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Abstract

Introduction :

Pregnant women increasingly expect to be involvediicisions about their care in

collaboration with their clinicians. This involvesof sharing information, knowledge,

experience and values, by both the woman and ithieiah in order to make

decisions together. Shared decision making is éshepertinent in the management

of pain in labour where there are many optionslalghd, with varying degrees of

evidence and acceptability. Pregnancy and childligrs context in which the

appropriateness of shared decision making hasystdn be thoroughly investigated.

Objectives

The key objectives of this research are as follows:

» To carry out a systematic literature review covgrivomen'’s experience of

labour and of pain relief in labowyr;

* To ascertain the views and expectations of vanpasps of women and

professionals using qualitative methodology in otdedevelop appropriate

decision SUPpoOH;

* To develop the most appropriate decision supporthoice of pain relief in

labour in order to assist women in the decisionintakrocess.

Methods

A qualitative approach was used to gain an in-dpptispective of the experience of

women and professionals. Semi-structured intervisas® conducted with women at

various stages of their pregnancy and during thest natal period, whilst focus

groups were undertaken with obstetricians, anagsthedelivery suite and




community midwives. Data were transcribed verbatimd analysed using the

principles of the constant comparison method. Mglysis was informed by my

relativist approach to my work, understanding thate are multiple realities which

need to be examined to gain a full understandirghafed decision making in this

context. The themes that emerged were used tafigém issues that were important

to the two groups.

Results:

The three3key result areaswerdentified werex=

1. Discordance between expectations and realities

Discordance was identified between what women exrpdn areas such as

how painful and how long labour would be, as wslirmawhat support would

be provided for example. There was also discordArt@een what the

professionals said they told women and the infoionavomen wantegk:

2. Information

Despite the information provision professionall flt that women were

generally unprepared for labour. This ill prepamagpointed to information

that did not answer questions women were asking,p@sented at times

when women were not receptive and in a formatwlzest not appropriate;

3. Values

At no point in pregnancy were women routinely askddt was important to

them regarding their labour in relation to painaelUnderstanding a




woman’s values would allow a midwife to offer omigof pain relief and

support that were congruent with these values, hlelgng the woman

achieve the birth she hoped for.

Discussion

The information needs of both women and profess$ismeeds to be recognised to

ensure that woman have access to sufficient detaihable them to engage in

decision making. The information should be deliderea format and at a time which

is acceptable to the women and which translateskimbwledge. During the antenatal

preparation of women it is important for midwivessupport women in clarifying

what is important them — their values. Clarificatimf a woman'’s values will enable

the healthcare professionals to discuss optiorndithveith women'’s values and

ensure they receive the support they desire diaimour.

| propose that during pregnancy we need to ensoreem are fully informed about

their options, the risks and benefits and are aéé#reir values, but do make a

decision antenatally — merely express a prefererts.model of antenatal

preparation would ensure that a woman was makinsides during labour in

reaction to the level of pain she was experienbiged on her knowledge and how

these choices related to her values.

Women also need to be made aware antenatally dhniatodabour there are elements

of unpredictability and events may rapidly becorha more urgent clinical nature.

At times of an emerging urgent clinical situatiordmives and clinical staff are in a




better position to recommend a course of actidmerahan deliberate options with the

woman.

Conclusion

To support women and healthcare professionalsda@ng in shared decision

making the following recommendations needs to besickered.

The maternity service needs to refine its infororaprovision including the risks and

benefits of each option. Provision needs to be niadéhose women who require

enough information to allow them to make informedidion as well as those who

require a greater depth of information.

Support needs to be developed for midwives and wamallow them to develop

new skills to allow engagement in shared decisiaking. Developing skills for

shared decision making early in pregnancy will pgudomen to make the many

decisions they face during pregnancy and once lfadiy is born.

A critical examination of antenatal education psimm needs to undertaken to ensure

information is being provided at a time and in exfat that is both appropriate and

accessible to a wide range of women. Responsilfditpreparation needs to be made

explicit and suitable resources of information @seel and shared.




Finally there needs to be a review of the curréntlh Iplan, to assessét’'suitability as

a tool for assessment of knowledge, clarificatibmalues and communication to

support shared decision making.

In conclusion the most appropriate way of suppgriuomen is to ensure that, at the

beginning of pregnancy, midwives start to prepanenén to make decisions by

giving them the skills necessary to be involvedhared decision making. This

preparation needs to be underpinned by appropnfiemation delivered in an

accessible manner and informed by what is impottatiie woman.
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Chapter 1

1 Introduction

This is a health service research study, conducted) qualitative methods, on
decision making regarding pain relief in laboura@ter 1 gives an overview of the
fields of decision making and pain relief in laboloelping to locate this study in the
wider body of literature. The two central concegftslecision making and pain relief
in labour are revisited throughout the thesis @neixe the relationship of the data to
each of the areas and the impact of this rese@hik first chapter concludes with a
section examining the background to this particstady, how the subject came to

light and the necessity for further research.

1.1 The role of the patient in decision making

The first concept is that of decision making, fiterature on which is rapidly
expanding. There is a spectrum of decision makiogd in clinical practice from
paternalism at one extreme, through shared deaisaking, to informed decision
making by the patient at the other extreme, whigh lieen identified by many
working in this field (Charles et al., 1999a; 199Bludley, 2001). Charles et al
(1999a; 1999b) in their work detail the differendaels of shared decision making. In
the paternalistic approach to decision making tifi@imation exchange is one way—
from doctor to patient—the professional determiniitat information is given to the
patient and what treatment is the best optiomfiormed decision making, the flow
of information is largely the same as that in théeemalistic model—from

professional to patient. The clinician is still fpemary source of the relevant
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information on the risks and benefits of the difetrtreatment options, but the
difference is that this then enables the patiemiaie an informed choice. In
informed decision making, beyond this informaticansfer the clinician has no
further role in this approach (Charles et al., 299%he defining nature of shared
decision making is its interactive approach, battips sharing their information,
acknowledging that, whereas clinicians posses&aliexpertise, patients are experts
regarding their own medical condition (Departmeritiealth, 2001), sharing their
personal details and values. This sharing enablesvaluation of the options and a
jointly agreed, shared, decision (Edwards and EM01b; Edwards and Elwyn,
2009). The distinction between paternalistic aretath decision-making relationships
between clinician and patient has been furtheifigddrby Roter and Hall (1992);

cited in (Edwards and Elwyn, 2009). Roter and lthdhtified a range of decision-
making approaches—from default, where none hagaoid paternalism, with
dominant doctors and, finally, a consumerist maklat is associated with the reverse
of paternalism, focusing on consumer rights andatteobligations. Finally, Roter
and Hall (1992) identified a model that they termaatuality, which is characterised
by a sharing of decision making; they saw thishasfavoured approach. There are
many definitions of shared decision making, butdhgnition that is generally
accepted, and the one on which the discussiorégithtesis are based, is that
provided by Charles et al (1997: 681): “Sharedsies making is the involvement of
both patient and doctor, a sharing of informatigrbbth parties taking steps to build
a consensus about preferred treatment and reaghiagreement about which
treatment to implement”—the sharing of informatmmoptions and values being

fundamental to achieving full participation in fhecess.
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Over recent years there has been an increasing toaaeds a form of clinical
decision making that engages the patient (Bekkat. £€1999). Charles et al. (1997)
saw this push for shared decision making as ingtighy a variety of factors,
including the consumer rights movement, the managemf long-term chronic
conditions in the community, as well as informedsent, which implies in itself a
minimum amount of shared decision making. This swfinterest and urgency to
involve patients in shared decision making haddemh assumption by some that, if
shared decision making works in one clinical aitea&ijll work in others. It is this

assumption that has led me to explore this aredéirotal care in more detail.

There is evidence that points to other reasonthfersurge in shared decision making.
Wennberg and Gittlesohn (1982) believe that ithesen led in part by an
identification of unexplained variations in praetidhose authors, prompted by
variations in rates of hysterectomies, looked & 4@all areas in six States in New
England and compared surgical rates across sigelagraphical areas. They found
that some communities were receiving more treatremt others, although there was
little difference in the population to warrant thigriation and they argued that this
was more to do with differences in styles of meldizactice. The procedures where
rates varied the most were the ones where ther@avakear best option in terms of
the medical evidence available. In light of thisadivery of variation in practice,
Wennberg and Gittlesohn (1982) advocated promationore informed medical
consumers. Such informed patients would underdtamdsks and benefits of the
different treatment options and make their owngnezfices known to their clinicians.
By making the decisions, these patients would tekliminate unnecessary

healthcare. According to a recent article by Mul2§09), unwarranted variation
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(such as that identified in New England) can beiced if more time is invested in
supporting clinicians and patients in their decisioaking process, including the
implementation of measures of quality and outcormbss proposal, highlighting the
role of an informed patient, had been outlinedieaby Barry et al. (1995), who
examined men who were suffering from benign prastatperplasia. Barry et al. also
suggested that decisions should be based on patikrs and preferences, as well as
on possible outcomes of different treatment optidin@se authors understood that
patients wanted to be given a great deal of inftionaabout their condition, and that
enhanced patient participation might (as Mulley0@0and Wennberg and Gittlesohn
(1982), had previously suggested) reduce unwardaveriation in practice and
improve medical decisions. The authors did havereservation, in that they thought
that patients who were bothered by mild symptonghtmdemand costly and
unwarranted treatment, but this concern was shoviae tunfounded in their study. A
further study of decision making (Hingorani and leate, 1999) demonstrated how
presentation to the patient of individualised Hebaknefits, which could result from
changes in their lifestyle via a variety of actipakows the patient to participate in
deciding which intervention is preferred to achiéwve health gains. All three of these
studies have shown how presenting patients withrinétion on the clinical evidence
and the likely effects of alternative options coallbw patients to be better informed
about treatment options and to make better-infordesmisions. In fact, many
decisions often have to be made in the face of agrertainty and ambiguity
regarding the outcomes of treatment, and sharisgesponsibility can mean that the

patient is involved in the decision (Mulley, 1989).
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As well as presenting patients with accessiblerinédion on the risks and benefits of
treatments in order for them to assess which treatmption they would prefer, an
essential element of shared decision making isahelarification of values,
sometimes also referred to as values elicitatiawgtds and Elwyn, 2009). This
involves finding out what is important to the pati@and how this might affect or
drive their decisions. It is often difficult forgatient to articulate which factors are
important in helping them to make a decision. Déston is needed between patient
and clinician to clarify values and to support eats’ involvement in the decision-
making process; this can be helped by the useai$ida aids, which are discussed

below.

There is an important distinction which needs tortzgle between information
provision and patient decision aids. Informaticafliets give details, risks and
benefits on the particular condition or treatmeptian being considered. Whereas,
decision aids are interventions designed to hedpgme patients to participate in
making specific choices, and to deliberate choéaeng options, by providing them
with information about the options and outcomes #nea relevant to their health
status, help patients clarify and communicate #rsgnal value they associate with
different features of the options (Elwyn et al.080O'Connor et al., 2006).
According to the Cochrane review (O'Connor et2006), effective decision aids
have three essential components: first, they pmgiddence-based information on
the risks and benefits of treatments or intervergticecondly, they help patients to
recognise the importance and the sensitive nafurew decisions; finally, by
providing structured steps for the discussion, thelp patients to clarify and

communicate their values, i.e. what is importartheim. One of the primary
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objectives of this communication between patiet doctor is to facilitate dialogue
and for patients to make choices between possidg¢nhent plans. In an ideal world,
the patient would come to the consultation witHisignt knowledge about the
available options, and clarity about their own pagd values, along with the ability
and desire to engage in decision making; in tura,doctor would support the patient
in this process. However, as this is seldom the zageality (Barnato et al., 2007),
such communication needs to be supported, dedsitsnbeing one effective method

of achieving this.

A report issued by the Department of Health in20@atient and public
involvement in the new NHS” (2003), called for ieased patient participation. The
aim of the report was to improve services outcoamesreduce inequalities. However,
despite the national importance of such engagerasr@allaghan and Wistow (2006)
have pointed out, the actual level of engagenreatich national initiatives to

increase participation in health care is low.

Because of this relatively low engagement of pasiginterventions such as shared
decision making have been backed by the Departofétealth in an effort to inform
patients about health care options and to invdieetin decisions (Elwyn and
Edwards, 2001). The focus on patient-centred aadelze involvement of users in
service development has continued to challengéralaitional paternalistic approach
to decision making in health care, with emphasis oo informed patients and shared
decision making. A wide variety of decision aidy&&een developed to support

better-informed decisions, ranging from patienfléta, to interactive CDs and




Chapter 1

computerised decision-support tools (Edwards eR@0D0). There is also a developing
field of work on risk communication and perceptieramining how best to convey
information in such a way that patients understhedisks and benefits they face
(Edwards and Elwyn, 2001a; Robinson and Thomsotl 2OWhat is currently less
evident is research that considers the contexhiciwdecisions are made—the
setting, the people involved, the organisatiormalcstires and the expertise; these are
particularly relevant with regard to an emotive mv&uch as childbirth. Childbirth (in
particular, decisions about pain relief in labdardne such clinical area where there
is scant evidence about the best way to engage womthe decision-making

process.

1.2 Decision making regarding pain relief in labour

To put this study into context, this section focusa the precise nature of pain in
labour, on some of the debates that surrounddtoandecision making directly

associated with the relief of that pain.

Pain in the early stages of labour is a resulttefine contractions and may be felt in
the abdomen, back and pelvis (Camann and Alexa@68); these contractions
increase in intensity and frequency as labour gsggs. The pain experienced in
labour is subjective, with all women experiencirajnpof varying duration and

intensity (Yearby, 2000).
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Historically, various methods of reducing or eliiimg labour pain have been
introduced, with varying degrees of success. Detdithe history of pain relief in
labour and of the methods available are given aptdr 3. It is important to
emphasise that the pharmacological relief of lalpaim is a relatively modern
intervention, with ether and chloroform first beinged in 1847. Subsequently,
several other options have been introduced, sortermore evidence of

effectiveness—and some of which are more acceptalvl®emen—than others.

The fact that methods of pain relief are readilgikable does not mean that they are
acceptable to all women or professionals workinthia field. In fact, there is an
ongoing debate around pain relief, often referceldyt Leap (1998; 2001; 2000; Leap
and Newburn, 2010) and others as the “pain parddi@m one side of the argument
there are supporters of the approach that paimnie#hing that can, and should, be
worked through naturally to achieve a fulfillingthi, allowing the body to take
control and release its own natural painkillergla@phins (Evans, 2006). Others
oppose this debate, arguing that, if options aeélable to ease pain, they should be
used and seen as a benefit of modern living; woshenld not feel guilty or ‘a

failure’ for making best use of them.

Not all women may be aware of the options avaddbi pain relief, nor may all of
these options be available on all delivery suitethe UK. Units that are midwifery
led may be restricted to options such as TranseotanElectrical Nerve Stimulation
(TENS), water births and opiates, if they do notchanaesthetic cover. Those

hospitals with consultant-led units may have actesdl of the different options,
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including the epidural, but this access may beioéstl if anaesthetic cover is not

available 24 hours a day.

As identified in section 1.1, the drive in the NKHSo0 involve more patients in

making decisions about their healthcare. Howebasé choices need to be set in the
context of which service is involved, the locatishere the service is being accessed,
the cost, the implications of the choices, andctivenorbidities or risk factors of the
individual patient. It would be wrong and misleagiio imply that pregnant women
have unbounded choices, with no regard for cosgxample, or for the infrastructure

needed to support the provision of a particulaiag@Schott, 2001).

The involvement of women in decisions about labeas the focus of a report
entitled ‘Changing Childbirth’ (Department of HdgltL993), which emphasised the
development of women-centred care. This was foltbime ‘'The NHS Plan’, which
was also clear that patients were to be at theeentreforms and that choice could
be exercised only by properly informed patientsg@&ément of Health, 2000). One of
the key recommendations of the National InstitoteHealth and Clinical Excellence
(NICE) has been that pregnant women should beesffevidence-based information
and support to enable them to make informed detwssiegarding their care(National
Institute for Health and Clinical Excellence, 20Q08hother NICE recommendation
has been that information should include detailwloére women will be seen and of
who will undertake their care. NICE went even farimoting that addressing
women'’s choices “should be recognised as beingiat¢o the decision making

process” (National Institute for Health and CliniExcellence, 2003:4); however, no
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instruction or guidance was given as to how théséces ought to be addressed or

included in routine practice.

Following such guidance from the Department of iHeahd NICE, it is now widely
accepted that women should be given informationtenihvolved in decision making
during pregnancy (Watkins and Weeks, 2009). Whabislear is what information
they should be given, and what format and leveled&il would most benefit women
and help them to engage in this decision-makingese (Watkins and Weeks, 2009).
The Midwives Information and Resource Service (MRB) aims to be the central
source of information relating to childbirth anddisseminate this information to
midwives both nationally and internationally, theyeassisting them to improve
maternity care (MIDIRS, 2010). However, the MIDIRGflets are very much

information leaflets, as opposed to aids to supgecision making.

The relationship between the provision of inforroatand the quality of subsequent
choice and decision making in significant life etgersuch as childbirth, remains
uncertain. It is unclear whether, in fact, pregnaomen are indeed “expert patients”
(a term often used when referring to a patient witbng-term chronic condition) in
terms of how well informed they are and how empaadéhey are to be fully engaged
(Department of Health, 2001). There is some eviddasuggest that participating
actively in the decision-making process, as recontiad by organisations such as
NICE, is an important issue in childbirth satisfact(Hodnett, 2002) . However,
factors affecting satisfaction in childbirth mayt fbe the same as those that contribute

to effective decision making: perceived effectieeidions in childbirth could include

10
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those with a minimum degree of decisional confidt after making the decision
(O'Connor, 1995); a positive outcome (minimal deait, healthy newborn); or

satisfaction with the actual decision-making praeces

The recent clinical guidelines on antenatal caateghat women should be offered
evidenced-based information in order to make ingxrdecisions, and that women'’s
choices should be recognised as an integral paneadecision-making process
(National Institute for Clinical Excellence, 2008regnant women are given a great
deal of information on aspects of pain relief indar, provided by a range of sources,
at different intervals and of variable quality (@t8ain et al., 2002). This information
is currently provided in different ways and itsegffiveness is largely untested. The
timing of the provision of the information, its dent and the medium by which it
should be provided, all remain a matter for debatk investigation. There are many
examples of decision aids to support shared decimiaking that have limited
availability to women making decisions about pailief before or during labour. It is
important to reiterate that information leafletsrtiselves do not support the decision
process, but merely provide the information. Detisaids help to clarify the decision
that has to be made and the options availablejdimd the risks and benefits as well
as patient values. Given this scarcity of decisapport tools, such effective ways of
helping health professionals to support pregnamh&min making informed decisions
was identified by NICE as an area ripe for reseédtional Institute for Health and

Clinical Excellence, 2007).

11
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The birth plan was seen by some as a form of asidecaid originally designed as a
way of assisting women in decision making, helpirggmen to focus on their own
power and to control what happens to them (Fah§2R0rhe birth plan was intended
to clarify women'’s decisions, to help them to conmisate these to caregivers and
thus (it was hoped) avoid unwanted escalatingvetaions (Lothian, 2006). Lothian
(2006) maintains that a birth plan was never ingehi be a list of requests but,
rather, a tool for communication, to provide anaing dialogue and a structure
within which to make choices. This concept of d that aids dialogue, to enable the
patient and healthcare professional to reach & goishared decision, is the premise
on which decision aids for shared decision makiegenset, but this intended role for

birth plans seems to have been neglected in rgcaatice.

The premise for the body of research reported Wareto work with local health
professionals and pregnant women in order to iflehtiw decision making is
currently viewed as regards pain relief in labauat how this process could be
supported, given the background identified. Thiglddhen help to improve decision

support in this clinical setting.

1.3 Background to the study

This study resulted from my interest in decisiorking, especially in those clinical
areas that have yet to include shared decisionngakieveryday clinical practice. It
seemed, at one point, to be assumed that, bedaarsziglecision making was

successful in some clinical areas, it would worklirareas. After extensive reading
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and discussion, it seemed to me that an importaatta investigate was one in which
information was given, a decision was made andhtiien occurred at different
points in time. This idea of decision making beamgongoing process that evolves
over multiple encounters (Entwistle, 2000), a raofjpeople and a distributed time
frame, has been termed by Rapley (2008) ‘distrihdtecision making'—a way of
understanding the distributed nature of decisiokingathat must be examined if we

are to understand the processes at work in thexbot pregnancy and labour.

Regarding its distributed nature, information abymait relief is provided to a woman
in advance of the actual decision— in fact, thrauglpregnancy. A discussion is
held between the woman and her community midwifgparoximately 36 weeks of
pregnancy about the choices she would like to niakpain relief. These choices are
sometimes recorded in the maternity records aranexf to by some as a birth plan.
These choices are not acted upon until a womanigtekbour 2—6 weeks later,
when she is usually supported by a different dejhgeiite midwife. This process of
distributed decision making gives rise to many tjoas, not least what happens in
the period between the decision being made andvéet. If a decision is being made
in the context of a chronic illness, the patierd kame experience of the problem and
of living with that condition. In pregnancy we agking women to make decisions on
the relief of a pain that has never been experibgeprimiparous woman, one which
multiparous women find difficult to remember, amiedhat professionals find hard to
describe. There is also no accurate way of predjdtow painful each individual
labour will be, how long it will last or what comghtions might arise, all of which

are important factors which affect what choicesraagle about pain relief. There are

many similarities between decisions in labour atieioclinical decisions; however,
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the urgency of decisions in labour is where thifeds. Although information is given
and discussions take place with pregnant womeniwelilvance of labour, and
options are considered and planned for, the ade@kions are made throughout
labour and often as a matter of urgency when labotually begins, responding to
the events of labour. Despite acknowledging thatamenot answer some questions
posed by women in order to make a decision (e w.lbog will labour last; how
painful will it be?), women are still being askedniake a decision and to formulate a

birth plan, at between 36 and 38 weeks of pregnancy

Given that women need to be informed and wish tkentkecisions as part of their
preparation for labour (McCrea and Wright, 1999;0viea et al., 2000a), and
midwives will continue to have discussions with wemrabout their choices as part of
antenatal care, my intention was to examine waysipporting both women and the
professionals that assist them in this decisionintprocess. | set out initially to
develop a decision support tool for women, to preplaem for decisions about pain
relief in labour. What actually occurred is disats& subsequent chapters, and led to
a detailed examination of decisions in labour, frehich | hope to identify the most
appropriate future means of supporting women amtiines in decisions about pain

in labour.

The original research objectives of this study wasdollows:-

» To carry out a systematic literature review covgmomen’s experiences of

labour and of pain relief in labour;
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» To ascertain the views and expectations of vargwasps of women and
professionals using qualitative methodology in otdedevelop appropriate

decision-making support;

* To develop the most appropriate decision supporttioice of pain relief in

labour in order to assist in women’s decision-mglpnocess.

The structure of my thesis is informed by the eigrares of the women and
professionals involved in this study. The aim a$timy first chapter, is to set out the
context in which this work was undertaken, identifythe key literature in the fields
of both decision making and pain relief in labowemCepts such as shared decision
making, decision aids, values elicitation and dyalf decisions made have been
introduced in this chapter. Chapter 2 details &esyatic literature review that was
undertaken in order to provide some backgrounditstudy. The literature review
looked at work that had focused on the expectatmisexperiences of women
regarding pain relief in labour. This detailed eawviof the literature not only informed
the questions that | would later ask the womengantessionals, but also allowed me
to place my work in the broader field of recenemsh. Chapter 3 provides a general
historical narrative on pain relief in labour, aslvas essential background
information on each of the methods of pain rel@hmonly used in obstetric units in
the UK. The aim of this chapter (3) is to providgekground information as well as
an insight into the evidence that is available tongn and professionals to enable
them to make decisions. In chapter 4 there arélslefethe methods, methodological
approaches, ethical and theoretical issues arteanalysis that was utilized.
Chapter 4 also discusses the key theoretical aridloghelogical approaches, giving an

insight into how the research was conducted andthevanalysis was approached.
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Chapters 5, 6 and 7 detail the results from therigws with the pregnant women in
the study. Chapter 5 focuses on the results pértpto the antenatal period and the
issues that were important to women throughouttifme. Chapter 6 concentrates on
those aspects during delivery that were importamiamen, while chapter 7 focuses
on the postnatal period. Chapter 8 outlines thelteebtained from focus groups
conducted with professionals who work with womeniyipregnancy and labour.
The Discussion chapter (9) outlines my reflectionsindertaking this piece of work
and identifies my main findings and the implicasdhat these have for the fields of
decision making and pain relief in labour; the picad implications of the results are
also outlined. Finally, the conclusion chapter (A3ws together some of the findings
described in the Results, and reiterates the migimeents made throughout the

thesis, as well as possible ways forward for tegearch area.
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2 Expectations and experiences of pain relief in leiba
systematic narrative review of the literature.

