has wide ranging implications for improved health, social and

economic outcomes for both women and maternity care services,

Rigour

Andrew and Halcomb (2009) suggest application of the term validity instead of rigour in
mixed method research. In this study, 1o enhanee the rigour various validation siralegies have
been emploved including the use of different perspectives and methods. Documenting a clear
audit trail of the researcher’s deeision making throughout the projeet, use of expert eritigque
during different stages of the study and employing reliable and validated questionnaires
inlends 1o improve rigour (Creswell and Creswell 2017). Recruiting a larger sample io

account for attrition is another strategy to increase the study validity.

Ethics

The swdy will be condueted in accordance with the prineiples of good clinieal practice (GCP)
and Data Protection Act {2018). The rescarcher has attended GCP raining. In addition to
Sponsorship approval, ethical approval from Research Integrity committes at Bdinburgh
Napier University, NHS National Research Ethics Service (NRES), and the NHS Research and
Development (NIIS R&D) will be obtained prior to the commencement of the study in order

to protect participants’ interest. Easy to understand mtormation sheets regarding the study and



what is involved will be provided for the participants. If the participants express interest, a
phone consulation or meeting will be arranged 1o answer any questions or concerns regarding
the swdy. If participants become distressed during interview, a distress protocol will be
followed (Appendix 3}, The participants will be informed that they are free not to answer any
gquestions and to terminate the interview at any time. Women and partners participating in the
study will be informed that their GP will be notificd of their participaton in the study. I there
are any areas of concerns that indicate the participant or baby may require further support or
care, the participants will be encouraged to contact their GP or/and perinatal mental health
service and their GP will be notified of this. Due to GP practices and perinatal mental health
sarviee not being available during weckends, no interviews will be armranged on Friday
atternoons or evenings, When there are delays between signing the consent form and the
interview, the rescarcher will revisit the information sheet with the participant prior to
commencing the interview process o ensure lhe parlicipanl’s consent 18 siill valid. The
participants will be informed that if they choose their home as the interview location, their
home address and contact details will be shared with a third party as part of the "researcher's
safety protocol” (Appendix 4). As the standardised questionnaires employed in the study are
not used for chinical diagnosis, no threshold is considered o indicate the need lor referral o
health professionals. however in case of any concerns regarding the participants’ wellbeing
hased on the information provided in the questionnaires, the researcher will encourage the
woman to contact her GP.

Anonymity and confidentiality will be guaranteed to proteet participants” personal data. The
participants’ confidentiality will be maintained by changing thetr names to pseudonyms and
any identifiable data will be deleled. The paper-based information oblained in the sludy will be
scanned, saved and password protected on V drive in Edinburgh Napier University computer
system. Then, the paper-based information will be destroyed. The cleetronie data will be save
for 10 years and then deleted. Apart from the chiet researcher and her tirst supervisor, and
potentially a professional transcriber who has a data sharing agreement with Edinburgh Napier
University, ne one will have access to the personal or identifiable data of the participants.
Although the transeriber will not have access o the personal data of the participants, names
might be identitiable in the recorded audios.

Obtaining written informed consent from the participants is required to safeguard the
participants. In the informaton sheet, it will be highlighted that parteipanon is entirely
voluntary and taking part or refusal to take part will not affect the eare they reecived or their

participation in ARC. They will be informed that they may withdraw from the siudy al any

314



point prior to the completion of data collection, should they wish without giving a reason. The
participants in the swdy could choose lo receive a summary ol the [indings of the study on

completion of the thesis.
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Appendix 5. Phase 1 Data Collection Documents

LETTER QF INVITATION TO PARTICIPATE IN THE STUDY
{For women and hirth partners-Phase 1)

Fdinburgh Napie»'

LIMIWE REYES

Mo Tabil

Midwifery Lecturer

PhTY student

Sehaal of Narsing and Midwitery
Faculty ot Hoalth and Sacial Care
Roberl Gordon Universily
Garthdee Campus

Aberdecn

ABTO QG

Tel: 140y 1224 22033
Mabile 07720138788

email: m.tabibyg rguacuk

Thals;
Dear

1 am inviting you to participats in research that I am conducting as part of my PhD study. It
aims to explore the experience of childbirth and maternal psychological wellbeimng following
allendance al an antenatal relaxation class. The study invoelves one interview with you afler
birth.

T attach a participant information sheet for you to read. It explains the process of the study,
the purpose and your contribution if you wish to participate.

II'you have any gquestions aller reading this information, please do not hesitate Lo contact me
via phone, text messages or email. If I do not receive any contact from you within 3 weeks
lollowing atlendance at the antenatal relaxation class, T will assume you do nol wish Lo
participate in the sdy and will not contact you again.

Kind regards

Mo Tabil

Mry Jane Raiu o lessor Caroling Holling-Martin

1lead of Midwitery at N1IS Grampian Professor of Maternal [ealth at Ldinburgh Napicr
University

|
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Research Participant Information Sheet for women
{Phase 1)

Edinburgh Napie»

WP ERREITY

Date Information Sheet Produced
16/08/2019
Project title: “Exploring the influence of Antenatal Relaxation Classes on Chifdhirth
Experiences and Maternal Psvchological Wellbeing”
My name is Mo Tabib. T am a midwife and a lecturer at Robert Gordon University. I would
like to invite you to participate in research that I am conducting as part of my PhD study.
What is the purpose of this research?
This study aims to explore experiences of childbirth following attendance at an antenatal
relagation class. The study intends to recruit pregnant women who have participated in a
relaxation elass and plan to labour and birth in a midwile led unit or achome. The information
colleeted from this study will be used in writing a thesis, academie publicalions, and
presentations in the future to add to existing knowledge and inform women’s choices and
professional practices.
How was | identificd and why am 1 being invited to participate in this rescarch?
You have been conlacled as you are pregnant and have opred 1o adend an antenatal
relaxation class. You are being invited to participate in the study as your experience of
childbirth is recognised to be very valuable for the purpose of this study.
The criteria for being selected Lo parlicipate are:
* You are currently planning to labour and birth in Midwife-led unirt or at
home
*  You are aged over 16 years.
* You are able to give consent in English, understand, read and write
English,
* You are planning o atlend a three-hour antenatal relaxation elass during
the third trimester of pregnancy.
+ You have not been under the researcher’s care in the past or present.
+  Youare notin the process of a eomplaint proceeding against the NHS

provider or NHS employees.



s You are not experiencing mental health problems that require medication.

Do 1 have to take part?
No, your participation is entirely voluntarily, and you may withdraw from the study without
giving any rcason before your identifiable information has been removed from  the
study. Whether you choose to participate or not, the care you receive or your participation in
the relaxation class will not be affected in any way.

What will happen to me if I take pari?

If you agree to participaie, you can contact me via phone, rext messages, ot ecmail to notify me
and T will get back to you as soon as possible to arrange either a phone consultation or face to
face meeting at a convenient time and place to discuss the research and answer any questions
you may have. You will be asked o nouly me of the birth of your baby, and a convenient lime
and place will be arranged for a one-to-one interview that will last for 1-2 hours. The oprions
for the interview location will be the hospital, the university, a public place or your home. Tt
you choose your home as the interview location, your home address and contact details will be
shared with a third patly as patt of the "tescarcher's salely protocol”. Due 1o the impacl of
Covid-19, during the pandemic the interviews will take place over the phone. Tn ¢case your birth
partner takes part in the study too, you and your birth partner will be interviewed jointly. If you
do not contact me, T will send you three text messages at 3. 6, and 12 weeks tollowing your
due date. If you do not get baek to me after receiving the text messages, I will assume that you
have chosen to withdraw from the study, and I will not contact you again, The interview will
be in a conversational style with open questions. Prior to commencing the interview process [
will revisit the information sheet with you and will ask tor your verbal consent. The questions
will relate to your experience of attendanee at the antenatal relaxation class and the following
experience of labour and birth of your baby. The interview will be audio recoded and then
written down for the study.

What are the discomforts and risks?

There are not any anticipated discomforts or risks in participating in thig study, however 1
recognise and acknowledge that relaying an experience of something as personal as childbirth
could potentially cause discomforts.

How will these discomforts be alleviated?

Firstly, during the interview you arc free not o answer any questions and to ferminate the
interview al any lime. [ you consent Lo Lake part in the swady, your GP will be informed of your

participation. In case of any discomforts relating to exploring the experience of childbirth, you



will he advised to contact your GP oriand perinatal mental health services. If you experience
high levels of emotional distress during the interview, the interview will be disconlinued and
the researcher who 1s an experienced health professional will provide immediate support. It
necessary, your GP will be informed with yvour consent, and you will be encouraged to contact
your GP and/or perinatal mental health service. Following this, you will be encouraged to
contact the rescarcher, or she will follow you wilh a courtesy call in a [ew days, il you econaent.
How will my privacy be protected?

Your confidentiality will be maintained by changing your name to a pseudonym {a falsc name
that you can choose) in any written documents. [ will also change any details that could identity
you. The information obtained in the study will be stored sceurely in Edinburgh Napicr
University computer system for 10 years, then will be destroyed and deleted. However, if there
arc any arcas of concerns that you or your baby may require further support or care, your GP
will be contacted and informed of thig, with your consent. [f during the interview it becomes
apparent that you have been subjected to poor practec; based on circumstanees and with your
consent, the researcher may need to share this information with her academic supervisor or the
Head of Midwifery at NHS Grampian and seek advice from them.

What are the costs of participating in the study?

Other than your nme commitment to the initial mecting or phone consultation, and nterview
there will be no costs. Itis anticipated that no more than 1-2 hours of your time will be required.
What opportunity do I have to consider this invitation?

