Aspects of Maternity Care in Down Lisburn Trust

Analyses of the Records of Maternity Patients Deemed as Low-Risk on Admission and of Former Patients’ Perceptions of Maternity Care

A Report Prepared for Down Lisburn Trust 

by 

Marlene Sinclair1, John Gardner2, Patricia Mackin3, Zoe Boreland4 and Rosemary Hood5
1 University of Ulster, Jordanstown,   2Queen’ Belfast,    3Downpatrick Hospital,  4Lagan Valley Hospital. 

October 2001

Communications:

Dr Marlene Sinclair

University of Ulster
Jordanstown, Newtownabbey, 

N Ireland BT37OQB
Tel:
028 90 36 8118
e-mail:
m.sinclair1@ulster.ac.uk
Table of Contents
5Acknowledgements


6Aspects of Maternity Care in Down Lisburn Trust


6Preamble


9Executive Summary


9Patient Monitoring Data


9Patient Survey


10Patient Interviews


11Patient Monitoring Data


11Key Findings


11Introduction


12Objectives


12Sample


12Representativeness


13Methods


13Results


14Admission Profiles of Samples


16Stage by Stage Details


27Conditions or Interventions Related to Changes in Risk Status


29Tests of Association


33Patient Survey


33Key Findings


34Introduction


35Sample Profile


35Age


35Employment


35Education


36Social Support


36Delivery Type


36Choice


36Information


37Birth Plan


37Carrying Own Case Notes


38Continuity of Carer


38Attendance at Antenatal Classes (Parentcraft)


38Breast Feeding


39Birth Technology


39Cardiotocograph (CTG)


39Ultrasound


39Syntocinon


39Pain Relief


40Current Service Provision


40Birth Memories


40Knowledge of Service Provision


40Source of Information on Choices Available in Terms of Care


41Internet Access


41Care Model Comparisons


42Free Response Section


46Patient Interviews


46Key Findings


46Introduction


47Sample


47Sample Characteristics


47Pilot study


47Choice


48Antenatal Classes


49Pain Relief


49Breast Feeding


49Control


50Continuity of Carer


50Birth technology


51Safety


51Ultrasound Scanning


51Cardiotocograph, CTG


52Induction of Labour


52Improvements in the Service


54Evaluation of the Research and Suggestions for Further Development


55Appendix I


55Criteria for Assessing Women as High-risk on Admission


56Appendix II


56Sample Frame for Postal Survey




List of Tables and Figures

7Table 1:
Care model definitions


12Table 2:
Breakdown of sample in the two hospitals


13Figure 1:
Proportions of combined sample from each hospital


14Table 3:
Personal details and model of care data for subjects on admission


15Table 4: 
Previous pregnancy details for subjects on admission


17Table 5: 
Interventions in Stage 1


18Table 6: 
Details of Stage 1 circumstances


19Figure 2:
Reasons for foetal monitoring


19Figure 3:
Reasons for ARM


20Table 7: 
Details of Stage 2


21Figure 4:
Type of delivery


21Figure 5:
Healthcare professional who assisted the woman to deliver her baby


22Table 8: 
Details of Stage 2 outcome conditions


23Figure 6:
Proportions of episiotomies and tears in each hospital


24Table 9: 
Details of Stage 3 conditions


24Figure 7:
Blood loss estimates for both samples


26Table 10:
Post-natal details - infant


27Table 11:
Post-natal details - mother


27Table 12:
Risk status at each stage of labour


28Table 13:
Conditions or reasons for high-risk status during or by end of Stage 1


28Table 14:
Conditions or reasons for high-risk status by end of Stage 2


28Table 15:
Conditions or reasons for high-risk status by end of Stage 3


28Table 16:
Conditions or reasons for high-risk status in Post-natal Stage


30Table 17:
Tests of association between background variables and risk status


31Table 18:
Tests of association between Stage 1 intervention variables and risk status


32Table 19:
Tests of association between Stage 2 intervention variables and risk status


35Table 20:
Care model and parity of the subjects in the samples


35Table 21:
Age profile of the subjects in the samples


36Table 22:
Profile of education qualifications of the subjects in the samples


36Table 23:
Delivery-type profile for the samples


37Table 24:
Perceptions of birth plan


39Table 25:
Preferred choice of pain relief for the future (combined samples)


40Table 26:
Main negative birth memories for the samples


40Table 27:
Awareness of service provision within the Trust


41Table 28:
Main sources of information


42Table 29:
Comparison of responses made by women following midwife-led or team care versus all other types of care for the combined hospital samples


43Table 30:
Summary of written response types (frequencies) by model of care


47Table 31:
Personal details of interviewees




Acknowledgements

The authors would like to register their appreciation of the cooperation and inputs of the women whose contributions formed the basis of the data used in the questionnaire and interview surveys. We also wish to thank Dr Fiona Williams for permission to use the Department of Epidemiology and Public Health (University of Dundee) data abstraction form used in the first part of the study. The input of Frances McMurray (School of Nursing and Midwifery, Queen’s) in the preliminary stages of the study is also acknowledged. Finally we wish to thank Sally Dawson (Graduate School of Education, Queen’s) for her excellent support in the data processing and analysis.

Aspects of Maternity Care in Down Lisburn Trust 

Analyses of the Records of Maternity Patients Deemed as Low-Risk on Admission and of Former Patients’ Perceptions of Maternity Care

Preamble

This report represents the first study of maternity patient progress and perceptions of maternity care carried out in Northern Ireland. It is presented in five main sections: this Preamble, the Executive Summary, the Patient Monitoring Data, the Patient Survey and the Patient Interviews. 

The aims of the study were to:

… explore the extent to which women, deemed as low-risk in terms of the likely need for medical intervention during pregnancy and birth, may be accommodated in a midwife-led model of care in the Down Lisburn Trust. 

… explore whether women under different types of care provision have different perceptions of the care they have received.

Addressing these aims has involved three empirical studies on data collected from maternity patients of the two hospitals, Downpatrick and Lagan Valley. These three studies are summarised thus:

· An analysis of the extent to which a sample of pregnant women, deemed as low-risk, remain low-risk throughout labour;

· A questionnaire survey of a sample of mothers’ perceptions of the care they experienced;

· An interview survey of a sample of mothers’ perceptions of the care they experienced.

A variable common to all three studies was the model of care experienced by the women. The definitions of the five alternative models used by the two hospitals are presented in Table 1 below. Note that Midwife-led Care is formally only available in the Lagan Valley Hospital
. 

Table 1:
Care model definitions

	Lagan Valley Hospital

(Source: LVH Information Book for Women)
	Downpatrick Hospital

(Source: Draft Information Details)

	Shared Care
This means that the woman’s care is shared between professionals both in the hospital and community. The obstetricians and the midwives will see mothers at the hospital ante-natal clinic. The GP and the midwife will provide ante-natal and post-natal care in the community. These visits will be spaced so that you are examined at regular intervals.
	Shared Care

Some of your care will be provided by your GP/community midwife in the doctors surgery and some care by the doctors or midwives in the maternity hospital.

	Midwife-led Care [Midwives’ Clinic]
If you have no medical problems and a normal pregnancy history, you might wish to consider attending the Midwives Clinic for your ante-natal care. First-time mums may also attend. Care is undertaken by a small team of midwives who will see you on a regular basis throughout your pregnancy. If possible one of these midwives will be present during your labour and delivery. For further details see the midwife at booking clinic or contact the maternity unit.
	Midwife-led Care [Midwives’ Clinic]
N/A 

(See footnote on previous page)

	Team [Midwifery] Care

At present there is a scheme attached to two of the GP practices in Lisburn which operates team midwifery. This means each mother is looked after by her own doctor and a small team of midwives (usually six). This ensures there is continuity of care for the mother ante-natally, in labour in hospital and post-natally after the birth in hospital and in the community. Mothers and midwives have time to get to know each other and build up a trusting relationship.
	Team [Midwifery] Care

The team is made up of 7 midwives one of whom will see you every time you visit the antenatal clinic in either your GPs surgery or the hospital antenatal clinic.

	Hospital Care

Women with medical or obstetric conditions are likely to require care under an obstetric consultant at hospital. The delivery may still be undertaken by a midwife unless an assisted delivery is needed. 
	Hospital Care
All care will be carried out by doctors or midwives at the Hospital.

	Private [Consultant] Care

The hospital consultant will care for you throughout your pregnancy in the hospital setting or privately is wished.
	Private [Consultant] Care

The consultant will care for you throughout your pregnancy at the hospital or privately if wished.


A number of other items of care information are also presented in these sources and these are noted briefly here:

· Both hospitals offer Domino deliver i.e. care provided by a community midwife/GP collaboration with the same midwife attending at birth. If all is well on delivery, the mother may go home after six hours.

· Both hospitals offer home birth support, which expectant mothers are invited to inquire about.

· Lagan Valley Hospital offers a partial Epidural Service, which expectant mothers are invited to inquire about.

Executive Summary

This report sets out the results of three separate studies in relation to maternity care in the Down Lisburn Trust hospitals: Downpatrick Hospital and Lagan Valley Hospital. 

The first study was concerned with assessing the extent to which a set of risk assessment criteria could provide reliable assessments of risk for pregnant women on admission to labour in the hospitals. It was based on the records of all 719 women who had been admitted as ‘low-risk’:- 437 and 282 from the Downpatrick (1998-2000) and Lagan Valley (1999-2000) hospital databases respectively.

The two other studies were designed to assess the perceptions of former patients in relation to the care they have experienced in the two hospitals. The first of these studies was a questionnaire survey circulated to a randomly-selected sample of 459 former maternity patients. The sample was stratified according to the care model the patients were registered under and according to parity. The samples comprised 225 patients from Downpatrick’s database and 234 from Lagan Valley’s records. Responses were received from 169 former patients:- 85 from the Downpatrick and 84 from the Lagan Valley hospitals respectively. 

The second study was based on an interview survey using a stratified random sample of 24 women, 12 from each unit. The stratification in this study was also by care model and parity. Twelve of these women agreed to take part in the survey, five from the Downpatrick and seven from the Lagan Valley hospitals respectively.

Overall the patient record analysis suggests that midwife-led care is a viable model of care for a large proportion of pregnant women. Furthermore, the surveys show that there is little difference in the women’s perception of the quality of care in any of the care models. The large majority of women in all of the models provided, including midwife-led care, were very satisfied with the service they received.

Patient Monitoring Data

The study of patient records suggests that the use of the risk assessment criteria (Appendix I) will successfully identify women who will proceed through labour without developing conditions which give rise to a risk for them or their babies. In the samples of data chosen, representing all of the ‘low-risk on admission’ women for each hospital for the periods in question, the ‘low-risk throughout’ category was 46% for Downpatrick and 71% for Lagan Valley.

Based on the study, it is reasonable to expect that candidates for admission to a midwife-led model of care may be safely identified by the assessment criteria. The majority of problems which may develop at a later stage in the labour will likely occur in the first stage and will relate primarily to delayed progress or meconium staining. Those at most risk of developing a complication will be primigravidas.

Patient Survey

The questionnaire survey attracted responses from 85 and 84 former patients in the Downpatrick and Lagan Valley hospitals respectively. Of these 83 and 81 respectively offered written comments on the care they had experienced. The verdict from these responses was overwhelmingly positive (89% and 74% in the Downpatrick and Lagan Valley samples respectively). Their responses to items on various other aspects of their care experience are outlined briefly below.

The printed information on facilities and services offered by the Trust was commended by both groups though more of the Lagan Valley sample (83%), compared with the Downpatrick sample (50%), felt they had a choice of care. 

Around half of each sample (45% and 54%, the higher proportion being in the Lagan Valley sample) considered it reassuring to have had the opportunity to get to know the staff who would be delivering their baby during the course of their pregnancy.

The women under private, shared or hospital care models were significantly less likely to know about midwife-led/team care and about midwife/hospital care than those under the midwife-led or team care. Similarly they were significantly less likely to be aware of the availability of aromatherapy as a pain relief system. 

The women under midwife-led or team care were proportionately more likely to be aware of the availability of home, water and natural childbirth than those under the private, shared or hospital care models.

This survey also provides evidence of the women’s perceptions of aspects of the care provided that are not related to any particular care model. These include perceptions of the support and promotion of breastfeeding, antenatal classes, the use of Syntocinon, choices in pain relief methods, the use of birth plans and the potential of the Internet as an information source.

Patient Interviews

The interview survey corroborated the majority of findings in relation to the perceptions of care and specific aspects of it. Detailed comments and suggestions were made about the continuity of carer (e.g. knowing the midwife in advance), about control, about birth technology and about the potential of the Internet as an information source and vehicle for on-line support. 

A variety of suggestions for improvement to the service provided were made by the interviewees, including the wish to have more scans, the inception of support groups (e.g. for single mothers, for women with third degree tears, stillbirths and post-natal depression and a 24 hour helpline)
.

Patient Monitoring Data

Key Findings

The key findings from this aspect of the study are based on an analysis of 719 patient records; 437 and 282 from the Downpatrick and Lagan Valley hospitals respectively. They are summarised as follows:

· The proportions of women deemed as low-risk on admission and who remained low-risk throughout were 46% for the Downpatrick sample and 71% for the Lagan Valley sample. The reasons for the difference are unclear but may be related to complex social factors such as smoking, marital status and domestic circumstances, which are the subject of social welfare monitoring. 

· It seems reasonable, on the basis of this data, to expect almost a half (45%) of all women who are admitted as low-risk on existing criteria (Appendix I) to remain low-risk throughout their labour. This figure may indeed be an underestimate if the Lagan Valley figures represent a more accurate analysis of the likely size of the low-risk throughout group.