This chapter gives details of a literature revibat twas undertaken as a result of a
gap identified when the literature on pain reliefdbour was initially explored.
During the research for the background to the stitdyas apparent that there was
discordance between women’s expectations of paimsthods of pain relief in
labour and their experience. There also appearkd #similar mismatch between
women’s expectations and their involvement in denisnaking. As a result, |
conducted a systematic review of the literaturaddress the following questions
(Lally et al., 2008)what are women'’s expectations about pain, itsfrdlieing labour
and their involvement in the decision-making precese women's expectations met
by their experiences; The results of this literatrgview are discussed in terms of
their impact on the field of shared decision malgegerally, and specifically in

relation to decisions about pain relief in labour.

2.1 Background to the systematic review

As well as identifying why it is important to coratuthis review, | must also outline
what is meant by ‘expectations’ and locate thiskweithin research from the
expectations field. According to Leung et al. (2D@Xpectations are an individual's
assessment of the most likely outcomes. These tatpmts are derived from multiple
sources, including severity of their symptoms, hanerable they feel, previous
experience and knowledge (Kravitz et al., 1996prpson and Sunol (1994)
developed this notion further, stating that thereactually four different types of

expectations: the first type is ‘ideal’, referritigthe desired or preferred outcomes;
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the second is ‘predicted’, which relates to whatdaially expected; the third type is
‘normative’, which is what should happen; the fibgle is ‘unrformed’. It is
important to recognise that understanding healfeetations may become
increasingly important in attempts to make decisiaking relevant to individual
patients (Janzen et al., 2006), with efforts toaingtatients’ decisions to their
expectations. A hope is sometimes referred torm#d@al expectation, a person’s
assessment of the most desirable outcome’ (Leual, &009), although this is not
accepted by all (Janzen et al., 2006). Hopes apéatations feature highly in
decision making generally, and in decisions abalblr in particular. Health
professionals need to maintain a balance betwessuesiging reasonable hope and

creating unrealistic expectations (Leung et alQ90

Throughout pregnancy, women create expectatiohswfpainful labour will be.
Childbirth is viewed as one of the most painful@eehat a woman is likely to
experience. The multidimensional aspect and intges$ilabour pain far exceeds the
pain in chronic disease conditions (Niven, 199ediand Gijsbers, 1984). It is,
therefore, not surprising that many pregnant woimare concerns about the pain
they will encounter and the methods of pain reheft will be available during labour.
A woman'’s lack of appropriate knowledge about isksrand benefits of the various
methods of pain relief is thought to heighten hediety (Abdullah, 2002; Raynes-

Greenow et al., 2007), which is a factor that denisupport seeks to address.

As discussed in the background chapter, womemareasingly expected, and

themselves expect, to participate in decisions atair healthcare, including those
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involved in pregnancy and childbirth (Bekker et 4899; Elwyn and Edwards, 2001;
Say and Thomson, 2003). There are many decisiowkith women may be

involved during pregnancy—decisions regarding tstéetal abnormalities,
decisions regarding options for place of delivenyd decisions regarding the options
available for pain relief in labour. The choicesitable and utilisation of various
pain relief options vary both within and betweenmies (Health Care Commission,
2008; National Health Service, 2009). Wennberg @itdesohn (1982) argued that
the uncertainty of the evidence for pain-reliefiops accounts for this unexplained
variation and that involvement of patients wouldlelie them to make better-informed
decisions by being presented with both the clingsédlence and the likely effects of
alternative interventions. These recommendationswariving patients in the
decision-making process may be appropriate to peepamen during pregnancy but

may not be viable for women once labour has begun.

As discussed previously, one method of elaboratpan the options, the risks and
benefits, and providing support in the decision-imglprocess, is that of decision
aids. A Cochrane systematic review of studies ealg the use of decision aids
concluded that they can improve knowledge, redeoéstbnal conflict and engage
patients more actively in decision making, but hlittle effect on satisfaction and a
variable effect on the actual decisions made (OY0oet al., 2006). Although a great
deal of information is made available to women tigfwout their pregnancy, and there
are several published Cochrane reviews on theteféeess of specific obstetric
interventions (Hodnett et al., 2003; Hughes et2dlQ3; Smith et al., 2001), there is
limited availability of decision aids to assist wemwhen making decisions about

pain relief in labour (MIDIRS, 2005a; Roberts ef aD04). Recent guidelines on
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routine antenatal care in the UK identified thecheeimplement effective ways of
helping health professionals to support pregnamh&min making informed decisions
during labour (Department of Health, 2007; Natiolmatitute for Health and Clinical
Excellence, 2003). This also asserts that heakhmanfessionals should consider how
their own values and beliefs inform their attitiafdhow women ‘ought’ to cope with
pain in labour and that professionals should enthaktheir care supports the

woman'’s choice (National Institute for Health arlihical Excellence, 2007).

This relationship of support between healthcarégssionals and the patient has been
identified in a systematic review that sought tmsarise what is known about
satisfaction with childbirth, with particular attéan to the roles of pain and pain

relief, and this has provided some insight into veam expectations and experience
of pregnancy (Hodnett, 2002). In a review of 35omtpof 29 studies, Hodnett has
identified four key factors that influence satigfac—namely personal expectations,
the amount of support from caregivers, the qualitthe caregiver—patient
relationship, and involvement in decision makiray; é&xample, the author reported
that an increase in involvement in decision makéugto a greater degree of
satisfaction. Those four factors appear to be gmwitant that, when women evaluate
their childbirth experiences, they override thduahces of age, socioeconomic status,
ethnicity, childbirth preparation, the physicalthienvironment, pain, immobility,

medical interventions, and continuity of care (Hein2002).

This systematic review was undertaken in ordedtiress some of the gaps in

knowledge identified in the recent guidelines, #rake identified in my own search

20



Chapter 2

for information regarding expectations and expexeim particular. The following
sections detail the methods used to conduct thieweand the subsequent analysis of

the included papers.

2.2 Systematic Review Method

Combinations of key words used in this literatugarsh included childbirth, labour
(labor), pain, pain relief, obstetric analgesigyerience and expectations. Studies of
both pharmacological and non-pharmacological metfudgbain relief were
considered. The following literature databases wwesrched using those key words:
Medical Literature Analysis and Retrieval Systemi@n(MEDLINE, 1966—2007),
Cumulative Index to Nursing and Allied Health Lagure (CINAHL, 1982—2007),
Bath Information and Database Service (BIDS, 1990+2, Excerpta Medica
Database Guide (EMBASE, 1980-2007), Midwives Infation and Resource
(MIDIRS), Sociological abstracts (1963—2007) angdAtNFO Medline (1906—
2007). The Cochrane database of systematic rexaedigrey literature was also
searched. Publications were limited to English legge only. Searches were also

performed of the references of the key papers dedin the review.

The search identified studies using both qualigatind quantitative methods; both
were included in this review in order to provideamprehensive integrative overview
of the current evidence. Studies were includeldf/tused recognised robust methods
to investigate or describe women’s experiencesoarekpectations about pain relief

and the decision-making process. Studies were @edlif the focus was on a specific
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type of pain relief (for example, effectivenesshad epidural), a measurement of pain
(a scale), or another aspect of labour such ag pidelivery. Discussion of specific
methods of pain relief was excluded because thiswewas intended to capture
women’s expectations and experiences regardingipa@bpour generally, rather than
for a specific method of pain relief, and it wasided that inclusion of these papers
would be too wide a remit for this review. Thearatipapers and personal accounts
about childbirth were also excluded, as they didfuléil the inclusion criteria for
good-quality research design, with no robust methiddntified and were often
narratives of bad experiences. It should be ndtatieéxpectations, experiences and
decision making in the quantitative papers wereroffecondary outcomes rather than
the primary outcomes of the research; papers whéerevas the case were included as
they were still able to provide important inforneetirelevant to the review question.
All qualitative papers were assessed in terms liditsg methods used and analysis of
the results, using the Critical Appraisal Skill@gamme (CASP) appraisal tool for
gualitative research (Public Health Resource 24i@6) (Figure 1). For quantitative
papers, a framework for appraising a survey (Rettiand Roberts, 2006) was
appropriate for the needs of this review includamgadditional question on whether

or not ethical issues had been taken into accdtigtie 2).
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Figure 1: Qualitative Assessment Toc

Was the aim of the research question clear?

Is a qualitative methodology appropriate?

Detailed questions

Was the research design appropriate to addressntseof the research?
Was the recruitment strategy appropriate to thesahthe research?
Were the data collected in a way that addresserk®arch issue?
Is there evidence of reflexivity?

Have ethical issues been taken into account o trevethical
implications been appropriately considered?

8. Was the data analysis sufficiently rigorous?

9. Is there a clear statement of findings?

10.How valuable do we think the research is to thidybof knowledge?

NoohkrwNPER

Fi

1
2
3
4
5.
6
7
8
9.
1

1
1
1

14.1s there adequate description of the data?

1

1
1

igure 2: Quantitative Assessment Tool

. What was the response rate?

. What question is the study aiming to answer?

. Was the survey specifically designed with this ¢oasn mind?

. Does the survey measures used allow this questibe answered clearly?

Is the population surveyed clearly described?

. How was the survey carried out?

. Is the denominator reported?

. Are the measures reported objective and reliable?

Are these the most appropriate measures for ansgviré study question?

0.If the study compares different subgroups fromsiherey, were the data obtainef
from these different groups by means of the santeads?

1.1s the survey method likely to have introduced Bigant bias?

2.Have ethical issues been taken into account?

3.Is the study large enough?

5.1s there evidence of multiple statistical testioglarge numbers of post hoc
analyses?

6. Are the statistical analyses appropriate?

7.1s there evidence of any other bias?

The searches produced 346 papers; the abstraaiigabpers identified were read in
order to exclude those not meeting the inclusideria. However, the inclusion and

exclusion criteria produced a collection of literat that was limited by the fact that
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there are few empirical studies on non-pharmaccéddorms of pain relief. Those
excluded at this stage focused on the followingpecific type of pain relief (82); a
measure of pain (37); another aspect of labour)(E2professional or personal
viewpoint (30); and others (8). In all, 277 pape&ese excluded; 69 full articles were
retrieved and subsequently, if included, appraisddll. Of these, 32 papers (13
qualitative and 19 quantitative) met the inclusioiteria; 37 full text papers were
excluded for the following reasons: their focus wasexperience of specific methods
of pain relief (4), measurement of pain (4), attés and descriptions of labour and
pain (13), midwives’ perceptions (4), assessmeimtefventions (5), general
satisfaction (5) or antenatal education (2). Uraiety about inclusion was resolved
by discussion between two reviewers (Richard Thonasa Joanne Lally). Data
were extracted from each paper using the apprepaigpraisal tool (Figure 1 and
Figure 2). These appraisal tools enabled a stredtapproach to assessment of the
quality of individual papers. Issues regarding gudbsuch as timing of questions, or
countries in which the study was undertaken), whiety have an impact on

interpretation, are discussed below.

Once all of the included studies had been apprafeadrecurring key themes were
identified: these were the level and type of ppain relief, involvement in decision
making, and control. Within each theme the resuéiee broken down into sections
on expectations, experience and the discordaneeebatexpectation and experience,
in order to best address the research questioted dbtailing the studies are
included, along with a review of the quality of Rgmaper according to the criteria set

out in the methods (Appendix 1and 2).
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2.4 The level and type of pain

The first key theme identified relates to painlitsénow painful the women expected
birth to be, expectation of where the pain woulgbgsically experienced and how
this pain would manifest itself. The details of #tadies focusing on these areas are

outlined below.

2.4.1 Expectations of level and type of pain

The studies that were identified as exploring tkgeetations of pregnant women
about the level and type of pain vary in their tessihe key issues identified in this
literature include positive and negative percegiohpain; the concept that pain in
labour differs from pain experienced in an ilinemsl variation in the anticipated

level of pain.

First, | will highlight those studies exploring thesitive and negative perceptions of
pain. One large qualitative study in Australia digsr women’s negative
expectations of pain (Fenwick et al., 2005). Théswa self-selected sample of 202
women who were either pregnant or had deliverateriast 12 months. However, the
results for all women were presented together isadifficult to distinguish which
expectations had been formed by women’s own expegief a recent labour and
which by others’ prior experiences (Kravitz et 4B96). The study highlighted two
themes reflecting a negative outlook on childbififst, that some women are
anxious, scared and frightened of the childbirthezience; secondly, that women
expect it to be a medical event in which it is assd there will be intervention. The

authors argue that the women who were intervieweeshiw birth as a potentially
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negative experience, and that this was shapeddiyahtenatal fear and concern
about the anticipated severity of the pain theyld/@xperience (Fenwick et al.,
2005). The authors concluded that is it is esskthté research continues to focus on
developing strategies to assist women to confrodtdeal with these fears. Also, as a
society we need to examine labour pain and paief redrefully, to enable us to
promote the belief that women can give birth susftaly, coping with the pain

experienced.

A second study, conducted in Jordan, also foundd® (71/77) of the women in
the study expected a negative first experiencénitdloirth—either frightening (66%),
very long (63%), too difficult (66%) or painful (78 (Oweis and Abushaikha, 2004).
The findings that can be taken from this study ajpplied to the National Health
Service (NHS) in the UK are limited, because ofdbkural differences and
differences in provision in maternity care betwderdanian and Western culture and
medicine. However, the issue of negativity raisgdhese two studies should be

considered when examining women’s expectations.

In contrast to these negative expectations, a Svedfudy describes women'’s
positive expectations, which are linked to theircggtion of a positive outcome. They
also found that, although women find pain harddsadibe, they often do so in
contradictory terms, “I think it's a happy painptigh it's hell!” (Lundgren and
Dahlberg, 1998:107); the transition for the womethiis study as they became
mothers gave their pain a positive meaning (Lunagred Dahlberg, 1998). However,

this study was conducted postnatally in a birtrdegtre, the ethos of which was that
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of natural birth and pain bringing women closetheir babies; it is likely that this
ethos, along with the fact that the women were tiesd postnatally (potentially at a
time of euphoria relating to the success of ththpiinfluenced the positive
expressions about pain. Waldenstrom et al. (1996heyed 278 women in Sweden
within 2 days of giving birth: they found that 28%those women in the study
assessed pain as a more positive aspect of ldiautnegative one. This positive
perspective on the pain experienced may suggesthéhactual coping with pain is a
rewarding, satisfying experience for some womeiherathan suggesting that the
satisfaction lies with the pain itself (Waldenstretral., 1996b). However, in
opposition to this view, Salmon et al. (1990) fouhdt women'’s ratings of the
painfulness of labour were unrelated to feelingaatfievement—in fact, a painful

birth was just as likely to have a positive evaluaas a pain-free one.

The second key issue identified was that of tha p&labour differing from pain
experienced in other circumstances such as a chitbréss, which was identified by
two authors in particular. Those authors propobatithere is a risk that, as a society,
we expect to treat pain in labour like an illneSsgen et al., 1990; Lundgren and
Dahlberg, 1998), i.e. a side effect that shoul@taelicated. However, Green and
colleagues (1990) found that not all women agreitid tiveir concept that labour pain
differs from the pain of an illness; it tended ®rhainly the better-educated in their
study who highlighted this difference (Green et #90). However, of the 825
women who were surveyed from six different hospijtélLl% overall saw labour pain
as differing from other types of pain. The studyllaymdgren and Dahlberg (1998)
was conducted with women who gave birth at anrsdtire birth centre, so their

views may not be representative of the populata whole.
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The final key issue regarding expectations is ¢vellor severity of pain. Several
studies reported that women often anticipate suffezxtreme or unbearable pain
during labour (Green, 1993; McCrea and Wright, 1®®apiro et al., 1998). McCrea
and Wright (1999) conducted a study of 100 multparand primiparous women
shortly after birth. They suggested that the womvn had expected labour to be
“quite painful”, on a five-point scale ranging frorary painful to not at all painful,
were worried about the painfulness of labour antewiee ones who held realistic

expectations of how painful labour would be (McCaaa Wright, 1999).

It is important to recognise the potential impadhese differences in expectations
about pain. As Fenwick and colleagues (2005) ifiedtichoices that are made
throughout labour about pain relief are made orbdsés of how women anticipate
labour generally. For example, if a woman viewslatas a medical condition with
risks, she may be more likely to choose pharmadcabgain relief to eradicate the
pain. If however, she views labour as a normalreatdral process, she may be more
likely to employ natural methods of coping and paiief. One study found that
expectations about the level of anticipated pdiluémced a primiparous woman’s
perception or satisfaction with the birth experiereither negatively, by making
them feel a failure as they were in greater paam tixpected, or positively, by being
pleasantly surprised that the “torments which vexqgected” never materialised
(Halldorsdottir and Karlsdottir, 1996:52). It iffiult to envisage how we ensure that
women’s expectations regarding the positive or tiegi@spects, the type, or the level

of pain are closely matched with their experience.

28



Chapter 2

2.4.2 Experience of level and type of pain

The studies that focused on actual experienceinfipdabour identified a wide range
of experiences: one study found no difference jmeetation and experience of pain
levels (Slade et al., 1993); however, in the majaf studies (Fridh and Gaston-
Johannson, 1990; Gibbins and Thomson, 2001; Gi€®3; Halldorsdottir and
Karlsdottir, 1996; Peach, 1991; Shapiro et al. 8)9&omen found that the pain
experienced was worse than anticipated; only insbngy did women report their

pain to be less than expected (Gibbins and Thon2it,).

The six studies where the pain experienced wasfftaibe worse than expected, in
which women were questioned between two month2@ngkars after birth, reported
that this was especially true in the case of prarops women (Fridh and Gaston-
Johannson, 1990; Gibbins and Thomson, 2001; GI&93; Halldorsdottir and
Karlsdottir, 1996; Peach, 1991; Shapiro et al.,8)9€are does need to be taken when
interpreting these data, as recall may be alteyetidotime lag between labour and
reported experience. One study reported womelirsgpgerience to be better,
although different, than they expected (Gibbins @hdmson, 2001). Those authors
found that three of the eight women questionedrilesst their labour as less painful,
but the contractions as being more intense, thpaa®d. Those three women also
had the shortest duration of labour in the studplftds and Thomson, 2001), which
may have had a significant impact on their ovexgfierience. However, the other
five women in this small qualitative study foune tbain to be worse than expected.

The other unexpected qualities of pain reportetiimstudy related to the location of
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the pain rather than the severity, i.e. pain in wols backs rather than in their
abdomen, or the pattern of pain coming in wavdsgerathan being constant (Gibbins
and Thomson, 2001). Itis clear from these stughesh and Gaston-Johannson,
1990; Gibbins and Thomson, 2001; Green, 1993; dedtibttir and Karlsdottir, 1996;
Peach, 1991; Shapiro et al., 1998) that the expegief pain for many women differs
from that which they anticipated. Following on frahis, Waldenstrom et al (2004)
conducted a large longitudinal cohort study of 2, 4®men in Sweden and found that
9.5% of their sample expected labour to be the & imaginable and were then
more likely to go on to experience a more painfiegative experience, in contrast to
women whose view antenatally was more optimistids Tmplies that women'’s
expectations shape their experiences (Waldensttam, 004), and gives even more
weight to the argument that women’s expectationsiishbe matched with their

experiences.

2.4.3 Discrepancy between expectation and experiencabolr pain

Several of the included studies reported a disor@phetween expectation and reality
(Fridh and Gaston-Johannson, 1990; Gibbins and $ba2001; Green, 1993;
Halldorsdottir and Karlsdottir, 1996; Peach, 198hapiro et al., 1998; Waldenstrom

et al., 2004), focusing particularly on the undéneation of the level of pain.

The fact that women underestimate the level of gsupported by several authors
including Waldenstrom et al.(1996a), who specificalentified the underestimation
of the “intensity” of labour pain as the primarasen for the gap in reality. However,

this was the only study where women were askechptaty about their antenatal
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expectations and their actual experience; it magithieult, after birth, to accurately
recall antenatal expectations. In a study by Sbapid colleagues (1998), an
antenatal questionnaire of 324 women found that @6ficipated suffering extreme
pain but, when questioned postnatally, 65% actualiyprted experiencing extreme
pain before they received analgesia. In a furthefys differences in expectations
were highlighted between multiparous and primiparsomen, with more
primiparous women rating pain as worse than expgétedh and Gaston-Johannson,
1990). Green et al. (1990) also found that, foraq8=133/710) of women, pain

was not as expected, and for a further 36% (N=2%D/it was as expected in some
ways but not in others; the primary way in whicliffered, as reported by 20%

(N=143/710), was in being more painful (Green gt1890).

The studies included largely show that women urslenate the intensity of the pain
that they will experience. If women are not ablé&we more accurate or realistic
expectations about pain in labour, they will nole to prepare themselves

appropriately for labour or to make appropriateices.

2.5 Pain relief

Several of the papers identified focused on thecethf various methods of pain relief

and whether it was as anticipated.
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2.5.1 Expectations of pain relief

Studies of women’s expectations of pain relief fwmsurprisingly, that many
women wanted to access effective pain relief. Haxea wide range of preferences
was identified, ranging from women wanting no dragall during labour to those
requesting enough drugs necessary to make labiher @ manageable or a pain-free

experience.

The issue of wanting effective pain relief was iiféed in a quantitative study of 890
women in Finland, where women were questioned amguad pain relief. The study
found that pregnant women are generally well infedirwith 93% of primiparous and
89% of multiparous women in the study having atéghdntenatal education. The
study also identified that 88% of the women hachpéad to request pharmacological
pain relief, expected to have effective pain rediefl were disappointed if their wishes
were not fulfilled. The authors argue that womeoutth be prepared for the
possibility that they may need to have some formpaih relief or they may feel
disappointed if they have not considered this attdly—if they need an epidural,
for example, when they had not prepared for thisjimlity (Kangas-Saarela and
Kangas-Karki, 1994). However, in contrast, othexgehargued that, by introducing
women to this “pain relief menu” of the options datle, we are undermining
women and that we should be encouraging women tk with pain (Leap and

Anderson, 2004).
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Several studies have examined the level of pailefridlat women expect to achieve
during labour (Beaton and Gupton, 1990; Gibbins Bimdmson, 2001; Green, 1993;
Rajan, 1993; Ranta et al., 1995). In a postal dquasiire survey, 67% of women
wanted the minimum amount of drugs to keep the painageable, 22% said they
would “put up with a lot of pain to have a drugdiabour”, whereas only 9% wanted
the most pain free labour drugs can give (Gree@33Y). Rajan (1993) and Ranta et
al. (1995) identified women within their study gpsuwho, when questioned
antenatally, expected to be able to go throughuafbdathout any pain relief. Rajan, in
the secondary analysis of a large data set (1Qyad2en), found that 6% of the study
population expected to be able to deliver withawt pharmacological pain relief
(Rajan, 1993). These results should be treatedacaitiion, as there were a number of
missing variables in the analysis, and difficultiesre encountered in conducting the
secondary analysis. Ranta et al. (1995), in thedysof 1,091 women, identified 4%
of primiparous and 14% of multiparous women whticgrated having no pain relief
during labour. In contrast, Beaton and Gupton (19880 interviewed 11 women in
their third trimester, found that those women hadedoped detailed and realistic
expectations of their childbirth experience by thiént in their pregnancy. One of the
hopes that they expressed was the desire to amaldesia if possible, whereas
acknowledging that they would be willing to usegbuf necessary (Beaton and
Gupton, 1990). However, in contrast, Gibbins andribon (2001) found that women
in their study took a more pragmatic approach ikingachoices about pain relief;
those authors stressed that, although those waraennot sure what to expect from
the pain during labour, they hoped that it wouldrmnageable, with or without

analgesia.
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Women'’s knowledge of the methods of pain reliefilabde will affect their
expectations. Capogna et al. (1996) have showhlebels of awareness of pain relief
methods vary across Europe: for example, only 47#alian and 64% of Portuguese
women were aware of epidurals, compared with 94%160British, Belgium and
Finnish participants. It could be argued that thia reflection of the availability and
choice of pain relief in these countries rathentbfeducation (Capogna et al., 1996),

although this is difficult to determine from thetai¢ given.