You can contact me as soon as you have read the mformation sheet. I would expeet to be
notified ot your interest in participation within 3 weeks from attending the antenatal relaxation
class. If you do not let me know thal you wish Lo parlicipale within three weeks, [ will assume
you do not want to participate, and I will make no further contact.

How do I agree to participate in this research?

Following your telephone consultation or face to face meeting when we will discuss the study
and I can answer any questions you may have: you will sign, date, and return the provided
consent form in the prepaid envelop if you agree to participate. You will then be asked to
contact me following the birth of your baby so that I can arrange a convenient time and place
for the interview.

Will I receive feedback on the results of this research?

If you would like a summary of the final report at the end of the study, one will be sent to you,
via post to your home address, on completion of the thesis. If you would like to reecive a final

reporl ot the study, you could indicate this in the consent form.
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What do I do if I have concerns about this research?

It you have any concerns about the nature of thig project or the conduet of the study, yvou

should ask to speak to the researcher who will do her best to answer your questions. If you

have ourstanding questions or concerns or wish to complain formally, you can do this by

contacting the Project Supervisor Professor Caroling Hollins-Martin

{C.HollinsMartinirmapier.ac.uk, 0151 455 3560) or Mrs Jane Raitt the Head of Midwitery at
NHS Grampian {jane raitt@nhs.net, 01224 455 5350)

Thank you very much for taking the time to read this information sheet and for

considering taking part in the study. If you would like to take part in this rescarch, please

contact me so that I could previde further information and answer any questions you may

have.

Rescarcher contact details

Mo Tabib [snm)

Research student

School of Nursing and Midwifery
Robert Gordon University
Garthdea Road

Aberdeen

ABIOTAQ

Tel : 1440} 1224 262633
Mobiler 07726138758

Fmail: ez taibii ronae uk

Project Supervisor

Professor Caroline 1lolins-Martin
Edinburgh Napier University
Sightlall Campus | Sighthill Court
Edinburgh

ElLI1 4BN

Tel: 144400 131 455 3561

Email:{" Hollinsharting napicr.ac.

uk
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Independent advisor

Dir (zail Norris

Fdinburgh Napier University
Sighthill Campus | Sighthill Court
Edinburgh

Elll 4BN

Tel: +44 (0)131455 5350

Email:e nomiser napierac.uk




Research Participant Information Sheet for birth partners*
{Phase 1)

Edinburgh Napie»

VIMIWE IREAEY

* A birth parlner s 4 person Ual A preehaol woman would chivess lo accounpiny her during labowe and birth, /A birdh pactoer could be Galher of
the baby, e sanys sox pariner, 4 relative o a lriend.

Date Information Sheet Produced:
16/08/2019
Project title:
“Exploring the influence of Antenatal Relaxation classes on Childbirtlt Experiences and
Maternal Psychological Wellbeing”
My namec is Mo Tabib. I am a midwife and a lecturer at Robert Gordon University. I would
like to invite you to participate in a research study which I am conducting as part ot my PhD
thesis.
What is the purpose of this research?
This smudy aims v explore expericnees of childbirth following atrendance at a relaxation class.
The study intends to recruit birth partners of women who attended an antenatal relaxation class
and plan to labour and birth in a midwite led unit or at home. The results from this study may
be used in academic publications, and presentations in the future to add to the knowledge and
inform both women's choices and professional practiees.
How was | identificd and why am 1 heing invited to participate in this rescarch?
You have been contacted as we assume you will be a birth partner to a woman who has opted
to take part i1 an antenatal relaxation class.
You are being invited to participate in an antenatal relaxation class with your partner.
Y our experience ol accompanying her during labour and birth is recognised o be very
valuable to the purpose of this study.
The eriteria for being selected to participate are:
*  Your partner has chosen to participate in the study.
* You are planning to be present during labour and birth.
* You are able to give consent in English, understand, read and write English.

+  You are aged over 16 years.
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Do I have to take part?

No, your parlicipalion is entirely voluntarily, and you may withdraw (rom the study without
giving any reason before your identifiable information has Dbeen removed from the
study., Whether vou choose to participate or not, the care you orfand your partner receives or
your participation in the relaxation class will not be affected in any way.

What will happen to me if [ take payt?

It you agree to participate, you can contact me via phone, text messages, or email to notity me
and I will get back to you as soon as possible to arrange cither a phone consultation or face to
face meeting with you at a convenient time and place to further discuss the process of the
researeh and answer any questions you may have. You will be asked to notify me of the birth,
and then a convenient time and place will be arranged for a joint intetview with you and your
partner. The interview is expected to last for 1-2 hours. The options for the interview location
will be the hospital, the universily, a publie place or your home, il you choose your home as
the interview location, your home address and contact details will be shared with a third party
as part of the "researcher's safety protocol”. Due to the impact of Covid-19, during the
pandemic the interviews will take place over the phone. If you and your partmer do not contact
me alicer the birth, T will send your pariner three wext messages al 3, 6, and 12 wecks lollowing
the due date. If you and your partner do not get back to me after receiving the text messages, 1
will assume that you have chosen to withdraw from the study and will not contact you turther.
The interview will be in a conversational style with open questions to direct the enguiry. Prior
to commencing the interview process the researcher will revisit the information shect with you
and will ask tor your verbal consent. You and your partner will be interviewed jointly, The
questons will relate o your experience of allending labour and birth particularly relating o
your teelings during the experience. The interview will be awdio recoded and then written down
for the sudy.

What are the discomforts and risks?

There are not any anticipated discomtorts or risks in participating in this study. however I
recognise and acknowledge that relaying an experience of something as personal as childbirth
could potentially cause discomforts.

How will these discomforts be alleviated?

Firstly, during the interview you are free not to answer any guestions and to terminate the
interview at any time. I[f you consent to take part in the smady, your GP will be informed of your
participation. In casc of any discomforts relating to exploring the experience of childbirth, if

you wish, your referral 1o your GP will be facilitated. [f you experience high level of emotional
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disiress during the interview, the interview will be discontinued and the rescarcher who is an
experienced health prolessional will provide immediate support. [ necessary, your GP will be
informed with your consent, and you will be encouraged to contact your GP. Following this,
you will be encouraged to contact the researcher, or she will follow you with a ¢ourtesy call in
a few days, it you consent.

How will my privacy be protected?

Y our confidentiality will be maintained by changing vour name to a pseudonym (a false name
that you can choose) in my thesis. I will also change the details that could identify you. The
mformation obtained in the study will be stored securely in Edinburgh Napier University
computer system for 10 years, then will be destroyed and deleted. Tf during the interview it
becomes appareit that you have been subjected to poor practice; based on circumstances and
with your consent, the rescarcher may need to sharce this information with her academic
supervisor ot Lhe head of midwilery at NHS Grampian and seek advice (rom them.

What are the costs of participating in the study?

Other than your time commitment to the initial meeting or phone consultation, and interview
there will be no costs. Tt is anticipated that no more than 3 hours of your time will be required.
What opportunity do I have to consider this invitation?

You can contact me as soon as you have read the mformation sheet. I would expeet to be
notitied of your interest in participation within 3 weeks from attending the antenatal relaxation
class. If you do not indicate to me that you wish to participate in this time, I will assume you
do not want to parteipate, and I will make no further contact.

How do 1 agree to participate in this research?

Once you have had your phone consullalion or face 1o tace meeting when [ will turther discuss
the study and will answer any questions you may have. it you agree to participate, you will
sign, date, and return the provided consent form in the prepaid envelop. You will be then asked
to contact me following the birth so that T could arrange a convenient time and place with you
for the interview.

Will T receive feedback on the results of this research?

If you would like; a summary of the final report at the end of the study will be sent to you on
completion of the thesis. If you would like to receive a final report ot the study, you could
indicate this in the consent torm.

What do I do if I have concerns about ¢his research?

If you have any concerns about the nature of this projeet or the conduet of the study, you

should ask 1o speak o the researcher who will do her best o answer your questions. [f you
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remain unhappy and wish to complain formally, you can do this by contacting the Project

Supervisor Professor Caroline Hollins-Marlin (C.HollinsMartinggnapier.ac.uk, 0131 455

3560) or Mrs Jane Raitt the Head of Midwitery at NHS Grampian (jane.raitt@nhs.net. 01224

455 5350)

Thank you very much for taking the time to read this information sheet and for

considering taking part in the study. ITf vou would like to take part in this rescarch, please

contact me 5o that T could provide further information and answer any queéstions you may

have,

Researcher comtact details

Mo Tabib (snm)

Research student

School of Nursing and Midwifery
Robert Gordon Unisarsity
Garthdee Road

Aberdeen

ABID 7AQ

Tel : 144} 1224 262633
Mobile: 07726138788

Email: e taili rense uk

Froject Supervisar

Professor Careline Llolins-Bartin
Edinburgh Napier University
Sighthill Campus | Sighthill Court
Edinburgh

ELI1 4BN

Tel: +4HOY 131 455 3560

Email: C . HullinsMarling: napice.ac.

uk

Independent advisor

Dr Gail Norris

Edinburgh Napier University
Sighthill Carnpus | Sighthill Court
Edinburgh

ElLI] 4B N

Tel: +44 (03131455 5356
Email:p yart s napier.ac. ik




Confidentiality Edinburgh N?Pi?,
Information: GDPR YIRSy

Edinburgh Napier University 1s the sponsor (or this study based in the UK. We will be using
information from you in order to undertake this study and will act as the data controller for
this study. This means that we are responsible for looking atter your information and using it
properly. Edinburgh Napier University will keep identitiable information about you tor 10
years after the study has finished.

Your rights to access, change or move your information are limited, as we need to manage
your information in speeilic ways in order for the rescarch o be reliable and aceurate. I you
withdraw from the study, we will keep the information about you that we have alrcady
obtained. To safegnard your rights, we will use the minimum personally-identitiable
information possible.