· Most of the low to high-risk status changes for both samples occurred in the first stage of labour (39% and 23% of the Downpatrick and Lagan Valley samples respectively).

· For both samples, the main reasons for changing a woman’s risk from low to high were the observations of meconium staining and delayed progress.

· First time mothers in both samples were more likely than other parity categories of mother to change from low to high-risk.

· There was no direct association in either sample between the number of scans, being a smoker or having previously miscarried and the changes from low to high-risk status.

Introduction

Of the several models available for supporting women in pregnancy and labour, midwife-led care offers a choice that can be argued to provide a number of particular benefits. These include a greater continuity of care for the woman, in all stages of the pregnancy, and a more local provision of this care. Should difficulties arise or, put another way, should the assessment of risk to either mother or baby increase to an extent that medical intervention will be necessary, the woman must then be transferred to a medically supported model of care. A midwife-led model is therefore considered viable only for women whose pregnancies remain trouble-free i.e. low-risk. It is important for planning purposes, therefore, to assess what proportion of any cohort of pregnant women this ‘low-risk throughout’ group might be. 

Objectives

The objectives of this part of the study were to:

· analyse the extent to which women initially assessed as low-risk remained low-risk throughout their pregnancy;

· analyse the characteristics of those low-risk women who became high-risk during their pregnancy;

· assess the effectiveness of the current approach to identifying high-risk pregnancies from monitoring data.

Sample

In order to examine the likely proportion of women who experience ‘low-risk throughout’, samples of pregnancy monitoring data were drawn from the records of each hospital. Using a data abstraction form (adapted with permission from the Department of Epidemiology and Public Health), the risk status of the women was identified and analysed through the three stages of pregnancy and the immediate post-natal stage. The cases selected were those who presented as low-risk on first registration, according to a set of exclusion (high-risk) criteria (see Appendix I), for the admission years: 1 April, 1998 - 31 March, 2000 (Downpatrick) and 1 April, 1999 - 31 March, 2000 (Lagan Valley). The total number of registered patients for Downpatrick and Lagan Valley respectively was 1,127 and 1,152. The sample sizes represented by the abstracted records are given in Table 2:

Table 2:
Breakdown of sample in the two hospitals

	Hospital
	Total

	Downpatrick (n=1132)
	Lagan Valley (n=1152)
	

	437 (39%)
	282 (24%)
	719 (31%)


Representativeness

In both cases, the samples represent all of the women who were deemed low-risk on admission for the periods in question. The relatively small number of low-risk patients in the Lagan Valley sample is largely explained by the fact that this hospital offers an epidural service and that the sample was drawn from a population of patients who were subject to a high induction rate of 47%. Both factors would tend to reduce significantly the number of admissions that were considered low-risk for the purpose of sampling. 

Figure 1 shows the proportions of the combined samples which came from each hospital.
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Figure 1:
Proportions of combined sample from each hospital

Methods

Access to the data for the abstraction forms was granted by the Down Lisburn Trust. The abstraction forms were completed by two project midwives, who are experts in the analysis of admission and progress data on pregnant women. These data were then coded and input to SPSS for statistical analysis. The coding frame comprised 103 variables, some of which (e.g. reasons for foetal monitoring) extended to more than ten valid response codes. The variables of most interest in the analysis were loosely categorised as either potentially associated with risk development (e.g. low-risk interventions such as intra-muscular analgesia or background conditions such as being a smoker) or as automatically transferring the subject to high-risk status (e.g. high-risk interventions such as the use of an epidural or delivery by caesarean section). Other variables either provided reasons for decisions or described conditions. 

The data were analysed to establish simple descriptive statistics for the frequencies of risk status at each stage of the labour and the conditions identifying them as high-risk. In order to test for association between the various conditions and interventions, Chi-square analysis was applied to all relevant combinations of variable versus risk status (low or high). Relevant combinations included most of the background conditions and low-risk interventions but not the high-risk interventions (e.g. caesarean section) since, by definition, these are directly associated with a status change to high-risk. 

Results

The results from the analysis of the patient monitoring data are set out in the series of tables
 in the sections that follow. To assist the reader the percentage columns are highlighted as it is the relative proportions rather than frequencies that are of most value from the data.

Admission Profiles of Samples

Personal details

The personal details and model of care data for both sets of subjects are summarised in Table 3. The table records that there is no formal category of midwife-led care in Downpatrick (but please see footnote to Preamble) and there are significantly lower proportions of women who are smokers or who have social worker referrals in the Lagan Valley sample. There is also a significant difference in the proportions of married and single women in each hospital with the sample from Downpatrick showing relatively more single than married women. 

Table 3:
Personal details and model of care data for subjects on admission 

	Subject Data
	Downpatrick
	Lagan Valley

	
	Freq
	%
	Freq
	%

	Age
	NS
	
	
	

	( 20
	52
	12
	21 
	7

	21-35
	345
	79
	228
	81

	( 36
	37 
	9
	33 
	12

	Missing
	3 
	<1
	-
	

	Marital Status
	p<0.05, Chi=6.978, df=2
	

	Married
	296 
	68
	216 
	77

	Single
	139 
	32
	64
	23

	Separated
	2 
	<1
	1 
	<1

	Missing
	-
	-
	1
	<1

	Care Model
	p<0.000, Chi=298.375, df=4
	

	Private
	10 
	2
	17 
	6

	Hospital
	2
	<1
	6
	2

	Midwife-led
	-
	-
	98 
	35

	Shared
	421 
	96
	112 
	40

	Team
	4
	1
	48 
	17

	Missing
	-
	-
	1
	<1

	Social Worker Referral
	p<0.000, Chi=19.174, df=1
	

	Yes
	41 
	9
	5
	2

	No
	396 
	90
	277 
	98

	Height
	NS
	
	
	

	( 173 cm
	395 
	90
	235 
	83

	( 174 cm
	23 
	5
	16 
	6

	Missing
	19
	4
	31
	11

	Smoker?
	p<0.000, Chi=26.491, df=1
	

	Yes
	147
	34
	44
	16

	No
	290 
	66
	238 
	85


As a result of the significant differences highlighted in Table 3, it is judged prudent not to compare the hospitals and their samples in anything but a superficial manner. Combining the two samples to enable analysis of a larger sample is also problematic as the crucial difference lies in the model of care experienced by the women. In Downpatrick, in the period in question, there was no formal category of midwife-led care and only an embryonic initiative in team care. 

The next table, Table 4, sets out the previous pregnancy histories of the subjects. 

Table 4: 
Previous pregnancy details for subjects on admission 

	Previous Pregnancy Data
	Downpatrick
	Lagan Valley

	
	Freq
	%
	Freq
	%

	Parity
	NS
	
	
	

	0
	170 
	39
	114 
	40

	1
	147 
	34
	94 
	33

	2
	77 
	18
	54 
	19

	3
	39 
	9
	15 
	5

	4
	4 
	1
	5 
	2

	Miscarriages
	NS
	
	
	

	0
	350 
	80
	240 
	85

	1
	77 
	18
	31 
	11

	2
	8 
	2
	10 
	4

	3
	2 
	<1
	1 
	<1

	Normal Deliveries
	NS
	
	
	

	0
	195 
	45
	133 
	47

	1
	138 
	32
	80 
	28

	2
	71 
	16
	54 
	19

	3
	31
	7
	10 
	4

	4
	2 
	<1
	4 
	1

	Missing
	-
	-
	1
	<1

	Forceps Deliveries
	NS
	
	
	

	0
	412 
	94
	258 
	92

	1
	24 
	6
	24 
	9

	2
	1 
	<1
	-
	-

	Vacuum Extraction
	NS
	
	
	

	0
	418 
	96
	274 
	97

	1
	18 
	4
	8 
	3

	2
	1 
	<1
	- 
	-

	Breech Delivery
	NS
	
	
	

	0
	434 
	99
	282 
	100

	1
	2 
	<11
	-
	-

	2
	1 
	<1
	-
	-

	Medication Taken
	NS
	
	
	

	Yes
	294 
	67
	171 
	61

	Folic Acid
	229
	52
	141
	50

	Other
	65
	15
	30
	11

	No
	143 
	33
	111 
	39

	No. of Scans 
	p<0.000 Chi=547.508, df=4
	

	1-2
	367
	84
	2
	1

	3-4
	51
	12
	56 
	20

	5-6
	7 
	2
	121
	43

	7-9
	4
	1
	89 
	32

	10+
	-
	-
	14
	5

	Missing
	8 
	2
	-
	-


Table 4 shows that the samples are very similar on a wide range of previous pregnancy data, the one exception being the significant difference in the comparison of ultra-sound scans during pregnancy. For the Lagan Valley sample the average number of scans is 6.12 per woman while for Downpatrick it is 2.23. Aside from this there is a good match for the proportions of each parity (0-4), number of miscarriages (0-3), number of normal deliveries (0-4) and whether or not medication had been taken during the pregnancy. In this latter case folic acid was by far the most often reported medication with the ‘Other’ category variously covering proprietary products, such as Pregaday and Galfer, or generic references to vitamins and iron supplements. The small numbers of forceps, vacuum and breech deliveries were of a similar order in both hospitals.

Stage by Stage Details

Stage 1

Table 5 sets out details of the interventions made during the subjects’ first stage of labour. Here again, broad similarities between the samples are borne out, though with some obvious exceptions. These include the greater CTG usage in intermittent mode in Lagan Valley (83% compared to 57%) and in continuous mode in Downpatrick (46% compared to 22%).
 The samples for both hospitals showed almost 100% ‘baseline’ foetal monitoring. Combinations of monitoring were noted for very small numbers of women.

There is also a difference in the carrying out of vaginal examinations by midwives, with an average of four per woman in the Downpatrick sample compared with an average of three in the Lagan Valley sample. Less than 10% of both samples were examined by a doctor. 

Table 5: 
Interventions in Stage 1

	Stage 1 Labour
	Downpatrick
	Lagan Valley

	
	Freq
	%
	Freq
	%

	Analgesia Administered
	
	
	
	

	Oral
	0
	0
	1
	<1

	Intra-muscular (I-M)
	293 
	67
	195 
	69

	Epidural (Epi)
	0 
	0
	5 
	2

	Inhaled
	345
	79
	235 
	83

	TENs
	41
	9
	25 
	9

	I-M + Inhaled
	236
	54
	167
	59

	I-M + Inhaled + TENs
	21
	5
	17
	6

	I-M + Inhaled + Epi
	0
	0
	2
	1

	I-M + Epi
	0
	0
	4
	1

	Inhaled + TENs
	31
	7
	21
	7

	General Anaesthetic
	4 
	1
	4
	1

	Other
	1 
	<1
	2 
	1

	Caesarean Section
	11
	3
	7 
	3

	Type of Foetal Monitoring
	
	
	
	

	Pinard/Doppler
	378 
	87
	232 
	82

	Intermittent
	251 
	57
	235 
	83

	Continuous
	202
	46
	62 
	22

	Scalp Electrode
	0 
	0
	1
	<1

	Scalp pH
	-
	-
	-
	-

	Augmentation
	
	
	
	

	Syntocinon 5cm3
	85
	20
	37 
	13

	Syntocinon 10cm3
	8 
	2
	-
	-

	ARM
	319 
	73
	183
	65

	Vaginal Exams (Midwife)
	
	
	
	

	1-2
	50
	12
	99
	35

	3-4
	223
	51
	131
	46

	5-7
	145
	33
	48
	17

	8+
	17
	4
	-
	-

	Missing
	2
	1
	4
	1

	Vaginal Exams (Doctor)
	
	
	
	

	0
	411
	94
	255
	89

	1
	20
	5
	19
	7

	2
	6
	1
	6
	2

	3
	-
	-
	2
	1


Key: ARM = Artificial rupture of the membrane, TENs = Transcutaneous nerve stimulation
Table 6 provides details of the circumstances and decision making during Stage 1 for each sample. The length of Stage 1 labour ranged from 25 to 2275 mins (0.5 to 38 hrs) for the Downpatrick sample with an average length of 375 mins (approx. 6 hrs) and a standard deviation of 270 mins (4.5 hrs). In the Lagan Valley sample the range was 60 to 953 mins (1 to 16 hrs), with an average of 351 mins (just under 6 hrs) and a standard deviation of 197 mins (3.3 hrs).

Table 6: 
Details of Stage 1 circumstances 
	Stage 1 Labour
	Downpatrick
	Lagan Valley

	
	Freq
	%
	Freq
	%

	Length of Stage 1 – mins (hrs)
	
	
	
	

	<240 (<4)
	154
	36
	97
	35

	241-480 (4-8)
	155
	36
	128
	46

	>480 (>8)
	117
	28
	54
	19

	Reasons for Foetal Monitoring
	
	
	
	

	Meconium Staining
	47
	11
	17
	6

	Augmentation
	29
	7
	17
	6

	Abnormal CTG Trace
	26
	6
	7
	3

	Combinations
	38
	9
	5
	2

	Augmentation Decision (where specified)
	
	
	
	

	Consultant/Reg/SHO
	59
	13
	29
	11

	Midwife
	38 
	9
	8
	3

	Indication for ARM
	
	
	
	

	Foetal Well-being
	3
	1
	3
	1

	Delay in Progress
	77
	18
	49
	17

	Midwife’s Decision
	N/A
	
	70
	25

	Patient’s Request
	N/A
	
	6
	2

	Consultant’s Decision
	N/A
	
	2
	1

	Fully Dilated
	N/A
	
	2
	1

	Other (not stipulated)
	144
	33
	5
	2

	Dilatation of Cervix at ARM (cm)
	
	
	
	

	<3
	15
	5
	16
	4

	3-4
	54
	19
	56
	13

	5-8
	83
	30
	143
	33

	9
	13
	5
	45
	10

	10
	18
	6
	59
	14

	Complications of 1st Stage
	
	
	
	

	Meconium Staining
	69
	16
	12
	4

	Abnormal Foetal Heart Rate
	22
	5
	20
	7

	Failure/Slow to Progress
	19
	4
	17
	6

	Bloodstained Liquor
	2
	1
	2
	1

	Others 
	11
	3
	5
	2


Figures 2 and 3 illustrate the relative proportions of each type of reason for foetal monitoring in each sample and the indications noted on the records for artificial rupture of the membranes (ARM) from the Lagan Valley sample. There are minor differences in the reasons for foetal monitoring e.g. in the observation of meconium staining. The Lagan Valley data included details of the reasons for conducting an ARM and Figure 3 shows that over 50% of the reasons were noted simply as a decision of the midwife. ‘Delay in progress’ was noted as the reason for around 18% of the ARMs conducted at both sites and represented 36% of the specified reasons for the Lagan Valley sample. 