2.5.2 Experience of pain relief

The expectations literature shows that a persoqpe@ations can influence their
interpretation of their symptoms or, in the caselofdbirth, of their pain (Kravitz et
al., 1996). The literature presented in this sectizuses on experience of pain-relief
methods and on, first, how expectations may or nmaffect a woman’s experience;
secondly, on the number of women who actually heid pelief during labour; and,
finally, on women’s knowledge about, and satistattiegarding, the experience of

pain relief.

First, | wish to discuss the literature that hights how women'’s expectations may
have had an impact on their experience of paiefraine particular study focuses on
how women’s expectations of pain relief align wiitleir subsequent experience. The
study by Fridh and Gaston-Johannson (1990) of 183d&h women found that there
was no significant difference between the medicatomen expected to use when
guestioned antenatally and the actual medicatiey @ised during labour, identifying

no discrepancy in this case between expectatiohegperience.
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Secondly, the literature examining the women whaalty had pain relief was
reviewed by Machin and Scamell (1998) and Kangas<®a and Kangas-Karki
(1994). An ethnographic study of 80 women compdnecexpectations of women
who received antenatal education from the Nati@raldbirth Trust and of another
group of women who had not had any antenatal educathe majority of the

women who attended the National Childbirth Trugieoted a natural drug-free
labour, in contrast to the women who received reraatal education. In reality, there
was no difference between the groups in the aptuaimacological drugs
administered during labour (Machin and Scamell 89%his suggests that, although
expectations of the two groups regarding what palief they would use was
different, their actual experience, as gauged bir tise of medication, was the same.
The satisfaction felt by the different groups wiasilar, despite a large group of
women having very different experiences to thosg ixpected, the positive outcome
seeming to override any feelings of dissatisfacti®degardless of choice, it is
important that women are satisfied with the paliefexperienced. A study in

Finland found that the majority of women had a fpesiattitude postnatally to
pharmacological pain relief, with 88% of the wonteving planned to request it
(Kangas-Saarela and Kangas-Karki, 1994). Severdiest have identified the
percentage of women who delivered in hospital,\@hd actually had some form of
pharmacological pain relief during labour, as vagybetween 84% and 100%

(Gibbins and Thomson, 2001; Green, 1993; Rajan3;1Rfnta et al., 1995).

Finally, women’s experience of, and satisfactiothyypharmacological pain relief

varies. In one study, women felt that they had ieethopen minded and had made
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the right decisions to use certain methods of palief at the right time (Gibbins and
Thomson, 2001); these women chose not to make €figetsions about pain
management prior to labour, so that they weredisappointed when their (often
unrealistic) expectations were not met. Anothedgidentified 97% of the

population as using some form of pain relief, wiite 3% who had used no pain relief
being those who had not intended to use pain reliein questioned antenatally and

so had matched their expectations with their eepeg (Rajan, 1993).

2.5.3 Discrepancy between expectation and experiencaiofrplief

An expectation—reality discrepancy was identifiedhie pain-relief literature, where
what women expected antenatally regarding paiefrelas not what they received
during labour, for a variety of reasons. An exangdléhis gap was highlighted by
Ranta et al. (1995), who found that 52% of wometh@éstudy, who had declared that
they would not use pain relief, did actually usehitis demonstrating the discordance
between hopes, expectations and the actual experadrdecisions or actions taken in
labour. Although a discrepancy was identified kewthe expectation and the
experience of pain relief, two studies made amtitibn between women’s hopes of
having a drug-free labour but their expectation thay might have to receive some
form of pain relief (Kangas-Saarela and Kangas-K41$94), particularly if the

labour was prolonged (Beaton and Gupton, 1990).

It may be that we cannot help women to form rdalistpectations in this area, and
that it may be more beneficial for women to clarifigat their hopes are, while at the

same time they are prepared for all eventualitiethat, if necessary, choices can be
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made during labour. In order to do this, we musaware of the difference between
hopes and expectations—hope, for some, being apecific sense of a favourable

outcome, rather than something that will aid decisi(Leung et al., 2009).

2.6 Decision making

One of the questions that this systematic reviemsab answer is: “What is women’s
involvement in the decision-making process?” Whasfound was that women are
as concerned about being involved in the wholegses¢McCrea and Wright, 1999;
McCrea et al., 2000a), being in control (Callist&395) and being able to cope
(Gibbins and Thomson, 2001), as they are abougtghnectly involved in the
decision-making process. Although being involved baing in control are within the
realm of decision making, the studies identifiedhiis review do not report the

women themselves as referring explicitly to decisitaking.

One study described what influenced women in tligcels they made, stating that it
was public discourses (e.g. the media) rather finanal antenatal education that was
most influential, with private discourses with fras and family being highly
influential in helping women to form their own exgations (Fenwick et al., 2005). A
further study that identified decision making wasducted by Lavender et al. (1999)
of 519 women postnatally as part of a larger raridechcontrolled trial on
interventions in labour. Of the women in the stully8 (21%) wanted to participate in
decision making, but the desired degree of involmetwaried across the study. Of
these 108 women, 89 (82%) commented on the impmatahboth themselves and

their partners being involved in deciding variogpects of care. The authors
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concluded that participation in decision making oanur only if effective

communication between women and midwives is ackieve

Therefore, if women are to be involved in decisioaking, communication between
women and their midwives and their care provideustbe improved in order to

promote the shared decision-making process.

2.6.1 Experience of involvement in decision making

The limited literature on the experience of invohent in decision making that was
identified in this review concentrated on the typésromen who wanted to be
involved and how current antenatal education empesdvesomen to become

involved.

First, McCrea and colleagues (2000a), identifiedtiparous women as those who
placed most emphasis on being fully informed, yitimiparous women being more
concerned with controlling emotions rather thaimmigyto be involved in decision
making. This finding was supported by the obseoveti work during labour that was
conducted as part of this study, which looked anen’s behaviour as a way of
assessing their control of pain management in lali&een and Baston (2003)
support this view, in that they also found thatipgration in decision making was
more important for multiparous than for primiparausmen. Van der Hulst and
colleagues (2007) commented that, in their studyas younger women who had
more influence than older women on the decisionintpirocess. A separate issue
arose in the study by Green and Baston (2003 thateven more important to the

women than decision making—that of being treateti waspect and as an individual.
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Antenatal education was also important, with twalsts reporting that preparation
helped women to cope both physically and psycho#ilyi with their labour and also
that their knowledge of pain relief helped thenmtake informed choices (Carlton et
al., 2005; Gibbins and Thomson, 2001). The latti¢hars found that all eight women
in their small phenomenological study felt thatngiag information about their
options and the choices available enabled thene todre prepared and confident
regarding any of their decisions; they were givesemase of power and control in a
situation where they would not be sure what to ekpehe knowledge of pain relief
helped them make informed choices, to cope psygiadtly and to be able to make
decisions and to be included in the decision- n@imcess. However, Carlton et al.
(2005) have questioned what factors influence a aroto change from choosing an
‘unmedicated’ to a ‘medicated’ birth. They haveoadgieried whether some types of
hospital-based education serve to advise women atmet the “appropriate” ways
of giving birth than educating them in all of thgtions available to them (Carlton et

al., 2005).

Brown and Lumley (1998), who examined the use ghlplans as an aid to decision
making and informed choice, found in a state-wigiwey of 1,336 women in
Victoria, Australia, that the main advantage waensas allowing 21% of the women
(56/270) to become acquainted with the optionslalvks before labour began. A
salient quote from a woman included in that studg that, when confronted with
decisions under stress, it was easier to be inddlvéhe decision-making process

when the options had been evaluated beforehanav(Bamd Lumley, 1998).
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2.6.2 Expectations of involvement in decision making

Although, as discussed earlier, involvement in sieai making is an important aspect
of modern healthcare, little research has beenuwmiad into women'’s expectations
regarding decision making in labour. Researchhibatbeen undertaken regarding
pain relief has tended to focus on aspects otlzer decision making; as a result, no
references have been identified on this themee§istematic review.

2.6.3 Discrepancy between expectation and experienaavohiement in
decision making

None of the studies included in this review repbdegap between expectations and
experiences of being involved in decision makinigisTis not to say that no such

discrepancy exists, rather that no relevant rekdaas been undertaken or published.

2.7 Control

The term ‘control’ is often used in studies by btite women and the researchers as a
proxy for involvement in decision making. Green &wabton (2003) developed clear
definitions for different types of control (intefrend external), through a series of
questionnaires sent out at various points duriegmancy to 1,029 women. Green

and Baston define external control as what is dony@u, often equated with
involvement in decision making, and internal cohtedates to your own control over
your body or behaviour. In the study by Green aadté&n (2003) only 21%
(N=234/1,112) of women felt in control of all thrageas (staff, behaviour and

contractions) and 20% (N=219/1,112) felt out oftcolof all three, whereas
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antenatally 66% (N=711/1,074) had expected to lw®iirol of staff, 37%
(N=397/1,073) in control of behaviour and 54% (N6A7070) in control of their
contractions. Control of staff was related to ipggsonal variables: for example,
being supported led to increased levels of confrain and methods of pain relief
were the primary factors for feeling in controlaefhaviour: for example, low levels
of pain were associated with increased feelingsafrol whereas the use of Entonox
was associated with a twofold decrease in corfEinklly, control of contractions was
predicted primarily by the experience of pain ahtlity to assume the most
comfortable positions (Green, 1993; Green and Ba&003). Green (1999) had
previously questioned whether some women placdaresight on one form of
control than another, whereas others feel the teebd in control both internally and

externally to ensure a fulfilling labour.

2.7.1 Experience of control

Literature examining women’s experience of conlivoked at specific issues,
including control of the women’s own behaviour, hpain was managed, what pain

relief was administered and their level of invohearh

Control of one’s behaviour and being in controtha pain was identified by one
European study: Capogna et al. (1996) found tlatttitose women who anticipated
being able to control pain during labour were, gieable to control their pain and go
through more pain before they requested any analgBsis argument on how pain
was managed by remaining in control of the situati@s supported by McCrea et al.

(1999), who also reported significant relationshipswveen satisfaction with pain
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relief and feelings of being in control, as welltesng actively involved in decision
making governing pain medication. McCrea found thatmen regarded being in
control of how their labour pain was managed magali than being in control of
the actual pain. McCrea et al. (1999) also arghatidontrol goes beyond decision
making about pain relief: it also involves the byavomen of their own personal
coping strategies to deal with the pain. Givenitiygortance of this sense of control,
preparation of women for labour is crucial to allewmen to take control and should
not be relegated to the last few weeks of pregn@cLrea and Wright, 1999)—as
is the case with antenatal education in the UK chisitarts anywhere between 28 and
36 weeks of pregnancy. Several of the studies bgida and colleagues point to the
argument that women are more likely to be satidfiliky are involved in, and have
some degree of control over, the decisions abouagement of their labour, than if
the decisions are taken out of their hands (Mc@rehWright, 1999; McCrea et al.,

2000b).

One American study identified that the level of tohthat a woman wishes to exert
during labour may affect the choice of birth sejti€allister, 1995). In this study,
women who chose a community delivery articulateged for a sense of control,
especially over the choice of birthplace or thditgttio meaningfully influence
decisions, whereas those women who chose a hodplieéry overseen by an
obstetrician, emphasised the perceived safetyeofrtbdical model and focused on
safe outcomes, rather than on the desire for dof@edlister, 1995). As this was a
study conducted in the USA, we must be aware ottiiteire of obstetrician-led
hospital births which is dominant within that coyrdg healthcare system. Machin and

Scamell (1997), in a study conducted in the Nodbktf England, also commented
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that during birth, at a time which is seen by masya time of crisis (especially when
things may not be going according to plan), the worim their study were reassured
by the ‘high-tech’ medical equipment, practicestsas confinement to bed and aids
such as pethidine offered by the medical staff (Maand Scamell, 1997). The
choice made by a woman regarding the level of cbstre wishes to maintain
throughout labour not only affects her place ofviel but also sets out the pain
relief options open to her as labour progressesekample, most midwifery-led units
in the NHS do not have an anaesthetist attachtteto and therefore epidurals will

not be available; thus a woman'’s decision to givi lin a midwifery led unithe-UK

would limit the choice of analgesia available to.he

2.7.2 Discrepancy between expectation and experiencerdafa

Davis-Floyd (1994) has identified where expectaiahout control have been poorly
matched with experience. She argues that thisepiscicy between expectations and
experience is not always negative and is sometimagositive direction. In her
study she found that even if the birth was not ratas planned, women were still
pleased with the experience if they felt they hadrbin control of the decisions made
(Davis-Floyd, 1994). Therefore if we take Davisyfts findings into consideration,
then the fact that women lack realistic expectatiaibout control is not such a major
issue as first thought, and we should be more cardeabout ensuring women have

the control they desire.

This evidence lends support to the argument thaitimportant to clarify, with each

woman, what is the most important issue to hemguiabour: e.qg. is it control; is it
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minimal pain; is it adequate pain relief? Clarifioa of the woman’s values, what is

important to each woman, allows the midwife to sarpper fully throughout labour.

2.8 Discussion

This review has identified four major themes retevta women’s expectations about
pain and its relief during labour and the involvernef these women in the associated
decision-making process. These themes are thededelype of pain, pain relief,
involvement in decision making, and control. Thgiew has provided an insight into
the area of expectations and experience of paintamelief in labour, as well as
identifying the discrepancy (or gap) between wora@xpectations and their
experience, which potentially may make such wonissadisfied with their

childbirth.

A limitation of this review is the relatively smallmber of studies available,
resulting in the inclusion of papers in which expéions about pain in labour were a
secondary focus. In some cases, because pain WwHeermrimary focus of the
research, detailed information was unavailable hiithis small number of studies
the focus is on pharmacological forms of pain feb@d there is clearly a gap in the
literature with regard to evidence relating ding¢t! non-pharmacological methods. A
further limitation is that, although initially it & stated that we would investigate
experience and expectations about decision makitigs area, the evidence in this

area is weak, with decision making being at bestreor focus of a few studies.

44



Chapter 2

The strength of this review is in providing an oxrew of the research in the field. It
gives great insight into the form of women’s exp#ions, the extent to which their

expectations match their actual experience, and ddasions are made.

The results of the studies included in this reviewe many implications for both
practice and policy. To consider first the implioatof how realistic expectations can
be formed by pregnant women, Gibbarsd Thomsorf2001)found that antenatal
anxiety was associated with a less positive expeggwhilstand Greenand Baston
(2003)questions whether an intervention to raise the esfiens of pregnant women
may result in better experiences . If midwives waske to reduce the anxiety that
women may feel throughout pregnancy, and couldpetingm to form realistic
expectations, they might be able to help these waimachieve a more positive
experience. However, antenatal education remainsagdr importance, with its
potential to empower women with realistic expeotadito make informed decisions.
What is not clear is whose responsibility it igptovide or seek the information; when
it is most appropriate to give this informationgdan what format the women will be
most receptive. A form of antenatal education need delivered which gives
expectant mothers a more realistic expectationtaftvs likely to happen in labour
(Fridh and Gaston-Johannson, 1990). Without sonmme & education from health
professionals or childbirth educators, women havely on media, family and
friends for information, which may not assist thenfiorming realistic expectations.
Although not all women attend antenatal classes,dtkey vehicle for education and
one that we can endeavour to change to providéaad®ed approach to childbirth. It
was identified that childbirth training and infortitan on pharmacological pain relief

should be regarded as compatible and complemetttatyer coping mechanisms
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such as breathing and relaxation. Even women whpe tieey will be able to cope
without pharmacological intervention, according@ngas-Saarela and Kangas-Karki
(1994) need to be prepared for the possibilityahpelief, otherwise they may feel
disappointed. However, what is unclear from thidybof literature is whose
responsibility it is to ensure that women are fygpared for labour. Are women

who are expecting a drug-free labour being helpddralered in forming realistic
expectations about labour, as such expectatioa®ften not being met (Green et al.,
1990)? Antenatal preparation classes are seemeaway of providing pregnant
women with information, but it seems this is nobegh to prepare women for the
experience of labour; additional information, basacturrent evidence of risks and
benefits, and a form of decision support are ne¢ddulfil women’s needs.

Although all women are encouraged to attend andépkEsses because of their
obvious benefits, not all studies show that sueks®#s are advantageous.
Waldenstrom found that those women who had morersegsain than others had
more often attended prenatal classes (Waldenstrai, 996b), and Kangas-Saarela
and Kangas-Karki (1994) found that, even thougte miut of ten women in their
study had attended antenatal class, they remagrgdapprehensive about labour.
This may imply that anxiety or fear issues werebwhg addressed in the classes
(Machin and Scamell, 1998) and possibly the foreh @ntent of these classes should

be readdressed to ensure that women’s needs aie fatire.

This review was unable to determine when and hasisgies are made regarding
pain relief in labour. If we are to provide decrsigupport for women, then further
research is needed to gain an insight into thesaeeimaking process during

pregnancy and labour. Much of the research inrthiiew has pointed to the fact that
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the professionals involved in the care of pregmasthen help to shape their
expectations. However, further research is necgssaxamine how best to support
professionals to guide women to make decisionsateasppropriate, realistic and

satisfactory for them.

2.9 Conclusions

If women are well prepared during pregnancy, thezy tare more likely to have
realistic expectations of the levels of pain indah less likely to feel a failure, and
should have increased confidence, which in turnlead to more a positive
experience. Women may have idealistic views of vitnay would like to happen
(Leung et al., 2009), but they need to be eduaatéaformed to ensure that they are
prepared for what might actually happen and to tieen the tools to deal with this.
Health professionals must also recognise that aamésvhopes may differ from her
expectations, as such recognition may lead todedgsguous discussions about

options (Leung et al., 2009).

This review has identified a discrepancy betweemew's expectations and their
actual experiences. There is a mismatch betweerplaaviul women expect labour to
be, how long it will last, what pain relief theylinieed, how in control they will be
and what the actual experience is like; all of ¢hissues are discussed throughout the
Results chapters. If we are to improve women'’s g&pee of labour, we must
examine how their expectations can be more claselighed with their actual

experience.
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In conclusion, it may be that we need to focus distinction that was made by
Fenwick et al(2005), Beaton and Gupton (1990) and Gibbins dmh¥son (2001),
among others—that women should have hopes regattuiiganticipation of an ideal
labour, but should also have an understanding att whight happen in practice. By
distinguishing between the two possible experiensesmen could say what, in
theory, they would like to happen, but would algcalvare of the possibility that their
labour might not proceed according to plan anthiff is the case, be fully prepared to

make the necessary decisions during its actuakeour
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3 Pain-relief methods

This chapter provides a background to the currét® khethods of managing pain in
labour, and is intended to give some context tactices discussed by both women
and professionals in this study about what theyeapecting, have been offered or

have experienced.

To enable some understanding of why some methedwidely used despite a lack of
any evidence of their effectiveness, this chappens with a brief review of the
historical background to pain-relief methods, falé by an account of the risks and
benefits of, and the recommendations for, each adetlirrently used in the NHS. It
is not intended to cover every possible methodairi management in this chapter
but, rather, to look in detail at those methods #éna widely and currently available in
the NHS and at those methods referred to diregtlthe participants in the Results
chapters. To ensure that this background chapteairs all the relevant information,
both peer-reviewed research articles and informdtiam publicly available websites

were investigated.

3.1 History of pain relief

Obstetric anaesthesia began with James Young Smipdedinburgh, who
administered the first anaesthetic for childbinth1a™" January 1847 in the form of
ether (Caton, 2004) and later the same year withraform (Yearby, 2000). This
introduction of pain relief was welcomed by womelnoshad been requesting

anaesthesia, but the male professionals at theviene not easily persuaded, as they
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were opposed to it on the grounds of safety. Atrdugiest of Prince Albert, John
Snow administered chloroform to Queen Victoriatfer delivery of her seventh child
in 1853, an action which aided its acceptabilitd ase in childbirth (Toscano and
Pancaro, 2003); for the next 100 years this wasaleeanaesthetic agent used in
obstetrics (Yearby, 2000). This was also the firse that the social values of
women, who wanted pain relief, came into confligtwvthe (largely male) medical-
science community, who wanted to wait for evideofcthe safety of such
pharmacological methods (Caton, 2004) before thengwntroduced into practice.
Women, who trusted obstetricians, campaigned foigiw sleep. This induced a state
where the patient retained a slight degree of donsness (Kitzinger, 2006) through
a combination of scopolamine hydrobromide (an alkitirug) and morphine
sulphate (Yearby, 2000), and was introduced in 18tbdvever, after the adverse side
effects of morphine had been recognised, scopolaalone was used from the 1940s
to the 1960s to induce this state, in which the orgmf pain (although not the pain
itself) was eliminated by alteration of the braimétions responsible for self-
awareness and self-control (Caton, 1999). In 182 MNational Birthday Trust was
created out of the nineteenth century feminist mosmeat as a response to concerns
over high mortality rates; it campaigned for a maway from general anaesthesia for
childbirth. Subsequently, during the 1960s, obisteinaesthesia once again became
‘in vogue’ with both physicians and the public; @@ analgesics (including pethidine,
morphine and diamorphine) and epidural administrattiave been widely used in

obstetric practice for pain in labour since thateti

In 1954 Grantly Dick-Read reminded the populatizet tchildbirth was a natural

physiological process. Dick-Read believed if womere educated about childbirth,

50



Chapter 3

their fears would diminish, the pain of contraciamould reduce and labour would be
less protracted. This view was appealing to theeg@mpublic, in view of the increase
in pharmacological methods of pain management &ntkdical intervention, which

at that time had became commonplace. Dick-Readigalachildbirth, and the

training for childbirth advocated by Lamaze, wererpoted in the late 1960s;
according to Davis-Floyd, these techniques laidididation of modern childbirth
(Davis-Floyd, 1994; Kitzinger, 2006). The Natioi@tildbirth Trust (NCT) was set

up in 1957 to promote the ideas of Grantly Dick-®Reaitially incorporating the view
that women did not know what was best for thensg fhilosophy was subsequently
changed to one where a woman'’s right to make herdmseisions is central to the

NCT (Yearby, 2000).

In 1963 a mix of nitrous oxide and oxygen, morenomwnly referred to as Entonox
or laughing gas (Mander, 1998), was re-introducedi§e in labour in the UK and is
now the inhaled agent most commonly used in chifldbiFollowing this, the TENS
(Transcutaneous electrical nerve stimulation) nreeckas invented following the

development of the gate-control theory of pain964 (Melzack and Wall, 1967).

Following the Peel Report (1970) which made prarigo enable all births to take
place in hospital, there was a decline in homdabiaind an increase in interventions
such as caesarean sections and instrumental desiyergether with a clear increase
in the use of epidural anaesthesia for pain réligdbour (Yearby, 2000). The use of
water to comfort or to heal is of long standingt it&luse during childbirth is a more
recent development (Mander, 1998) that has beeealwjliblicised by some

enthusiastic proponents (Odent, 1983). Since tHg £880s, immersion in water
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during labour and birth has been increasingly prtechdo enable women to relax,
help them cope with pain and maximize their feadin§control and satisfaction
(Balaskas, 1992b; Odent, 1983). Following bothWaterton (1992) and the
Changing Childbirth (1993) reports, greater emphaaime to be placed on the
development of woman-centred care, and services meelesigned to this end, with
midwives seen as ideal facilitators (Benoit et2005). Some observers at this time
saw the increase in epidurals as counterprodutditieis woman-centred movement,
which, they considered, served only to render womenobile and controlled by the
medical profession (Arney and Neill, 1982; Year®§00). In the second decade of
the twenty-first century, we are seeing an incréaseidwifery-led units, with a call
to increase home births. In addition, consultadtilrits have made efforts to make
labour and delivery more home like, including prdimio of the use of birth pools
(MacVicar et al., 1993). The following sectionsalkthe specific pain relief options,

highlighting the risks, benefits and methods of aadstration.