You can find out more about how we use your information by contacting the Research and
Innovation Office at rdmiznapier.ac.uk

NHS Grampian will collect information trom you for this research study in accordance with
our instructions,

NHS Grampian will use your name and coniacl details 1o contlact you aboul the research
study, and make sure that relevant information about the study 18 recorded for your care, and
to oversee the gquality of the study. Individuals from Edinburgh Napier University and
regulatory organisations may look at your research records to check the accuracy of the
research study. NHS Grampian will pass these details to Edinburgh Napier University along
wilh the information collected from you. The only people in Edinburgh Napicer University
who will have aceess to information that identfies you will be people who need to contact
you to arrange an interview as part of the study data collection process. The people who
analyse the information will not be able to identify you and will not be able to tind out your
name or contact details.

When you agree to take part in a research study, the information about your health and care
may be provided io researchers running other research sludies in this organisation and in
other organisations. These organisations may be universitics, NIIS organisations or
companies involved in health and care research in this country or abroad. Your information
will only be used by organisations and researchers to conduct research in accordance with the
UK Policy Framewark for Health and Social Care Research.

This information will not identily you and will not be combined with olher information in a
way that could identify you. The information will only be used for the purpose of health and
care research and cannot be used to contact you or to affect your care. It will not be used to
make decisions about future services available to you, such as insurance.
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Edinburgh Napie»

LTI LT

PARTICIPANT CONSENT FORM
{For women and birth partners- Phase 1)

Tide of Project: ‘Exploring the influence of Antenatal Relaxation Classes on Women'’s

Childbirth Fxperiences and Maternal Psychological Wellbeing’®

Name of Researcher: Mo Tabib
Please initial boxes

I confirm that T have read and understand the participant information sheet dated
16/08/2019 for the above siudy. T have had the opportunity to consider the
information, ask questions and have had these answered sausiaciorily.

[ undersiand that my parlicipation is voluntary and that I am {ree 1o withdraw at

any time prior to the completion of data collection, without giving any reason.

[ agree to have my interview recorded for use in the research projeet by the
research team.

[ agree Lo be conlacted by the researcher via reminder text messages aL 3, 6, and
12 weeks following the due date.

I agree my GP to be informed of my participation in the study.

I agree to take part in the above study.

[ would like a summary of the [inal report at the end of the swidy (o be sent 1o my
home address via post or email.
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Please provide your date of irth: ...

Please provide your due date: ...

Please provide your mobile phone number: ...

Please provide your home or email address, if you would like to receive a summary of the

linal report:

Please provide your General Practitioner’s contact details:

Participant:
Namg Dale Signature
Researcher:
Name Date Signature
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Interview Schedule

The mierviews with women and their birth partners aim to broadly examine their
perspectives on the influence of attending ARC on their emotions and

expetiences of childbirth.

Study topic guide: Semi-structured in-depth interviews

Pre-interview:

* Explain the purpose of the background and the project.

» Ensure the woman and her birth partner know their right not to participate, not to answer
the questions. and terminate the interview.

» Explain what i1s invelved in participating.

o Lxplain whal will be done with ihe information they provide.

* Explain their GP will be informed of their participadon.

» Explain if they have been subjected to poor practice, with their consent the Head of
Midwilery at NHS Grampian will be informed ol this.

o Clanfy their contribution is valuable, irrespective of the quality of their experienecs.

»  Give assurances about anonymity and confidentiality.

o Give assurances thal her partieipacion would not alTect the care they receive.

*  Give them an opportunity to ask questions.

» Ensure consent obtained for audio recording the interview.

* Revisit the consent form.

[nterview questions

1. Can you tell me about your labour and birth?

2. Can you tell me about your experignce of the antenatal relaxation class?

And a series of supplementary, follow up questions will be used, if necessary, as follows:

o What caused you to attend the clags? What were your expectations?

o What part/s of the class did you find usetul or not usetul?

¥R
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o

How do you think the class could be improved?

Did anything change [or you as the result of atending the ¢lasa? I so, whal was it? I
50, what do you think caused this change?

How did you feel immediately after the ¢lags?

How did you feel towards your childbirth immediately after the class?

What techniques (il any) did you practice during pregnancy? Can you tell me how
often vou practiced?

Where did you practice?

What was the purpose of practice for you?

TTow were you feeling about labour and birth before attending ARC?

How were you feeling about labour and birth following the class?

What causcd that change? (if the feeling had changed)

Can you describe the moment of practicing your lechniques? Can you tell me what
you were thinking and how you were feeling then?

Did you share your experience of the class with your partner/s? If so, what was the
aim of such sharing?

Can you iell me aboul your experienec when labour siared?

Did you use any of the technigues during labour?

What intluenced the use of relaxation techniques? What helped or hindered the use of
the techniques?

What pain reliefs did you use?

How did your labour progress?

What was your experience of labour pain?

How did the care you received, intfluenced the use of relaxation techniques?

When you think on your labour and birth of your baby how do you feel now?

How would you describe your overall experience ot late pregnancy and childbirth?
For what purposes have you used the relaxation technigues?

Is there any comments or recommendation you would like to make?

Is there anything else you want to tell me about before we end the interview?

The mnterviewer will respond to what the participants bring up and will explore things that

are of relevance as they arise by using phrases such as; ‘can you tell me more about

this?’, “what was going on in your head then?”, “in what way?’, “how did you know

that?’, *how did that help?”®, *what do vou mean by this?’.
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Ending interview:
s  Thank the participants for their time.,
o Ask it they have any questions.
s (iive further reassurances about anonymity and confidentiality.

o Ask it the participants would like to receive a summary of the study findings.

¥R
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Distress protocol for phase 1

The protocol for managing distress in the context of a rescarch interview (Modificd from: Draucker,

Martzolf and Poole {2009

1 A participant indicates they are experiencing a high level of stress or emotional distress or
« Exhibit behaviours suggestive that the interview is too stressful such as uncontrelled crying,

sheking etc.

«Stop the interview,
+The rescarcher {who is a bealth professionai) will offer immediate support

= Assess mental status: Tell me what thoughts you are having? Tell me what you are feeling
right mow? Do you feel you are able to go on about your day? Do vou feel safe?

«If participant feels abte to carry on, resume mierview

. If participant is unable te carry on, ge to stage 2

«¥seontinue interview

+Encourage the participant {(women and their birth pariners) to cortact their GP or/and
perinatal mental health service

«Offer, with the participent’s consent, for the researcher to do so

«Follow participant up with courtesy call (if participant conzants) or;
«Encpurage the participant te cali either GP or prenatat merial heath midwife, if hefshe
experiences increased distress in the hours/days following the interview

Reference

Draucker, C. B, Martsoli, D.3., & Poole, C., (2009). Developing disteess protocols for research on sensitive
topics. Arehives of pyefivtric nursing, 23(5), 343-350.
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Researcher’s safety protocol {Phase 1)

The hospital, the university, the participants™ home, or a public place are the options offered
to the participants for the mterview location. If the participants choose for the mterview to

take place in their homes the following points will be adhered to by the researcher:

» When conducting interviews in participants’ homes the researcher will infortn a colleague
and/or a family member of the place, time and contact details. Texes will be sent before and
atter data collection in these contexts. The colleague or tamily member will be informed ot
the estimated duration of interview titme and when to expect the ‘after” interview

confirmation call.

= When visiting participants in their homes the researcher will act in culturally and socially
sensitive ways. remembering that she is a guest and that it is the participants who are doing

the researcher a favour by agreeing to participate and share their homes.

= [I'the researcher needs [uriber time 1 a participant’s home than scheduled then a call or texi

to the colleague ot husband will be made to confirm new time for checking in.

= [ no contact eventuates at the agreed time and in the agreed manner the colleague or family
member will attempt o ¢all the researcher on her mobile phone. I there 18 no direct answer
then leave a message, it no response within 10 minutes of attempting contact and no further
contact has been made then the colleague/family member can escalate the potential ‘at risk’

sitation and call ie police with details of the schedule, addresses and conlact details.
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Confidentiality Agreement for the professional transcriber (Phase 1)
Transcriptionist

1, lranseriptionist, agree 10 maintain full conlidendality
in regard to any and all audiotapes and documentations received from (researcher’s name)
related to his/her rescarch study on the rescarcher study titled “Exploring the influence of
Antenatal Relaxation Classes on Childbirth Fxperiences and Maternal Psvchological

Wellbeing”. Furthermore, T agree:

1. To hold in strictest contidence the identification of any individual that may be
mmadvertently revealed during the ranseription of audio-taped interviews, or in any associated
documenis.

2. To not make copies of any audiotapes or computerized titles of the transcribed interviews
texts, unless specitically requested to do so by the researcher, Mo Tabib.

3. To store all smudy-related audiotapes and materials in a safe, seeure location as long as they
Are 1N My POSSEssion.

4. To return all audiotapes and study-related materials to Mo Tabib in a complete and timely
manner.

5. To delete all eleetronic files containing study-related documents from my computer hard
drive and any back-up devices.

T am aware that [ can be held legally responsible for any breach of this contidentiality
agreement, and lor any harm mcurred by individuals iI' [ diselose idenliliable mlormation
contained in the audiotapes and/or tiles to which [ will have access.