The estimates of the dilatation of the cervix, at rupture, followed a similar pattern in both sites with around 30% of the cases in each sample undergoing ARM at between 5 and 8 cm inclusive.

Figure 2:
Reasons for foetal monitoring
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Figure 3:
Reasons for ARM
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Table 6 also shows that around 29% and 20% of the Downpatrick and Lagan Valley samples respectively developed complications in Stage 1, including meconium staining, an abnormal foetal heart rate, delayed progress or bloodstained liquor. Some of these, it should be noted, were recorded in combination.

Stage 2

Table 7 below sets out details of the data covering Stage 2.

Table 7: 
Details of Stage 2 
	Stage 2 Labour
	Downpatrick
	Lagan Valley

	
	Freq
	%
	Freq
	%

	Length of Stage 2 – mins (hrs)
	
	
	
	

	<60 (<1)
	338
	79
	225
	81

	61-120 (1-2)
	63
	15
	49
	18

	>120 (>2)
	25
	6
	5
	2

	Reasons for Foetal Monitoring
	
	
	
	

	Meconium
	45
	10
	11
	4

	Augmentation
	24
	6
	16
	6

	Abnormal CTG Trace
	21
	5
	10
	4

	Others
	32
	7
	3
	1

	Type of Delivery 
	
	
	
	

	Spontaneous
	398
	91
	254
	90

	Forceps
	2
	1
	10
	4

	Ventouse
	23
	5
	9
	3

	Emergency C/S
	14
	3
	9
	3

	Delivery Person
	
	
	
	

	Midwife
	390
	89
	254
	90

	Consultant/Registrar/Senior House Officer
	42
	10
	27
	10

	Missing
	5
	1
	1
	<1

	No of Midwives Present
	
	
	
	

	1
	1
	<1
	13
	5

	2
	424
	97
	268
	95

	3
	5
	1
	
	

	Missing
	7
	2
	1
	<1


The length of Stage 2 labour ranged from 0 to 230 mins (up to approx. 4 hrs) for the Downpatrick sample with an average length of 39 mins and a standard deviation of 41 mins. In the Lagan Valley sample the range was 0 to 171 mins (up to approx. 3 hrs), with an average of 32 mins and a standard deviation of 34 mins.

The data for the type of delivery and the person who carried out the delivery are illustrated in figures 4 and 5.
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Figure 4:
Type of delivery

Figure 5:
Healthcare professional who assisted the woman to deliver her baby
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Reasons for foetal monitoring are also features of the data for Stage 2 and provide a broadly similar pattern in both samples (note again that the various conditions may have been recorded in several combinations as well as alone). As might be expected, and with a high degree of consistency across the samples, spontaneous delivery was by far the most common delivery mode (around 90% in both); the large majority of the deliveries were managed by midwives (around 10% were carried out by doctors in both samples) and the modal number of midwives present at the birth was 2 (around 95% in both samples).

Table 8 summarises various outcome details for Stage 2 and indicates that the proportions of each condition were broadly similar. Most of the recorded suturing was carried out by midwives with doctors noted for around 13% of the cases in each sample.

Table 8: 
Details of Stage 2 outcome conditions

	Stage 2 Labour
	Downpatrick
	Lagan Valley

	
	Freq
	%
	Freq
	%

	Episiotomy
	
	
	
	

	No (Intact)
	219
	50
	161
	57

	Yes
	83
	19
	42
	15

	Reason for Episiotomy
	
	
	
	

	Impending Tear
	4
	1
	2
	1

	Foetal Stress
	9
	2
	11
	4

	Delay in Stage 2
	36
	8
	13
	5

	Unit Policy
	5
	1
	3
	1

	Other
	29
	6
	13
	5

	Severity of Perineal and Other Tears
	
	
	
	

	1st Degree
	80
	18
	50
	18

	2nd Degree
	53
	12
	27
	10

	3rd Degree
	2
	<1
	2
	<1

	Person Suturing (where noted)
	
	
	
	

	Midwife
	128
	29
	64
	23

	Consultant/Reg/SHO
	63
	14
	37
	13

	Complications of 2nd Stage
	
	
	
	

	No/Slow Progress
	32
	7
	10
	4

	Shoulder Dystocia
	2
	<1
	-
	-

	Others
	4
	1
	7
	3


The proportions of episiotomies and tears in both hospitals was broadly similar as the next figure, Figure 6, shows.

Figure 6:
Proportions of episiotomies and tears in each hospital
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Stage 3

Table 9 sets out the data from Stage 3. As can be seen, Syntometrine was administered to around 90% of both samples. The recorded estimates of blood loss were also proportionately similar across the two samples. The length of Stage 3 labour ranged from 0 to 177 mins (up to approx. 3 hrs) for the Downpatrick sample with an average length of 10 mins and a standard deviation of 15 mins. In the Lagan Valley sample the range was 1 to 102 mins (up to approx. 2 hrs), with an average of 7 mins and a standard deviation of 8 mins.

Table 9: 
Details of Stage 3 conditions 

	Stage 3 
	Downpatrick
	Lagan Valley

	
	Freq
	%
	Freq
	%

	Length of Stage 3 – mins
	
	
	
	

	<10
	337
	79
	257
	92

	11-20
	64
	15
	15
	5

	21-60
	18
	4
	6
	2

	>60
	6
	1
	1
	<1

	Drug Administration
	
	
	
	

	None
	2
	<1
	-
	-

	Syntometrine
	406
	93
	254
	90

	Syntocinon
	13
	3
	9
	3

	Syntometrine + Ergometrine
	10
	2
	2
	1

	Syntometrine + Syntocinon
	1
	<1
	-
	-

	Missing
	5
	1
	17
	6

	Delivery of Placenta
	
	
	
	

	Maternal Effort/Spontaneous + MBA
	162
	37
	60
	21

	Maternal Effort/Spontaneous
	97
	22
	119
	42

	Controlled Cord Traction

	106
	24
	62
	22

	MBA
	52
	12
	36
	13

	Caesarean
	9
	2
	1
	<1

	Manual/Surgical Removal
	7
	2
	2
	1

	Missing
	4
	1
	2
	1

	Estimate of Blood Loss (ml)
	
	
	
	

	50
	18
	4
	4
	1

	100
	86
	20
	63
	22

	150
	86
	20
	52
	18

	200
	124
	28
	65
	23

	250
	41
	9
	27
	10

	300
	39
	9
	40
	14

	350
	10
	2
	4
	1

	400
	8
	2
	9
	3

	500
	11
	3
	9
	3

	500+
	7
	2
	4
	1

	Others (<200)
	5
	1
	3
	1

	Missing
	2
	<1
	2
	<1

	Births
	
	
	
	

	Live 
	435
	99
	281
	99

	Still

	2
	<1
	1
	<1


Key: MBA = Modified Brandt Andrews

The estimates of blood loss for both samples are illustrated in Figure 7.

Figure 7:
Blood loss estimates for both samples
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Post-natal stage

Table 10 sets out the data recorded in relation to the babies themselves for the post-natal stage in both samples. 

Table 10:
Post-natal details - infant

	Post-natal
	Downpatrick
	Lagan Valley

	
	Freq
	%
	Freq
	%

	APGAR - 1 min
	
	
	
	

	<5
	3
	1
	1
	<1

	5-7
	53
	12
	40
	14

	8-9
	376
	86
	236
	84

	10
	-
	-
	4
	1

	Missing
	5
	1
	1
	<1

	APGAR - 5 mins
	
	
	
	

	<5
	1
	<1
	-
	-

	5-7
	2
	<1
	3
	1

	8-9
	407
	94
	222
	79

	10
	22
	5
	56
	20

	Missing
	5
	1
	1
	<1

	Resuscitation
	
	
	
	

	None
	99
	23
	111
	39

	Suction Only
	199
	46
	121
	43

	Suction + O2 via mask
	108
	25
	46
	16

	Suction + O2 via bag + mask
	29
	7
	4
	1

	Missing
	2
	<1
	-
	-

	Resuscitation by Whom (where specified)
	
	
	
	

	Midwife
	337
	77
	167
	59

	Doctor
	4
	1
	3
	1

	Anaesthetist
	1
	<1
	1
	<1

	Complications Specified
	
	
	
	

	Feeding
	1
	<1
	-
	-

	Jaundice
	7
	2
	-
	-

	Infection
	2
	<1
	-
	-

	Abnormality
	8
	2
	-
	-

	Other
	8
	2
	3
	1


Again both samples showed similar patterns in, for example, the 1-minute and 5-minute APGAR scores and the resuscitation modes. It was generally the midwives who carried out the resuscitation procedures in both samples (77%, Downpatrick and 59%, Lagan Valley). No complications were identified for over 90% of infants in both samples and of those actually specified on the abstraction forms (only in the case of the Downpatrick sample), they included jaundice (2%) and abnormality (2%).

Only a small number of infants had APGAR scores giving concern at 1-minute (14 cases with APGAR 1 less than/equal to 5) and 5-minutes(6 cases with APGAR 5 less than/equal to 7). Closer examination of the APGAR 1-minute cases (revealed that all but four of them were primigravidas (the other four being Parity 1) and six of them (almost 50%) were smokers. All but one (Parity 1) of the APGAR 5 cases were primigravidas and two of the six (one third) were smokers. No statistical testing of these associations was possible owing to the small numbers involved but the results are strongly suggestive of a possible link between smoking and low APGAR scores.

Table 11 sets out the post-natal data for the mothers in both samples. 

Table 11:
Post-natal details - mother

	Post-natal (Mother)
	Downpatrick
	Lagan Valley

	
	Freq
	%
	Freq
	%

	Complications Specified
	
	
	
	

	Yes
	19
	4
	5
	2

	No
	418
	96
	277
	98

	Post-partum Haemorrhage
	5
	1
	-
	-

	Infection
	3
	<1
	-
	-

	Anaemia
	7
	2
	-
	-

	Other
	4
	1
	5
	2

	Method of Feeding
	
	
	
	

	Breast
	144
	33
	146
	52

	Breast + Artificial
	4
	1
	2
	<1

	Artificial
	283
	65
	132
	47

	Missing
	6
	1
	2
	<1


The proportions of the records showing post-natal complications for the mothers is very small and of a similar order (4% and 2% respectively) but differences in the proportions of breast-feeding versus artificial feeding are apparent.

Table 12 completes the descriptive statistics with a comparison of the proportions of each sample that maintain low-risk or change to high-risk status at some point during the labour.

Table 12:
Risk status at each stage of labour 

	Risk Status
	Downpatrick
	Lagan Valley
	Total Freq

	
	Freq
	%
	Freq
	%
	

	Low Throughout
	199 
	46
	201 
	71
	400 

	High at Stage 1
	170 
	39
	64 
	23
	234 

	High at Stage 2
	29 
	7
	8 
	3
	37 

	High at Stage 3
	27
	6
	7 
	3
	34 

	High at Post-natal Stage
	12 
	3
	2 
	1
	14

	Total
	437 
	100
	282 
	100
	719 


This table suggests that in the combined samples, over half of the women who were considered low-risk at the time of admission remain low-risk throughout their labour. There is a significant difference (p<0.000, Chi = 47.654, df = 4) between the two hospitals with almost 71% remaining low-risk in Lagan Valley compared with 46% in Downpatrick. While some possible reasons for this may be ruled out ( e.g. parity does not appear to be a factor in this as primigravidas represent approximately 40% of the total in both samples - Table 4), there is insufficient information to assess whether the differences in the sample profiles (e.g. smokers, social worker referrals, marital status) are influential in creating the difference.

Conditions or Interventions Related to Changes in Risk Status

The following tables 13-16 present the conditions, or high-risk interventions as appropriate, for status change in the different stages. Note that high-risk status is automatically attributed to a woman for any of these conditions (e.g. meconium staining) or interventions (e.g. epidural). Note also that interventions which de facto raise the risk status, are generally carried out as a result of a judgement that the mother or baby is at risk. 

Table 13:
Conditions or reasons for high-risk status during or by end of Stage 1

	Reasons/Conditions
	Downpatrick (n=170)
	Lagan Valley (n=64)

	
	Freq
	%
	Freq
	%

	Stage 1 Epidural
	-
	-
	5
	8

	General Anaesthetic
	4
	2
	4
	6

	Stage 1 Caesarean
	11
	7
	7
	11

	Stage 1 Syntocinon 
	93
	55
	37
	58

	Meconium Staining
	75
	44
	25
	39


NB: some conditions/interventions may be in combination.

Table 13 shows that for these samples the main status changing factors in Stage 1 are the administration of Syntocinon and the observation of meconium staining. In Stage 2 (Table 14) Syntocinon administration is again a prominent status-changing factor in the Downpatrick sample with forceps delivery prominent in the Lagan Valley sample. The use of Ventouse methods is also a significant indicator of risk status change in both samples.  