3.2 Pain-relief options

The aim of this section is to set out any evidetheg supports the effectiveness and
guantifies the side effects of commonly used methaichain relief. This section also
summarises the guidelines or recommendations usbddpitals and highlights those
areas where evidence is lacking. This is intendgatavide a background against
which to appreciate the viewpoints expressed by @oand professionals in the
interviews undertaken for this study. Each subigedhcludes the method of
administration and presumed mechanism of actidgheofirug, as well as any
evidence available regarding its effectivenesspfftenal time for its use in labour,

its effect on labour, and any side effects affegtime mother or her infant.
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To provide a context within which to assess infaforaon non-pharmacological and
pharmacological pain-relief methods, a recent mg\oé practice in the UK found that
11% of women used water-based methods, 82% useghdeair, 32% received
pethidine or a similar opiate, 6.5% of women repdmising no pain relief and 30%
had an epidural (Health Care Commission, 2008)ae&t not available either for all

combinations used or for those, if any, that wesedun isolation.

3.3 Non-Pharmacological Pain Relief

The non-pharmacological options detailed in thigiea relate to those options
available in the study hospital and those refetodaly the women interviewed in this

study.

3.3.1 Water

Reference to water as a method of pain relieftioda usually implies immersion in
water of a pregnant woman at any stage in labolereithe woman’s abdomen is
completely submerged, usually in a bath or a pb@; may also termed a water birth.
Labouring in water appeals to both pregnant wormehtheir carers, particularly
those striving for a woman-centred, interventiomefr'normal’ experience (Cluett and

Burns, 2009: 6).

The recommendations from both fénterton Repor{1992) and th&€hanging e { Formatted: Font: Italic

- [ Formatted: Font: Italic

Childbirth Report(1993) were that all women, in all UK maternityitsnshould be

given the option of labouring in water. This haagtical implications for space and
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for the provision of pools and of staff skilledsapporting a water birth. The Royal
College of Midwives followed this advice by relaagia position statement that

incorporated immersion in water (1994), indicatihgt this procedure is known for
being able to reduce anxiety to promote the relefsatural opiates (Milner, 1988),

and, ultimately, to provide pain relief (Simkin,89.

Immersion in water at a comfortable temperaturgds{37°C, counteracts pain in
labour (Kitzinger, 2006) and can reduce the dosdgmin-relief drugs (Cluett and
Burns, 2009). The Cochrane Review edited by Chmadt Burns, which included 11
trials involving 3,146 women, also identified arsfgcant reduction in epidural and
other forms of anaesthesia and analgesics in watharated to water births
compared with controls in the identified studieg§A.254 versus 529/1245, CI. 0.70—
0.98). The review did not identify any significatitference in assisted deliveries,
caesarean sections, Apgar scores or neonatal oescoetween the groups. The
review concluded by stating that the use of watdhe first stage of labour reduced
the need for epidural or spinal anaesthesia, vatbvidence of adverse effects. If a
woman chooses to labour in water, this may havéfications for safety and the
provision of effective continuous support, as awiid must be in constant
attendance once a woman is formally in water (@ilaad Tookey, 1999). However,
fetal monitoring cannot be conducted while the reotk in the water and this may
limit the option of water birth for those women de®y continuous monitoring of
their baby. All women need to be made aware thet thay have to come out of the

water occasionally for monitoring purposes.
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As there is limited robust evidence of benefit arrh, women and midwives continue
to be subject to conflicting opinions on the usefisls and safety of water birth as a
form of pain relief (MIDIRS, 2005b). One of theeas of continuing debate is the
optimum time for a woman to use the birthing p&dhen early and late immersion
were compared in a study by Eriksson et al. (19§ighificantly higher epidural rates
were found in the ‘early’ group (42/100) than ie thate’ group (19/100), together
with an increased incidence of augmentation oflal§67/100 versus 30/100).
Augmentation of labour being an intervention tisahitended to increase the intensity
of labour, commonly used if labour is failing taogress. This evidence has led to the
recommendation that women should enter the birtho@ only once labour has been
fully established. However, when women in my thigly first contact the maternity
assessment unit for advice on how to cope withetiry stages of labour, they are
often told to take simple analgesics and to hawaran bath—but it is not clear
whether this is seen as ‘early immersion’ as pésEon’s study (Eriksson et al.,
1997), or if his study is referring to a more fofrimamersion in a birthing pool—and,
if the latter, what is the difference, is it temgieire of the water or place of the water

immersion.

Several areas have been highlighted by the Midwimésrmation Resource Service
(MIDIRS), in relation to the scarcity of informatidegarding the risks or benefits of
immersion in water. It is still not clear whetheater use is associated with an
increase in perinatal mortality or if the shapeiae of the bath affects the outcome. It
is also important to identify any women who shoangid water during labour and to
ascertain whether there is an optimum cervicatiditeat which women should enter

the water and to what extent immersion affectdtimation of labour.
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The recent guidance on water immersion, issuethiéational Institute for Health
and Clinical Excellence (NICE), states that imnamsin water during labour reduces
pain and the subsequent use of regional analgeitieno significant difference
identified regarding adverse outcomes compared thidke in women labouring
without water (NICE,2007). The recommendationspi@ctice made by NICE (2007)
state that women should be given the opportunitgtiour in water, that the
temperature of the water should be monitored relyudand should not be above 37°C,
and that the pool should be cleaned in accordaitbeavprotocol agreed by the

microbiology department.

3.3.2 TranscutaneouSelectricalaNervesStimulation (TENS)

Another non-pharmacological mode of pain relighistTranscutaneousElectrical
ANervesStimulation (TENS) machine. This is a compact pietequipment,

including a handheld amplifier and electrode patigtvare applied above and below
the maternal waist on either side of the spine,nused to address pain in labour.
During labour the intensity of the electrical stimdelivered by the machine is set just
below the woman'’s pain threshold; she is able ¢ogiase this intensity during

contractions to compete with the pain (Mander, 1998

The main action of TENS comprises closure of tteegto the passage of pain
(Melzack and Wall, 1967) by sending direct eleetrgtimulation to the nerves
transcutaeously, its other action being stimulatibnatural endorphin release, which

serves to modulate the transmission of pain (CamaadnAlexander, 2006; Kitzinger,
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2006; Mander, 1998).TENS is non-invasive, relativekexpensive, portable, and with
few side effects. However, there are doubts alisgffectiveness, with the limited
evidence being fraught with methodological weaknessch is conflicting and
difficult to evaluate, with a recent Cochrane Rewatating that the mechanism by
which a TENS machine relieves pain is not well ustteod (Dowswell et al., 2009).
There is some indication of the optimal timing seuapparently early in labour
(Chamberlain et al., 1993), ideally before six @aptres dilation (Kitzinger, 2006).
However, in contrast, Dowswell et al. (2009) stateat the use of TENS in early
labour at home has yet to be properly evaluateleral separate sources of
information for both pregnant women and profesdiomedical personnel state that
TENS has little, if any, effect on reducing labgain (Dowswell et al., 2009;
MIDIRS, 2003c; National Institute for Health andri¢al Excellence, 2007). The
NICE guidelines (2007) identified one systematiie® including ten randomised
controlled trials (RCTs) and found no differenaéritensity of pain or pain relief
between users of TENS and controls, no differenceeied for additional analgesics
and no reported side effects. The Cochrane Re\bmwéwell et al., 2009) identified
one review that included 19 studies involving 1,8men; pain scores were similar
in TENS and control groups. TENS did not seemateehany effect on the duration

of labour, on the need for intervention or on thellaeing of either mother or baby.

The MIDIRS leaflet on TENS explains the positivpess of this technique, which
include:
» offering immediate relief, especially in early laivo
* increasing a woman'’s sense of control, as this pief is self-administered
» the fact that mobility is not hampered

* has no known side effects
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Johnson (1997) also identified further positiveearsp of TENS in a questionnaire
study of 10,077 women who had recently used tlisrtiejue. Johnson found that
71% of women who used TENS reported good or exugtliain relief and that 91%
would use it again. However, 81% also reportedguaintditional analgesics and it is
therefore impossible to say what pain relief resifirectly from use of the TENS
machine. Women might also have to use their petdmrzaces to pay for the hire of
a TENS machine, which might render this form ohpailief beyond the means of

some.

Conclusions from these reviews and guidelines andused, in that the Cochrane
review recommends that women should have the u$&NS if they think it would

be helpful (Dowswell et al., 2009) , whereas th€HBliguidelines for intrapartum care
conclude that TENS is not an effective analgesialiour, with no high-level
evidence on the analgesic effect in latent labadrtherefore should not be offered to
women in established labour (National InstituteHigalth and Clinical Excellence,

2007).

3.4 Pharmacological pain relief

Pharmacological pain relief is a term used to desanethods of pain relief that use
drugs. There are often local variations regardihictvdrugs are available and which
dosage is used. The pharmacological methods ithbElow are those commonly

used in the study hospital.
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3.4.1 Inhaled Nitrous Oxide

Nitrous oxide, which is commonly referred to byhtand name of Entonox, is a
50/50 mixture of nitrous oxide and oxygen, botlvdlarless and odourless (Camann
and Alexander, 2006), that is inhaled through aknoaisa mouthpiece and can be used
during labour. Even though it has a sedative, amoreffect but not an analgesic
effect, it is still seen by women as the simplest possibly the safest form of
pharmacological pain relief. The gas has been migdoxygen for increased safety
and can be used in cylinders during a home birtlvedkas in hospital (Yearby,

2000).

Entonox has rapid effectiveness after 20 secohdsffect ending quickly when
inhalation ceases. In order for a woman to gaimtbet benefit from Entonox she
must remain in control of its administration andstonaster sustained, slow, regular
breathing, as well as starting to inhale beforergraction begins, so that at the height
of the contraction, the time of maximum pain, the@dgox has had time to produce its

effect (Yearby, 2000).

Entonox is a low-cost intervention requiring lindteupervision by a healthcare
professional and allowing self-administration bg tabouring woman, thereby
allowing her to remain in control of her own padétief (Mander, 1998). Entonox is
widely used, with some women seeing it as “somematural’ not really a drug at

all” (Green, 1993: 69).
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Whereas the Care Quality Commission (2010) repdhtat81% of all women
surveyed (25,000 respondents) used Entonox, Chéairbet al. (1993) found that,
although Entonox was available in 99% of materuitits, only 60% of their study
population had used it. Despite this, it was thetfi@quently used form of analgesia,
with the majority of women who used it rating it@seful or highly useful

(Chamberlain et al., 1993).

Only one major double-blind crossover trial hasrbeenducted to assess the effect of
Entonox (Carstoniu et al., 1994) has been used to try to identify evidence of
effectiveness but is based on limited data. Tla found no significant difference in
mean pain scores, assessed on a visual analodeeksstaveen nitrous oxide and
compressed air. Pain did not differ over time. €h&as no evidence that Entonox
predisposed women to side effects such as haembogigigen desaturation, which is

reassuring safety information.

In the most recent guidelines published by NI&O7) , a systematic review was
conducted, with eight observational studies anttaigntrolled studies investigating
the effectiveness of Entonox. Seven of the studipsrted significant analgesia with
Entonox. Reports of hausea and vomiting ranged dm36% across the selected
studies, but questions were raised regarding tabtgwf the controls used in these
studies. No alteration in uterine contractions veex®rded in the one study that
examined this parameter. Outcome for the newboguasitified by the Apgar score,
which evaluates five aspects (appearance, pulseage, activity, and respiration) of
newborn behaviour and allocates a score out olGignificant difference in

neonatal outcome (Apgar) was identified in the fetudies that recorded this score.
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The advantages set out clearly in the MIDRIS infednechoice leaflets (2003b)
indicate that there is often only a short lag timeéwveen requesting Entonox and
obtaining it, as it is readily available in mostidery rooms and can increase a
woman’s sense of control, as it is self-administeEentonox can be used throughout
labour without affecting a woman'’s ability to pustith the effects rapidly reversed
when discontinued and, as previously mentioneds dog¢ require direct constant
supervision. Despite these positive aspects trerside effects, in that it can reduce
mobility because of the mechanics of its use; iitaeh, it can cause drowsiness and
nausea and may affect the newborn babies in waysath, as yet, not fully

understood.

In the guidelines, the conclusion drawn from thielemnce is that Entonox appears to
relieve pain but can make users nauseous andhagded; however, there is no
evidence of an adverse effect on the baby. The N6€Bmmendations are that
Entonox should be made available in all birth sgHias it may reduce pain, but that

women should be warned of the possibility of nausea

3.4.2 Opiates

When morphine was first used in labour in 1906aswsed to induce ‘twilight sleep’
(Aly, 2000), an ‘induced sleep with lack of memarythat women were unable to
recall the events of labour’ (Yearby, 2000: 5). Sduently, pethidine, which is
metabolised to a morphine-type substance, was aggeelin Germany in 1939 and
originally was used as a strong analgesic for wedrtdoops. There has been concern

recently that its soporific effects have been ceatuwith analgesic effects (Yearby,
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2000). Having been included under the Dangeroug®Act since 1949, its
subsequent use has been strictly regulated.ripsitant to highlight that pethidine
did not undergo randomised controlled trials ptiits introduction into obstetric
clinical practice in the UK (NICE, 2003). Currentijre three opioids that are most
commonly used in the UK are diamorphine, pethidind meptazinol (Mander,
1998). Pethidine is a synthetic substance thdtager-acting than morphine. It acts
on the nerve pathways descending from the brairplyg a role in the gate theory of
pain at the spinal column level (Yearby, 2000)nit&in effects are alteration of the
perception of pain and the alteration of reactmpadin, rather than a reduction in the
pain itself (Mander, 1998). One of the major canseabout opiates in general is
their ability to cross the placenta rapidly and giotential they have for a direct
respiratory depressant effect on the newborn (@anaad Alexander, 2006),
especially when birth occurs within 2-5 hours ahaastration (Yearby, 2000). In
modern clinical practice, opiates are usually adstened intramuscularly or
intravenously and, occasionally, as patient-colgtdohnalgesia (PCA), in order to

achieve their effect as rapidly as possible.

When Fairlie and Walker (1999) compared pethidime diamorphine for use in pain
relief in labour, they concluded that pethidine wééttle value. The inadequacy of
both pethidine and morphine as analgesic agentset&nown and, together with
their known placental transfer and long half-lildy, 2000), would suggest
limitations to their use. However, data suggest tinair use is second only to that of
Entonox in the UK (Care Quality Commission, 2010a@berlain et al., 1993), it is
unclear whether this high usage is due to pergigtemand, habit of use by midwives

or lack of any reasonable alternative. Olofssonaoigagues (1996) compared the
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analgesic and sedative effects of intravenous gietiand morphine and their effects
on anxiety in a double-blinded randomised doseenesp study in Stockholm. They
concluded that the pain is not sensitive to systaltyiadministered morphine or
pethidine, which serve to cause sedation. They Vugtiter to say that it seemed
unethical to continue to meet women'’s requestpdam relief by giving them

sedation and that the use of such sedative druggdshe avoided in labour.

As side effects for opiates are well known, Mand&98) has suggested that women
should decide whether a side effect is acceptaire®io However, how a woman feels
about a particular side effect during pregnancy ofegnge according to the pain she
experiences during her labour. The known side tffetopiates include respiratory
depression of both mother and neonate, euphoriatidyg which can lead to
confusion and inability to cope, as well as momagwn symptoms of nausea and
vomiting requiring the routine co-administrationasf anti-emetic. Hypotension and
difficulties in breastfeeding are also experiendd¢olwever, although these drugs have
generally been found to have a limited effect omticmling women'’s pain, there is
usually only a short operational time lag betwdenrequest for and the receipt of the
drug; it does not slow down established labous #traightforward to administer, and
it can be prescribed by a midwife (MIDIRS, 2003Dpiates are also generally fast
acting, taking effect between 5 and 15 minutes afieninistration and persisting

from 2 to 4 hours, depending on which derivativased (Mander, 1998).

The evidence base for use of pethidine and dianmeegh labour is surprisingly
scant, and few studies evaluate the adverse outcomthe mother and baby. There

is limited evidence that diamorphine provides meffective analgesia than other
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opiates with slightly fewer side effects for wom@HCE, 2007). Of those studies that
have been completed, there are variations in dosg,dype and combination, making
it difficult to compare their results. It is alsmportant to note that studies comparing
opiates with placebo in childbirth have never besd will not now be, done; thus it

is not possible to quantify any adverse effectefdpiate versus no drug.

Despite the known side effects and the lack ofevig of efficacy, the guidance from
NICE states that pethidine and diamorphine shoalthbde available to women. The
caveat is that women should be informed that sugbsawill provide only limited

pain relief and may have significant side effeotsmother and baby, and that late
administration may interfere with the baby's akitio breast feed (MIDIRS, 2003b).
Several authors continue to call for more resetrdie conducted on alternatives and
on the long-term effects (Aly, 2000; Fairlie and Méa, 1999; Reynolds and
Crowhurst, 1997) but funding and ethical difficalfimake it unlikely that such

studies will be performed.

3.4.3 Epidural Anaesthesia

Since the introduction of epidurals into obstepriactice there have been continued
improvements in both safety and effectiveness hisds now one of the most popular
pain-relief methods for women giving birth in hagp{Camann and Alexander,
2006). An epidural is an invasive technique thaiLgd be administered by an
anaesthetist; once the equipment is in place, thetimother and the baby must be
continually monitored, meaning that constant sug@&m by a midwife is required

(Yearby, 2000).

64



Chapter 3

An epidural requires the insertion of a slow-actimgpl anaesthetic introduced by a
needle via a small plastic cannula into the lunggpadural space. Epidural analgesia
completely blocks the transmission of pain impul3ése chemical structure of the
drug used prevents any significant amount (<20%)doeansferred across the
placenta (Mander, 1998). The particular agent irs@th epidural varies between
hospitals, but is likely to be a membrane-stalmiidocal anaesthetic such as
bupivicaine, an opiate such as fentanyl, or a caatinn of the two. It may be
administered as a single dose, as a continuousiamfuor by a pump controlled by
the woman herself (Birth Choice UK, 2009). As imiem of an epidural is an
invasive technical procedure, midwives and anaéisteeshould explain its
advantages and disadvantages to all women whoseque, to ensure that the
requirements for informed consent have been m&t.MIDIRS (2003a) leaflet
advocates explanation of the basic principlestraightforward, non-clinical
language prior to the onset of labour, to ensuaewlomen are enabled to make an

informed choice once labour begins.

Department of Health reports show national epidratas of 21% in 2005, increasing
to 31% in 2007-8 (Department of Health, 2009b; 20D®spite this wide-ranging
and increasing use of epidurals, many concerns e&e expressed about the
adverse effects of epidural anaesthetic on the enathd infant (Anim-Somuah et al.,
2005). One study conducted in Dublin (Bohra et24lQ3) assessed the effect of
epidurals on mode of delivery in 1,000 primiparausnen, as part of an examination
of active management of labour. In their study pation, Bohra et al. found that
72.2% of women had an epidural, 18.6% had no piefrand 9.2% had other forms

of pain relief. Assisted or instrumental vaginalivkry was significantly higher in
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those who had an epidural (32%) than in those vithmat (9%). There was no
significant difference in caesarean section ragt®éen those with and those without
an epidural, which has been a controversial isswdbstetric anaesthesia for some
time. The first study of active management of latinlDublin was conducted in 1973
when the epidural rate was only 1.3%; the raterfsah to 72% by 2003, which
reflects either the change in attitude to pairalvour or the increased acceptability of
the epidural by the study population. Satisfactidgtih the pain relief offered by the
epidural has also been demonstrated (Dickinsoh,&G03), with median pain scores
dropping to 27 (in a range of 1-100) for those worimethe study who had an
epidural, compared with 75 for those receiving pbarmacological support
(continuous midwifery presence), with 95% of worméro were allocated to the

epidural group reporting analgesia as working a$ age or better than, expected.

Despite these studies showing satisfaction an@#sed pain relief received from an
epidural, concerns remain about the side effett®-major ones being detailed
below. The review conducted for the Cochrane collation identified an increased
risk of instrumental delivery for women who haveegidural (Rlative Risk 1.38,

95% nfidencelntervall.24 —1.53), derived from analysis of 17 trialdurding

6,162 women. Eleven studies including 3,580 woniewed that women with an
epidural had a significantly longer second staglodur (Weighted Mean Difference
of 15.55 minutes) (Anim-Somuah et al., 2005). Tamas review found no significant
difference in caesarean section rates, materriafatton, long-term backache,
neonatal Apgar scores or length of first stageabblr but significant differences

were found in several other areas (
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Table 1Tablel).

Table 1: Epidural versus no Epidural in Labour -a Cochrane Review

Side Effect Evidence
Use of synthetic oxytocin (Syntocinon) | Women with epidural at significant
augment contractions higher risk of use of oxytocin
(11 trials, 4,551 women,)
C-section for fetal distress 42% increase in RetaRisk of section

in epidural group
(10 trials, 4,421 women)

Women'’s perception of pain relief Epidural groupoged less pain in®1
and 2¢ stage of labour than did the
control group

(2 trials, 164 women)

Need for additional pain relief Epidural group hegnificantly less
need for additional pain relief — Relative
Risk 0.05.
(15 trials, 6,019 women)

Maternal feve Epidural increases risk of maternal fe\

Relative Risk 3.67.
(3 trials, 1,912 women)

(Anim-Somuah et al., 2005)

Clearly, the epidural technique offers better labain relief than no epidural. Most
women in the control groups in the studies idesdifin the Cochrane review were
randomised to receive opiates; some of the effdmsefore, may be attributable to
opiates rather than to other non-epidural formgaif relief or no pain relief at all

(Anim-Somuah et al., 2005).

The major advantage of an epidural is that, onbasttaken effect, a woman should
be free from contraction pain without a changedblbavel of consciousness.
Although there has been much research on the adeéfects of an epidural, no
research has been done to date on the impactegidaral on midwifery practice and

on how the epidural changes how a midwife can ares$ dupport a woman during
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labour (MIDIRS, 2003a). Epidurals can be providedviomen only in the setting of
a medically-led delivery unit and are not availafoleuse in midwifery-led units or

for home deliveries.

The current NICE recommendations on intraparture saggest that women who
request an epidural should not be denied it, viighunderstanding that blood pressure
will be measured every 5 minutes for 15 minutesraftsertion of the cannula, to
monitor hypotension. If a woman is not pain freie@B0 minutes, an anaesthetist
should be re-called to review the situation; thas implications for staff resource. An
epidural should be maintained until after tffesgage of labour is complete and a
woman should be made aware of the advantages sadwdintages before having an

epidural sited (National Institute for Health ankh@al Excellence, 2007).

3.5 Summary

This chapter has identified the wide variety of hoels of pain relief that are available
to women, and also the variety of evidence thaeqgpids their use. This highlights
the difficulties that exist for midwives and othezalthcare professionals in trying to
ensure that women approaching labour are awakeaigks and benefits of the
different approaches and understand what choiegsdéin make, without making
such women feel that all methods are fraught wathger and that no suitable options
are open to them. The difficulties for women lighie conflicting evidence and
advice that is available for each option. One saxa@mple of conflicting advice is that
offered for TENS machines, which are promoted byisas being effective only in
the early stages of labour, and are not recommeatiali by others as they have no
evidence of their effectiveness. A woman reading itiformation must decide what

information she trusts and on which she can baselhtwéces. This also poses
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difficulties for shared decision making, in thatessential element of shared decision
making is the provision of clear, evidence-baséarimation on which to make a
decision. If influential bodies such as NICE, RORZOG and MIDIRs all produce
differing guidelines, it is difficult to be cleand consistent about the evidence on

which women should be basing their decisions.
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4 Methodology and methods

The aim of this chapter is to describe in detaihitbe methods and methodology of
this study. Following a description of the typere$earch that was conducted, what is
understood by the term qualitative research, igsatteristics and the methods of data
collection employed to study this area, theredatails of the background to the

study and the population involved, how participamése recruited and how the
chosen data-collection methods were used. Thexrsasa detailed explanation of the
method of analysis and how the data are presentini'Results’ chapters of this

thesis.