Transcriber’s name {printed)

Transcriber's signature

Date
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Appendix 6. Snapshots of Phase | data analysis process
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Lara & Frank {interview 1)

British, prim, M5c in engineering, para 1, uncomplicatzd pregnancy. Attended the class on her own

but sharad the conte

ntwith the partner Highly anx ous person as she describes hersef. Labour started naturally at
home, was 7 om when admitted to the hospital. Complicatiens arose during labour and had a

furceps delivery under spinglin Lhe thealre,

frem fear to confidence
“Switch in m ndset’

Getting inte the zone {factors
altering the use and
effectiveness of ARC)

Positive reflection foutlook to
the experience
Coping ability

|: you were not worried that
you were having contractions,
you had your bath, you know,
what, what causad you to feel
ohkay althaugh you had the
contractions?

because | kind of rehearsed it,
you know, | had like it my
mind, I'd already thought
about what I'll do and, you
know, like having a bath felt
like 1 was a bit more cortrol of
the situatior, | kind of knew
this would help [ARC include
rehearsing of the controctions
gleng with use of the
Lechniyues)

£o what was your preparation

frr all -hic thinac cam wao bl

¢. An example of grouping the excerpts under ihe relevani themes/sub-themes m lables

being in bed wasr't able to,
to sort of getinto the
relaxation, | was sart of
anxious but in the bath, | felt
much mare relaxed and | also
felt like having the video was
disturbing him whereas in the
bathroom | felt like | could play
itand it was all fine. | didn't
have to worry about
earphones and | fe t much
mrore relaxed.

I wasn't really doing the visual
that | thought | woald.

I did loods of practice in tho
lead up, | was listening te the
videus,

I thought | was going to be all
about pictures in my head but

artualh in tha and Larae ioet

along with the field notes

it was the Monday night and
we just literally went to bad,
we didn't even phone the
hospital. | was like, | felt quite
okay about it all, and then in
the morning | phoned. {highly
ankious person, but felt okay;
feelings of | know what's going
on)

| was like 'I'm really tired now,
| want to go back to sleep' and
you were like, you picked up
my phone to check the
contractions and you were like
'ne, wa naad to go to the
hespital', (i: this was after
having Lhe conlraclions foer
about four hours, and she felt
safe to go bace to bed)

Win venen in tho ream ot




Themes

Theme LIUrring point

[Learned oatinisrm

Learned hepdfulness

Senze of coherence {s2e the world'CE as
semethng thatis manageable,
uriderstardab e, arl roedniogah
Resturcelulnesss

empowermert linkad to healtn]

subthemnes
z]  Beforeaterding 8RZ

Codes
Feelings & concerrs iy pregnancy before ARC

Follow up in phase 2
¥ [directly addressing RO}

Seurces of rancsrns

N

Coping with concensf seeking cop ng
strategics [Lazarus)

N

b} changes ecouming ir ARC
‘Breakthroughy shift/ chang= of attitude
sowards pregnancy and C8 in class}
Resoureceful-epowered —will to meaning-

‘wel|being-coping-lccus of comirol-resil ence-

thange (what)

¥ [directly addressing R}

Reduced tearfanxiaty [how)

¥ [directly ing RO}

Erhanced positive feelirgs { how)
lin general WEBWEM, towards CB, W-DEQ &
5F)

¥ [directly addrezzing RO}

[Recilianze: not complaining- caping with
pan and wornic:]

I

L

arfion eompeterce-nptimism-hope fulness- Erhanced KU [why} N
:enze of coherencecennacecness te chid- Crxpenctial evidence {whyls o new esperience [ N
zmational Intelligence @ awreness +ye storkes (why} M
i} Recommendatiors Timing-lengthrevbion sessions N
Acess forall women N
Theme 2! Inner reseurce 2] Calmnessinpregnarcy Purpasefeffect of practice M 2P add

Homa practica

¥ [background infe)

Trochnigue

¥ [background info}

Fr=yuency of praclice

N

b) Kalmnessdurirg b

initial respense o labour/UB

¥ [directly addressing R}

Technigues in labour
Managerment of gain

¥
¥ {directly addressing FQY

Advance lahour and hirth {usefeffect]

¥ [rlirerthy addressing KO3}

Theme 3: Space for relaxation

3E

g"mr ignzlity of data)
Pt

z) Protecaors and disruptors of the
space in LB

Ervironment

Light

Privacy

Pecition/ freedom of mavermnen

Miichvife

ParLiers

b} Hole of partners

rartner's fearsyanxieties
[As the space protectors- feelings are
cantagious)

2(z|z|z|=|=Z|=

Obzervations of change:

Sharing with parter

Ergagement

Theme 4- Wdlbang {subjedtive wdlbeing:
physical-emotional-psydchologicall

Fad

[3tbjective wellbzing]

{7 Considerir g parent eduy for eardy years in
pregrnancy??)

a) Positive reflection of ARC

Panlrier as b rien flaciitator

Acress for partmers

Positive reflection on the experience of
attending ARC

Yidirectly addressing RQY)

kKl Positive pemeption of CR exp

Hinping -we to fup?

Fositive perceptions of staff? (look at data
again}

Wy ability feeli confidant [$€] in (B?

¢ Boyond irm

¥ {dlirectly ardressing R0

res5T Tending/ EFYFN

Strass reductiony’ 1ife skl

Traraltioning to new rako o3 parants

& |

d. An example ol allocating codes o subthemes and themes




=3

Theme 1: ARC: turning aoint I Hefore atiending ARC J

P -

Sources o concerrs; -we stoviesfviews from society,

Feelings & concerns in pregnaney bafore ARC |
. rnecha..,

Loping with coreemsf see<ing coping drategies

.

R
Rreakthraugh eocnrring curing ARE

—_— ™~
—— ¢ T

P . . . VAU A Reeommended
{hange Feduced bearianyiety Enhanced positive awhet Fractice/ ot relasatica ‘ e stores &
fwhati Thow! feelings thewh fubot b wickening the 2ccess
. - - —_— kS - ~
Iheme 2- Deep sense of relaxation
- -
{ INNEF FESOLI (e ‘
(almness in pregnancy | i ) b
|\ ) Lalmrgss dyuring LR |
Pump2:e of practice | Home practice -
" . ; | INtIa | Fes0nGE 1 AOLF J Teckn ques ir labour
Twr:hiri: Frequency of practice u
T ‘ Palng. aaln relef y
chaleas | fulvance labour andbirh  useeFect) J

I-' Space for relaxazion "‘I

R o

Protectors and disruptors of -he space in C8 Partner's [nflaence on the space

Therme 3 ; /
Erwircniment ‘ { PaTIners ioare & andieoes J
i ) i Sertner's sbse rvations of
Light rhangns
. - =

—

| Frivacy | Snaring wTh partner
— —_—
Pasitiond Ircedorr of Partner's ¢ngagerent |
movement 7 ol
.
i . Partned-_as proteciorns.
‘ Jith attencant: | and disruptors of Ihe
space
\ /
el S

Acressfor sertners |

An example of grouping ihe identilied codes under relevant themes
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Stenr|as

Space far

ralaiatian
in CA(T3)

-

_ Change in .
KAl ke perspocthve Engaged ; Deer zenge of
: npragice
oG _. ; calminess
L *

Bragkthrough
Change r feelings (T1)

Practlce It a “ange of ways
» | befors, during & beyord chilzhirth to enzer mat deep sense
of calmness. [T

f.  Anexample of drawings of schematic diagrams/mind maps



Appendix 7. Phase 2 Data Collection Documents

LETTER QF INVITATION TO PARTICIPATE IN THE STUDY
{For women- phase 2)

Fdinburgh Napie»'

LIMIWE REYES

M T atsity

Midwilery Losturer

PUD sludent

Scloal ol Mieing and Midwilery
Facully of Fealth and Sogial Cars
Robert Gordon Liniversity
Crarthdes Campua

Alardesn

ABIU TOG

Tel:+4d £y 1224 262633

smail: m.tabib trgn.ac uk

Mol 077261 38TER

[ TR YR TR ) I

Decar

This is an invitation to participate in research that T am conducting as part of my PhD study.
The study aims to explore the experience of childbirth and maternal psychological wellbeing
following attending an antenatal relaxation class. Your participation involves completing a
sel ol questionnaires at ihree lime poinls 1.e., belore the elass, two weeks alier the elass and
4-8 weeks following birth.

1 attach a participant information sheet for vou to read. Tt explains the process of the study,
the purpose and your contribution it you wish to participate.

II'you have any guestions aller reading this informaiion, please do not hesitate Lo contact me
via phone, text messages or email. If I do not reecive any contact from you before attending
the antenatal relaxation class, T will assume you do not wish to participate in the study and
will not contact you again.

Kind regards

Mo Tabib
Mrs Jane Raitt Protessor Caroline Hollins-Martin
ead of Midwilery al NHS Grampian Professor of Matemal Health a Edinhurah Napier

University

/™ A
e ng__:w»i Mt
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Research Participant Information Sheet for women
{Phase 2)

Edinburgh Napie»'

WM ERREITY

Date Information Sheet Produced
06/01/2021
Project title: "Exploring the influence of Antenatal Relaxation Classes on Clialdbirtl
Experiences and Maternal Psyehological Wellheing’
My name is Mo Tabib. I am a midwite and lecturer at Robert Gordon University. I would like
to invite you to participate in rescarch which I am conducting as part of my PhD study.
What is the purpose of this research?
I am interested in the experiences of childbirih and the potential intluence of antenatal
relaxation ¢lasses on maternal psychological wellbeing, This study aims to explore this using
sclf-reported questionnaires. The sdy intends to reeruif pregnant women who attend antenatal
relaxation c¢lasses offered at a specialist maternity Hospital in North-East Scotland. The
inlormation collected (rom this swdy will be used in writing a thesis, academic publicalions,
and presentations in the future to add to existing knowledge and inform women’s choices and
professional practices.
How was I identified and why am | being invited to participate in this rescarch?
Y ou have been contacled as you are pregnani and are planning Lo altend an anienalal relaxation
¢lass. You are being invited to participate in the study as your experience of ¢hildbirth is very
valuable for the purpose of this study.
The criteria [or being selected Lo parlicipate are:
*  You are aged over 16 years.
* You are able to give consent in English, understand, read and write
Linglish.
+ You are planning to attend a three-hour antenatal relaxation elass duting
the third trimester of pregnancy,
s You are not having mental health problems that require wking any

prescribed medication.