Table 14:
Conditions or reasons for high-risk status by end of Stage 2

	Reasons/Conditions
	Downpatrick (n=199)
	Lagan Valley (n=72)

	
	Freq
	%
	Freq
	%

	Stage 2 Caesarean
	3 
	2
	2
	3

	Stage 2 Syntocinon
	24 
	12
	3 
	4

	Forceps Delivery
	2
	1
	10 
	14

	Ventouse Delivery
	23
	12
	9
	13

	3rd Degree Tear
	2
	1
	2
	3


In Stage 3, (Table 15), the most prominent factor in risk status change is the administration of drugs such as Syntocinon and Ergometrine, sometimes in combination with each other or with Syntometrine.

Table 15:
Conditions or reasons for high-risk status by end of Stage 3

	Reasons/Conditions 


	Downpatrick (n=226)
	Lagan Valley (n=79)

	
	Freq
	%
	Freq
	%

	Oxytocic Drugs Given 

(aside from Syntometrine)
	24
	11
	11
	14

	Manual/Surgical Delivery of Placenta
	7
	3
	2 
	3

	Placenta and Membrane Not Complete 
	2
	1
	4 
	5

	Blood Loss > 500ml
	7
	3
	4
	5

	Birth Weight < 2500g
	9
	4
	1
	1

	Birth Weight > 4500g 
	15
	7
	4
	5

	1 Min APGAR < 5 
	10
	4
	4
	5

	5 Min APGAR < 7 
	3
	1
	3
	4


Table 16 shows that the degree of risk owing to maternal or infant complications at the Post-natal Stage is around 10% for each in the Downpatrick sample and around 5% in the Lagan Valley sample.

Table 16:
Conditions or reasons for high-risk status in Post-natal Stage 

	Reasons/Conditions 
	Downpatrick (n=238)
	Lagan Valley (n=81)

	
	Freq
	%
	Freq
	%

	Maternal Complications 
	19
	8
	5
	6

	Infant Complications 
	26
	11
	3
	4


Tests of Association

In order to examine the possibility of particular background attributes or relatively low-risk interventions being associated with a change in risk status, at any stage, Chi-square tests were carried out. The first set of results arise from an examination of any association between the background variables and a change of status from low to high-risk at any stage in the women’s labour. As Table 12 shows, however, the large majority of risk status changes occurs in the first stage of labour (170, 39% and 64, 23% respectively of the subjects in the Downpatrick and Lagan Valley samples). It is reasonable, therefore, to conclude that this is the crucial stage for status change and to apply the tests for association for the intervention variables (administered analgesia etc.) to the data for Stage 1. Several interventions in Stage 2 are also examined.

Background variables

The results for the background variables: age, parity, number of previous miscarriages, height, smoker status and number of ultra-sound scans, are presented in Table 17 below. As might be expected, parity has a significant association with low to high-risk changes during labour, with the proportions of primigravidas going high-risk in both samples being statistically different from all other parities combined. Age is also associated with a higher than expected proportion of women in the Downpatrick sample experiencing higher risk as they progress. In this sample, higher proportions than might be predicted of under-20 and 21-35 year olds appears to have gone high-risk.

Table 17:
Tests of association between background variables and risk status

	
	Downpatrick
	Lagan Valley

	
	Always Low-risk (n=199)
	High-risk at Any Stage (n=238)
	Always Low-risk (n=201)
	High-risk at Any Stage (n=81)

	Variable
	Freq
	Row%
	Freq
	Row%
	Freq
	Row%
	Freq
	Row%

	Age
	p<0.05, Chi=7.738, df=2
	NS
	
	
	

	( 20
	22
	42
	30
	58
	14
	67
	7
	33

	21-35
	152
	44
	193
	56
	161
	71
	67
	29

	( 36
	25
	68
	12
	32
	26
	79
	7
	21

	Missing
	-
	
	3
	
	
	
	
	

	Parity
	p<0.000, Chi=19.503, df=1
	p<0.000, Chi=16.738, df=1

	0
	55
	32
	115
	68
	66
	58
	48
	42

	( 1
	144
	54
	123
	46
	135
	80
	33
	20

	Marital Status
	NS
	
	
	
	NS
	
	
	

	Married
	137
	46
	159
	54
	154
	71
	62
	29

	Single or Separated
	62
	44
	79
	56
	46
	71
	19
	29

	Miscarriages
	NS
	
	
	
	NS
	
	
	

	0
	156
	45
	194
	55
	170
	71
	70
	29

	( 1
	43
	49
	44
	51
	31
	74
	11
	26

	Height
	NS
	
	
	
	NS
	
	
	

	( 173
	178
	45
	217
	55
	171
	73
	64
	27

	( 174
	12
	52
	11
	48
	10
	77
	3
	23

	Missing
	9
	
	10
	
	
	
	14
	

	Smoker?
	NS
	
	
	
	NS
	
	
	

	Yes
	57
	39
	90
	61
	31
	71
	13
	30

	No
	142
	49
	148
	51
	170
	71
	68
	29

	No. of USS
	NS
	
	
	
	NS
	
	
	

	( 2
	166
	45
	201
	55
	2
	100
	-
	0

	( 3
	30
	48
	32
	52
	199
	71
	81
	29

	Missing
	
	
	5
	
	
	
	
	


Table 18 presents the results of association tests between a variety of intervention variables and risk status for Stage 1.

Table 18:
Tests of association between Stage 1 intervention variables and risk status

	Stage 1
	Downpatrick
	Lagan Valley

	
	Low-risk (n=267)
	High-risk (n=170)
	Low-risk (n=218)
	High-risk (n=64)

	Variable
	Freq
	%
	Freq
	%
	Freq
	%
	Freq
	%

	I-M Analgesia
	NS
	p<0.01, Chi=7.245, df=1

	No
	92
	64
	52
	36
	76
	87
	11
	13

	Yes
	175
	60
	118
	40
	142
	73
	53
	27

	Inhaled Analgesia
	NS
	NS

	No
	56
	61
	36
	39
	33
	70
	14
	30

	Yes
	211
	61
	134
	39
	185
	79
	50
	21

	TENs
	NS
	
	
	
	NS
	
	
	

	No
	244
	62
	152
	38
	201
	78
	56
	22

	Yes
	23
	56
	18
	44
	17
	68
	8
	32

	Pinard/Doppler
	p<0.000, Chi=60.313, df=1
	p<0.01, Chi=10.374, df=1

	No
	9
	15
	50
	85
	30
	60
	20
	40

	Yes
	258
	68
	120
	32
	188
	81
	44
	19

	Intermittent FHM
	p<0.000, Chi=68.294, df=1
	p<0.000, Chi=66.231, df=1

	No
	72
	39
	114
	61
	15
	32
	32
	68

	Yes
	195
	78
	56
	22
	203
	86
	32
	14

	Continuous FHM
	p<0.000, Chi=74.618, df=1
	p<0.000, Chi=143.771, df=1

	No
	188
	80
	47
	20
	205
	93
	15
	7

	Yes
	79
	39
	123
	61
	13
	21
	49
	79

	ARM
	NS
	
	
	
	NS
	
	
	

	No
	143
	64
	81
	36
	100
	73
	37
	27

	Yes
	124
	58
	89
	42
	118
	81
	27
	19


NB: some interventions may be in combination; ARM = artificial rupture of the membrane; FHM = foetal heart monitoring; I-M = intra-muscular.

As might be expected the use of TENs is not associated with the women whose status changes from low to high-risk in Stage 1. Gas and air (‘Inhaled’ in the table) and ARM are also not associated with change in risk status for these samples while intra-muscular analgesia is associated with low to high-risk change only for the Lagan Valley sample. 

The various techniques for foetal heart monitoring are all significantly associated with risk status change in Stage 1. This is not necessarily unexpected as they may have been used as a result of growing concern on the part of the midwives or doctors. As conditions give rise to risk and concern, the need to monitor also increases. Continuous monitoring might be expected to be used where the signs of distress or slow progress are apparent and the results show that very large proportions of the women who go high-risk, in both samples, have been under continuous monitoring. The pattern is reversed for the Pinard/Doppler and intermittent approaches with lower proportions of the high risk women having had these forms of monitoring. 

Table 19:
Tests of association between Stage 2 intervention variables and risk status

	Stage 2
	Downpatrick
	Lagan Valley

	
	Low-risk (n=238)
	High-risk (n=199)
	Low-risk (n=210)
	High-risk (n=72)

	Variable
	Freq
	Row %
	Freq
	Row %
	Freq
	Row %
	Freq
	Row %

	Pinard/Doppler
	p<0.000, Chi=18.757, df=1
	p<0.000, Chi=55.168, df=1

	No
	36
	36
	65
	64
	41
	46
	48
	54

	Yes
	202
	60
	134
	40
	169
	88
	24
	12

	Intermittent FHM
	p<0.000, Chi=68.827, df=1
	p<0.000, Chi=137.771, df=1

	No
	75
	35
	142
	65
	15
	21
	55
	79

	Yes
	163
	74
	57
	26
	195
	92
	17
	8

	Continuous FHM
	p<0.000, Chi=48.143, df=1
	p<0.000, Chi=149.371, df=1

	No
	164
	70
	71
	30
	205
	90
	23
	10

	Yes
	74
	37
	128
	63
	5
	9
	49
	91

	Perineal and Other Tears Requiring Suturing
	NS
	
	
	
	NS
	
	
	

	No
	229
	54
	195
	46
	176
	74
	62
	26

	Yes
	9
	69
	4
	31
	34
	77
	10
	23


The Stage 2 data in Table 19 show the same patterns as the data for Stage 1 in relation to foetal heart monitoring with the expected association between high-risk status and continuous monitoring, for example.

Patient Survey

Key Findings

The key findings from this aspect of the study are based on an analysis of questionnaires returned from stratified randomly-selected samples of former maternity patients from the Downpatrick (n=85) and Lagan Valley hospitals (n=84) respectively. They are summarised as follows:

· A larger proportion (83%) of women in the Lagan Valley Hospital sample considered they had a choice of care model compared to 50% in the Downpatrick sample.

· The majority of the women in both samples considered the printed information on care provisions to be useful (75% and 89% respectively in the Downpatrick and Lagan Valley samples). Small numbers reported not receiving or not reading it.

· A substantial proportion of each sample (34% and 25% respectively of the Downpatrick and Lagan Valley samples) reported not being offered or not having had the opportunity to draw up a birth plan. Almost identical proportions had drawn up birth plans and had expressed the benefits of them.

· Of the women in the Downpatrick and Lagan Valley samples, 43% and 73% respectively carried their own notes. The higher proportion in the Lagan Valley sample is likely explained by the written policy of encouraging women to carry their own notes.

· Knowing the midwife and the doctor before birth was important and reassuring for similar proportions of the women in both samples (45% in Lagan Valley and 54% in Downpatrick).

· Antenatal classes received favourable comments from 69% and 41% of the Lagan Valley and Downpatrick samples respectively though some 24% and 50% of the same samples responded to the effect that they had not attended any course.

· Similar proportions of women in both samples chose not to breastfeed: 37% in Lagan Valley and 37%  in Downpatrick but some respondents felt pressurised. The majority of women tried breastfeeding (approx. 60% in both samples) with a range of comments produced in relation to the quality of the experience. Of those who breast fed their children, 18% of the Lagan Valley sample and 4% of the Downpatrick sample criticised the support they got as ‘poor’. In contrast, 25% and 34% respectively commented that the support they received was good.

· The majority of women in the study had had CTG monitoring during labour: 84% in the Lagan Valley sample and 95%  in the Downpatrick sample.

· A large number of women in the study received Syntocinon infusion: 70% in the Lagan Valley sample and 49% in the Downpatrick sample. More than 10% of both samples made comments about the pain associated with this procedure.

· The most common form of pain relief was ‘gas and air’ (55% for the combined sample) followed by intra-muscular injection (28%), epidural (17% - only available in the Lagan Valley Hospital) and TENS (15%).

· Over a third of the women in the combined samples had access to the Internet at home: 31% in the Downpatrick sample and 41% in the Lagan Valley sample. Less than a third of each Internet access group had actually used it to find information about birth (18% in Lagan Valley and 31% in Downpatrick) with similar proportions (differing by one person) using it for finding information about managing a baby.

· In comparison to other care models, a significantly greater proportion of the women under midwife-led or team care were aware of the Trust’s provision for midwife-led/team care, shared midwife/hospital care and aromatherapy as a pain relief option. There was no statistical difference in the proportions who had CTG monitoring or Syntocinon administration, though the proportion having the latter was higher for the midwife-led/team care group of respondents. Overall the proportions, while not significantly different, reflect less awareness of the provision for home birth, water birth and natural childbirth among respondents in the ‘other’ grouping (shared, private and hospital).

· The written comments on perceptions of care were overwhelmingly positive: 89% and 74% for the Lagan Valley and Downpatrick samples respectively, but a significant proportion of the Lagan Valley respondents (20%) criticised various aspects of their care including the standard of food, attitudes of staff and lack of support in immediate post-natal care. Although a much smaller proportion of the Downpatrick sample (5%) voiced criticisms (including comments on the standard of food) it should be noted that a number of respondents in this sample expressed the unsolicited view that the maternity unit should not be closed. It is therefore possible that the responding sample was less inclined in this case to be critical of provision.

Introduction

The second empirical study involved a postal survey of former maternity patients in both hospitals. The intention was to identify patient perceptions in relation to three broad aspects of their experience. These were:

· Choice

· Birth Technology

· Current Provision

The items generated for the survey were designed to examine women’s experiences of birth and were informed by aspects of the Changing Childbirth Report (1994), namely the three ‘C’s: choice, control and continuity of carer. The items were formulated in consultation with two senior midwifery personnel from the hospitals concerned and were piloted with 25 women who had recently given birth.