4.1 Introduction

As stated at the start of this thesis, this isaltheservices research project that uses
qualitative methods to investigate the study arkalth services research is
concerned with the relationship between provisadfectiveness and efficient use of
the health services and the needs of the populéBiowling, 1997). The key research

objectives of this study clearly fit into this typ&approach:

1. To carry out a systematic literature review covgmwomen’s experiences
of labour and pain relief in labour;

2. To ascertain the views and expectations of varipaaps of women and
professionals using qualitative methodology in otdedevelop
appropriate decision support;

3. To develop the most appropriate decision supporttioice of pain relief
in labour in order to assist in women'’s decisiorking process.
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Before embarking on my research | had to make sidecas to the most appropriate
approach to take to answer my research questioriser@ qualitative, a quantitative
or a mixed-method approach. At an early stagedidrolut the use of quantitative
methods as | wanted to explore in detail the issoaeserning pregnant women and
decision making in pregnancy and labour, and tdoceggthe perceptions of both the
professionals and of the women concerned regattméjnal decision making.
Qualitative methods, unlike quantitative methodsuld enable me to gain the in-

depth, rich data needed to explore the issuedsratka.

A common distinction between qualitative and quatitie research is that qualitative
research characteristically is hypothesis genayativd quantitative research is
hypothesis testing. A useful comprehensive definitof qualitative research is

offered below by Denzin and Lincoln:

Qualitative research is a situated activity thaates the observer in the world. It
consists of a set of interpretative, material pcastthat makes the world visible.
These practices turn the world into a series ofesgntations including field
notes, interviews, conversations, photographsrdéogs and memos. At this
level qualitative research involves interpretivaturalistic approach to the world.
This means qualitative research studies thingsdir hatural settings, attempting
to make sense of, or to interpret, phenomena inge&f the meanings people
bring to them (Denzin and Lincoln, 2000: 3).

Qualitative research starts from an understandiagthere are various ways of
making sense of the world (Britten et al., 19953nyof which can be explored
during the research. One of the strengths of qiaié research is its flexibility, the
researcher being able to respond to the data.edmigues used in qualitative
research are useful when examining topics thaitlatdefined or poorly explored

(Britten et al., 1995). The examination of thessaarusing qualitative methods falls
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into three broad groups—interviewing, focus groapd observation. Whichever
method is used, the key elements of qualitativeareh include many of the

following components. First, the aim is to provatein-depth and interpreted
understanding of the social world, using often $npairposively selected samples.
Secondly, data are usually collected through ctosdact between the researcher and
the participant. Thirdly, the data are detailed sfidrmation rich, and are analysed in
a way that is open to emergent themes and condeptdly, the output of qualitative
studies tends to focus on re-presenting the wdnttleoresearch participant (Ritchie
and Lewis, 2003). The analysis and results allavitfe presentation of an

explanation of the researcher’s view of the woedon she has examined.

This study on decision making regarding pain rehdfbour is a pertinent example
of an area of research that seeks to explain agpiemon as it exists in everyday life.
One of the aims of this study was to ascertairvibes and expectations of women in
order to better support them in decision makinthanfuture. Before any suggestions
can be made regarding future changes in practieeyegd a detailed understanding of
women'’s expectations in pregnancy regarding pathpain relief, and of the views
and expectations of the professionals caring femthThis detailed examination of
pregnancy, labour and delivery, from both the womand the professionals’
perspectives, would not be possible through quaint# methods, because a
structured questionnaire approach, for example Jdwot allow the researcher the
flexibility of pursuing any areas of importancetbh@ women that may come to light
during the interviews. This detailed examinatiod &rterpretation of pregnancy and

childbirth in terms of the meanings that peopl@ftio these physiological processes
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will enable me to identify appropriate ways to soipglecision making in pregnancy

and labour.

In qualitative research, the nature of the studythe approach to how data are
collected and analysed are influenced by the phjlbical stance and the ontological
and epistemological position of the researcherchviifect the methodological
approach adopted. It is important to set out teaecher’s theoretical standpoint in
order to understand how the data were approache&t@m conclusions were reached.
Although this is an applied piece of health sewvimsearch, theory helps to give a
structure to the analysis. According to Thrift (299the application of theory to any

data analysis is a practical means of approachieglata and cannot be avoided.

I should first explain my ontological position redag this piece of research.
Ontology focuses on what is the nature of reatibgut how things really are and how
things really work (Guba and Lincoln, 1994). Thality spectrum extends from
realists to relativists. Realism at one extremepadtes a single unequivocal social
reality or truth that is entirely independent of tiesearcher and the research process.
At the other extreme is relativism (or anti-realjstvhereby multiple perspectives of
the world are created and constructed in the reBgapcess (Mays and Pope, 2000).
For this research project | have adopted a retapproach, in that multiple realities
are available to the researcher, which were cotistilby the participants through the
research process, in either the focus groups danteesiews. It was not important that
what was constructed was an accurate reflectidheottruth’; rather, it was the

participant’s recollection of their reality (Pott@003), their recollection of how
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things happened, what was said and how this affabtem. Each participant
constructed their own ‘reality’ of the events;dtthese individual realities which need
to be considered. An example was that several wgreeteived a barrier that
prevented them from gaining access to an epidunehvthey requested it. These
women felt that they had to convince the MaterAisggessment Unit (MAU)

midwives that they were in ‘enough’ pain to be a#al access to the delivery suite
and ultimately to the epidural. The midwives did agree that any such barrier was
in place. What is important to explore in this attan is the effect that this perceived
barrier has on both the women and the professipaatshow these multiple realities
impinge on the social phenomena being studied.cEef# the idea that there are
multiple versions of a given situation implies tiecessity to attempt to obtain the
multiple perspectives available in the study andapture as much of the complexity
of the situation in the research as possible (Régdtn, 2003). Each one of the
accounts in this study is viewed as the responsleet'sion of the truth, or version of
events. It is not thought that any of the accowilisbe false, but it is how that
individual views the events taking place. A midwdfied woman recalling the same
birth may give very different accounts, as theyapproaching it from different
perspectives. It is important to acknowledge dutirganalysis that these are people’s

reflections and are not supported by any obsenvaltidata at this stage.

Secondly, a researcher’s epistemological standppiestions what is the nature of
knowledge and guides the methodological choicetéCand Little, 2007). In this
study, for example, to be completely aware of ‘tteglity of pain in labour, given my
epistemological stance, would be difficult becaasequtlined earlier, in my opinion

there are multiple realities within the settingrdingh this research | will be able to
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construct only a view of real-life pregnancy anddar. My adopted approach is one
of interpretative epistemology, which strives tmstouct a version of the truth from
examination of the data, rather than aiming toifigdhe absolute truth (Weed, 2008).
The reason for this approach is that my adoptedpnttivist viewpoint does not see
reality as a fixed external situation; to viewstsuch would be to adopt a positivist
standpoint (Bassett, 2004). Unlike positivist reskathis approach of interpretative
research is influenced by the researcher, wholatassthe other person’s words and
actions. Interpretation of these data implies aasgher’'s understanding of the events
as retold by the participants (Corbin and StraR@88). Further, Denzin and Strauss
(2000) consider that this interpretation illumireatghers’ experiences, making them
accessible to many. | acknowledge that, as a wostenwas pregnant with her third
child during my research fieldwork, my pregnancyl windoubtedly have had an
impact on my interpretation of the data. The reitets on my impact on the study are

discussed fully in chapter 9.

Finally the methodological question —how can Itresenquirer, go about finding out
what | believe can be known? According to Gubalandoln (1994), a researcher’s
ontological, epistemological or methodological se&ran limit or constrain the
options available. Given that, as discussed abouétjple versions of events or
realities need to be gathered and my aim was tdumirinterpretative research, a
variety of methods, including interviews and fogusups, was seen to be the most
appropriate way of accessing different narratieesrnderstand and examine the
complexity of the situation. Details of the inteawis and focus groups are outlined in

section 4.3.
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The following section details how | went about isettup this study based on the

background knowledge | had gained and my theoletiaadpoint

4.2 Background to the study set-up

This section details how funding and ethical apptder the study were obtained, the
role of the advisory groups, and the work involiedetting up the study. These

details are provided in order to make the resepirobess as transparent as possible.

This study was undertaken as part of a trainingviedhip awarded by the Medical
Research Council (MRC). Additional funding was aseat from the Royal Victoria
Infirmary (RVI) Trustees charity. This additionainfding was used to enable
additional researcher time and for secretarial sttgp enable the audio recording to
be transcribed. The additional researcher timeusasd to conduct 12 of the
interviews with 6 of the women as well as beingdagilitator in one of the focus
groups. The additional research enabled a widessesection of women to be
interviewed than would have been possible if | had to undertake all of the

interviews in the time available.

For this study I identified a team of supervisorsowvould be able to offer support
and insight into health services research, shageion making, qualitative
methodologies and pain in labour. My supervisognmenitially consisted of
Professor Richard Thomson, who has expertise ittthearvices research and shared
decision making; Dr Madeleine Murtagh, with expsatin qualitative research; and

Dr Sheila Macphail, a consultant obstetrician. Qyiio the illness of Dr Madeleine
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Murtagh, in November 2008 Dr Catherine Exley agreecbplace her as a supervisor

with an expertise in qualitative methods and hesdttvices research.

My topic guides were developed in the first yeamyf study, following my initial
literature review in collaboration with the supeny team and the project advisory
group. It was then necessary, early in the secead, yo obtain the relevant ethical
approval from the Newcastle and North Tynesidedsti@ommittee. Details were
submitted of the research questions to be explamneldhe methods to be used, as well
as of the topic guide and information that wasdaiven to each participant. Ethical
approval was granted once minor corrections had besle to the information sheet

(Appendix 3).

At the time when this proposal was being developedadvisory group was set up to
provide support and guidance throughout the projgds group comprised myself
and my original supervisory team, a consultant sthegist, and representative
midwives from both the community midwifery serviaed the delivery suite. The
advisory group was set up to help develop questinbg included in the topic guide,
to help negotiate access to the participants, aradraference group that would check
the validity of the results. The existence of @pisup ensured that, the views of a
large group of stakeholders were able to infornstafes of the research (Rice and
Ezzy, 1999): for example, the advisory group helgesuiggest the best methods of
selection and recruitment of participants, givem¢hanges in the provision of

antenatal services during the course of the study.

77




Chapter 4

The inclusion of lay representatives in the adyigpoup posed initial difficulties. It
had been hoped that the lay representative whaiseasdy a member of a feedback
group on service delivery in the obstetrics diresti® would be able to represent
patients. However, because of other commitmentsvsiseunable to do so and was
also unable to recommend a replacement. The midvanehe steering group
approached several women who might be interestgdnimg the advisory group;
unfortunately, all these women appeared to be mdeeested in relating their
accounts of an often traumatic labour than in becgrimvolved in a long-term
research project. The local branches of the NatiGhddbirth Trust (NCT) were
contacted as potentially representative of womanthey were heavily involved in
other research projects and therefore unable toribta our project. Ultimately, two
members of the Institute of Health and Society jlh8ho had recently given birth at
the hospital involved in the study, were invitedig@u of patient representatives to
give their views on the study protocol, topic guatal early analysis of the results.
Although not as intended, this proved to be berafas these women had not only an
insight into research and the problems inhereiithnt also were able to contribute
their own recent experience of information prouisénd decision making in

pregnancy and childbirth.

4.3 Methods of data collection

The choice of method in any study is largely infethby the research question and is
inextricably linked to the theoretical perspectdfghe researcher — that researcher’s
way of seeing the world — as outlined previouslgath services research tends to

focus on addressing specific practical problemsares rather than on theoretical
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considerations, and this often determines the ndsteaployed (Pope and Mays,
2000). The strength of my chosen qualitative apgrpaccording to Baum (1995), is
that it allows the documentation and interpretatibthe different ways in which

people make sense of their experience of health.

Various types of questions can be addressed bytafivsed methods. First, contextual
questions (which identify what exists, the naturexgperiences) allow the description
of phenomena experienced by the study population example, how does racism
manifest itself? Secondly, diagnhostic questionscareerned with why phenomena
occur, what decisions are made and the needsribat-afor example, what are the
underlying reasons for racism? Thirdly, evaluatjuestions ask how well something
works, which is a key question in much policy-rethtesearch — for example, what
factors contribute to a successful health-promagpimgramme for ethnic minorities?
Finally, strategic questions help to identify ndwedries, producing new ideas — for
example, how can declining rural communities bstegted? Many qualitative

research studies attempt to address several & thesstions (Baum, 1995).

The research questions for this study are contextisgnostic and evaluative in their
nature. First, the contextual question is aimedeitifying what already exists in the
provision of information and education to pregnaotnen. This is done by asking
such women what information they have received,asad by asking the midwives
who care for them what information they have giveagh group is also asked to
appraise the utility of the information they haeeeived from different sources.

Secondly, the diagnostic element of the researnkiders what decisions are taken
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during pregnancy and labour; why these decisioasaken, and the needs for
information and support that arise out of thisaiton. Midwives are asked about their
perspective on this decision-making process angvidreen are asked to convey their
expectations of the decisions made. Finally, tteuative element of the study seeks
to address how well the decision-making processksvior the context of the current
delivery of care in labour, from the point of vi@ivboth the women and the

midwives caring for them.

The methodologies for data collection that fit witly theoretical standpoint and are
most likely to allow me to answer my research goastare interviews and focus
groups. Interviews are widely used in qualitatigsgarch, in either a semi-structured
or in-depth unstructured format. An advantage afisgructured interviews is that
they have a flexible structure of open questiogayihg the researcher free to diverge
from these questions in order to explore ideasatiaé through the course of the
interview, thus providing an adaptable method dhiting information (Robson,
1993). A disadvantage is that the success of tkeeview is largely dependent on the
ability of the interviewer to keep the interview course and to follow up any points
raised by the interviewee. Interview skills are gatly acquired through training and
from experience. Patton (1980) maintains thatnadter which form the interview
takes, good questions should be open-ended, nesgraditive and clear to the

interviewee, in order to gain the most from them.

The second method chosen — focus groups — allavgdtticipants’ perspectives to

be generated through open discussion. These giscysdions enable the researcher
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to discover a range of informants’ views and whethere is a consensus (Britten et
al., 1995). It is the role of the focus- group Ra&ior to ‘facilitate the expression of
ideas and experiences that may be left underdesglmpan interview and to
illuminate the participant’s perspective througthate within the group’ (Kitzinger,
1995: 300). The facilitator is able to use the grdynamics to create discussion
about both the topic of interest and any new istugsarise. Most researchers, when
organising focus groups, aim for a homogeneouspgtoapitalise on people’s
shared experiences — a group consisting of pedsiendlar background and
experience (or, as in this case, similar profesd&)n- that will allow the members of
the group to highlight contentious or sensitiveigsswhich might have remained
unspoken in one-to- one interviews (Kitzinger, 1996is thought that focus groups
are ideal for examining workplace cultures, withtiggpants providing mutual
support in expressing views that may be at oddsewiews held by the public or, in
this instance, by patients (Kitzinger, 1995). Hoam¥ocus groups and interviews can
only examine participants’ knowledge of, and atkés to, certain issues and cannot
investigate actual types of behaviour or the peaved of such views in the
community (Rice and Ezzy, 1999). One negative espiefocus groups is that an
individual with a different opinion to the restthie group may remain silent; it is in
these circumstances that the role of the facilitatpivotal in ensuring group
participation. According to Kitzinger (1995), itilmportant when analysing focus
group data to assess the impact of the group dyrsaamid to assess whether there is
any evidence of the questioning of others’ opinjarigieference to others, of
censorship, or of participants changing their vigaveughout the course of the

discussion as they hear other people’s accounts.
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After taking into account the advantages and disathges of these methods, the
populations to be included in my study and my tegoal standpoint, it was
necessary to determine the most appropriate métnaghch population. In my
opinion, one-to-one semi-structured interviews wiith women would allow them to
talk freely about a highly personal and emotionare in their lives, whereas focus
groups would enable discussion within professigmalips to shed light on the issues
to be developed. Subsequent consultation withdkiesary group suggested that these
professionals possibly would be unable to expiesis vViews until they had
participated in some form of discussion, becausg thay not previously have
formed an opinion regarding how prepared women trbghto make decisions. For
this reason | chose to use focus-group discussithghe groups of professionals.
During the focus groups the following topic guidasaused to ensure that key points

were covered.

Introduction of researcher and recap the purposieso$tudy.

Acknowledge that the interview will be confidential

How are you involved in preparing women for labour?

What information do you give women?

At what stage in pregnancy do you give this infaiore?

Do you ever recommend a certain form of pain relief

In what circumstances would you recommend

Which pain relief do you most often recommend /favand why?

. How involved are women in actually choosing theungpain relief?

10. Do you think this appropriate?

11.What changes do you think if any should be madein women are prepared
for labour?

12.What additional information should be giving women?

13. At what stage of pregnancy?

14.In what format?

©CONoOr~wNE

Figure 3: Focus group topic guide
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4.4 Study Population and Recruitment

As previously stated, this study involved reseavith two separate but related groups
of people — pregnant women and the professionatscabhe for such women during
pregnancy and labour. This section gives detaith@&tudy population and of their

recruitment.

The study population consisted of women from argefigeographical area in a large
city in the North East of England, who were at @as stages of pregnancy and
intended to give birth at the study hospital. Themen were recruited from two
midwifery bases within the city. The midwives at$k bases were included in focus-
group discussions, so had a detailed knowledgeeofdsearch being conducted. The
first base was in a predominantly middle-class afehe city, with a population that
was largely well educated and lived in safe, palyabwned properties in an area that
was well provided for in terms of services, shastors and open green spaces. The
second base was in one of the most deprived aféhs oity, with high proportions

of unemployment and council and housing associagtioperties. The area is

generally run down with limited access to shops semdices.

4.4.1 Pregnant Women

As specific areas that | wished to explore had emged from the initial literature review, semi-

review, semi-structured interviews (Pope and Mays2000) were considered to be the most

most appropriate method to use with pregnant womerhecause such interviews would not be too
| not be too rigid to allow issues arising to be fatwed up. The questions listed in
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Figure 4 : Outline Topic Guide for interviefigure4-{(Outline Fopic-Guidefor

interviewsg were used only as a guide during the interviemarisure key areas were
discussed; they were not necessarily answered sgégjliein every interview, which

allowed sufficient flexibility to each interview tenable discussion of any new issues

that arose.
1. What methods of pain relief did you decide on befgsu went into labour?
2. What made you decide on these?
3. What were the most important factors which influeshgour decision?
4. Which method/methods of pain relief did you actpate?
5. What made you decide on these?
6. What were the most important factors which influeshgour decision?
7. Are you happy with your decision?
8. How will the experience of this labour and birttiegt any future decisions?
9. What methods of pain relief would you chose for angsequent deliveries?
10. Is there any information you needed that would haeele it easier to make a
decision?
11. What would your advice be for someone about to lsalbvaby?

Figure 4 : Outline Topic Guide for interviews

| decided that the use of semi-structured intevgieconducted at several time points
during the antenatal and postnatal period, wouébEnme to build a rapport with the
women and to allow them the freedom to express $héms during the interview
without fear of reprisals from other participantshi{ch may occur in focus-group
discussions). It would also allow me to follow, vthese women, what they expected

during pregnancy to what actually happened dughglir. The aim of semi-

84




Chapter 4

structured interviews is to discover the particifmown framework of meaning and it
is up to the researchers to avoid, as far as pdes#itle imposition of their own
structures or assumptions; the researcher musimeypan to any concepts that may
emerge (Britten, 1995). After previous experientmterviewing study participants, |
considered that | had the skills necessary to ocirithe interviews without imposing

my own views.

The purpose of the interviews was to gain an unaedsng of the views of pregnant
women on their expectations of pain and pain releescertain the source of their
information; and to discover how useful, in thgdirdon, this information was to
them in their decision-making process. The intergi@lso aimed to discover
women'’s needs regarding information — includingtiheng, form and content of
such information. Finally, the interviews wouldadl an understanding of how

women made choices and what helped them in thisege

The plan was to interview individual primiparousianultiparous women at various
stages in their pregnancy (Table 2: Interview Rleiowever, throughout the course
of the recruitment, pragmatic changes had to beent@the choice of those
interviewed, as explained later in this sectiorbl&€adetails the sample of women
from which | hoped to recruit, and at what poinpiregnancy | hoped to interview

them (Cresswell, 1998).
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Stage of Pregnancy Interview Category
Category 1 Category 2 | Category 3 Category 4
Early Pregnancy | 3 Trimester | Postnatal Subsequent
Pregnancy
Booking (13 weeks) v
Mid/late pregnancy ( 34-36 weeks) v v
Birth
Postnatal ( within 6 weeks) v v v v

(v -Indicates at what stage of pregnancy women fraoheategory were to be interviewed.)

Table 2: Interview Plan

It was planned that four categories of 7—-12 womnethiee phases of pregnancy and
childbirth would be invited to take part in the dyuThe methods of selection and
recruitment were designed to reflect the new sergiovision of antenatal care for
low-risk pregnancies being delivered primarilytiie community (Robson, 1993).
Recruitment of the women was to take place dutiegy routine antenatal visits, with
their community midwife. During this appointmergsiuies such as general health and
wellbeing were discussed, as well as concerns dhbaur and delivery. When a
woman eligible for inclusion had been identifieddynidwife, she discussed the
research project and the possibility of participatiluring the routine antenatal
appointment. If she was interested in taking plaetwas given an information leaflet
(Appendix 3) and her contact details were passeaetoAt this point | would follow
up this initial contact with a telephone call tealiss the project in detail and to
ascertain, after the discussion, if that woman datill be willing to take part in the
study. If so, another patient information leafletuld be sent out, if necessary, and a
date for an interview would be arranged. Consenpéaticipation would be discussed

and obtained before the interview began (Ritchik lagwis, 2003).

The women in each category of the study were d@vis!
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Category 1, the ‘early pregnancy’ category, was identifiecaagmportant subset to
target, as midwives in the advisory group repoeggerience of women who
enquired about pain and pain relief in labour amsas their pregnancy had been
confirmed. However, when recruitment began for ¢gnesup, only two women were
recruited, both of whom had complications in earggnancy. It was decided that
these two women should be questioned to find oyt tivey had decided to take part,
and why, in their opinion, other women were refgdio take part. Anecdotal
evidence had been offered by the midwives, at dy advisory group meeting, that,
from the early stages of pregnancy, women wantidnration about pain relief. The
midwives felt that, because of this interest, womenld be willing to talk to
researchers about their feelings at this stage.@dewin contrast to this anecdotal
evidence, the women in this category were stilugieg on the pregnancy continuing
rather than miscarrying, and did not want to discarsy delivery issues at that time.
The two women in question stated that they hadeshts take part in the study with a
view to obtaining more information in relation teeir own complications rather than
expounding on their views and expectations. Althothge onset of pregnancy is an
important time at which to talk to women to expltneir knowledge, it was felt
inappropriate to continue to attempt to recruit veonto this group. Time constraints
on the recruitment of other groups, and the diffiea that | had encountered, implied
that a new approach would be needed in order taifgeand recruit. Such a new
approach would have involved redesigning of theystand reapplication to the Ethics
Committee, which was not considered to be achievimbthe timeframe available.
The two women who had come forward were askecklf thould like to be involved

in the study at a later stage; both agreed to darsh subsequently were part of

primiparous category 2.
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Category 2consisted of primiparous women at the 32—-36-wetge of pregnancy.
These participants were recruited during theirireuvisit to their community

midwife, which was held in their primary care preetat around 32 weeks of
pregnancy. These women were all at low risk atithe of recruitment (i.e. they had
no complications and were expected to go to futhtevith an anticipated normal
singleton delivery at the hospital included in ghedy). Their participation in the
study had been reviewed by either the midwivesro¥Bcphail to ensure they met
the inclusion criteria. This process eliminatedsthavho were no longer considered to
be ‘normal’ low-risk pregnancies. A letter was adeat to each recruited woman’s GP
to give that GP an opportunity to express any cargabout the woman’s
participation. The sample of women for this grougsvgelectegurposively (Pope and
Mays, 2000; Ritchie and Lewis, 2003) from three ggrips (<20 years 2

primiparous women20—30 years- 8 primiparous and 7 multiparous worresrd

>30 years- 7 primiparous and 8 multiparous worheWithin each age group we tried

to recruit women with a spread of educational aamgent (left school at 16; ‘A’
levels; vocational qualification, and degree), de¢ailof-age-greupss outlined in
TFable3and-qualificationsin Fable43. These participants were interviewed
individually about their experiences, expectatiatesision-making preferences,
sources of information and other resources forgil@eimaking, birth planning and
pain-relief choices. All of these participants wetdbsequently re-interviewed within
6 weeks postnatally to enable comparison betwesin ¢lipectations and their actual
experience of labour and pain management, anccertag what factors had

influenced any changes in the decisions they hatkma
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Category <20 years 20—30-years >30-years
2 2 8 7
-
4 7 8
Muttiparous)
Table 3-Age of sample

Unknown No Qualifications| Vocational/ GCSE A Level Degree

Table 43: Academic Level of sample

Category 3was intended to be a group consistingaeparate set of women who
were to be interviewed for the first time withim@eks postnatally. These women
were to be identified and given patient informatina member of the research team
on the postnatal ward and followed up if they wiskeebe part of the study.
However, after nearly six weeks of attempted reorent, on a postnatal ward with up
to 120 deliveries per week, no women were succigsacruited, despite daily visits
to the postnatal ward. Midwives found it diffictdt engage women who had no
previous knowledge of the study to take part. Farrttore, the women during this
postnatal phase were more concerned with adjusiififg with their new baby. In
addition, many of the women were on the postnasativior only a matter of hours
before being discharged home. After discussion dith the supervisory team and

the advisory group, it was decided to cease renait for this group and to
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concentrate our efforts on ensuring that all theneo that we interviewed antenatally

were followed up postnatally.