340



Do T have to take part?

No, your participation is entircly voluntarily, and you may withdraw from the study without
giving any reason before your identifiable information has Dbeen removed from the
study. Whether you choose to participate or not, the care you receive or your participation in
the relaxation ¢lass will not be affected in any way.

‘What will happen to me if I take pari?

Il you agree Lo parlicipale, you ¢an contacl me via phone, lext messages, or email and [ will
get back to you as soon as possible to arrange either a phone consultation or a virtual meeting
with you at a convenient time to further discuss the research and answer any questions you may
have. Twill attend the beginning of the relaxation class to answer any questions you may have.
II'you agree 1o participate, you will be asked Lo complete a sel of shorl questionnaires at three
time points; before the class, two weeks atter the class and four to eight weeks after birth. You
will also reccive one text reminders two weeks after class, on your due date and four wecks
aller your due date. [[alier sending you the post-birth questionnairas and the first text reminder,
I do not hear back from you, T will send you maximum of another two text reminders aL 6 and
R weeks following vour due date, Tt vou do not respond, T will assume that you have chosen to
withdraw from the study, and I will not contact you again. The purposc of the text message on
your due date 18 o ask you o notily the researcher in case you have given birth earlier than
expected, o thal you reecive the last questionnaire seL within the time limits of 4-8 weeks aller
birth,

The questionnaires would include questions about your experience of attendance at the
antenatal relaxation class and your childbirlh experience, your emotional wellbeing and
feelings of control, fear and anxiety. Tn total, completing each set of questionnaires 15 expected
to take not more than 20 minutes,

What are the discomforts and risks?

There are nol any anlicipated discomlotls or tisks tn patticipating in this study, however |
recognise and acknowledge that relaying an experience of something as personal as childbirth
could potentially causc discomforts.

How will these discomforts be alleviated?

It you consent to take part in the study, your GP will be informed of your participation. It the
information you provide indicates any concerning issues about your mental wellbeing, this will

be shared with you and your GP. Furthermore, if you reveal information which is concerning



or highlights risk to yourself or others, that information will have to be passed on to your GP.

In this case, you will be inlormed that this is being done.

How will my privacy be protected?

Your confidentiality will be maintained by removing your identifiable information from the
guesuonnaires and allocating a unique number Lo your completed questionnaires instead. Al
information collected about you during the course of the research will be stored securely in
Edinburgh Napier University computer system for 10 years, then will be destroyed and deleted.
The data will be made unidentifiable, and you will not be identifiable in any reports or
publications artsing from the projeet.

What are the costs of participating in the study?

Other than your time commitment to the initial mecting or phone consultation and filling out
the quesiionnaires there will be no costs. It anlicipaied thal overall no more than 2 hours of
your time will be required.

‘What opportunity do | have to consider this invitation?

You can contact me as soon as you have read the information sheet. T would expect to be
notified of your interest in participation prior o the antenalal relaxation class. 1 will also be
present at the beginning of the relaxation elass if you wish to approach me. If you do not let
me know that you wish to participate before the class starts, I will assume you do not want to
participate, and I will make no further contact.

How do I agree to participate in this research?

Along with this imntormation sheet you have recetved a link for the questionnaires, by clicking
on the link you can give consent and complete the questionnaires. Allernatively, 1t you prefer,
you can tirst contact me to ask for a phone consultation or virtual meeting when we can discuss

the siudy and answer any questions you may have.

Will I receive feedback on the results of this research?
It you would like a summary of the tinal report at the end ot the study, one will be sent to you;
via cmail. If you would Like to receive a final report of the study, you could indicace this in the

gonsent torm.

What do [ do if I have concerns about this research?
II'you have any concerns aboul the nature of this project or the conduel of the sindy, vou

should ask to speak to the researcher who will do her best to answer vour guestions. If vou



have oulstanding guestions or concerns or wish to complain formally, you can do this by
contacting the Project Supervisor Prolessor Caroline Hollins-Marline
{C.HollinsMattingdnapier.ac.uk, 131 455 3560) or Mrs Jane Raitt the Chief Midwife at NHS
Grampian {Jang raitt@ nhs,net, 01224 455 3350)

Thank you very much for taking the time to read this information sheet and for
considering taking part in the study. ITf vou would like to take part in this rescarch, please
complete the pre-class questionnaires ugsing the provided link; or if you prefer, first

contact me so that [ could provide further information and answer any questions you may

have.

Researcher contact details

Mo Tabib (smm)

Resaarch student

School of Nursing and Midwifery
Robert Gerdon University
Garthdee Road

Aberdeen

ABI0 740

Tel: 1 444} 1224 2624633
MWobile: 07726138788

Ermail: mtanilyy rouac Lk

Project Supervisor

Professor Caroline Llollins-Martin
Edinburgh Napier University
Sighthill Campus | Sighthill Court
Edinburgh

Ell1 4BN

Tel: +440% 131 455 356(

Email:{ JallinsMarting: napier.ag.

ik

Independent advisor

D Gail Morris

Edinburgh Mapier University
Sighthill Campus | Sighthill Court
Edinburgh

Elll 4BN

Tel: +44 (03131455 5356

Email: n. it izt napierac.k




Online Surveys (pre-class, post-class and post-birth)

Pre-class Sarvey

ARC Pre-class questionnaires

Consent form

Thank you far agreeing to take partin this study whch ams to explore the experience of childbirth
and maernal psycholegical wellbeing fallcwing attending an antenatal relaxation class. To starl
please confirm if vou agree with the following statements:

1. lam over 1& years old, can understand, read and write in English. | am in the last three months of my
oregnancy and con't have zny mental Realth issues requiring prescriced medication,

™ Yes

2. | have read and understand the infermation including grivacy in participant information sheel dated
16/08:2019 1 have had the opporunity to consider the informatien, ask guesiions and have had these
answered satisfactorily.

™ Yes

3. lurderslond thal iy parlivipation is voluntary and thol Lam Tree o withidiaw al any Lime priae Lo the
sempletion of data collection, without giving any reason,

™ Yes

4, [agree lu complele o sel ul yuestionnaires al Lthree Lime puinbs, grior o the anlenstal relaxation  aas, 2
weeks after the class and 4-8 weeks after the birth of my baby.

™ Yes

%. | agree to be contactied by the researcher via text messages at the follewing time points; twe weeks afler the
class, on my due date and up to maximum three @imes within 4-8 weeks following my due date.

™ Yes

&, | agree te my GP being infermed of my participatien in the study if nesdzad.

™ Yas

7. Pleasz provide your GP Surgery name:

PR3
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ARC Pre-class guestionnaires

1. How do yeu plan to give birtn to your baby (s)?

r Yaginal ™ ¢c-Section [~ Notsure

2. I C-Section is planneg, what is the reasen for it?

™ Not applicable

3. Where is your planned place of b rth?

™ Midwife Unit in AMH [Abksrdeen Maternity Hospital}
I™ Labour ward in AMH

™ Oparational theatre in AMH

I Birth uniticentre

I Home

™ Net sure

I Other

4, Do yvou plan to use epidural anaesthesia dur ng lagour?

™ Mot applicable

M Yes I Mo I Notsure

PR3
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ARC Pre-class gquestionnaires

Below are some statements about feelings ard thoughts, Please tick the box that best describes
your experiznce of each over the last 2 weeks,

1. I've been feeling optimistic about the future

™ None of the time [ Rarely ™ Some of the time [ Often [ Al of the time

2. I've been fecling uselul

I Noneof the time [ Rarely I some of the time I Often ™ All of the time

3. I've been feeling relaxed

" Neneofthe time [ Rarely T Some of the time [~ Often [ All of the time

4. I've been leeling inlkesled in olher peop e

M MNaneofthe time [ Rarzly M someofthetime [ Often [ All of the time

3. Ive had energy to spare

I Nene of the time I Rarely ™ someof the time I Often I Al of the time

6. I've been dealing with proklems well

I Nancofthe time [ Rarcly I™ some of the time ™ often ™ Al of the time

7. Ive beenthinking clearly

M Neneofthetime [ Rarely I Some of thetime I Often [ All of the time

2. I've been fzeling good akout myself

[T Nenaofthetime [ Raraly I some of thetime [ Often [ All of the time

9. Fve been feeling close to cther people

I Nene of the time I Rarely I somecoftime I Often I All ofthe time

10, I've been foeling confident

™ None of the time [T Raraly [T Some of the time [~ Gftan [ All of the tima

11. I've been able to make up my own mind about things

I Neneofthe time [ Raraly I someofthetime [ Often [ All of the time

12, I've baon fasling lovaed

" Noneof the time [ Raraly ™ some of the time [ Oftan [ All of the time

13. I've been interested in new things

I Neneofthe time Raraly ™ some of the time [ Often [~ All of the time

14, I've bogn faaling chearfu

[T Noneofthetime [ Raraly [ someofthetime [ Oftan [ All of the tima
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ARC Pre-class guestionnaires

Thivk about how vau imagine labour will 2¢ and foel whon you are Fae ng contrastions 5 minutos epadt or less, =ar coch o the
fallowing behavioure, Irdicate how nelpful the Eehaviour could ¢ In help ng you ‘o copa with labodr by seleztirg a rumber hetween 1
imat at all aeloful} and 10 (ve-y halp ul),

1. 1 think during labour, it would be helsful to:

Mot al all helpiul Vory helotul
1 2 3 4 H ] ki 8 L] 10
Relox my body e o [ o [ o ~ - o a
Get ready far
rach o ~ e o [ « e o [l r

centract en

Use breathing
during labeur « - e [ r © - e -~ r

conractiens

Keeo mysel’ in I r r el el el r ' I r
control
Ihlrkl about -~ ~ I - - - ~ - —~ -
relaxing

Cumentiaie an

an okjact in the -~ - I - - - - - ~ -
rocm o

distract myse T

Keep myselt - - s - « - - - - ~
calm

Concentrate an
thinking akoul - o [ o © o ~ ~ o -

the baby

De fully anare
ot aach . o « [ " ~ "~ s ol ~

contract on

Think posifively e o [ o [ - e - - r

Mot think about I ~ I - - - - e ~ ~
lhe pan

Tell mysalf that -~ -~ e e ol c e ' o T
lcandeit

Thirk about
others in my e o « o [ ~ - i r -

family

Concentrate in
getting through ol -~ e c [ C f‘ c - -
one coniraction
al & Limne

Listen ta

cncouragement
frum Lk 8 s e [ s - - e ~ r

person halping
me
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ARC Pre-class questionnaires

Think about how you imagine labour wil be and feel wnen you are having contractions 5 minutes apart or less. Faor
each sehaviour, indicate how certain you are of your ability to use the behaviour to nelp you to cope with labour by

selecting a number between 1, (not at all sure) and 10 {very sura).