The first part of this section sets out an outline of the sample profile for the survey. The three aspects above are then treated in turn and the last part deals with the written responses from the final section of the questionnaires. This ‘free response’ box enabled the respondents to comment on the quality of care and to make any suggestions they have for improvement. 

Sample Profile

The sample frame was stratified to cover three levels of parity at the time of registering (0, 1 and 2+) and the five care models: private, midwife-led, team, shared and hospital. The sample frame is set out in Appendices II. Questionnaires were sent to 459 former patients, 225 from Downpatrick’s database and 234 from Lagan Valley’s, randomly selected from the categories under investigation. A total of 169 responses was received: 85 (38%) from Downpatrick (DH) patients and 84 (36%) from Lagan Valley (LVH) patients. The parity and model of care breakdown for the samples is set out in Table 20.

Table 20:
Care model and parity of the subjects in the samples

	
	Downpatrick (n=85)
	Lagan Valley (n=84)

	
	Freq
	%
	Freq
	%

	Care Model
	
	

	Private
	9 
	11
	12
	14

	Hospital
	9
	11
	14
	17

	Midwife-led
	-
	-
	17 
	20

	Shared
	57 
	67
	31 
	37

	Team
	10
	12
	10 
	12

	Parity
	
	

	0
	33 
	39
	30
	36

	1
	37 
	44
	29 
	35

	2+
	15 
	18
	25
	30


Age 

The age of the respondents ranged from 18-41and the age profiles of both samples are presented in Table 21 below. 

Table 21:
Age profile of the subjects in the samples

	
	Downpatrick (n=85)
	Lagan Valley (n=84)

	
	Freq
	%
	Freq
	%

	Age
	
	

	( 25
	21
	25
	16
	19

	26-30
	27
	32
	23
	27

	31-35
	23
	27
	31
	37

	( 36
	13
	16
	14
	17


Employment

The responses showed that 62% (52) and 48% (41) of the women in the Lagan Valley and Downpatrick samples respectively were in employment. Thirty women (36%) in the Lagan Valley sample classified themselves as housewives as did 39 (46%) in the Downpatrick sample. The type of work recorded by the respondents included clerical, technical and professional with a small number being self-employed.

Education

All but one of the respondents had achieved GNVQ or ‘O’ level status with 23% (18) in Lagan Valley and 20% (16) in Downpatrick having a degree. The qualifications profile is presented in Table 22.

Table 22:
Profile of education qualifications of the subjects in the samples

	
	Downpatrick (n=85)
	Lagan Valley (n=84)

	
	Freq
	%
	Freq
	%

	Qualifications
	
	

	None
	1
	1
	-
	-

	GCSE/‘O’-level
	34
	43
	36
	45

	GNVQ/‘A’-level
	26
	33
	21
	26

	OND/HND
	3
	4
	5
	6

	Degree
	16
	20
	18
	23


Social Support

The majority of women had someone at home to support them but a small number in each sample indicated that they had no one to help them: 7% (6) in Lagan Valley and 5% (4) in Downpatrick. The main source of support was identified as the women’s husbands: 87% (65) in the Lagan Valley sample and 80% (62) in the Downpatrick sample. Others included partner, parent(s) and siblings.

Delivery Type

The samples for both units had similar proportions of women with the same birth outcomes. The majority of women experienced a normal delivery with a small number in both units requiring medical intervention. One woman in each group had had a home birth. The data are summarised in Table 23. Note that the respondents were asked to give details of up to three births as the sample covered women of different parities. The figures in the frequency columns do not therefore match the sample size.

Table 23:
Delivery-type profile for the samples

	
	Downpatrick (n=85)
	Lagan Valley (n=84)

	
	Freq
	%
	Freq
	%

	Delivery Type
	
	

	Normal
	102
	66
	107
	66

	Vacuum
	9
	6
	7
	4

	Forceps
	8
	5
	11
	7

	Caesarean
	33
	21
	26
	16


The proportion of caesarean sections was higher for women who were over 36 and 50% of women who were having hospital care had had a caesarean section. This is to be expected as they would have been under hospital care because they had a higher risk of requiring medical intervention.

Choice

Women’s perception of having a choice in the type of care they received was significantly different across the two units with 83% (69) of the Lagan Valley and 50% (39) of the Downpatrick samples indicating ‘Yes’ they had a choice. A specific ‘No’ response was selected by 15% (12) and 47% (37) respectively of the Lagan Valley and Downpatrick samples. 
Information

Women were asked to comment on the quality of printed information they received and to rate its value in terms of being useful or not in informing their choices. The majority of the women considered the material to be very useful: 89% (75) in the Lagan Valley sample and 75% (53) in the Downpatrick sample. A small number of women on both sites reported not receiving the information or not reading it. A small number felt that the information provided was helpful up to a point and that it could be improved upon (5, 6% in the Lagan Valley sample; 12, 14% in the Downpatrick sample).

Birth Plan

This section of the questionnaire produced a range of answers which have been categorised in Table 24 under the following broad headings: not offered/not available, completed but not adhered to and completed with benefits. 

Table 24:
Perceptions of birth plan

	Perceptions
	Downpatrick (n=85)
	Lagan Valley (n=84)

	
	Freq
	%
	Freq
	%

	Not Offered/Not Available
	29
	34
	21
	25

	Completed but Not Adhered To
	7
	8
	11
	13

	Completed with Benefits
	28
	33
	22
	26

	Other
	15
	18
	25
	30

	Missing
	6
	7
	5
	6


At least 25% of each sample claimed not to have been offered an opportunity to draw up a birth plan e.g.:

· … wasn’t asked about this .. don’t remember them considering my choices (Shared Care, DH, Parity 1)

while slightly more than a quarter in the Lagan Valley sample and a third of the sample in Downpatrick had done so and had perceived the benefits of it. A variety of ‘other’ comments was also made, including the criticisms that in end there is no choice e.g. ‘… ended up not really existing or being discussed at labour time’ or that the choices wanted were not available.

Carrying Own Case Notes

The item on carrying one’s own notes produced different response levels in both samples. In the Lagan Valley sample, 73% (61) reported that they carried their notes while only 43% (37) did so in the Downpatrick sample. The higher number in the Lagan Valley sample may be explained by the fact that it is policy that:

· … you can carry your own notes from about 20 weeks. These notes are used by hospital staff, your midwife and your GP to record all your ante-natal care. It is important you look after these notes and remember to bring them to every ante-natal visit, whether in hospital or with your GP. (Source: LVH Information Book for Women)

Several women commented on the benefits of carrying their own notes, e.g.:

· … very helpful as I had several unplanned visits to the hospital (Team Care, LVH, Parity 0)

· … reassuring that I had access to everything noted about my pregnancy and that there was no information being held back from me (Shared Care, LVH, Parity 0)

but a small number expressed concern about losing them: 8% (7) and 1% (1) in the Lagan Valley and Downpatrick samples respectively. Still others commented on the exercise as being ‘a waste of time and pointless’ (5%, 4 in the Lagan Valley and 1%, 1 in the Downpatrick samples) e.g.:

· … only useful if the midwife has time to go through them with you (Shared Care, LVH, Parity 0)

Continuity of Carer

Knowing the midwife and the doctor before birth was important and reassuring for a similar proportion of the women in both samples (45%, 38 in Lagan Valley and 54%, 46 in Downpatrick). Comments included:

· I got to know the doctors and midwives before the birth. I felt I knew them when I had my child (Team Care, DH, Parity 0)

· Knowing the doctor made for a few well-needed laughs. Unfortunately I didn’t know any of the midwives (Private, LVH, Parity 0)

Sizeable proportions in the samples did not know any of the staff before admission: 24% (20) in the Lagan Valley sample and 19% (16) in the Downpatrick sample. For some this was not an issue:

· I did not know the midwives but it didn’t matter as they were all very friendly and professional (Shared Care, LVH, Parity 2)

· … didn’t know anyone … all strangers … didn’t matter (Hospital Care, DH, Parity 0)

Attendance at Antenatal Classes (Parentcraft)

Antenatal classes received favourable comments from 69% (58) and 41% (35) of the Lagan Valley and Downpatrick samples respectively though some 24% (20) and 50% (42) of the same samples responded to the effect that they had not attended any course. A variety of reasons was given including poor timing, the location being too far away and the courses not actually being held. Negative comments about the courses came from 7% (6) of the Lagan Valley sample and 10% (8) of the Downpatrick sample. These included comments about the courses requiring an improvement in content and more flexibility in terms of access and timing. 

Breast Feeding

Similar proportions of women in both samples chose not to breastfeed: 37% (31) in Lagan Valley and 37% (31) in Downpatrick but some respondents felt pressurised e.g.:

· I felt I was bullied into breastfeeding, even though I asked for a bottle. I was put off and went through a further ten days of pain before I said I’ve had enough (underline in original) (Midwife-led, LVH, Parity 0)

· … big emphasis is put on breastfeeding at antenatal classes and in hospital making me feel I had failed my baby when I had to give up after 6 days of pain and a very unhappy baby (Shared Care, LVH, Parity 0)

· … was given lots of information and advice. I decided not to breastfeed and got the feeling that the staff were disappointed in me. I feel the decision to breastfeed is a personal one and should be respected (underline in original) (Shared Care, DH, Parity 1)

The majority of women tried breastfeeding (approx. 60% in both samples) with a range of comments produced in relation to the quality of the experience. Of those who breast fed their children, 18% (15) of the Lagan Valley sample and 4% (3) of the Downpatrick sample criticised the support they got as ‘poor’. In contrast, 25% (21) and 34% (29) respectively commented that the support they received was good e.g.: 

· Breastfeeding was the best experience of my life and there was always someone to help me (Shared Care, DH, Parity 1)

· … fed third baby up to 18 months. Support was great in hospital. General public need a good reminder of all the benefits (Team Care, LVH, Parity 2)

Birth Technology

This section of the questionnaire sought views on a number of technological interventions available in the labour ward and including induction and pain relief drugs.

Cardiotocograph (CTG)

The majority of women in the study had had CTG monitoring during labour: 84% (71) in the Lagan Valley sample and 95% (81) in the Downpatrick sample. In the free responses to the request for comments on how they felt about the use of this technology, the majority of women reported being reassured by the CTG (72%, 58 in the Lagan Valley and 93%, 75 in the Downpatrick samples respectively). A small number of women in the Lagan Valley sample (6, 8%) responded that they felt frightened or concerned by this technology while some others reported feeling unnecessarily restricted: 8% (6) in the Lagan Valley sample and 1% (1) in the Downpatrick sample.

Ultrasound

Almost all of the women in the study had at least one ultrasound scan and the majority were very happy and reassured by this procedure: 67 (79%) in the Downpatrick sample and 67, (80%) in the Lagan Valley sample. Several of the women had received scans on every visit (12, 14% in the Downpatrick sample and 9, 11% in the Lagan Valley sample) and some women indicated a preference for ‘more scans’.

Syntocinon

A large number of women in the study received Syntocinon infusion: 70% (58) in the Lagan Valley sample and 49% (41) in the Downpatrick sample. More than 10% of both samples made comments about the pain associated with this procedure. Some of the women who had had previous births commented on what they described as the severity and suddenness of the pain after insertion of the drip.

Pain Relief

A variety of pain relief measures were used by the women including generic and proprietary drugs. The variety of pain relief measures is listed here as recorded on the questionnaires: aromatherapy, homeopathy, Paracetamol, Co-Codamol, TENs, gas and air, Morphine, Voltarol, Pethidine, Omnopon, epidural, spinal and general anaesthetic. 

Many of the women had tried several methods of pain relief and in anticipation of this the follow-up question asked them to identify what method of pain relief they would choose if they were going to have another baby. The responses for the two units are considered together In Table 25. Note that epidural analgesia is only available in Lagan Valley and many of the women selected two methods of pain relief such as gas and air with injection (a mischievous group of 20 respondents opted for ‘no more babies’!). 

Table 25:
Preferred choice of pain relief for the future (combined samples)

	Pain Relief Option
	Combined Sample

	
	Freq
	%

	TENs
	22
	15

	Epidural
	25
	17

	Injection
	42
	28

	Gas and Air
	82
	55


Women were also asked to categorise the effectiveness of the analgesia provided and many women commented on several methods of pain relief they had experienced. Twenty-eight women had an epidural and 54% (15) of these found the pain relief to be excellent with 21% (6) indicating problems with it not working properly, having to be re-sited or running out. A number of side effects were identified and included sore legs, shaking, light headedness, constipation and sickness. A commonly reported side effect associated with intra-muscular injection was drowsiness. 

Current Service Provision

Birth Memories

The majority of women in both samples indicated they had positive birth memories: 93% (78) in the Lagan Valley and 91% (77) in the Downpatrick samples. They particularly remembered the supportiveness of staff (23, 27% and 25, 30% in the Downpatrick and Lagan Valley samples respectively) and the focus placed on the baby outcome (29,34% and 28,33% in the Downpatrick and Lagan Valley samples respectively). While 23 (27%) and 16 (19%) expressly answered ‘None’ to the item on negative birth memories, 69% (58) of the Lagan Valley and 64% (54) of the Downpatrick sample did offer comments on negative aspects of their experience. The most prominent of these are set out in summary in Table 26.

Table 26:
Main negative birth memories for the samples

	
	Downpatrick (n=85)
	Lagan Valley (n=84)

	
	Freq
	%
	Freq
	%

	Negative Birth Memories
	
	

	Pain
	11
	13
	13
	16

	Staff Problems/Attitudes
	3
	4
	8
	10

	Separated from Baby
	2
	2
	7
	8

	Too Drugged
	4
	5
	2
	2


Knowledge of Service Provision

The respondents were asked to indicate if they knew about the different care options available within the Trust. The majority of women in both samples were aware of the common aspects of service provision but a significant number of the women did not know about home birth and water birth services, as Table 27 suggests.