Category 4consisted of women who were having their secorslibsequent baby
(they were multiparous) and were to be intervieae86 weeks of pregnancy and
again at 6 weeks postnatally. The recruitment atetton criteria and the sample

frame for this group were otherwise identical tosth identified for the category two

primiparous women; the ages of the sample of woanershown inFable3.This | Field Code Changed

A”

group of women were asked about the choices tegthhd made, how they came to
make their decisions and how their decisions is iegnancy were influenced by
experiences in previous pregnancies. All of thesmen were also successfully

followed up with an interview within six weeks poatally.

All of the interviews were conducted at a locata@mvenient for the women: all but
one of the women asked to be interviewed at hohig phe exception chose to come
into the university. The interviews were recorddthwa digital recorder, once
informed consent for participation and recording baen obtained. The interviews
lasted between 25 and 60 minutes. The interviearditgs were then transcribed
verbatim (Bryman and Burgess, 1994; Pope and M20) by the project secretary.
The accuracy of the transcripts was checked bgrlisg to the recording while
reading the transcripts and making any changesseane(Bryman and Burgess,

1994).
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4.4.2 Professionals

The following section details how the professionadse recruited for inclusion in the
focus group discussions for the study and how @atacollected from this group. The

different categories of professionals recruitedtifiis study are detailed in the table

below.
Professional Categc Personnel Involve
Group 1 (FG1 Community midwives Base Midwiv es
Parent educator
Healthcare assistants
Group 2 (FG2) Community midwives Base 2 Midwives
Health visitor
Group 3 (FG3) Delivery-suite midwives Delivery-guimidwives
Group 4 (FG4) Hospital clinicians Anaesthetists
Obstetricians

Table 45: Participants in focus groups with professionals

For focus groups 1 (FG1) and 2 (FG2), the communitywives were recruited from
the same midwifery bases as the women. Once theifaig bases had been
identified, a link midwife in each was made knowmte and became my contact
point for organising the focus groups with the camity midwives. After detailed
discussions with the contact midwife, she relayeslinformation (verbally and with
the aid of the professional information sheet)ltonédwives within her base. These
midwives were given participant information shdétgpendix 4) with details about
the purpose of the study and information about tiewdata would be anonymised,
stored and referred to in any analysis and fututdigations. All midwives were then
asked whether they would be happy to participateficus group, and all midwives
who were working on the day of the arranged fogosijg agreed to do so. At the

beginning of the focus group | went through theinfation sheet to ensure that all
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the participants were happy and had been givenghertunity to raise any questions.
The guestions asked of the professionals differat those put to the women (Figure
3) because they were designed to examine the giofeds’ views on pain as well as
on the women themselves. At the beginning of tleedayroup, signed consent for
participation was obtained from each midwife. Bfatbus groups took place over
lunchtime at the clinic where the midwives weredzhd-inancial constraints meant

that | had to conduct these two focus groups uilaide

For the third focus group (FG3) — that with theivkly-suite midwives — the current
delivery-suite manager (who was also a deliveryesmidwife) assisted with
recruitment. The delivery-suite manager had idexttib range of midwives, from
those who had recently qualified to those who weoee experienced, and from those
with an interest in natural labour and birth anastnwho were happier with the
medical model of intervention. | contacted all tnesidwives, explained the study to
them, and gave them an information sheet and myammtact details in case they
had any queries. The time arranged for the focosmwas that which was most
convenient for the majority of those midwives wtamltexpressed an interest.
Informed consent for the delivery-suite midwivessveghieved in the same way as
that for the community midwives. This focus groapk place in a seminar room

within the obstetric unit of the hospital in thedy, with a co-facilitator in attendance.

The final focus group (FG4) involved clinical staffcluding consultant anaesthetists
and consultant obstetricians, together with spistiedgistrars and junior doctors from

within the Department of Obstetrics. The cliniciéamgolved were first approached by
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Dr Macphail and then by me, ensuring that all im¢¢ed clinical staff had been given
an information sheet. To arrange the focus growptambtain informed consent, the
same process was followed as that for the deligaite staff. This focus group took
place over lunchtime in a seminar room in fetal itieé within the hospital, with a

co-facilitator in attendance.

In this study, the focus groups comprised simitafgssional groups, including one
for midwives and one for obstetricians and anadistselt was hoped that, by
keeping the different professional groups sepamatnbers of each group would feel
able to talk freely without feeling intimidated yembers of the other professional

groups. The approach used to analyse all the glait iout in the ‘Analysis’ section.

The purpose of the focus groups was to gain aghingnto the professionals’
understanding and approach to labour, labour pairtize different forms of pain
relief available during labour, as well as discegtheir views on labour and the pain
of labour. The results would then enable me torddtee whether the views of the
professionals were aligned with those of the womeolved. | also sought to explore
professionals’ views on how women make decisioriahour and on how they assist
women in this process. Although focus groups weemnsas the most appropriate
method of investigation for this group, they do éiavawbacks, one of which was
highlighted during focus group 2 (FG2): a healtiter was present but did not
actively participate in the group; when this laélparticipation was queried, she said

that her opinions were the same as those of theiied, and that she was there to
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support them. Thus, although the focus groups lead lvell facilitated by me and a

second researcher, they still had their drawbagkigsh should be recognised.

Each of the focus groups took about an hour. Aldiscussions were recorded using
a digital audio recorder; in addition, | took figldtes of any contextual issues that
might be important during analysis. The audio rdisays were then transcribed
verbatim and checked for accuracy and completdnaghge same way that the

women’s interviews had been checked.

4.5 Analysis

The raw data used in qualitative analysis are wspaéen during an interview or
focus group, or written down (Silverman, 1993) athger with field notes (Seale et al.,
2007). Bryman and Burgess (1994) claim that thégdeslata collection and analysis
of these data are simultaneous and continuous gsesgwhich interweave with other
aspects of the research process, and that to separtathe analytical process is
unrealistic. However, for clarity, | have triedgeparate these phases, although

recognising that, in practice, they occur simultarsdy or iteratively.

All research must address such factors as studgrdemalysis, sampling, instrument
design and (in particular) data analysis. It isc@lithat data analysis and
interpretation should be deliberate and thorougbiding the use of initial

impressions rather than the detailed examinatidhefaw data (Sofaer, 2002). The
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most common criticism of qualitative research, hgitted by Mays and Pope (1995),
is that it refers to an assembly of anecdotes ansbpal impressions, subject to
research bias, lacking both reproducibility andegahisability. To counter such
criticisms, qualitative research must be both syatéc and transparent in its design,
data collection, analysis and interpretation, anthé communication of results. The
strength of qualitative research is in its cyclig@rative nature, especially with
regard to the constant comparative method, whettebgnalysis of each stage
informs the data to be collected in the subsegstages (which was the process
followed in this study). The research is determiwedy much by what the
participants are saying is important to thientheir experience and not what is of
importance to the researcher. | hope that the celngmsive description in this chapter
of the methods used, together with the systematiciw which the data have been
analysed and presented, it will ensure that thésisawill be both transparent and
reproducible, increasing the scientific rigour loé results, and obviating any criticism

of this study.

Qualitative data are generally unstructured, urdyigind voluminous. The researcher,
through analysis, has to provide some structurecahdrence while retaining a close
link with the context in which the data were coléxt (Ritchie and Spencer, 1994).
One of the major goals of qualitative analysisis generation of concepts, theories or
hypotheses to be tested (Britten, 1995), whicH@raed by grouping together the
categories that are applied to the data. Someeskthoncepts are grounded in the
topics explored in the interviews; others emergenfthe data. This work cannot be
undertaken ‘in a vacuum’, as is suggested can liead if you use the grounded

theory approach. The analysis of these data itesative but also a deductive
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process, informed in part by the literature on stiatecision making and pain relief in
labour and in part by the fact that | was pregmanhe time of the fieldwork. As a
large volume of data was produced, NVivo softwasas wsed to assist in the coding
and management of the transcripts (Gibbs, 2002 tidnscripts that comprised the
formal data for analysis were coded by me and splesely discussed at data
sessions to develop a coding frame — initially vilthMadeleine Murtagh and

subsequently, in detail, with Dr Catherine Exley.

According to Rapley (2010), the practice of goothdmalysis can never be summed
up by one label such as framework or grounded yhasthere are commonalities
across several different analytical approachesahglysis was primarily informed by
the constant comparative method (Corbin and Sty@@0€8; Glaser, 1965), with some
reference to the framework approach (Pope et@Q2Ritchie and Spencer, 1994).
My reason for not using a framework approach wasttie data were unwieldy and |
was more comfortable using a narrative approaatritfen summaries to approach

the data systematically.

A description of the process of analysis usedhis $tudy and undertaken for data

transcripts from both the interviews and the fogumups is detailed below.

1) Detailed reading and re-reading of transcripts

Like constant comparison and several other quaiapproaches (Rapley, 2010), the
first stage of analysis is familiarisation with thata, where each of the transcripts is

read and re-read in conjunction with the audio mrdiog to gain knowledge of all of
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the interviews and focus group material. Oncetihid been done, a summary was
produced for each transcript, detailing the keynfsoand issues that might be of

interest for further investigation.

2) Identification of themes

The transcripts were read and summary documents eveated to keep a record of
the themes of interest and how they had arisers iticess was undertaken using a
constant comparative approach to the data; thisaphp, whereby findings from the
first interview were used to inform subsequentrivieavs (Bassett, 2004), was also
used during the interviews themselves. This constamparison of each incident of a
particular theme of interest has the potentialrboghout different aspects or different
examples of the same phenomena (Corbin and Str2Q38). The themes covered
such topics as enduring or experiencing labourjdrarencountered, progression
through the drugs, attitudes to pain relief, andimfidbrmation. Concepts or themes
derived from the data represent the researchepgessions/understanding of what is
being described and of the issues expressed Ipattieipants (Corbin and Strauss,

2008). Bulmer (1969xnd-Corbin and Straug2008)emphasised the importance of

these concepts to research when he claimed thaatkehe categories for which data
is sought and in which data are grouped, and wiscially become the chief means
for establishing relations between data and ararticlor points in the interpretation

of the findings.
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3) Coding of transcripts and categorisation of text

Coding is the process by which labels are giveexteacts of data to give order to
such data; this coding frame develops as the aatigsis progresses (Bassett, 2004).
Once the themes have been identified, it is impotago through each transcript
systematically and to code all examples of eaciméhevhile being open to the
possibility that, during this process, new themey mmerge or existing themes may
merge. This stage also includes a process of gurnsianparison, checking each new
instance of a category or theme with the previoes to ensure the appropriateness of
the category and the relevance to the researchd@veopment of themes or
inductive categories allows researchers to linground these categories in the data
from which they derive (Berg, 2004). Throughout ttascripts, one section of text
might be identified by, or be relevant to, a numiedifferent themes: for example,
one quote might be coded for birth stories or fagpession through drugs, as well as

for attitude to pain relief.

4) Systematic analysis of each theme

This aspect of the analysis includes a detailechéxation of the descriptions or
examples of key issues within each theme, withtifleation of patterns and
discrepancies within each category and acrossvietgs. At this stage it was also
important to look for cases known as ‘negative’epamples of those that do not fit
the pattern. These negative cases enable the cheeéw offer an alternative
explanation, which adds richness to the explanaihstresses that there are always
exceptions to any point of view (Corbin and Stra@é€®)8). Such an alternative

explanation also demonstrates an intellectual iittegnd lends considerable
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credibility to the final set of findings (PattorQ99). Even if negative cases are not
found, the process of looking for them ensurestirepleteness of the coding and

gives a further opportunity to identify nuanceshiviteach theme.

5) Development of hypotheses regarding the desmnipiand patterns identified in the

transcripts

Given the data presented and my knowledge of #iésfiof both pain in labour and
decision making, | was able to develop hypothesdisamries that would offer some
explanation to the patterns found in the data. @lingpotheses provide a way of
presenting the results that brings meaning togkearch, allowing a presentation of
the gaps in the findings, and suggests the neps steexamining this area further.
The possible explanations and ways of represettimgvorld of pain in labour and of

decision making, form the basis of the followinge%Rilts’ chapters.

6) Challenging hypotheses by looking for confornaityd variation and by identifying

disconfirming cases

Category mapping and comparison, using a constanparative approach, followed
analysis of each group. Validity was assesseddaordance with Patton’s four criteria
of validity in qualitative research — namely veagition, rival explanations, negative
cases and triangulation (Patton, 1999). Triangutadif perspectives from the women
and the professionals allowed me to examine the fdam the perspective of various

stakeholders with different views (Patton, 1999).
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Once the analysis of all the data had been conmjyldte results were written up in a
way that would develop my arguments and would lagediscussed with reference to
the themes of shared decision making and pairf iellabour. Salient quotes were
identified to demonstrate the key issues in thestiRe’ chapter. These quotes are
included, together with discussion and referendbediterature, in the ‘Results’
chapters. Where different professional groups refeto the same issues, | have tried
to identify an appropriate quote from each grougviBnt cases, where women or
professionals have expressed an opinion that diffem that of the majority, were
deliberately sought out; | have included thesdtasrative perspectives on the issue
in question. In order to preserve the anonymitthefparticipants, all names have

been changed and pseudonyms used throughout.
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5 Pregnancy

This chapter presents the analysis of data froervigws with pregnant women
experiencing either first (primiparous) or subsedyenultiparous) births. Quotes
from the women themselves are included throughlbéar ‘Results’ chapters to
illustrate interpretation. Where a case appeacemdradict what the majority of
participants are saying, a quote is also usedustriate this opposing view.
Respondents are identified after quotes by theugsnym, their age group, whether
they were multiparousr primiparous, and whether the interview was cateld

antenatally or postnatally: e.g. (Jane, >30, Pramdps, Antenatal).

This chapter begins by examining women'’s viewshanimformation they accessed
and how this then informed their attitudes and etqt@ns regarding their pain in
labour. These results are then examined in terntsedf relation to the two main

themes of the thesis—those of shared decision malkid of pain relief in labour.

5.1 Information

The women interviewed in this study were of vasiages and from a range of social
backgrounds, these women had diverse attitudesdsveecessing information,
towards engaging in decision making and towards liself. Women in this study
received their antenatal education either fromaigwsources such as the National
Childbirth Trust (NCT)—which focuses on massagesathing and relaxation as its

approach to managing pain—or from the NHS. Thefalhg quotes give views on
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the NCT and NHS classes and highlight the probléensuring that the type and

level of information are right for everyone.

The NCT ante-classes, while you know they don’tf@econd tell you what, tell
you what to do their, their thinking is very mut¢tetsame as the thinking behind
the yoga... you know don’t just think you have todie your, lie on a bed on your
back to give birth....you should try and be very\ati

(Gail, >30, Primiparous, Antenatal)

Yeabh, it was absolutely brilliant... And she said heglything you're imagining
that we’re all going to be sitting around rubbiragle others backs and huffing and
puffing, we're not, we're not doing that. We’'rersof, I'm going to give you

some information, give you lots of time to ask diges. And | thought that was
so spot on what | wanted because that, that waglgy@u know what | was
thinking... Advice as to when you should call the enaity unit and you know
when you should, when they’ll probably advise yougt in, set the scene
probably a bit more than in terms of the sort ef plain relief side.

(Angela, >30, Primiparous, Antenatal)

Gail, a woman pregnant with her first child, likeny women in this study accessed
several different sources of information (NCT, ypgehich she felt were
complementary and would help her to be fully pregain contrast, Angela, who was
also pregnant with her first child, attended oy NHS hospital antenatal class.
Angela reported that the class she had attendedundsy a midwife from the
delivery unit and focused on the actual procedalwiur and what happens to a
woman'’s body, the physiology of labour. Angela fduhis approach useful as she
had “no close female relatives [she] could asklldwang the antenatal class, Angela
said she now felt prepared in terms of who shelsheall (and when) at the onset of
labour, and what would be likely to happen; howesbe had to access any detailed

information on pain relief herself, to supplemdrd tlass.
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The major objective of any antenatal education isrthance a woman’s
understanding and confidence as she approachebicttil(Enkin et al., 2000). Galil
and Angela attended very different antenatal classkich offered different
information about labour. Before attending thesssts both women made a decision
on which class or which approach was likely to lestwuseful or most accessible to
them. Taking part in antenatal classes is seeakasgtan active and deliberate choice
to make birth manageable, regardless of which ¢fpass is attended. It is

important to emphasise that both women, when irdemd, were satisfied with their
choice of antenatal preparation Gail had identified/ her NCT and yoga classes
were complementary in their advice. Angela, ondtineer hand, was happy that she
understood what would happen when she first weatlabour, when she should go to
hospital and what the advice might be from the niid® on the maternity assessment
unit (MAU). Whereas Angela did not say whether gl given any information or
advice on relaxation and techniques for coping aitual labour, Gail did not

mention whether she was aware of when she should lgospital or the role of the
MAU, which could indicate either that this was adbpic that was covered during

the NCT class or that this was not one of her corce

Despite the differences between these two clagsEems that both were trying to
prepare women in a structured way for labour. iinortant to highlight that not all
women choose to take part in any organised anterlatses (Levesque-Lopman,
1983) it is thought that as little as one thirgpofgnant women participate (Declercq
et al., 2002), the majority being white middle sl&Byron and Myers, 1996). In
addition to the traditional sources of informatiomm midwives and antenatal classes,

women may also access television (Discovery Heallh8), the internet (Mumsnet,
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2008), magazines (Pregnancy and Birth, 2008) amdbitith stories of others
(BabyWorld, 2008; Mumsnet, 2008) to formulate th@ferences and expectations
for pain management. With women accessing a vaoieityformation to prepare
themselves for labour this means that women aigapee on different aspects of
labour, which will therefore affect the extent thioh they are able to engage in
shared decision making. Women interviewed in thigs considered either that they
were given too much information or not enough. Katlegnant with her second
child, was concerned by the level of detail sheirex, which she felt was excessive;

in contrast, Linda thought that her NHS antendtsd<slacked detail.

| think the risks, | mean I’'m no medical person pathaps the risks are quite
minor and the benefits probably far outweigh tis&sj but because they tell you, |
mean they've got to tell you every, every risk havéhey? So they tell you even
the minor little things that could and might go wgoand you just think oh no |
couldn’t possibly and then that puts you off wheally it's... compared to what
you're actually going through it's not, it's nob@g deal. So, I..I understand
they’ve got to tell you the truth and you need eédftwrewarned but perhaps its
better not to know.

(Kath, >30, Multiparous, Antenatal)

They probably at the point where they're kind dkitag about the pain relief
options they probably start out about relaxatiammeques and spend five minutes
saying oh you know yes if you can help breathing lkeeep relaxed it will help as
much as possible, and that was probably all theg kf spoke about it. They
didn’t actually do anything, actual practising sofrthese techniques.

(Linda, 20-30, Primiparous, Antenatal)

Kath seems to suggest that being informed abotheltisks, even the smallest, may
have increased her anxiety rather than alleviatirigis difficult to be certain whether

this was too much information, the wrong type dbéimation, the wrong emphasis or
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just contained information Kath did not want to hea contrast, Linda was
concerned that she did not have enough informagispecially with regard to
breathing and coping strategies. This supportsvtir& of Lazarus (1997), who
argued that not all women wish for the same let&howledge regarding their
options for birth or the same level of control, eihshould be taken into account
when conducting antenatal education classes; hawieva group antenatal setting it
is difficult to give each individual woman the léwé information they wish for. Also
although Kath did not want to be made aware obfathe risks, there needs to be
discussion of which risks women need to be informfeidl they are to make informed

decisions.

Many of the women in the study who had attended\tH& antenatal class felt they
had not been familiarised with enough informatiorttee breathing and relaxation
techniques. Although the women reported being ttedd there was some evidence to
support the fact that relaxation and control ofrthesathing would help them manage
their pain, they were not shown how to do it. Limdported that she was told not to
worry about breathing techniques, that her bodyldvmstinctively know what to
do—which did nothing to help dispel her fears &fdar. One of the main criticisms

of the NHS antenatal education classes, identifietlolan (1999) and that my data
suggest may be still relevant today, is the poachang about coping skills for labour,

including breathing and relaxation techniques.

As previously noted, pregnant women receive infaiomsabout labour and childbirth

through different media, and many women in thislgtused more than one source
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and sometimes commented on the ‘quality’ of eadn.example, Amanda— a
woman pregnant with her second child—contrastsekperience of attending an

NHS antenatal class with an active birth classagteded.

| found | picked up, there was much more knowledigere was much more
education in the active birthing classes. Wheredkéa antenatal classes (NHS) it
was very much like right well, this is what's goit@ghappen and you can have
Pethidine, you can have epidural, this is what mgghwrong, but there wasn’t
really any, you weren't really educated. | didieél that | was being educated |
felt like | was being told, | was being read frorsteet about the different options
and not really, | wasn’t being told what was happgno my body and what |
could do to help and why it was going to feel likat.

(Amanda, >30, Multiparous, Antenatal, 06/08/2005)

This view of NHS antenatal classes is in stark i@mttto that of Angela, who felt that
the focus of her class had been the physiologyrtf-b-indicating that the content of
the class not only depends on the ethos of whanising them but also on that
particular midwifes’ knowledge and experience.igetirth (which was the term
used by Amanda for the type of class she atterfdedses on enabling women to
give birth naturally, encouraging them to take ey\ative role in the process
(Balaskas, 1992a), and may appeal to some womee, ttman others (Machin and
Scamell, 1998). For Amanda, the NHS class seemrdddanedical in its approach
and did not offer any advice on coping stratediesyever, this was given at the
active birth class which she paid for personallgnahda also commented on the
different approaches of the two classes, in how flresented the information, either
a didactic approach - ‘being told’ in the NHS classdult learning model whereby
knowledge is being passed on for Amanda to evalwdteeh may have been down to

the approach of the educator.

106




Chapter 5

The goal of antenatal education, whoever it is jged by, should be to inspire
women'’s confidence in their own knowledge and ghilivhich will lead to them
taking a full part in informed choice (Lothian, Z)OMidwives and other antenatal
educators must consider the needs and valuesipftidience when delivering
education sessions, in order to be able to resfwtite diversity of women’s needs
without diluting the importance of the childbirtdwecation they are giving (De Vries
and De Vries, 2007). There has also been a readirfbc midwives to respect
women'’s ‘inner wisdom’ (Lothian, 2008)— that isetknowledge women held by

virtue of being a woman.