1. | am certain that during labour, | will be able to:

Wot af all sure

1 2 3 4 5 6 7

Completely sure

9 10

Relax my body . e o ~ r o .

r ~

Get ready for
each - [ . r o [ C

contraction

Use breathing
during labour . o . . . . .

contractions

Meep myselfin r c s r ' I r
control

Think ahout - - - I ~ - -
relaxing

Concentrate on

anobject in the ~ P C I ~ - -
room to

distract myself

Heep myself r c s s I r r
calm

Concentrate on
thinking akout . o o ~ . o .
the baby

Be fully awars
of each r [ (o ~ - [ e
centraction

Think positively o o r s ~ = ~

Mot thi_nk about - - ol s I - e
the pain

Tell myself that (n - I I r~ I -
lcan doit

Think about
cthers i1 my - - o ~ - - .

family

Concentrate in
getting through ~ c s e ~ - -
one contraction
ata time

Listen te
ancouragement
from the . [ r r [ [ C
person 1elping
me

PR3
(¥
.




ARC Pre-class guestionnaires

IMGTRUCTION This gquestionnaire is about feelings and thoughts women may have at the
praspect of [abaur and sirth. The answers 0 each quastion appear as a scale from Gta 3. The
nitermast answers (0 and & respectively) correspnnd to the oppasice extremes of a certain feeling
ar thought. Plzase comslete cack cuesticn by celecting the number Eclonging to the answer
which most closely scrresponds te how you imagine your laocur and bith will be. Please answer
how you imagine your labour and birth wwill be - not the way you hope twil be,

1. How do you think your abour and birth will turn ouvt as a whole?

Extremsely Mot at all

0 1 2 3 4 5

Fantastic e

Fr ghlful ~

2. How do you think you will Teel ingeneral durning the lakour end birth?

Extremoly Not at all

)

Lunely

Strong

Contident

DTN

Afraid

B

Deserted {isclated)
Weak
Safe

Independent

Desolate (unhappy)

T A I] Y e
YT TN YN Y s

i S e T T

Tense

!
T

Glad

Proud

Abandzned

Corrposed

Relaxed

O OO YT OY Y N Y)Y Y e
OO T Y YT Y Y Y Y Y Y Y
I TN e T e T T R T e T e e T T N I T I T R T e B

T Y) Y )
T Y)Y N
T Y)Y N

Heppy

3. What do you think you will tee dur ng the labour and birth?

Extremely Mot at all

o 1 2 2 4 5

Paniv L ~ [ r o [

- Hopslessness [ o .l r e o
Lenging for the child | - I o r r

-Self-uunﬁdullue o ~ - o « o
Trust o . “ . « .

Pzin r ~ [ r e r

4. What do you think will happen when labour is most intense?
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Totally Not at all

Q 1 2 3 4 3
I'w || behave kadly le.g. keing unreasonable or rude = r"‘ I - - I
to athears)
1w Il allow my body to take contral r T & c - (‘
Iwlllose control of myself - ~ .

§. How de you imagine it will foel the very moment youw give birth to the baby?

Totally Mot at all
0 1 - 2 3 . 4 - H
Enjoyable - (o - C c c
- Naturzl ~ . . . - .
Asitsheuldbe - f‘ c ~ c
Dangerous i - r . r .

6. Havz you, during the last menth, had fantasies about the |zebour and kirth for example ..

Never Very often
0 1 2 3 4 5
Wfantasies that your child will die during labourf r r~ - r -~ -
kirth?
... fantasies that your child will be injured during r o r r I e
labour! kirth?




ARC Pre-class questionnaires

1. A number of statements that people nave used to describe themrselves are given below. Read each
statement and then selectthe number thal descripes how you teel nght now, that 1s, at this mement.
There is no right or wreng answer. Do not spend toc much time on any cne statement but give the answer
whi¢h seems te describe your present feeling kest,

Right now...
Almost never Sometimes | Frequently ‘ Almost always

.| “eal calm. r el

...l am tense. r IS s
ol feel upset, r r r I
...l am relaxed r ' r -
... | feel content. r - s -
... lam worried. r r s r

2. A number of statements that people nave used to describe themrselves are given below. Read each
statement and then select the appropriate number that describes how you generally feel. There is no right
orwreng answsar. Do not spend teo much time en any ene state ment but give the answer which seems to
describe how you generally feel.

Generally...
Almost never - Sometimes | Frequently ‘ Almost always

..l ‘el calm. . r o

...l am tense. r o T

.| feel upset. r [ [ r

...l am relaxed C a o C

... Ifeel content. . C o .

... lam worried. r [ o r

PR3
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1.

th

ARC Pre-class guestionnaires

Demographics

Tell us abroul you

First narre l

Last narre I

Crmail |

Phorne 1 |

V/hat date is your baby due to be born?

How many weeks pragnant are you now?

How old are you?

Vhatis your highest educational atta nment?
" Socondary school

(" Further education at college

" 15t level degree

" Masters degres

" Doctorate

" Others

Vihat1s yeur employment status?
 Fu l-lime employmeTt

" Parttime employment

" Studant

¢ Unemployed

" Others

Vihat is your marital status?
 Married
" Single

" Domestic partnership

¥ihat s your ethmizity

" White British

" Dther White backaround
" Black

C Asian

C Mixed ace

" Others

Nuniben vl previces biths?

¢ None

PR3
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" One

" Two or more

10. Would you like te receive 2 summary of the study findings when they are available?

[~ Yes
I Ne

11. | agrae to take part in this study.

[~ Yes

Thank you for your participation and taking time to complete the questicnnaires.
Mo Tabib
Fhone: 07726138788

Email: m.tabibg@rgu.ac.uk
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Posi-class Survey

ARC Post-class Questionnaires

1. How do you plan te give bith to your baby (s)7?

r Yagmnal M c-section [~ Notsure

Z, ItC-3echon s planned, what |1s the reason tor (t?7

™ Not applicable

3. Where is your planned place of birth?

™ Midwife Unit in AMII {Aberdeen Maternity |lospital}
I Labwur ward in AMH

r Cperalivnal tizalre in AMHA

™ Birth unitrcentre

I Home

I Not sure

™ other

4, Do you pla e use gpadural anaeslhes a Juninyg labaun?

I Yes [ No T Notsure

5. How do you think the relazation class nas influenced your experience of pregnancy?

r Yery positively r Positively ™ Noinfluence ™ Negatively r Very negatively

&, After attending the antenatal relaxation class, have you vsed aqy of the techniques intreduced in the class?

I Yes [ No

7. If you have used the relaxation technigques in pragnancy, for what purposes did you use them? {youcan
select more than one answer)

™ Mot applicable

I Better sleap

™ Alleviate pain and discomfert
™ Alleviate fear and anxiety

I~ Deal with stress

[ Before sppointments

™ Feel calm and relaxed

I Feel positive

[ Prepare for labeur and birth
I Other

&, Can you, in your own words, briefly tel us in what way the ¢ ass has influenced you, if any?
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ARC Post-class Questionnaires

Below zre some statements about feelings and thoughts, Please tick the box that best describes
yaur experience of each ove- the last 2 weeks.