Table 27:
Awareness of service provision within the Trust

	Service Provision
	Downpatrick (n=85)
	Lagan Valley (n=84)

	
	Freq
	%
	Freq
	%

	GP Shared Care
	74
	88
	82
	98

	Consultant Only
	62
	75
	72
	86

	Team Midwifery
	71
	86
	68
	81

	Natural Birth
	72
	88
	71
	86

	Home Birth
	32
	39
	51
	61

	Water Birth
	23
	28
	28
	33


Source of Information on Choices Available in Terms of Care

Friends and family, the GP and the midwife were identified as the main providers of information re the range of care options, as set out in Table 28. 

Table 28:
Main sources of information

	
	Downpatrick (n=85)
	Lagan Valley (n=84)

	
	Freq
	%
	Freq
	%

	Sources of Information
	
	

	Midwife
	14
	17
	26
	31

	GP
	18
	21
	23
	27

	Family/Friends
	27
	32
	19
	23

	Other (Usually Combinations)
	26
	30
	16
	19


Internet Access

Over a third of the women in the combined samples had access to the Internet at home: 41% (34) in the Lagan Valley sample and 31% (26) in the Downpatrick sample. Less than a third of each Internet access group had actually used it to find information about birth (18%, 6 in Lagan Valley and 31%, 8 in Downpatrick) with similar proportions (differing by one person) using it for finding information about managing a baby.

Care Model Comparisons

In relation to the respondents’ awareness of the types of care available to them, it was not possible to analyse the separate samples owing to small cell sizes in the cross-tabulations. The combined samples (Downpatrick and Lagan Valley) proved more fruitful and where cell size allowed, Chi-square analysis was carried out. The results are presented in Table 29 and include some comparisons in which Chi-square failed owing to small cell sizes. These are interesting inasmuch as they provide the cross-tab frequencies for the items concerned.

Three of the cross-tabs show significant differences with greater proportions than could be expected of the ‘other’ care model group, i.e. in comparison to those on midwife-led or team care models. They differed on not being aware of the Trust’s provision for:

· midwife-led/team care (p<0.01, Chi=7.735, df=1);

· shared midwife/hospital care (p<0.000, Chi=12.288, df=1); or 

· aromatherapy as a pain relief option (p<0.01, Chi=9.117, df=1). 

No significant differences were found in the proportions who felt they did or did not have a choice in the type of care open to them. There was no statistical difference in the proportions who had CTG monitoring or Syntocinon administration, though the proportion having the latter was higher for the midwife-led/team care group of respondents. Overall the proportions, while not significantly different, reflect less awareness of the provision for home birth, water birth and natural childbirth among respondents in the ‘other’ grouping (shared, private and hospital). Finally, the table shows that between the two categories there is little difference in the proportions having or not having access to the Internet at home. At least a third of each group claim to have access. 

Table 29:
Comparison of responses made by women following midwife-led or team care versus all other types of care for the combined hospital samples

	Item
	Midwife/Team
	Other

	
	Freq
	%
	Freq
	%

	Did you have CTG (electronic monitoring) of your baby’s heartbeat?
	NS 

	Yes
	31
	84
	121
	92

	No
	6
	16
	11
	8

	Did you have a drip (Syntocinon) … to initiate contractions?
	NS

	Yes
	27
	73
	72
	56

	No
	10
	27
	57
	44

	Did you have a choice in the type of care you had?
	NS

	Yes
	28
	82
	80
	65

	No
	6
	18
	43
	35

	Did you know the Trust provides … shared care … midwife and hospital?
	p<0.01, Chi=7.735, df=1

	Yes
	35
	97
	99
	77

	No
	1
	3
	30
	23

	Did you know the Trust provides … team midwifery care (midwife only)?
	p<0.000, Chi=12.288, df=1

	Yes
	35
	97
	87
	69

	No
	1
	3
	40
	32

	Did you know the Trust provides … home birth?
	NS

	Yes
	23
	64
	60
	47

	No
	13
	36
	69
	54

	Did you know the Trust provides … water birth?
	NS

	Yes
	15
	42
	36
	28

	No
	21
	58
	92
	72

	Did you know the Trust provides … natural childbirth?
	Not Applicable

	Yes
	31
	84
	112
	88

	No
	6
	16
	16
	13

	Did you know the Trust provides … aromatherapy?
	p<0.01, Chi=9.117, df=1

	Yes
	20
	54
	33
	27

	No
	17
	46
	88
	73

	Do you have access to the Internet at home?
	NS

	Yes
	16
	43
	44
	33

	No
	21
	57
	88
	67


Free Response Section

The last section of the questionnaire asked women to comment on their perception of care provided by the Trust during pregnancy, labour and after the birth. Almost everyone woman made a comment (96%, 81 in the Lagan Valley sample and 98%, 83 in the Downpatrick sample). While the comments were overwhelmingly positive (74% and 89% in the Lagan Valley and Downpatrick samples respectively), some respondents raised concerns and made suggestions about patient management skills, gaps in the service provided (support and information) and food quality within the Trust. 

Table 30 gives the breakdown of response types according to care model for both sites.

Table 30:
Summary of written response types (frequencies) by model of care

	Model of Care
	Downpatrick (n=83)
	Lagan Valley (n=81)

	
	Sample
	Pos
	Neg
	Mix
	Neut
	Sample
	Pos
	Neg
	Mix
	Neut

	Private
	8
	7
	1
	-
	-
	12
	7
	4
	-
	1

	Hospital
	8
	8
	-
	-
	-
	14
	13
	1
	-
	-

	Midwife-led
	-
	-
	-
	-
	-
	16
	11
	4
	-
	-

	Shared Care
	57
	49
	3
	4
	1
	29
	24
	2
	3
	-

	Team
	10
	10
	-
	-
	-
	10
	5
	4
	1
	-

	Total
	83
	74
	4
	4
	1
	81
	60
	16
	4
	1

	Total %
	
	89
	5
	5
	1
	
	74
	20
	5
	1


Of the 19 respondents providing negative comments, seven were primigravida, nine were Parity 1 and three were Parity 2. A feature of the Downpatrick responses was the oft-expressed view that the unit should not be closed (at the time of the survey a review of provision, which threatened closure of a variety of hospital provision in Northern Ireland, was nearing completion). The very positive views expressed by the large majority (89%) of respondents in this sample may have had something to do with this situation (and to some extent there may have been a similar effect for the 74% in the Lagan Valley sample) but it should be remembered that the samples for the survey were drawn randomly.

The positive comments in both samples were largely repetitive, indicating a general sense of satisfaction with the staff and services. Many respondents were particularly effusive describing their experience variously as ‘brill’, ‘excellent’, ‘10 out 0f 10’ etc. while other reported that they could fault nothing or that they had a very good experience. Staff were variously described as very supportive, very helpful, very caring and very re-assuring. Some examples of the comments are presented here, with keywords underlined for convenience (DH = Downpatrick sample, LVH = Lagan Valley Sample):

· After the child was born I felt very close to them, and every midwife always gave the impression that they genuinely cared about you individually and it wasn’t just their job.  Most importantly they listened to you when you were scared or just needed advice or never made you feel that you were a nuisance or asking stupid questions as I’m sure I did. (Shared Care, LVH, Parity 0)

· Staff very professional and knowledgeable.  Felt treated husband and myself with utmost respect and listened (and encouraged) our views and wishes. (Shared Care, DH, Parity 0)

· I so valued their patience, kindness and expertise which was as strong with child number 4 as it was with number 1. (Midwife-led, LVH, Parity 2+)

· Quality of care was excellent and I felt special, as did everyone I have talked to that had team midwife care. (Team Care, LVH, Parity 2+)

The small number of respondents who made negative comments tended to refer to their individual circumstances but nonetheless have general implications. These varied from the personal experiences e.g.:

· I was in labour all night taking contractions every 2 to 3 minutes.  I kept telling the midwives but they kept telling me I would have to wait and see my doctor in the morning, and wouldn’t take me to the labour ward.  As a result of this when I got to the labour ward, it was too late for any pain relief. (Private, LVH, Parity 1)

· … I feel they neglected me.  I wasn’t monitored; my baby wasn’t monitored.  I had no pain relief and as if that wasn’t bad enough, they used me as a guinea pig to show another midwife the new way to stitch you up.  And that was tight and very, very sore, not to mention very disheartening. I would just like to say that the care given is good but it is given to those faster, who curse and scream.  Maybe that’s where I went wrong. (Shared Care, DH, Parity 1)

· The doctor began stitching, then left the room.  It was quite some time before he returned to finish stitching.  This delay was a bit embarrassing with my husband present and caused me a bit of discomfort.  (Midwife-led, LVH, Parity 1)

· At my last hospital appointment I was overdue and the doctor took it upon himself to give me an internal examination and stretched the cervixes, which was very unpleasant and done without my consent.  I was very, very sore.  I could have slapped his face, especially when he smiled and said ‘I’ll be seeing you very soon’. (Shared Care, LVH, Parity 1)

to circumstances relating to the quality of resources e.g.

· I feel that the bathrooms in the Lagan Valley are long overdue an overhaul. (Private, LVH, Parity 2)

Examples of more general comments related for example, to the perceived attitudes of the staff:

· … midwives seem to have an attitude problem, and many believe they know your baby better than you do.  Doctors and midwives need to listen more to the patient’s instincts and feelings. (Private, DH, Parity 1)

· The midwives did not deliver personal care.  … Most of the midwives were snappy and rude when anyone asked for help. … One felt you couldn’t ask them for assistance or advice, as they were so unapproachable.  I actually asked to get discharged earlier as I felt I could do better at home. (Private, LVH, Parity 1)

· Most of the people were nice but a lot ignored me – as a single, teenage first time parent I was scared and little was done to help me.  I was left to it, without things explained.  In saying that the student nurse was very nice and checked up on me afterwards.  … All over it wasn’t too bad but the doctors and some midwives could do with personality transplants. (Shared Care, DH, Parity 0)

· … the after-birth care in hospital was very poor – the nurses were too busy to spend time with you.  I left hospital early because I felt I wasn’t getting enough care, help or advice.  The nurses were kind and friendly [but] didn’t have enough time to care for you. (Private, LVH, Parity 0)

There were a number of comments relating to assistance with the new babies and for information for the mothers:

· I felt harassed by midwives about vitamin K.  More aftercare in hospital for breast-feeding mothers.  More information about this and what problems arise, available to midwives.  I found them very unknowledgeable. (Shared Care, DH, Parity 1)

· [On the first] … morning I woke, no-one came near me. I was asking myself: where do I get my breakfast?  Do I get washed first? What do I do with my son, while I wash? Do I wash him first – how do I wash him?  This is what I was thinking. Then my midwife came to show me how to bath – well she washed and dried my son like you would wash your car. She was quite rough and had no time. Then when she went to help me breast feed I couldn’t relax because she grabbed, literally, my son’s head – shoved him onto my breast (Midwife-led, LVH, Parity 0).  

The quality of the food provided in both samples was criticised by a number of respondents:

· I would most certainly not be back as the food was very poor – I got half a raw egg with one round of toast for my lunch.  (Hospital Care, LVH, Parity 1)

· The only complaint was the food served – it was diabolical. (Shared Care, DH, Parity 1)

· The evening after I had my second child, for my evening meal I was offered egg and onion sandwich and salad – I was breast-feeding.  I was shocked. (Hospital Care, LVH, Parity 1)

· My main complaint is FOOD. A rabbit would eat more …  e.g. 1 scoop of lumpy, cold potato, 1 rasher of crispy bacon and 12 peas – yes, I did count them! (Shared Care, DH, Parity 1)

A number of the respondents also made suggestions for improvements. Examples of these are set out below (keywords underlined for convenience):

· More info about post-natal depression … (Hospital Care, DH, Parity 1)

· Just keep parents fully informed about everything that is going on and their options. (Private, LVH, Parity 2+)

· … there should be a couple more ultrasound scans done after 21 weeks before you actually give birth as reassurance of child’s health and development. (Shared Care, DH, Parity 0)

· … pregnancy felt very alone, a support group with mothers going through same experience would have been good. (Hospital Care, LVH, Parity 0)

· More attention to breast-feeding and how women cope emotionally regarding feeding their baby. (Shared Care, DH, Parity 0)

· Would it be possible to employ someone full-time who was qualified to talk about breast-feeding (to advise on technique, problems, how much milk etc), formula milk, and to demonstrate basic baby care, washing, winding etc and to be available just to talk to mothers about these ‘every day’ things so that people don’t leave hospital ‘unarmed’! (Hospital Care, LVH, Parity 0)

· When doctors are attending mothers and their babies they could take a few pointers from the midwives and be a bit more friendly and approachable. (Shared Care, DH, Parity 0)

· … with me being a single mother, I still feel that there is still a bit of stigma which comes with it, and with some midwives and GPs it is obvious – I don’t think a difference should be made as to whether you are married or single. (Hospital Care, LVH, Parity 1) 

· It would be great if Downpatrick could have a birthing pool available and trained staff for this purpose. (Shared Care, DH, Parity 1)

· … recently I saw a woman who was watching a video on the technique of breast-feeding.  I would have found this useful. (Midwife-led, LVH, Parity 1)

· I feel they should provide a bit more support to mothers who have had children previously – we tend to get a bit rusty! (Team Care, DH, Parity 1)

· My only suggestion is grouping mothers together who want to keep baby beside them at night, and grouping mothers who would appreciate the midwives feeding during the night (bottle fed babies of course), to give them a good night’s sleep before going home. (Shared Care, LVH, Parity 2+)

· If I could make changes they would be: not having to carry all my notes about [and] more car park spaces – this is a big problem which needs looked at. (Shared Care, LVH, Parity 2+)

Patient Interviews

Key Findings

The key findings from this aspect of the study are based on an analysis of interviews conducted with 12 randomly-selected former maternity patients from the Downpatrick (n=5) and Lagan Valley hospitals (n=7) respectively. They are summarised as follows:

· The women’s knowledge of the choices available to them in terms of care pathways was good although one woman felt she had no choice and no information. 