As well as accessing information from recognisagrees to inform their expectations
about birth, pregnant women also receive infornmefiom friends and family in the
form of birth stories, which can be either positbrenegative in both their content and

their potential impact.

I've got actually one friend who I've met, in fegtie’s a girl that used to live here,
she’s been really good. She’s got four childred lagion’t know how she does it
but she sort of manages to tell me information euitht being well this is the

right way to do it. She’s, | think she’s, she’stjbeen good at sort of giving
information without saying, well because | didhiat way then that's right.

(Angela, >30, Primiparous, Antenatal)

It depends on who you talk to because some peaglé wasn't that much, that it
wasn’t that bad. Or some people say the painaggebad as it gets, or whatever.
So I think in the end you've got to stop listentoghem and just, just wait and
see what happens with yourself. Because if you weengou could go in there
thinking this won'’t hurt and it will, or you canittk oh it will hurt and be scared
to death and it hurts even more.

(Mary, 20-30, Primiparous, Antenatal)

107




Chapter 5

Storytelling—birth stories in particular—are a ugiisal and ancient teaching and
learning method (Bowles, 1995), and women who heeen through labour and
delivery have an experience to share (Halldorsdaiil Karlsdottir, 1996). Birth
stories, according to Callister (2004), are navestigrounded in the pivotal life
experience of giving birth—a way of communicatingg@man’s experiences to
others. Kitzinger (2006) argues that birth stoaesa way of framing an event, which
describes and explains the woman'’s role, as well\may of a woman seeking to take
control and devising meaning and significance @s#hlife-changing events. It has
been shown that hearing positive birth storiestamsform a pregnant woman'’s fear
into confidence, and could therefore be a usefillitobirth preparation (Menelli,
2007). Angela highlights above how she benefitethftistening to her friends’ birth
stories, whereas Mary offers a cautionary note glistening to others’ birth stories

and of assuming that one’s own experience willhgesame as that of a friend.

Unlike Angela, not all women find the birth storigfsfriends and relatives helpful or
encouraging, and are often subjected to ‘horrarestbof things going wrong.
Listening to others’ stories about how much or Hittke pain they experienced may
lead women to develop unrealistic expectations atimir own labour. This is
important, given that the evidence cited in chagtsuggests that a woman’s
preconception of the pain she will experiencekislii to be self-fulfilling: those who
expect labour to be painful will experience moreghan women who anticipate

little pain (Waldenstrom et al., 1996a; 2004). &though birth stories can be
positive, they are fraught with difficulties ancetefore should not be relied upon as a

basis for information for women’s expectations.
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Naomi was supplementing the knowledge she had daimeugh NHS antenatal
classes during her first pregnancy with informatte could glean from watching

television programmes.

Well everybody who's pregnant watches The Disco¥emannel don't they. All
this child birth... but I just watch anything thaves me an idea of what it's
going to be like......They probably show you thitiggt you might not think
happen and | think it's a good insight into, inddur. Otherwise you would just
see from books and stuff wouldn’t you, and thery'tteenot really very true to life
when you're reading it from a book than what ivisen you're watching it on
telly.

(Naomi, 20-30, Multiparous, Antenatal)

Naomi, who was pregnant with her second child, usisg several of these sources of
information to ensure she was fully aware of theams available to her. Naomi's
assertion that watching television for informatigas “something everyone who is

pregnant does” was not supported by the majorityarhen in this study.

The television programmes that were mentioned bynNafocused on rare events
filmed in an American, medically dominated delivegstem, not representative of
the system of midwives, obstetricians and anadstlét the UK, and not produced

with education as the focus.

Several women interviewed, like Naomi, reportedeimenting the information

from their midwives, with information they could tain from the popular media, such
as the television and the internet. The effechis type of media should be
considered when preparing women to make informeitek in childbirth (Handfield
et al., 2006). In a review of 16 papers Lagan asiidagues highlighted that a number
of pregnant women (ranging from 5% to 100% in tieuded studies) , like Naomi,
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use television and the internet, to seek socigbetiand to research specific
problems (Lagan et al., 2006). It should be nabted Lagan et al (2006) identified
that many of the included papers were of smallesdakcriptive studies, with the
evidence being found in the text; they called fightquality research to be
undertaken to asses the evidence of effectiverfdbe internet for provision of
health information. It is accepted by professioiiatd, when women are involved in
decisions during pregnancy and labour, the mediggoaatly influence their attitudes
and knowledge (Handfield et al., 2006). Howevegdraet al. (2006) have
highlighted that there is a lack of research ontwiamen do with the information
once they have obtained it, and there is also adstrated need to develop strategies
to help women to identify and evaluate the qualitthe information in these
resources. As we cannot control the content ofrtedia, we may need to focus our
attention on helping women to appraise the infoionathat they access and to use it

appropriately.

In the same way that some television programmesfa@is on extreme events, so do
some pregnancy magazines. Helen, who was pregritmher second child, looked
to pregnancy magazines for detailed informatiopgnancy and labour. However,
she found that the magazine she had been readmquite unbalanced in its
presentation of the facts.
Well | think they get scare mongered quite a binean | read one of the
magazines I've been reading that Pregnancy antl Birdl it's a really good
magazine. | remember reading that first time roand it was excellent and I've
read it again. But they do scaremonger I've foandertain things, they seem to
focus on certain things and it's like ooh, you knoviou should be tested for this

and you should be tested for that and | think if’'y® not very confident first time
round it will scare the pants off you some of théfsyou read.

(Helen, >30, Multiparous, Antenatal)
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The magazine identified by Helen gave detailedrinfition on possible rare events
and complications, in the form of case studiesctvimay inform women, but ought
to be read in conjunction with discussions withweanan’s healthcare provider to

discuss her personal risks of such complications.

It has been difficult to identify any research tfauses on the information needs of
multiparous women regarding antenatal educationvever, Helen was one of a
group of multiparous women who, although they haerthrough labour previously,
felt that, for a variety of reasons, they woulclikdditional information for their
second or subsequent pregnancy. Either their rrddfbrmation had changed - in
that they wanted different types or different levef information - or so much time
had elapsed since their first pregnancy that thinggt have changed, or they wanted
to be confident that they had not forgotten anytind that they were up to date with
the information they needed. Rebecca was alsapéts group of second-time
mothers who wanted to take additional advice anecton from their midwives
during their pregnancy.
I think the key thing is that, that to have a gooidwife is to have a midwife who
puts aside her own experiences and says what dwgotiout of this experience
you know? And for me | would like to try to haveldsde pain relief as possible
but if | need the pain relief...l want to, | wanthave it, but | don’'t want to be
given only one option you know. | want to be infan And, and | want a
midwife to tell me in her experience it's not wortte going down a certain route,
I don’t want to just make that decision withoutitej me that. | think midwives
can offer a lot of experience especially if, if ghe delivered lots and lots of
babies, they can say to you, you know, this, I'mamfortable about this or oh
this baby’s going to be here in half an hour devotry about it you know, and

they can do that in a way which isn’t patronisimgl &n’t you know, in my
professional experience | can tell you that...

(Rebecca, >30, Multiparous, Antenatal, 16/06/2005)
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A midwife’s role is one of advisor, guide and adate; assisting women to make
informed decisions, helping the woman to makeesef®ften contradictory opinions
and evidence, whilst recognising the knowledgénefwoman (Page, 1988); this is
the approach that Rebecca was hoping for. Howeeis(discussed in chapter 6), not

many of the women felt that this was the role pthlyg the midwives.

One of the few occasions when information to supgecision making was referred
to directly by the women in the study was duringakma’s interview, when she

explains why she wants information.

| just wanted all the information so that | couldke a decision, so if somebody
said to me we think you should have this; | woudWw what it was. Or if
somebody said to me do you want this, or do youtwas? | would know and be
able to make a kind of informed decision rathenthest lie there and just get
fiddled around with | suppose.

(Amanda, >30, Multiparous, Antenatal)

Amanda wanted all of the information available nalele her to make an informed
choice. Informed choice, as referred to by Amaigia,mode of decision making
whereby the information is passed from cliniciarhie patient to enable the patient to
make a choice. Informed decisions—or informed obgés it is referred to in the
literature—is seen by some as a way for a womamnaimtain control over her body
and her care (Lichtman, 2004), but may not be wimadnda understand by the term.
However, the NCT recently offered a challenge ®‘thformed choice’ movement

by stating that informed choice has become a hotlbvase as women are given little

choice, limited information and little control ihe hospital birth setting (Newburn,
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2002), and that raising women'’s expectations thfarimed choice is on offer can
confuse and increase anxiety rather than promatealoAs an alternative to
informed choice, Amanda suggests that the optiarobmaking any decisions
antenatally but ensuring that she is fully informaxd therefore able to participate in
decision making, may prevent a woman feeling disagment that her antenatal
plans or expectations are not achieved. It is theratal educators’ task to empower
everyone to enable them to negotiate the kind i taat they want (Kitzinger, 2006),

as each woman'’s wants and needs are different.

The birth plan was introduced during the 1980'a ascord of how women had used
information to develop their expectations and plamdirth. Such plans were initially
introduced in an attempt to help women to avoidaseissary medical intervention, to
clarify their desires and expectations and to comigaie a plan for care during
delivery (Lothian, 2006). That author argued tivateality, birth plans were seen as
being rigid and that, far from promoting communicatbetween women and
healthcare professionals, they actually stifledgioeess. Angela highlighted this
problem of the rigidity of birth plans and of nagibg able to keep to the plan; like
Amanda, she suggested it might be more benefiwiaétfully informed and to make

informed choices only as labour progresses.

My husband made, made a good point and he saittnymw to some extent all,
all, all they're giving you at these classes isittiermation and sort of saying
these are the options and now you can think abbat you want to do with that
information. You might decide right and have ttggd birth plan, or you might
think well actually I'm not going to think aboutand I'll go with the flow and I'll
just see what happens on the day. It's not likeetkamillions of different options,
it's not like you've got to sit there and study tinéke an exam, but it, it just gives
you that little bit of information 1 think.

(Angela, >30, Primiparous, Antenatal)
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This approach advocated by Angela’s husband echimesda’s approach of being
informed, taking the information on board and ustrig make decisions on the day.
The concerns identified by the women in this stretjarding the birth plan echoed
early concerns identified in an editorial in theidwl of the Royal Society of
Medicine summarising the debate by Inch (1988 lc@mmented that birth plans
can sometimes be seen as being counterproductsendead to menu-type birth
plans. However, on the positive side they can e ss a set of prompts for
midwifery staff or a positive learning experience pregnant women. Angela and her
husband recognised (like Amanda previously) thatvgas being given information

that would enable her to prepare to make choiaeldplabour.

With regard to preparing women for labour, a candiy note is sounded by Newburn
(2002) and supported by Kitzinger (2006) that womey sometimes be misled and
feel cheated, when, during labour, they often discérom health professionals that
their choices are limited, depending on variablehsas how they are progressing in
labour, the health of the baby, and the availabiftservices such as on-call
anaesthetists. These limitations and the factshiaietimes, due to the acute nature of
the situation there is no real choice, needs tapgpeopriately conveyed to women
antenatally, so they can be prepared for an unéggeituation, something that was
not referred to by the women in this study. Womeachinformation not only on the
choices available but also on when these choicghtmbt be appropriate. Women in
this study did not actually say that they felt dedabut choices may be limited
because of situations that arise during labour vemriien should be made aware that

this could be the case.
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Choice, as has been outlined, is explained duhag aintenatal class; with the
exception of discussing breathing and coping meisha) few women mentioned the
actual content of the antenatal classes. Howewedalwas one of the few who
referred to the content of her class; she felt hahe session she attended, there was

too much focus on a ‘normal birth’.

It would have been nice to have known a bit motgt enore detail about being
induced actually. ‘Cause kind of, in earlier, ie ttlasses and things, the antenatal,
the midwife classes they kind of, well they disags# and | can understand why
they stressed you know look this is, this is theegxion you know, they talked a
lot about the normal birth and none of this willreeded. So they kind of
mentioned what was going to happen in inductiors&yntocinon and that kind
of stuff, they didn’t really dwell on it and | camderstand why they didn’t dwell
on it because they wanted everyone to feel positidait it beforehand like I'm
going to have a normal birth. | must admit havépgken to lots of other mums
who have had babies recently there’s not that nilzalyhave had kind of normal
births.

(Linda, 20-30, Primiparous, Antenatal)

A normal birth for Linda would have been one thaswot induced; it was not related
to such interventions for delivery as forceps. Nalrbyirth is commonly taken by
midwives to mean a physiological labour and a valdiirth with little or no external
intervention (Lawrence Beech and Phipps, 1999 paljh this can include a range of
deliveries, from no intervention to any birth tiéd not include caesarean section,
ventouse or forceps (Beech, 2007). Gould (2000)edghat ‘normal’ birth is that
which is defined as such by the woman herself,@&stive case with Linda, which is
problematic in itself as each woman will have gtdliy different view of this. The
Association of Radical Midwives published figureat suggest that fewer than 10%

of women in the UK have true normal births (Be€x®)7). The concept of a normal
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birth also implies that there is an ‘abnormal Bjrithich can be guilt inducing for
some women (Beech and Phipps, 2004) and does peaaip be a positive way of

informing women about choices.

It is unclear whether the term ‘normal births’ usgdLinda was a term used by the
antenatal educators or one that was attributedimyalherself to a particular type of
birth. When a birth policy for the NCT was beingrdiped, there was a detailed
discussion on whether they should adopt a poliay ¢émphasises informed choice or
one that values straightforward ‘normal’ physiokadibirth (being aware that the
term ‘normal birth’ can be judgemental in its torEfe policy that was actually
developed by the NCT focuses on birth as a positiyerience with well-prepared
women, so that women should not feel that they ma¢dnad a ‘normal’ birth if

things do not go according to plan (National ChitdtbTrust, 2002).There has been a
call to focus on development of services that erangelan increase in the percentage
of straightforward vaginal births alongside expeddical care if complications and
high risk necessitate such care (Newburn, 2004% dpproach may have been one to

which Linda and other women could have related.

Several issues were raised by women in relationftsmation, with much to do with
the level of detail, the accessibility, the balaaod accuracy of that information. The
maternity service needs to consider ways of haimgsise plethora of information
available to women in the public domain. At theyieast we need to give women
tools to enable them to assess what informatioisé$ul and what is not and how it

can help them to make decisions pertaining to labad delivery. The move
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suggested by the NCT—of promoting a positive bétberience, rather than a natural
or normal birth—is one that could be embraced ligmatal educators across the
board, to ensure that women are fully aware ofdlts in order to make informed
decisions in collaboration with their midwives abdur progresses (Maternity Care

Working Party, 2007).

5.2 Expectations

Women'’s expectations regarding labour is a thergblighted in the background
literature and systematic review in this study et al., 2008) and one that was
pursued during the interviews and highlighted is 8ection. Women use the
information they gather from various sources (disew in the previous section)
during pregnancy (Kravitz et al., 1996) and thesnbine this with their attitude to
pain and to labour to form their own antenatal exgiions—their assessment of their
most likely outcome (Leung et al., 2009) for laholine expectations formed by
women relate to how painful they think labour miglet(Waldenstrom et al., 1996a),
whether they are expecting labour pain to be aipediLundgren and Dahlberg,
1998) or negative experience (Leap, 1997), whafriley will get from the various
methods of pain management (Leeman et al., 20G&;HP4991) and how long labour
will last (Shetty et al., 2005). As discussed iater 2, it is important to understand
these expectations and the information on whicl #re based , and to know whether
such expectations are achievable if we are to@tipgwmen in the decisions they

need to make (Janzen et al., 2006) for pain raliefbour.
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First, we should explore the views of women insghely regarding the nature of
labour pain. Mary and Alison demonstrate the catitng views identified during the
interviews: Mary, who was interviewed after thettbiof her first child, saw the pain
of labour as a positive pain that gave her a sehaecomplishment, whereas Alison
acknowledged the fact that pain relief was avadaiid felt it would improve her

experience of labour, which aligned her more Wi pain-relief paradigm.

It made you feel like, feel like you'd accomplistemmething. Accomplished
something at the end of it. | mean I'm not intm, hot into martyr-ism or
anything like that, it's just that, because | knelsat was happening to my body it,
| felt like it was my control of the pain

(Mary, 20-30, Primiparous, Postnatal)

| did at the time feel like, oh God you big puff gou know what | mean. Like
that sort of thing. You know why you, God you cahaven cope, other people
do. You know people abroad on the fields do it getdup and go back to work
and you can't even cope with a little pain. Buantlat the same time | did think if
| can make this nicer then I'm going to make it@e mexperience. I'm going to
make it a nice experience. I'm not going to getmealal for coming out the
labour, the labour, the delivery room saying | tlidn me own. Do you know
what | mean?

(Alison, 20-30, Primiparous, Postnatal)

The views highlighted by Mary and Alison reflecetburrent debate in the literature
about the nature of labour pain. One view is tla jn labour is a positive pain that
produces the positive outcome of birth: ‘It hurdsnsuch they want rid of it, but will
do anything to get a baby, what makes you stangdireis that it is positive’
(Lundgren and Dahlberg, 1998: 106), otherwise reteto as a pain with a purpose
(Kitzinger, 1978) a view that is reflected in Maydccount. The other argument is
that labour pain is a negative pain that can béiemted to get to the endpoint of

having a baby, so why ‘suffer’ unnecessarily—thewiupheld by Alison. In this

118




Chapter 5

debate, Leap (1998) states that women across tledoged world live in a society
that sees the relief of pain to be a major bewéfibodern living—an argument that is
hard to resist. However, some women want to expeei¢he labour (Waldenstrom et
al., 1996b) and to feel the pain; some women gaitncang sense of achievement by
feeling in control of the pain (Mander, 2000) .abeg(1998) highlighted the ‘pain
relief paradigm’ that faces labouring women andrthedwives, whereby the offering
of pain relief is seen as the essential role oftidwife, to enable a woman to make
full use of the benefits of modern technology; #itioes the sentiments expressed by
Alison. The second paradigm is that of working vdtpain with which women can
cope and to which their bodies can respond in emablabour, as was the case for
Mary. Other women interviewed in this study shiftetween paradigms, as women

often changed views throughout pregnancy and labour

Alison, who seemed to align herself to the paimefglaradigm, went on to reflect
upon the impact her peers had on her decisionttéoopain relief. When interviewed
postnatally, Alison stated that “If | maybes hadrétve gettin' as much advice off
other people saying, ‘Oh God just get the epidiilasmuch easier’, | maybes
wouldn’t have went for it”. Kitzinger (2006) argutigat often an epidural, for
example, is offered when women feel at their mosterable, with little emotional
support, as was the case with Alison; at this pibiey are more likely to opt for it.
Leap (1997) suggests that women can be directeartt®one paradigm over
another:—that talking to women antenatally aboatriprather than ‘pain relief’, can
bring about a reduction in the use of pharmacobligiain- relief methods. However,
Leap’s study was a self-selected sample of wonemay not be generalisable to the

wider population of women.
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The second expectation that women formed fromrifagrmation they received was

that of how painful labour would be. Lucy and Paelbffered their viewpoints:

Well | have [thought about pain relief] but | haaed | haven't, | know that
sounds daft because with being me first babynltdmow what to expect. ‘Cos
people keep saying to us are you worried, are yd@ rAnd | say well no I'm not.
Because I, | can't be worried about something witkain't know what I’'m going
to expect.

(Lucy, 20-30, Primiparous, Antenatal)

That's the problem when it's your first baby yom'ttenow how painful it's going
to be, and | think it's fear of the unexpectedt aufear of the unexpected I think.
That is what is worrying me more than anything aottknowing how bad it's
going to be and how long it's going to go on for.

(Pauline, >30, Primiparous, Antenatal)

These sentiments, of not knowing what to expeeteahoed by many of the women
expecting their first babies. Pauline, who is apita$ doctor, listened to what other
women had to say and took this into consideratibemforming her expectations; she
traded in her expert medical knowledge in favoulagfknowledge from other women
to inform her expectations about how painful labaught be, while still relying on

her expert knowledge to make pain-relief choicesofalined later in her decision to
opt for an epidural). Pauline was worrying aboutkreowing what to expect, whereas

Lucy took the view that it was pointless to worboat something unknown.

Pauline was subject to two parallel knowledge syste-medical and lay knowledge.
Usually, the medical or professional systems haldysover lay knowledge; however,
in this case Pauline set aside her professionallautye, apparently to rely on the
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experience of women she knows in order to formetxpectations (Davis-Floyd and
Sargent, 1997). This is the only such occurrendbisstudy; it is more usual for
women to defer to the expert knowledge of the mielwr obstetrician in forming

expectations on things such as the type and |é\in.

Finally, the women discussed their expectationgf@mmple with regard to what level
of relief or what degree of mobility they would &¥e with various methods of pain
relief. These expectations were derived from coltpinformation from the various
sources as discussed earlier in the chapter, rdthersolely from midwives. Lynne,
when approaching the delivery of her first babyswkear what she ideally would like

from the options available to remain mobile:

I'd like to be, ideally I'd like to be able to kble mobile and move around and
sort of try and take my mind off it that way | wdn't like to be, I'm, you'll think
I'm, I'm not a control freak. It does sound tdeibn my everyday life I'm not...
that... sort of, | just think that and from my figs' experience where they've had
epidurals and caesareans and things they've jidsysa know they feel like it's
completely taken out of their... they're you knotuck and it became a bit
frightening | think. | would just like to be abte....

(Lynne, >30 Primiparous, Antenatal)

Lynne is clear about some of the values that apwitant to her, such as mobility and
being in control. It is through discussion and ifilzation of these factors that the
options that allow a woman to maintain her valuas loe discussed with her by a
midwife. For example if, as in Lynne’s case, mdbils her most important factor,
clearly her options would not include an epiduhattwould remove any mobility. It
would have to be explained to Lynne that an epidtoald be made available to her

but that it would not be in accordance with theuealthat she has expressed. She
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could then use this discussion to form realistipesxtations and choices that would fit

more closely with her values.

Because women obtain information from a varietgaidrces, their concepts
regarding what pain relief can achieve can sometingecontradictory, skewed and,
in some cases, inaccurate. It has been argueththptovision of inaccurate or
incomplete information prevents women from beintivacparticipants in labour
(Halldorsdottir and Karlsdottir, 1996), by servittggconfuse rather than inform. This,
once more, adds weight to the argument that woreed to be fully informed, with
accurate information, in order to engage to the l#vertheless, Pauline, despite her
knowledge of pain relief from her background a®etdr, was not clear about the
effectiveness of some methods of pain relief, abeuntown ability to cope with pain,

or about her values.

My knowledge of other things is | suppose you kirfidtart off with your non-
medication type things so there's your breathiogrigues, relaxation techniques,
positional, which I'm sure are very good in eairtyearly stages of labour which
obviously I'm going to try and use as much as jpessand then simple
analgesics, paracetamol, moving on to strong thénigh a opiate based things, so
things like morphine and Pethidine, again paracetésmuite a good pain,
analgesic but I'm not quite sure how bad it's gainget. ....... so | kind of want
something that's going to last me all the way thlou

(Pauline, >30, Primiparous, Antenatal)

When interviewed postnatally, Pauline explained #ine had opted for an epidural;
something she knew would take away the pain noanhtiw strong the contractions
became. This decision seemed to be based morer &ndweledge of the

effectiveness of the epidural than on her knowleafgether methods or of the level of
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pain she was going to encounter. Many other womehd study were, like Pauline,
happy choosing a method of pain relief that woulguge a pain-free labour
throughout, regardless of its impact on their mighiln contrast, some women in the
study were prepared to opt for a method that gaemtonly limited pain relief (e.g.