1. I've been feeling optimistic about the future

I Nene of the time [ Rarely [ Some of the time [ Often [ All of the time

2. I've been fesling useful

I None of the time [ Rarely [ Some ofthe time [ Often [ All of the time

3. I've keen feeling relaxed

™ None ofthe time I Rarely [ Some ofthe time [ Often I All of tha time

4. I've beenfeeling interested n other people

I Wene of the time [ Rarely [ Seme ofthetime [ ©ften [ All of the time

5 Pve nad snargy to spars

I Mone of the time [ Rarely I Some ofthetime [ Often I All of the time

€. I've been dealing with proklams well

™ None of the time [ Rarely T Some of the time [ Often I All of ths time

T. I've beenthinking cleary

I Nene of the time [T Rarely [ Some of the time [ Often T All of the time

B. [I've beenfeeling good about myself

™ None ofthe time [ Rarely ™ Some ofthe time [ Often [ Al of ths time

9. I've been feeling close ‘o other people

I None of the time rRarer I Some oftime I Often [ Al ofthe time

10. I've been fealing confident

™ Nene ofthe time [ Rarely [ Some ofthe time [ Often ™ All of tha time

11. I've been able to make up my own mind about things

I Nene of the time [ Rarely [ Some of the time [ Qften T All of the time

12. I've been feeling loved

I nene ofthe time T Rarely ™ some ofthetime [ Often I Allof the time

12. I've been interested in new things

™ None of the time I Rarcly [ Some of the time T often T Al of ths time

14, I've been feeling cheeriul

I None of the time [ Rarely [ Some of the time [ Often [ All of the time




ARC Post-class Questionnaires

Trink aboat how you imaglre labodr wiil be ad fesl when oo are hav ng comtastions 5 minutes apart or less, For eactk of the
Tallowing beaviours, ndicate how helpful the behavioar could b2 nhelping you o coxe with abodr »y selecting a namiber betwaan -~
shiot al all helefuly and 10 [very aclefull,

1. 1 think during labour, it would be helpful ta:

Nat at all helpful Vary helpful
1 2 ‘ 3 4 3 ] T & ] 10
Re ax my body e & « - o o r I ' e

Get ready for
rach B g [ o r [ r [ [ad '

contraction

Use bnealkig
during abour i« (e [ e C [ r n « o

centrections

Heep nyself in c I r I P - r P - -
cenirel

Think about ~ o ~ - r I r~ - o ~

ralaxing

Concantrate on

an ckject in the ~ s r -~ r I r~ - - ~
aom to

distract mysei{

Keep myself c 'S r r r r r s IS r
calm

Cancontrate en

think g uhoul « r [ r r r r r el r
tha baby

B fully awarc

of aach & . 4 a (' r r In 'ad r
contraction

Thirtk pusilively a [ [ - o ol r n el r
Mot th nk aoul I - - - r P - - -~ ~
the oain

Tell mysalf that I - e I c - ~ - -~ o~
lcan dait

Think abcut

others nmy & e e - « [ = r e .
famn ly

Concentrate in

getting through I — I -~ r r r r s o~
ene contraction
at z time

Lista1 1o

BN agRnenL
from the - 1 [ l r « r r [ -

perscn helping
me
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ARC Post-class Questionnaires

Think about how you imaging labhodr will be and f2el when youd are having confractions 5 minutes apart or less, Far
each behaviour, ind cate how certain yau are of your ability to use tha2 behaviour to help you o coxe with labour by

selacting a number betwaen 1, (not at all suse) and 10 {very surel.

1. 1 am certain that during labour, | will be able to:

Not at all sure

1 2 3 4 El 3 7

Completely sure

9 10

Relax my bady - - (. . . . o

~ .

Get ready far
each o - r r c ' r

vurntiantion

Use breathing
during labour « - - - - o .

cantractions

Keep myselfin ~ o r r ~ o e
control

Think about r Is - - P - r
relaxing

Concerntrate on

an object in the -~ - - - ~ - -
room to

distract mysrlf

Keap myself -~ o r I -~ o r
calm

Concentrate on
thinking about - . . - . o .

the raly

Be fully aware

of each - e e r e [ e

contraction

Thirk positively r - C C r C o

Net think about [a- o~ e r s e o
the pain

Tell rysell thatl s - I s c - P
lcandeit

Think about
athers in my r - & ~ r o e

family

Concerntrate in
getting through -~ - e ~ ~ ~ e
one contraction
atatime

Listen to
L-AIIFLRIY] ) dgh‘ll’l&lll

from the o o . r e ' r
pers=n helping
me
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ARC Post-class Questionnaires

INSTRLCTION: This queslonnaire is a»odl feelings and thougils worren may have at the
oraspect of labou- and 2irtk. The answers 1o each guestion appear as a scale from 3 to 5. Tha
actermosi answers (0 and 5 respectivelyl correspond to the opposite exiremes of a certain feeling
ar thoaght. Please comalete sach gquestion by selectng the numaer belenging to the answe-
which most closely correspands to how yod imag ne vour labour ard birth will be. Please answer
AGW YoU imaging your labaur and bt wil be - not the way you hope it will ba.

1. How do ycu think your alour ard birth will turn out &8s a whole?

Exitremely Mot at all
Q 1 2 2 4
Fantastic - ~ - « C
Frightful r e N r e r

3. How do you think you will foel ingeneral during the lzkeour and eirth?

Extrermnely Mot at all

0 1 2 3 4 5
Lonely c r c c c c
strong o - ¢« r gl (o
Conhiden: o r (o C « ("
Afraid ~ - [ ~ - -
Deserted (isclated) | o « r o -
Weak r - . e « r
Safe [ - e e (e -
Independent « - C o C [
Desclate (unhappy) | r o r e f-'
Tenm r ~ [ i [ r~

. Glad 4 r . r (¢ {

Proud (" r r© r [ -
Abardonad o [ o la o
Campesed r e r 'al r
Relaxed L e o r e ~
Happy - r [ o [ [

3. What do you think you will far during the Izskour and birth?

Extiemely Mul al all

w

Panic
Hapelessness
Longing lar the chld

Solf-confidence

70T e

Trusl

BRI S B |

TTITY Y D e
TITYTDOTT Y Y | w
7
-

TAYTY O YD

Pain

4. What de you think will happen when labour is most inlense?
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Totally Not a: all

0 1 2 3 4 5
| will behawve badly ‘e.g. being unreasonable or rude s r~ C c I I
to others)
I will allew my body to take control C . C C [ o
I will lasz control of mysalf . r -

5. How do you imagine it will feel the very mement you give b rth to the baby?

Totally Not af all
0 1 - 2 3 . 4 . H
Enjoyable - ( r C c c
. Natural r . . . - .
Asitshouldbe - . e ~ c
Dangeraus . - - . r .

6. Have you, during the last manth, had fantasies about the labour and birth for example...

Mever Very often
- 4] 1 2 3 . 1 5
...fantasies that your child will die during labourf r ~ - r ~ r
birth?
. ... fantasies that your ¢hild will ke injured during r Fa r r o r

labour! kirth?




ARC Post-class Questionnaires

1. A number of statements that people have used te describe themselves are given below. Read each
statement and then selectthe numker that describes how you feel right now, that is, at this mement,
There is no right or wrong answer. Do not spend too much time 2n any cne staterment but give the answer
which seeins lu desuibe your present feeling besl,

Right new. ..
Almost never Sometimes | Frequently ‘ Almost always

.| feel calm. r 'ad e

..l am tense. . s s
..|1eel upset. r r r C
...l am relaxed r e r -
... Ifeel content. r r e r
... lam worried, r s e -

2. A number of statements that people have used te describe themsealves are given below. Read each
statemeni and then select the appropriate number that describes how you generally fzel. There is no right
or wrang answer. Do not spend too much time en any one statement sut give the answer which seems to

describe how you general y feel.

Generaily...
Almost never - Sometimes | Frequently ‘ Almost always

.| feel calm. r - e C

...l am tense. r s T

..l 1eel upset. r . e e

...l am relaxed . f" r r

... I feel content. r . e r

... 1am worried. . - « e

Thank you for your participation and taking time te complete this guestionnaire.

Ko 12k

Midwifery Izeturer PhD student

Phone: 07726138738

Email; m.tabik@@rau.ac.ub
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Post-birth Survey

ARC Post-birth Questionnaires

Whan was your baby born?

Yhere did you give bith?

I~ Midwife Unit in AMA {Abardoen Maternity Hospilal)
I Labour ward in ANMH

r Qperational theatre in AMII

™ Birth unit/centra

I Home

™ other

How did you give birth?

[~ vaginallyispentansously [ ¥agmally using torceps ar vantous [ Via C-Sechan

If yeu vnderwent a ©-%action, what was the reasen for it?

™ Mot applicable

How did your abour starl?

I~ Spontancously'naturally I Induced I 1did not experience abour planned C-Section)

If your akeour started at heme, heow many hewrs did you stay at heme fer, befere geing 1o the hespitaliunil?

™ Nul applicatsle

It you gave birth at home, how many hours did you labour tor, batore giving birth to your bany?

™ Mot applicable

If your labeour started at home, how many centimetres was youwr cervix dilated when you were admitted to the
hespitaliunit?

I Hotapplicakls

Did you have an epidural during labour?

I Motapplicatle

MYes [ Ne

10. If you had an epidural, how many centimetres was your cervix dilated when you receivad the epidural?

11.

T Mot applicable

Did you use any cf the techn ques introduced in the anternatal relaxalion class during labour or kirth?

[ ¥es [ Mo
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12. Which of the following techniques did you use during your labounkirth, if any? (Yeou can select more than one
Answer)

I Mot applicablz

r Broathing techniques and focusing on my breath
r Counting up or down

I visualisation

™ Positive thinking {zffirmations)

I Hypnosis

r Being upright and moving about

r Listening to music

I Immersion in water

r Massage

™ Ot

13. Did you use any of the techniques intreduced in the antenatal relaxation class during pregnancy?
Myss [ Ne

14. If you have used the relaxation techniques in pregnancy, fer what purpeses did you use them? {you can
select more than ane answer)

T Not applicabklz

I Better sleep

™ Alleviate pain and discemfort
I Alleviate fear and anxiety

I Deal with stress

™ Before appointments

I Feel caln and relaxed

™ Fesl pesitive

I~ Prepare for labour and birth
I Otner

15. How do you think the relaxation class influenced your experience of pregnancy?

r Very positively I Posit vely ™ Ne intivence ™ Negatively |_Very negatively

16. How do you think attending the relaxation class influenced your experiznce of childkirth?

I_Very positively T Pesit vely I Ne change r Megatively r\l’ery negatively

17. How would you describe your overall experience of ch Idbirth?

r Very positive I Positve T Neither positive ner negative r MNegative r Yery negative

18. Can you, in your ownwords, briefly tell us how the relaxation class influenced your experiences of pregnancy
and! or childbirth, if ary?
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ARC Post-birth Questionnaires

Below are some slatermenls aboul leelings ard thoughls, Please tick he box thal besl describes
your experiance of each over the last 2 weeks.