· The unanimous choice of place to give birth was ‘hospital’ and this appeared to be based on a strong belief that this was the safest place to give birth. 

· The freedom to choose antenatal classes from the hospital and from the National Childbirth Trust was raised by several of the women.

· Control is a complex issue, which appeared to be influenced by personality, care pathway, rural or urban setting, previous experience and trust in the caring team. The women expressed the wish to have control but were prepared to relinquish it to a trusted person when they were ready. 

· The choice of epidural analgesia would seem to have a positive effect on women’s birth memories of being in control.

· For some of the women knowing the staff before the birth was very important and this motivated them to seek consultant-only care or to attend the parentcraft classes. For others this issue was not important as long as the midwife who was with them during the birth did not leave them. 

· Some of the women wanted to select their midwife to ensure there was no personality clash and there was a reasonable level of compatibility. Two of the women were prepared to pay for this personal service and thought that women should be able to meet midwives before birth in order to select them.

· Birth technology such as the ultrasound scanner and CTG were deemed to be normal and their use was an expected minimum standard of care provision within the maternity services. 

· The women were very keen to use the Internet as a source of information and they suggested that video clips, staff profiles and information on birthing choices should be made more freely available.

Introduction 

This aspect of the study was designed to probe, in a more in-depth manner, women’s perceptions of their birthing experience in the two maternity units at Downpatrick Hospital (DH) and Lagan Valley Hospital (LVH). An interview schedule was developed to provide additional information on a number of aspects of the process of supporting pregnant women, including choice (e.g. of type of care), the woman’s sense of control in her labour and the continuity of carer during pregnancy and labour. Additional information was also sought on the experience of birth technologies (e.g. scanning, Cardiotocograph, CTG, monitoring) and their perspectives on how the Trust could improve the service being offered.

Sample

A stratified random sample of 24 women was selected for interview, 12 from each unit. The first factor in the sampling procedure was to select women based on the type of care they had received (hospital, shared, midwife-led, team and private) and the second factor was parity (1-3). After the sample was selected Trust staff made contact with the women and arranged for them to come to one or other of the hospital sites at times suitable to them. They were informed about the nature of the study in writing by the Trust and the researcher gave further details prior to conducting the interview. From the sample, 12 women attended for interview, five from Downpatrick Hospital and seven from Lagan Valley Hospital.

Sample Characteristics

All five models of care were covered by the sample and the women concerned had between one and three children. Their ages ranged from 24 to 43. One woman was a single parent and all the others were married. By chance, two of the participants had had previous stillbirths. 

A pen outline of each participant is provided in Table 31 below.

Table 31:
Personal details of interviewees

	Subject
	Age
	Parity
	Marital Status
	Care
	Delivery
	Morbidity

	LVH
	
	
	
	
	
	

	1
	34
	3
	Married
	Private
	ND (3)
	None

	2
	35
	3
	Married
	Private
	ND (2) , FD (1)
	None

	3
	29
	2
	Married
	Midwife
	ND (2)
	None

	4
	34
	2
	Married
	Private
	EC/S, PC/S
	None

	5
	29
	1
	Married
	Midwife
	ND 
	3rd Degree Tear

	6
	33
	2
	Married
	Team
	ND (Vac)
	3rd Degree Tear

	7
	43
	2
	Married
	Private
	ND (2)
	None

	DH
	
	
	
	
	
	

	1
	34
	1
	Married
	Team
	ND
	PND

	2
	30
	3
	Married
	Hospital
	C/S (3)
	S-B, PND

	3
	24
	1
	Single
	Hospital
	ND
	None

	4
	28
	1
	Married
	Shared
	EC/S
	None

	5
	30
	3
	Married
	Private
	PC/S
	S-B, PND


Key: ND=normal delivery, FD=forceps delivery, EC/S=emergency caesarean section, PC/S=planned caesarean section, Vac=vacuum, PND=post-natal depression, S-B=stillbirth

Pilot study

A pilot interview was conducted with a woman who had two children, the first one in hospital and the second at home. The interview lasted approximately one and a half hours and no major changes were made to the format. The lead questions probed for information and views on how choices were made, on the sense of control that the women had over their own delivery, on the issue of continuity in carer, on the use of technologies and on improvements suggested for the service offered. The findings are present under these sections below.

Choice

The women were asked how they made their choice of care model. Nine of the 12 had selected their own, two were automatically allocated to consultant or hospital care because of a previous stillbirth, and one woman felt she had been given no choice at all. She attended her GP and was allocated shared care. 

One woman had known from her work colleagues that team midwifery was an option and she had informed her GP that this was her choice. However, it was the GP in three other cases who had suggested team midwifery or midwife-led care for the women concerned. One woman quoted her GP as saying: ‘These women [midwives] are doing this everyday of their lives and in many ways they are more qualified than I am to do this’. 

The women who selected private care reported doing so for several reasons including previous bad experience, history of infertility, the need to be sure of having an epidural and to have a scan at every visit. The consultant chosen was selected from social networks where the word was spread from woman to woman about the ‘best person to go to’. One woman who had chosen consultant care stated she did not know that women could choose to have a homebirth or team midwifery. She also did not know that midwives were qualified to carry out scans. 

Only one woman knew the Trust could provide support for homebirth but felt ‘it was too difficult to organise’. Two of the women had thought about it but felt they needed to have a normal delivery first. None of the women understood the concept of a domino delivery and when they were asked about their choice of place to birth they all reported choosing hospital as this ‘… was the safest place to give birth’.

One woman reported a distressing experience in the face of pressure to be induced. She introduced herself as an anthropologist and stated that she had wanted to experience natural childbirth. She had read widely on the subject, quoting during the interview from Sheila Kitzinger and Miriam Stoppard. She recounted having to find the NCT classes herself and had had pay for them. Her account is presented here as an example of how one woman expressed her difficulties in exercising choice (the account has not been verified by the researchers and is presented as reported):

Her husband accompanied her to the hospital because she though her waters had gone and she was anxious to know that her baby’s cord had not prolapsed. The tests were inconclusive and she stayed in for observation. After ‘niggling’ for a day she was advised to accept induction but refused. She felt the consultant was bullying her into accepting it. She was told she was placing herself and her baby at risk in the circumstances as her CTG indicated a fast heartbeat for her baby. She was distraught and felt she had no choice as she could not put her baby at risk. She reported that she had felt too tired to put up a fight and it was her husband who took control for her and asked for a second opinion. This second opinion was given and she had further tests and was sent home with a thermometer to monitor her temperature for signs of infection in case her waters had broken. She was delighted with the second opinion, which had come from a female consultant who had children of her own and understood. She came back in spontaneous labour several days later and although she suffered a very bad third degree tear she felt she had been fully supported and allowed to do her own thing. She said she was advised to get up on the bed for the delivery of her baby’s head but she decided not to do this and even though she tore it was her decision to squat. She had had three operations since the birth of her baby to try and repair the damage to her vagina and although her baby was eight months old she had recently managed to resume intercourse.

Antenatal Classes

The women held clear views on the organisation, structure and content of the antenatal classes available to them. Some felt there was ‘no point in going to them because you could read all the information in the books’ or ‘hear all you needed to from family and friends’ while others felt it was ‘important to go and get to know some of the staff or to see inside (the hospital and labour ward) before the birth’. 

The single parent interviewee deliberately stayed away from the antenatal classes because she didn’t want to be ‘frightened by hearing all about it’; she wanted to live it as it happened. For the majority, of the women the benefits of attending the classes included meeting other women who were likely to deliver around the same time, meeting some of the staff and being shown around the hospital. The women felt, however, that they had no choice in the timing or content of the classes. One woman, who had wanted natural childbirth, had had difficulty finding National Childbirth Trust classes but she did access them and paid for them herself. She said she would also have been willing to pay the hospital trust for these classes.

Pain Relief

The women in the sample felt they had sufficient information to make choices about pain relief. Epidural anaesthesia was available in the Lagan Valley Hospital only and four out of the seven Lagan Valley women had experienced it. Two of these had had a caesarean section, one had a forceps delivery and the other a normal delivery. This latter person had a bad experience of epidural which resulted in her having a severe headache, bed rest, intravenous fluids, x-rays and a blood patch. She stated she would not have another epidural. The other women thought it was a ‘wonderful invention’, and ‘something everyone should have’. The single parent had chosen not to have any pain relief as she had been very confident about her ability to bear pain. The remaining seven women had a range of pain relief that included TENS, gas and air and opiates. The birth memories of those who had opiates was variously ‘fuzzy’, ‘not clear’, ‘groggy’ or ‘hard to remember’, in direct comparison to vivid memories held by the women who had experienced birth under epidural and the woman who had refused all forms of pain relief. 

Breast Feeding

Breast feeding was an issue about which having a choice was felt to be very important. All but one of the women in the Lagan Valley Hospital sample and three of the five in the Downpatrick Hospital sample had tried to breastfeed. Several had started but gave up, commenting: 

· I tried to breastfeed but the baby was too weak and shocked to feed. 

· I started it but the pain was too bad and I had to stop. 

· I breastfed for 5 days and stopped when I got home. I ended up with cracked nipples my baby lost weight and got jaundiced…I didn’t try again although they asked me…my first experience was too bad. 

· I breastfed for four days with my first and got mastitis and stopped…the midwives were very supportive but I just couldn’t try again. 

Three of the women made a definite decision to bottle feed and one stated: 

· No way was I going to breastfeed … it is terribly restrictive and I wanted my husband to bond with the baby and be part of it…the midwives really pushed breastfeeding and gave a lot of attention to those who breastfed. They were very supportive to breast feeding mums but I needed help too. 

Another woman stated: 

· The bottle is just as good … breasts get very sore and I am very easily embarrassed. The midwives put a lot of pressure on you and you feel less of a person if you don’t try. 

These women expressed the feeling that pressure had been placed on them to breastfeed and that the majority of care in the postnatal ward was centred around breastfeeding mothers. The six women who breastfed for more than four days felt the midwives had had a very positive influence on their success. They commented on how: ‘… the midwives took time to show me everything’, how supportive the midwives had been and how helpful they had been in keeping their ‘meals warm and looking after visitors until they had finished feeding’. 

However, some of the women who started and gave up felt the pressure to continue that had been applied by the midwives had been: ‘quite aggressive…very pushy, I was afraid to say I had enough …’. One woman reported being very disappointed with the portrayed benefits of breastfeeding and felt ‘conned and very angry’. She didn’t want to breastfeed but did so purely to prevent her children from developing eczema. Both of them had later developed quite marked eczema.

Control

One purpose of the interview was to asses the extent to which the women had felt in control of their labour. In response to the straightforward question: ‘Did you feel you were in control when you were having your baby?’ the following responses, one from each interviewee, were recorded:

· I wasn’t in control during the first birth and that was because I took Omnopon. I was in control for the second birth and I lost it in the third birth. I just gave it to the consultant. I let him make all the decisions. He is educated to make decisions and he has the power to make things happen.

· I was afraid of being left alone with a junior doctor and I wanted the consultant to take control and make decisions.

· I made decisions about my choice of care but my birth plan was a waste of time.

· I was totally out of it for the first one and I have lost my memories but it was better for the second … I do think you should sign for a caesarean section why you are aware and sensible before you lose it when the pain gets really bad.

· At one point, I felt control had been taken from me by the consultant but my husband spoke up for me and he helped me to take control back. Thanks to him I was able to go into natural labour and not be induced. Even though I got a third degree tear after squatting I accept it because I was in control. 

· I felt I was in control, making all sorts of decisions until I went into labour … I really lost it but my husband took over for me. He knew what I wanted.

· I had no control during the first one … I hadn’t a clue. I delivered in the corridor and it was hell. For the second one I chose the consultant and I booked the epidural … great to be able to book it … I used everything: scans, genetic tests and epidural.

· I just trusted the staff … I didn’t bother to make a birth plan.

· I was not in control … I just trusted the hospital and staff … the consultant is specially trained and I am happy with that.

· I just hadn’t a clue, I was just stupid … never ever thought about control.

· I wasn’t in control … they did a VE [vaginal examination] every hour … I didn’t want a caesarean section … I didn’t get on with one of the midwives.

· I didn’t feel in control for any of the births. I was always afraid and I just wanted to have a CTG strapped to me or a scanner so I that I could be sure my baby was alive.

For the most part, these responses paint a picture of women not feeling or actually being in control of their labour. In some instances they expect the consultant or other staff to be in control while in at least two of the cases, control was established on their behalf by their partners.

Continuity of Carer

In response to the question: ‘How important was it to know the person who would be with you during your birth’, the respondents in the Lagan Valley Hospital and the Downpatrick Hospital presented different views. All of the women in the Lagan Valley Hospital sample said it was very important to know this person. One woman stated that she wished to know: ‘as many of the staff as possible before the birth’. Some stated that this was a major factor in their decision to go for consultant only care but one woman pointed out that the drawback in this was not knowing any of the midwives who would be present at the birth. All but of the women in the Downpatrick Hospital sample said this was not an important aspect of their birth: ‘it was not an issue’. The exception, who had had a previous stillbirth, made the following statement:

When it was my second birth some of the staff were due off at 8pm but they were still with me at 11. One was due off at 1pm and stayed until after the birth at 9.30 … they were just brilliant. They make such a difference … I told one to leave because I didn’t like her … she took it well … this was when C… [known to be dead] was being born. For the next two births I just saw the same staff. The individual personalities are very important. It would be good to be able to pick your midwife to be present with you for the birth.

Birth technology

This section sought information on women’s experience of birth technologies including scanning, CTGs and induction, and related issues of safety.

Safety

The issue of safety was a sensitive area for seeking information. A simple question was asked: ‘Were you ever worried about the machines being safe?.’ Two women had considered this aspect: ‘13 years ago the scan was risk-free, now I am not so sure but it made me feel safe and it was reassuring’. For another, it was a clear decision: ‘ I read some stuff about safety … reassurance was more important for me than safety’. Another interviewee stated: 

I didn’t know scanning safety was an issue until I heard my friends talking about it … some risks of radiation. I needed scans because they were worried about my baby. In the first scan at 20 weeks the radiologist couldn’t see all the chambers of the heart. She told me not to worry … it was probably the position of the baby and I had to wait for another four weeks to have the next one. My anxiety was replaced with reassurance when I had the next scan as the radiologist showed me everything … spine, brain, fingers toes … everything. She was very sensitive and astute. 

The other interviewees had complete trust in the hospital and staff and deemed the technology to be ‘safe’ and ‘essential’ in providing necessary information about the wellbeing of their babies. 

Ultrasound Scanning

The women in the sample were scanned from 3-10 times with everyone having experienced ‘the big scan at 18-20 weeks’. Additional scans had been carried out by the midwives or the consultant. Every woman stated they found the scans to be ‘beneficial’ and ‘reassuring’. For the women who had had stillbirths they were even more important. One woman stated: ‘I just lived from visit to visit…when he put the scan on and I could see the baby moving I was reassured but when I left I was terrified my baby would die.’ 

Technology was deemed to be ‘normal’ and one woman who wanted natural childbirth stated: ‘The CTG and scan are just normal and you know exactly what’s happening and they give you the evidence that the baby is well’. For another women having her third baby: ‘The midwife was able to turn up the CTG and leave me with the reflexologist’. The technology was recognised for its power to affect decision making as several of the following statement illustrates: 

You believe what you see more than anything else … I think we use it indiscriminately but at the same time if I had not had a CTG on, my baby’s distress would not have been picked up in time. The doctors and midwives acted quickly because the technology was there … technology provides the midwife with power and one expects more technology with medical care these days. 

One of the women felt very happy having the machines around because: ‘… the midwives explained everything and made me feel part of it’. Another commented on the need for the consultant, who worked from his home, to ‘… update his scanner as technology is so important’. 

Cardiotocograph, CTG

The CTG was described by every woman as being variously reassuring, comforting and a source of evidence for the wellbeing of their baby. Several interesting aspects of the technology were revealed. One woman gave a very good account of the power of CTG technology to provide evidence. She said she had arrived at the hospital with contractions but the midwives decided she was not in labour. Her husband challenged this conclusion and when she was attached to a CTG, they changed their view because they could now ‘see’ the evidence on the machine. One woman recalled listening to the CTG machine and hearing her baby die as ‘… its heartbeat faded and faded until it could not be found. The ultrasound was brought down and it showed the heart beat had stopped but I knew’. The power of the CTG to pick up distressed babies was repeated throughout the interviews. Examples of interventions taking place as a direct result of the CTG evidence were provided.

Induction of Labour

Ten of the 12 women were induced for at least one birth and provided vivid accounts of their experiences. For some it was the fear and pain associated with having a vaginal examination and insertion of a pessary, the insertion of the drip (IV infusion) and breaking of their waters (ARM). However, two of the women (consultant care) were delighted to be induced as they just wanted to get it over with and have a live baby. Several women commented on the blanket approach to induction and the lack of care for the individual. Others commented on their unhappiness with the poor quality of information provided for the experience. They all commented on the suddenness of the labour pain when the IV infusion rate was increased. 

Improvements in the Service

The last section of the interview provided women with an opportunity to reflect on their birthing experience(s) and provide suggestions about improvements that the Trust could consider making. Women were asked to consider issues such as choice, control, continuity of carer and technology when providing their response. Everyone was anxious to comment. The comments are presented verbatim below, one from each interviewee, with keywords underlined for convenience.

· I think we need more scans ... three is not enough. There should be much more information about choice available in the GP’s surgery. We should have private rooms and the noise should be reduced. There should be more staff to help women who are not breastfeeding … I had to bathe alone. They should have e-mail experts on breastfeeding and bottle feeding, crying babies, sleep problems and postnatal depression. The Trust should have a web page and a video of the unit and they should have a support group for first time mothers to link up with women who are experienced.

· The service should be more flexible and there should be more midwife clinics. The antenatal classes should be selective and targeted. Computer terminals should be available in the antenatal clinic and women could search for information they want.

· The food is dreadful and they should send you a menu before you come in so that you can have some choice. I would really like to be able to select my own personal midwife and I would be willing to pay for her. You just can’t get on with everyone and having a baby is such an important event … you really need to be able to get on with the midwife. The Trust should be using the Internet … it’s brilliant and all the choices available should be up on it for us to see.

· You should be able to e-mail staff with your worries and get information back. Staff look down on you when you choose private care. The younger midwives don’t care about you … the older midwives are very kind and helpful … especially at night-time. The food was absolutely dreadful and I had to get my husband to go out to Pizza Hut for food. I didn’t know about midwife-led care and that midwives were so well educated … to scan and all that. I see them on a higher level now. This information should be on the web and in packs of information for those who don’t have a computer.

· There should be a single parent helpline and there should be better links between NCT and the hospital. There should be counselling and support for women who have had third degree tears and you should have someone to talk to you in detail about your birth after the event. For women who have had third degree tears there should be more visits in the community as I nearly went off my rocker. Using the Internet would be brilliant and you could use chatlines to get help from other women with similar problems. There is no Internet café in Lisburn and that would mean you have to have your own home computer unless there were some central computers for everyone.

· You need a lot of help with your first birth. You are so bewildered by it all and the second time you are much stronger and more relaxed. In my second birth the epidural didn’t work. They X-rayed me to see if there was something abnormal about my bones and I remember being greeted by the anaesthetist who said ‘so you’re the strange little person’. I never got my questions answered: Why did I develop a spinal headache? Where did the drugs go if they went in and they didn’t work? … I think someone should have given me answers. The midwife had a very powerful influence on me feeling in control. She kept telling me I was great and it was good to come back for the second baby and see midwives I knew. I had a third degree tear but I had no problems afterwards. The Internet would be great for information on feeding, vomiting, pain relief and just to chat to other mums. 

· I think it is very important to be able to choose consultant care as it gives women choice and freedom. All women should have that level of care. You feel more reassured and you don’t have to suffer so much. It’s so important if you have had a bad experience like I did with the first baby. It was just horrible. If I had had this experience with my first baby I would have opted for midwife-led care. I think they need to publicise the 24-hour helpline and use the Internet to put up video clips of the unit and the staff and provide e-mail support for women with problems. 

· The current service is excellent and there was enough information. Using a computer would be great for people who are shy and don’t like to ask questions and they could take their time and understand the information better. People who are embarrassed would be very comfortable with machines. Living close to the hospital for the birth is very important for your family as they can nip in to see you anytime.

· There should be leaflets in the GP’s surgery re: stillbirth and SANDS. E-mail is the future. I am a business woman and computers are the future. We need to use the Internet.

· Really good to go to hospital and see people you know … you see them down the street. The Internet is great if you have a computer and I would use it if I had it. The Trust should make videos for us and we could hire them out or buy them and take them home to see at our leisure.

· I felt I had no choice about induction but I guess you can’t go to 45 weeks. The information was excellent and I was happy to have a caesarean. Epidurals should be available for all women and there should be a support group for depression and a group for first time mothers to mix with mature people. The Trust should put the pregnancy book on-line and we could read it from home.

· You should be able to pick your midwife so she has the right personality and you can get on with each other. The family friendly visiting hours are essential in a rural community as people need to be able to have their children and family visit. The Trust needs to set up support groups for women with depression and women who have had stillbirths. There should be some packs available to give to women and if possible this should be available on the Internet and video. 

Evaluation of the Research and Suggestions for Further Development

An evaluation of the research undertaken points to several matters that would be worthy of re-considering in any next phase of this area of research. In most instances it was the case that the data was not available for analysis or wasn’t available in a suitable form. The issues are noted in point form below:

· The patient records study was rigorous in excluding women whose condition (e.g. the observation of meconium staining) raised their risk status to high though there is evidence that in many such cases a normal delivery would be achieved. An examination of the extent to which such conditions ultimately conclude in high-risk circumstances would be worthy of consideration also.

· There would appear to be strong grounds for investigating more fully the social contexts of the patients in order to explore relationships between outcomes and such factors as smoking and marital status. 

· In a similar consideration, personal measures such as the body mass index (BMI) could be an additional item of data which could be used to explore risk status assessment.

· There may also be some advantage in a more in-depth scrutiny of age-related issues and in particular examining any relationship between younger age groups and emerging high-risk status.  

· Any research will benefit from larger samples and all three studies in this instance would undoubtedly be enhanced by larger numbers of subjects. Particular advantage could be gained in the patient record study if sufficient data was available to enable more in-depth examination of any association between, for example, Syntocinon usage or smoking and APGAR scores, or smoking and birthweight etc.

· In relation to the patient surveys, it would be important, in light of the Hayes Report (2001), to seek former and existing patients’ views on how they would wish to have antenatal care under new, possibly distant, arrangements. 

· A review of the quality and type of information currently being recorded in the NIMATS system would seem to be timely given the difficulties in, for example, identifying the methods of placenta removal, collating socio-economic and domestic circumstance data and so on. 

A variety of suggestions and recommendations were made by interviewees and those who responded to the questionnaire survey, and a number of these could be usefully explored through pilot projects or targeted research studies. Approaches to breastfeeding education, on-line (electronic) access to midwifery advice and support, conventional (face-to-face) or on-line support groups for specific groups of women (e.g. those suffering post-natal depression) and on-line access to information (Internet websites with frequently asked questions, information on care and delivery choices etc) are examples of suggestions which could be followed up in pilot or research initiatives. 

A prospective study, in which data for analysis is gained directly from following the progress of representative samples of women throughout their pregnancy and labour, may also well prove a valuable alternative to attempting to work with the data available from NIMATS.

Appendix I

Criteria for Assessing Women as High-risk on Admission

The following criteria were used to exclude women from the ‘low-risk on admission’ category, from whose records the data for the first study were abstracted.

· Primigravida aged <16 or >38 years

· Primigravida height < 150 cm

· Booking weight <45 or >100kg

· Parity > 4

· Previous surgery on reproductive tract

· Previous caesarean section

· Multiple pregnancy

· Abnormality

· Requesting an epidural

· History of underlying disease e.g. cardiac, renal, metabolic, respiratory, neurological, malignancy

· Rhesus antibodies present

· Recurrent miscarriages >3

· History in previous pregnancy of:

· stillbirth

· rhesus antibodies

· IUGR

· pre-term labour <36 weeks

· premature rupture of membranes

· shoulder dystocia

· retained placenta

· post-partum haemorrhage

· Psychological disorders

· Substance abuse

Appendix II

Sample Frame for Postal Survey

	Care Model/Parity
	Downpatrick
	Lagan Valley

	
	Pop
	Sample
	Pop
	Sample

	Private
	
	
	
	

	Parity 1
	10
	10
	46
	10

	Parity 2
	6
	6
	74
	15

	Parity 3+
	7
	7
	36
	10

	Midwife-led
	N/A
	
	
	

	Parity 1
	
	
	117
	23

	Parity 2
	
	
	78
	16

	Parity 3+
	
	
	37
	10

	Team 
	
	
	
	

	Parity 1
	25
	10
	19
	19

	Parity 2
	33
	10
	13
	13

	Parity 3+
	6
	6
	10
	10

	Shared 
	
	
	
	

	Parity 1
	353
	71
	182
	36

	Parity 2
	319
	64
	143
	29

	Parity 3+
	206
	41
	65
	13

	Hospital 
	N/A
	
	
	

	Parity 1
	
	
	24
	10

	Parity 2
	
	
	20
	10

	Parity 3+
	
	
	11
	10

	Total
	965
	225 (23%)
	875
	234 (27%)


� Many of the low-risk category women in the Downpatrick sample could be considered as being under midwife-led care as they have only one consultation with a consultant, generally at 20 weeks.


� N.B. The care model titles are not exactly as they are in the published documentation and have been amended slightly for the purposes of this report.


� A 24 hour helpline is now available in both hospitals for breastfeeding advice.


� Note that row and column percentages in all tables may not total to exactly 100% owing to rounding. Frequencies may also not tally to the sample total in cases where multiple item completion was possible or where the number of valid responses was less than the number of completed abstraction forms or respondents (e.g. where questionnaire items were not completed owing to their lack of relevance to the respondent).


� The difference in the use of intermittent and continuous monitoring was also evident from the Stage 2 data, which showed that intermittent was used for 50% and 75% of the subjects in the Downpatrick and Lagan Valley samples respectively while continuous monitoring was used for 46% and 19% respectively.


� Note that it is unlikely that midwives, who represent the large majority of those who delivered the babies for the women concerned (see Table 7), would have carried out controlled cord traction procedures. This data is likely to represent data entry errors made on NIMATS the electronic Northern Ireland Maternity Service database.


� The recorded stillbirths included admissions with no foetal heart rate (one in each hospital) and one in which the recorded foetal heart rate on admission was slow.
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