1. I've been feeling optimistic about the future

M Nene ot the time [ Rarely I someofthetime [ Often [ All of the time

2. I've been fegling useful

M Neneofthetime Raraly I someof thetime I Gften T All of the time

3. Ivebkeenfeeling relaxed

[T Neneofthetime [ Rarely [ Some of the time [ Often [ All of the time

4, I've keen feeling imerestad in other peop e

M Nuneof e tine T Rarely I sume of the tine T Often T Al uf he Lime

3. I've had energy to spare

I None of the time [ Rarely ™ someof the time [ often I All of the time

& I've keen dealing with proklems well

M Noneof thetime Rarely I Some of the time I Often I All of the time

7. I've beenthinking clearly

M Neneofthetime [ Rarely ™ Some of the time [ Often ™ All of the time

8. I've been Teeling goad aboul i ysel§

M Noneof the time [ Rarzly M someofthe time [ Often [ All of the time

9. [I've been feeling close to other people

I None of the time [ Rarely I someoftime I Often I All ofthe time

12, I've been feeling confident

™ Nane of the time [ Rarcly ™ some of the time ™ Often ™ All of the time

11. I've been able te make up my own mind about things

I Nene of the time [ Rarely ™ someof the time [ Often [ Al of the time

12, I've been feeling leved

I Nanc of the time [ Rarzly I someofthe time I Often ™ All of the time

13. I've been interested in new things

™ Nene of the time T Rarely ™ some of the time ™ Often ™ All of the time

14, I've keen feeling cheerfu

M MNonaofthe time [ Raraly M someofthetime [ Oftan [ All of the time

369




ARC Post-birth Questionnaires

INSTRUCTIOMN: Tris quastionraire is about feelirgs and thoughts waman may have after
childbirth. The aiswers te each question appesr g5 @ scal2 from 0 0 4, The outermosl answars
{0 and & respectively) correspond to the cpoans te extremes of a certain faeling or thongh:. Please
complete each guestior by selecting the rumaer belonging fo the answer which most closely
corresponds to how you now think vour abou- and birth was. Plegse answer how you now hink
your birth was - not the way youa wish it weuld have baen. If you had a plannad C-Sacticn asd did
net experlence labour, you can stil answer the questions tirterpret the wards 'labacr and birth’ as
‘eai dbirth"y and anly question 4 may nat be applicable to your experience.

1. Hew did you experence your labour and birth as a whola®

Eatrems=ly Met at all

[H . 1 2 - 1 4 3 .
Fantasticl r ' ~ L ~
Frightiul . c - - .

2. How did you feel in general during the labeur and birth?

Extremely Mot at all

Q l 1 2 3 l 4 5

Lenely . . [ [ [ [

Strang (" ~ . (o o
Confident { r 4 [ { {
Afraid - ~ e « [ [
- Deserted |isclatedy | = e (o e r
Weik - ~ e ~ e (o
Safe (‘ ~ r I e s
Independent T ~ l [ e (‘
Desolate {unhappy} | ~ C 8 [ C
lense - = o - (o I
Glad r ~ (" r o r
Proud r ~ e (o C «
Abandoned e -~ [ o I '
Composed . [ [ « [
Relaxed r [ L Il [
Happy r ~ [ . « [

3. What did you feel during the lakour and birth?

Extramsly Mot at all
Q - 1 2 3 - 4 5 .
Paric C r « r' r C
Hopelessness i - r I - [

. Longing for tha child | r C [ r C
Self-confidence s o « - r «
Trust e e - ~ ' f"
Pain « [ s ( - o




4. What happened when the labour was mos: intensa?

I Net applicable

Totally Not at all

[\ 1 2 3 4 5
| behaved badly (e.g. being unreasonakle and rude tc - ~ - r - I
ulhers}
| allowed my body to take control r C
| lost control of myself r e [
3. Hew was the vary moement you gave birth to the baby®
Totally Not at all
0 1 2 3 I 4 . 3
Enjoyahble . - - e r~ -
Natural . r r o r -
As t should be ' . & r r e '
Dangerous l o ~ r r C e

6. Had you, during the abour and birth, fantasies like for example. ..

Mover Very often
o 1 2 3 4 g
...fantasies that your child would die during labour/ -~ ~ - -~ -~ -
kirth?

... fantasies that your child would be injured during Il I s C Ia r
labour! birth?




1. A number af statemenis that people have used te describe themselwes are given below. Read each

stiberment angd then schect the nambor that 4 cscines Hiaw you el right now, that i, ol thes mgiment,
Thera is ne Fight or wroeng anewer. Oo not cpend tag maeh time a0 any one statement but givetho answer

which seems lo describe your present {eeling best.

Fight now....
Almost newor 3omotames  Froguently  Almeost always
el aln, . r .
lameense. o r o
. o Foel upset. . o r [ r
..l am relaxed r © r e
. ... | feel contont, - ~ r r
. .. | am worried. . r o r

2. A numbci af stateme mls that people have used to describe themselves are given below, Read cach
statement and then selecl the appropriate number that describes how yau generally leel. There is ne rightl
oF wirang #Nswer, Do nol spend Qo much ime o any one statenent but give te answor which eems 1o
daseribe haw yad ganerally fael

Generalfy...

. - Almast never . Sometimes - Frequently . Almast always
.1 te2l cabm. o . r [ r
..l am tenso. = r =
.. feal upsst. ) o r r ) 0
olam relaned . r r r r
... Lterl content. r r o C
o lam warried. r~ r r r

Thatik wew far your paricipation and taking time 1o complets this guestionnaire,
Mo Tahih
Midwifery lecturar -FRD studemt

Fhene 07T281387T88




Appendix 8. Ethical approval and amendments

The doctoral study was initially sponsored by Robert Gordon University (RGU) in the period
between October 2015 to September 2018, and the ethical approval was obtained from the
School of Nursing and Midwifery Ethics Review Panel {SERP) at the University, as well as
NIIS National Research Ethies Serviee (NRES), and the host NIIS Research and
Development {NHS R&D, prior to the commencement ot research-related activities, The

pilot smdy for Phase 1 was undertaken during this time.

Amendment |

In Sepiember 2018, due to personal circumstances the study was pauscd and resumed in
September 2019 at Edinburgh Napicer University to follow the prineipal supervisor of the
study who had changed institutions. Therefore, the study sponsorship was transferred to
Edinburgh Napier University which required an amendment in the study protocol. The
amended protocol {Appendix 4) was submitted to and approved by the Research Integrity
Committee at Bdinburgh Napier University, NHS National Research Cthics Service (NRES),
and the NHS Grampian Research and Development (NHS R&D), prior to resuming data

collection for Phase [.

Amendment 2

Due to the sequential nature of the mixed methods study, Phase 2 was not tully developed
until the qualilalive data in Phase | were collecied and analysed. Hence, the ethical approval

for Phase 2 was tinalised immediately prior to commencing data collection for this Phase.

Amendment 3



Following the Covid-19 outbreak in March 2020, the rescarch protocol was again amended
to adhere to the social distancing rules and HRA recommendations. These amendments

ineluded:

(a) Change in data collection approach in Phase 1, from face-to-face interviews to
audiofvideo phone calls. This allowed the remaining interviews (10 oul o' 17) 1o be

conducted remotely.

(by Change in the method of communication with the participants in Phase 2. To adhere o
HRA recommendaiions, the decision was made by the research team lor all
communications with the participants to take place online. Theretore, the invite letter,
PIS, and consent form along with pre-class survey were senl io the participants via email.

The consent form was converted 1o an online version and integraled in pre-class survey.

These amendments were approved by the Research [ntegrity Commillee al Edinburgh Napier
University, NIIS Nadonal Research Ethies Service {NRES), and the NIIS Grampian

Research and Development (NHSG R&D).

After completion of the study, the researcher submitted a final report to the research ethics

commitiee contaming a summary of the study lindings and conclusions (WMA 2013).



Appendix 9. Phase 2 results: Graphs and Codebook

Graphs illustrating changes in mean scores of the selected psychological parameters
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Phase 2: Mapping 194 references generated from qualitative accounts in the surveys

(through NVivo) to the pre-organised codes

1a. Pre-class cmotions

b, Changes occurred duting
and immediately atter ARC

1: ARC towards childbirth {0
(urning poin(
(93)
i)
2a.Inner resource in
pregnancy (20)
2: Inner

resource (88)

2b. Inner resoures in
childbirth {4+ 59)

2e¢. Inner resource beyond

birth (2+3)

3: Space for
relaxation {13)

NB) Theme 3 {unlike themes 1 and 2) did not have sublthetnes ot categories.

1a.1. Fear

1a.2. Factors contributing o fear

1.1, Positive change of
cmotions: licar-Confidence

Sessaw

1b.2. Factors contributing to
change

77

Fearianxicty {0)

Rocictal views portrayed in the
mediy, the hegative hirth slories
narrawed by fricnds and family
(M

Information presented by health
professionals. (O)

Reduced Fear and anxiery {20)
Increased confidence {(34)
Tnereased in feelings of
positivity (17

Understanding the childhirth
physiology (18)

Positive stories narrated in ¢lass
h

Praclice of relaxalion exercises

2)

1=

Clam & positive (9)

Pain (0}

Tnsomnia (4)

Ronding with baby {0

Mental preparation fur labour
@)

Medicul procedures [n
pregnancy {2)

Tanic attack ()

Anxiely (3)

Labour pain {22

Medical procedures in childhirih
{10y

Pasitive childbirth perceptiong
{29

Transitioning w parcnthood (2)
Breastfeeding {0)

Stress tanagement { 1)
Physical suroundings {{)
Clintcal picture (7)

Midwile {2)

Birth partoer {4