Entonox), if this meant that they could remain nhabi

There are many difficulties in making choices fbildbirth, one of which is the
complexity of these decisions. To make such a @egia woman should consider
several issues for each of the options of paiefralather than merely the
effectiveness of each option at diminishing thenpAiwoman may need to consider

the following (Dickinson et al., 2003).
The length of the lag period before each optioesadfect

o If it will affect the baby

< If it will affect the mother’s alertness or mobylit

« Whether it will affect a woman'’s ability to delivarthout intervention

«  Whether it will affect the baby’s ability to feed
This section examines how women draw on some gkteéements to make decisions
about the types of pain relief. Lynne made a chtfie¢ was not based on the degree
of pain relief she would receive, but on other dasthat were more important to her

at the time.

| just think maybe if, if it works (TENs machindje way | think it might work, it
might just give me a bit of extra time, a bit otraxstrength maybe to, if you're
not experiencing all the pain, it, it can sort bfpe it out or, or decrease it I'm just
hoping that'll maybe give me a bit more energy.

(Lynne, >30 Primiparous, Antenatal)
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The TENS machine was chosen by Lynne to give heerime at home and to
preserve her energy for the later stages of lalvatlrer than because of the degree of

pain relief it would offer alone.

Women'’s attitudes to pain-relief complications ioleseffects, and the impact they
have on their decisions, vary greatly. Not onlytldese attitudes vary between
women, but also individual women’s attitudes magrale as pregnancy and labour
progresses. When referring to pharmacological nistiod pain management, Pauline
drew on her expert knowledge and the unacceptabiisome of the side effects to
influence her approach to pain relief, whereas | adyrst-time mother, was open-
minded about most forms of pain relief, although skpressed concerns about the

risks of pethidine:

Yeah. |think people have said that about morphmevell that, and I've had
morphine before and | think people do react veffegntly to it and a lot of them
do get this kind of dissociated kind of feelingddesn't really take the pain away,
it just makes them feel a bit weird and they dwaetdly like that very much. Some
people thought it was great, some people thougyt didn't really like it

(Pauline, >30, Primiparous, Antenatal)

At the yoga class that | went to, somebody, somgbodught their, somebody
who went to the yoga classes brought their baltg 8how everyone and had had
quite a dodgy experience with Pethidine, and jeiating about it as well | kind of
feel a bit uncomfortable about not sort of reatlglfng totally in control of my
mind or you know | have heard, 'cos it crossegptheenta it obviously can, you
know, a certain amount of it gets, gets into theytsasystem as well and can make
the baby quite, quite drowsy and things like tlmatlsnean as | say this is what

I'm thinking now, you know I'm trying to be very @pminded but you know if at
the time | really can't cope with the pain anddllseneed something then that's
probably the only other option | think. Once yauaxhausted the gas and air and
your TENS machine and things like that, becausddirty adamant that | really
don't want to have an epidural so.

(Lucy, 2030, Primiparous, Antenatal)
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The language surrounding birth is never value; fitemn reveal how we think about
birth (Kitzinger, 2005), which may help us to urgtand Lucy’s views on pain relief.
Lucy’s uncertainty about pethidine is demonstrdtgdhe language she uses, which is
neither direct nor specific; in contrast, her atté and language used in relation to the
epidural is both direct and certain. Medical andwifery staff must understand
women'’s views regarding pain management when conuating risks and benefits.
Mander (1998) argues that it may be more usefalassify a side effect as either
beneficial or harmful. The individual woman who asses this information can then
decide whether the side effect is acceptable toWwhben discussing the various forms
of pain relief, many of the women remained opeth&options available to them,
depending on the level of pain they were goingdueeience during labour (Gibbins

and Thomson, 2001).

Often, midwives find themselves, rather than inrble of giving information, in
trying to correct misinformation that the woman lgamned from elsewhere (Drife,
2007) and that is being used to make a choiceoAlizlieves that the risks of taking
medication during pregnancy far outweigh the riskany pain medication she may

take during labour.

I think with taking stuff during me pregnancy teen like ‘cause you, they don't
know what it does... | mean with an epidural it'stie@.. you know like it's not
something I'm taking and I'm going to be pregnanahother six months or
whatever so it could affect it, it's coming outréhand then... so whatever goes in
me body might affect it a little bit but it's congimut of me anyways so, but if |
was going to start taking paracetamol or co-codaadly on it's going to get in
me blood stream and it's going to hang about acauild affect the development
whereas the baby's fully developed then and [I'pirfgpnothing could really
damage it then anyways by that point. If | gethtat point I'm going to be... feel
quite comfortable about it you know.

(Alison, 20-30, Primiparous, Antenatal)
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It appears that Alison has either been misinforwreshisunderstood the information
about the lack of effect that some pain relief bame on the baby during labour. It is
this incorrect information that she is using inertb prepare herself for labour and
make her decisions. Decisions during labour ataéniced not only by logic but also
by emotions: a woman will interpret the informatgie is given in the context of her
personal experience and core beliefs (Drife, 20013;misinterpretation may be the

case with Alison.

As well as decisions being influenced by emotisromen who were interviewed
rarely stated degree of pain as a reason for chgalse epidural, even though all
women had quite definite (if not always accurag@himns about epidurals. Chris and

Alison identify the factors that helped them optdo epidural.

You can understand why people used to bite twigskymw in the olden days
because | just wanted to get a hold of somethBugt. it went from craziness and
Lee was upset because he didn't want to see méhbikeand | didn't want to be
like that and I think it's the not knowing as wiediw long it's actually going to, if
somebody could say to you right you're going toehdne baby by six o'clock in

the morning and that was quarter past four | wdnalde just carried on because
you know right you've only got to put up with...buhbught, my sister-in-law

had gone in two weeks beforehand. Her labour loag& gn seventeen hours and |
thought there's no way | could cope with this feventeen hours.

(Chris, >30, Multiparous, Postnatal)

The only thing that | knew that would stop it wollld the epidural, so | says just,
I'll have it. Because it wasn'’t, | didn’t feel ikl could have gone on much longer.
I had gone two nights with no sleep because |,4 miae days overdue and she
gave us a membrane sweep to see if that would meoa.

(Alison, 20-30, Primiparous, Postnatal)
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The epidural allowed a change in atmosphere foisCfrom craziness...”, whereas
Alison implied a regaining of control—somethingtisae could choose which would
stop the pain. Both women referred to the lengtlalobur or the uncertainty
surrounding it as a reason for choosing an epid\Viat den Bussche et al.(2007)
found that positive attitudes of peers towardsp@dwgal can double the likelihood of

a woman choosing one, whereas fears of the sideteftan reduce that likelihood.

Some of the recognised side effects of an epidsuah as the possibility of a
prolonged labour, including a statistically longecond stage and a greater risk of
instrumental delivery (Anim-Somuah et al., 2005kigret al., 2000), were mentioned
as playing a part in the decision-making proces$g loya few women, including

Maria:

I'm fairly adamant that | really don't want to hareepidural so.....And just the
thought of lying flat on my back it's just, it'ssjunot, being able to feel anything
from the waist down, 1 just think is really quieary, quite a scary experience.
You know again I've had, I've had friends who'vd bpidurals and both mixed
kind of experiences really, but | have heard tloat know it can make your labour
longer because you can't push as effectively ainggHike that, and so I'd rather,
I'd rather not go there...Yeah, | think if you're gwt of person that says right
you know just block out the pain totally, whichridw it does, and | can see, | can
see a very big, very big argument for, for goinghwhat but | think it's got too
many other side effects, for me, anyway.

(Maria, >30, Multiparous, antenatal)

Maria’s decision not to have an epidural was, adiogrto her narrative, not based
solely on information from midwives but also frohat of the experiences of friends.
Maria was able to see the positives and how it tridghan option for some people
who did not want to experience any pain, but farthese benefits were outweighed

by the potential risks she identified.
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The women in this study accessed a range of infiemé&om a variety of sources to
equip them for decision making in labour. In therent service provision, according
to the women interviewed for this study, informatappears to be targeted at
primiparous women. However, analysis of the inamg with the multiparous women
in this study suggests that they also have neadsftirmation that are not currently
being addressed. The overwhelming response fromenpmhen being questioned
about their expectations, was that they were n@t wiat to expect of labour. Yet,
given this time of uncertainty, they were beingeabio make decisions that they
found difficult, and their opinion was that they wo like to ‘wait and see’'—a
situation that may need to be readdressed in tefrastenatal preparation. This
approach of waiting to see (termed ‘acceptorsdnie way in which women can
engage with choice, in contrast to active choosensse language portrays a much
more definite choice (Pitchforth et al., 2009). dwives need to understand each
woman'’s views regarding pain management—whethersshie acceptor or an active
chooser—and to work with each woman to ensureth thiat is congruent with her
values and expectations. It is also important @weustand what is driving women to
make these decisions: for some women in this stiyyiews of friends, or

misinformation, was having the greatest impactrendhoices they were making.
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6 Delivery

This chapter discusses both primiparous and muttisawomen’s accounts of their
experience of childbirth once labour had beguenttompasses their assessment and
experiences of the maternity assessment unit, éixperience of pain and pain relief,
and the choices and decisions that they made, lhasvihe impact of their midwives

on their overall experience.

6.1 Maternity Assessment Unit

When a woman first appears to go into labour stenagncounters a degree of
uncertainty as to whether she is actually expengnihe start of labour. The clinical
definition of labour is the ‘presence of regulagrinie contractions, leading to
progressive effacement and dilatation of the ceawviat ultimately the birth of the
baby’ (Enkin et al., 2000: 282) Generally, a woradirst contact with the hospital
will be by telephone with the maternity assessnoeitt(MAU), to discuss the signs
she is experiencing. This uncertainty surroundirgdnset of labour needs to be
explored more with women during pregnancy, so tthey are prepared for the
possible early signs. This latent phase of labasiit is often termed, can be
demoralising for some women, who believe that teyin labour and feel they are
not being believed or cared for by the midwiferpvgzes (Cluett, 2000). Depending
on how far advanced in labour the woman is and WweWshe is coping when she
telephones the MAU, she will be told either to ranret home until labour is
established or to go to the MAU to be assessedrmigwife. The MAU itself is
intended to provide a more appropriate environnf@nbour assessment (Nolan,

2007) than delivery suite or an obstetric ward.
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Once a woman arrives at the MAU she will be asskesaeher progress in labour, to
ensure, as Mander (1998) identified in her stulagt only women who are in active
labour are admitted to the delivery suite. If a vaonis thought to be in the very early
stages of labour she may be sent home and tolsktoalaxation and coping strategies
and mild analgesics for the pain. Once she is dddmehe midwives on the MAU to
be in active labour, she will be admitted to thévéey suite. Much of a woman'’s fear
and uncertainty is focused on the moment when gtezsethe hospital; this is also the
time when women feel at their most vulnerable (Brétial., 2000), and possibly
when they feel least able to cope with the pairkiftat al. (2000) argue that this is a
time when a woman needs to be welcomed into thasgé environment and given
comfort. However, in the MAU the midwives have antiely different set of

priorities at this point in labour, based on theded to conduct clinical assessments,
engage in ward management and care for other lagpwomen. The women
interviewed in this study had, on the whole negagéxperiences both of the telephone
advice they received and the time they spent oiie), which contrasted with the

highly positive accounts of their experiences witthie delivery suite.

Both Pauline and Chris commented on their init@itact with the MAU, using their

telephone support service:

| did feel like 1 was put off by the midwives, whithe, they said you know you're
managing to carry on a conversation with me orptiene you know, you're not
really catching your breath, it's like well it doesally hurt but I'm on the phone
so I'm trying to have a conversation. And | galhg....the second time round |
was quite annoyed that | was being put off bechusesn’t screaming down the
phone at them basically | think and she said isddesound like you're in
established labour and then you get in and youdiet eentimetres dilated.

(Pauline, >30, Primiparous, Postnatal)
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| says if this is early labour you know | says httaeally want the, the full labour
and | was really, really nervous. So he rang thepltal again and they said look
bring her in because she’s obviously anxious beictiances are we’ll check her
over and send her home and we got into hospitaingmlike the reception and
me waters broke. So | was like thinking oh rigtdtihithat and by the time they
got us in and checked us over | was 6¢cm dilated.

(Chris, >30, Multiparous, Antenatal)

The MAU telephone service, although largely unresezd in the UK (Nolan, 2007),
provides a form of triage for the midwives to asséan examination is required, the
urgency of the examination and a suitable plan afiagement (DeVore, 1999).The
MAU, and the midwives who work there, act as gagglegs for the delivery suite to
limit early, inappropriate admissions by assessihgther the women are in the active
stages of labour (Angelini, 1999). Helman (1984jed that, in cases such as
Pauline’s, one should be cautious: just because th@n absence of pain behaviour
(for example, breathlessness) this does not netdgssaan an absence of pain. In
addition, at a time when a woman'’s need for supigateatest (Fox, 2007), it is
essential that women do not feel as if they aredkéept out of birthing areas for no
apparent reason; at the very least, the reasortisisorestriction must be explained
clearly, which was not the case with either Pauin€hris. In a study conducted in
Sweden with 78 primiparous women, it was found,tbathose who reported lack of
support, 52% also reported labour pain to be indble (Nettelbladt et al., 1976);
suggesting that emotional support from midwivethest early stage, and feelings of
security, may have a beneficial effect upon a womexrperience of pain. The
processes and decisions made upon contacting tHé nd&d to be explained

antenatally to women, so that they understand Wway &re being advised to take one
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course of action over another, and are equippédd titir own coping mechanisms

that they can use before their admission to thizehyl suite.

This feeling of being unsupported, experiencedrdptihe phone calls, continued
when women were admitted onto the MAU. Jan, a wodwdivering her second
child, explained the lack of support she receivedn® MAU and the increased pain
she then experienced, whilst Carla articulatechtte for privacy, which echoed the

sentiments of many other women in the study.

And the only other thing that | really think | walver change is that assessment

thing because it was, it was a real low point amaais very, very horrible and |
just felt completely out of control, you know vargsupported and you just don’t
know when you're going to get something else andtber nights it might be
even longer than. So | don’t know whether, | wgsy to think, it's not that the
midwife was unpleasant at all but even just a fertssof oh, | mean she was
definitely positive she says God you're eight ametires that's really good, then
she sort of went to write things down, but if shedit of said you're eight
centimetres that'’s really, really good now you kngaa'll be here for a little
while, why don’t you just try and remember aboutiybreathing. Even if she’'d
been shouting from the corner you know

(Jan, >30, Multiparous, Postnatal)

And you know the assessment area, just walkinghdipdawn, again | was
distracting myself. Other people would come thaard you just feel very exposed
as well. There’s a moment where you are in so npadéh you want to really use
somewhere private where you can be in pain. Ikept pacing, you know
walking up and down in so much pain. | didn't wemtome home, because |
wanted to just, | want to get finished with thisyknow. There was a point where
I said I'm going home, because I'd rather be...pelgtyou know than sharing
my pain in the labour with everybody. And | thilat's something that they
should think about and so | think it helped angas terrible with all the pain, to
come home again.

(Carla, >30, Primiparous, Postnatal)
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Both women felt unsupported and unable to conktreirtpain. Carla actually chose to
go home to regain some privacy and control ovephér. Hodnett and colleagues
(2008) concluded in their Cochrane review tharacstired approach to labour
assessment could lead to increased satisfactiomearehse the likelihood of a
spontaneous vaginal delivery. This structured aggindhat Hodnett et al. advocated
involved provision of a less clinical area withirethospital, which was the intention
of the MAU. However, Hodnett and colleagues alseoadted giving women more
privacy and assessing their emotional as well @is ffhysical status—which,
according to Jan and Carla, did not occur. If tbgpital had adopted the structured
approach advocated by Hodnett et al., these twoemamight have received the
support they needed. This does not imply a chamgervice provision but, rather, a
change in how women are supported within the serigrently provided and in the

information given to such women about what care arpport they can expect.

As illustrated by the examples cited above, womnethis study had generally
negative experiences on the MAU. Women tend tottadie satisfaction with care in
labour positively, because such an assessmeririg the overall picture of the care
they received, rather than that received in the Mspecifically; however, the latter is
delivered by a different set of people and is vigwea different manner by the
women themselves. This positive experience isctftbin a Scottish birth study of
1,137 women, 80% of whom were satisfied with ticaire during labour (van
Teijlingen et al., 2003). However, this study makedistinction between early latent
stage care (i.e. on the MAU) and active labour caréhe delivery suite, so cannot be
easily related to the views expressed by womenyistundy. At the time of writing,

no other study has looked at satisfaction withexgerience of, the care provided on
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the MAU as a distinct area of care in labour. |therefore, difficult to know whether
the negative experiences reported by the womemsrstudy are unique to this

particular study population or occur more widely.

6.2 Pain

This section reports how women find it difficultdescribe the pain they experienced

in labour and also how some women used vocal tgaksito cope with the pain.

That labour pain is almost impossible to descriae een well documented
(Lundgren and Dahlberg, 1998; Nettelbladt et &76). One of the difficulties in
describing such pain is that it has different giesdiat different stages of labour
(Jowitt, 2000), and is a complex interaction offbphysical and psychological factors
(Lowe, 2002; 1996). All women in this study encaret difficulties in accurately
describing the pain they experienced. The followjngtes from Debbie and Mary
illustrate how women try to liken the pain to arphiat many women will appreciate

as a way of describing the pain to them.

It's like bad period cramp and things like that, hothing like that. It's, it's really
horrendous. Well there's nothing you can compaie g0 you can't really
describe it. | just never imagined that it woulddmgthing like that.

(Debbie, >30, Primiparous, Postnatal)
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You can't really describe it to some, you can'lyedescribe it. It's obviously in,
it's obviously in your lower ground area and yon &eel it. It's like; it's like no
pain on earth. | mean some people kind, thinkikésreally, really bad period
pain, but it's not, it's different, it's a diffetgrain. 'Cause it's different muscles
altogether to menstrual pain | think. But, | mélagre's somewhat, sometimes it
was more intense than others, it gets a bit cormgéctowards the end because
your body wants to push but the midwife doesn'yet because you're not open
quite enough. So sometimes that, that makes iempainful because you're going
against all urges. So, but it's just a bit difféyelifferent. You can't really
describe the pain until you you've [been through it

(Mary, 20-30, Primiparous, Postnatal)

In their attempts to convey what they thought lakpmin was like both Mary and
Debbie describe the pain as being like menstrual pat also very different in some
respects. A study by Niven and Brodie (1996) loakéhe words women used to
describe pain in labour, including aching, cramp#xhausting, frightening,
gruelling, sharp, shooting, tearing and throbbBgme of the qualities of
dysmenorrhoea, characterised by cramping, areasitoilthose of labour pain and
often lead women to compare (albeit inaccuratelgpeding to Niven and Brodie
(1996), labour pain to period pain. The difficudtgcountered by women like Debbie
and Mary in describing labour pain poses a sigaifigoroblem for childbirth
educators wishing to inform women about, and pregaem for, a pain that many

find impossible to describe.

As far as coping with labour pain is concernedgvary culture women possess skills
to reduce pain and enable birth to be a positiyeeance; these skills may include
breathing, movement or vocalisation (Kitzinger, 2D0/ocalisation or toning
(voicing the exhalation of breath on a single pitstthought to increase the ability to

cope with pain and is a useful form of focus (Reekt998). However, both midwives
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and women can view such vocalisation as eitherséipe or negative reaction to

pain. Following are two accounts of vocalisatioraibour, both women associating

screaming with more pain. Susan explains how ctimigcher screaming signified,

for her, control of her pain, whilst Carla, who hedegative attitude to vocalisation,

saw the positive effect of an epidural as preventiar from screaming in pain.

Because | think it went perfectly really. Just &fbightening because | didn't
know what to expect, and with the pains gettingreger and stronger | really
thought at one point... | mean they says | didn'nesteout out. | was quiet and |
didn't shout, I didn't cry or anything. So I, | wespecting it to get worse and
worse 'cause I've seen people screaming their ledbds you know when they've
been in labour and | was expecting to be like thatl when | wasn't | was
thinking it's going to get more painful sort ofrtiand they're going no, no, you're
nearly there now, you're going to push him out ghat........ The pain. | really
thought it was going to get worse. Because | wasndaming, because | wasn't
screaming and shouting and | was expecting todEtrought well this can't be
it. It was agony but | really thought it was goitagoe a lot worse you know.

(Susan, 20-30, Primiparous, Postnatal)

Yeah. It's quite funny because at six in the mugrir something there was this
lady who was screaming, my midwife she said I'veendeard anybody scream
so much and 'cos | thought, my thought is oh my (Sdbat with the, with the
epidural? So she went for a coffee and somethdgsaddenly everybody was
pressing, we were all pressing the button becdwgasi like, is that, are those
screams with the epidural? Because if | got it goidinto screaming like that, is
it wouldn't be worth it? And she said everybodgking the same, don't worry
she doesn't have one. She was honestly screaraith mama, help me.

Carla, >30, Primiparous, Postnatal)

Vocalisation of pain is personal and often a woraamiique reaction to the pain she

is feeling; it is, therefore, difficult to gauger®man’s pain on this observation alone.

Susan and Carla saw vocalisation—'screaming'—agrafging either the worst pain

experienced or being out of control. For exampleCkéa (1996), reports midwives
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telling women to make less noise, in case theynfeiged other women, and to

conserve their energy.

Pain (and a woman'’s reaction to it), as descrittee, is difficult to predict and

often difficult to describe accurately. This unpeedbility of pain is one of the
difficulties in preparing women for labour. If midves are unable, antenatally, to
accurately predict how painful labour will be, hoan we expect to engage women in
decision making for relief of a pain they are ueaiol gauge? Some women can cope
well, using various non-pharmacological copingtsg@s, whereas some benefit

from the use of pharmacological methods, as dextiiito the following section.

6.3 Progression through the drugs

When women and midwives discuss the various metbbpgain relief that are
available, it is invariably in a set order—a hieracal menu—which can be offered
in reverse, depending on the ideology of the peddfering it (Leap and Anderson,
2004) Eigure S-igurel). In the culture of choice that exists in the NH8ap and
Anderson (2004) state that midwives tend to staexplaining the natural methods,
then progress to the less invasive (such as gaaignthen opiates and finally
epidural. However, doctors often start with thedepél as, in their medical opinion, it

is the most effective.
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Figure 51: The pain-relief menu (Leap and Anderson, 2004)

Methods you can control yourself: water, changiogitoons, moving, relaxation, breathing techniques,
relaxations, psycho prophylaxis, music.

Methods with your chosen attendant: Heat packssatgs breathing techniques, counting, chanting,
labour coaching.

Complementary therapies: herbs, homeopathy, actymen@cupressure, reflexology, hypnotism,
biofeedback machines.

TENS (Transcutaneous electrical nerve stimulatioaghine.
Entonox (inhaled nitrous oxide)
Subcutaneous injections of sterile water in yowkba

Pethidine (or equivalent injection of opiate)

Epidural anaesthesia

It is argued that midwives ought to be moving afvayn this fixed hierarchy of pain
relief and should present it as a more flexibleceq of options that can be mixed
and matched (Evans, 2006), emphasising the bady'smechanism for handling
labour (Robertson, 2000). Whichever order pairefédi presented in, the midwife’s
role is to remain neutral to all options, concetirigaon the effects of all of the

available methods (Kannan et al., 2001).

This next section explores this notion of a stepveipproach to pain relief as well as
the reasons given by the women for their choicgsaof relief. Alison, a primiparous
woman interviewed postnatally, was asked to recadnatt pain relief she had planned

and then what actually happened during her labour.

It was, it was gas, | was going to try the, whatda call it, the gas and air. And
then | was going to try the pethidine and thehjnk it's pethidine, and then | was
going to go for the epidural if it was really bahd | ended up with the epidural.

(Alison, 20-30, Primiparous, Postnatal)
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Alison did not say during the interview that shesh an epidural but that is what she
‘ended up with’, something that appears to be aipa®r a reactive decision rather
than a pro-active or pre-considered choice—or,ipbsst was a decision that, owing
to the circumstances of her labour, was taken baéphands. In contrast to the
women in the study by Van den Bussche et al. (2a0i& was not viewed as an
active choice to help her achieve the birth that\wwhnted, rather a resignation that

this was ‘what she ended up with’.

Maria, similarly, also implied resignation, in tredte took an early decision to have an

epidural, rather than it being a pro-active choice.

| was getting a bit fed up so they said “Oh youwmnehy don’t you have some
pethidine?” and | didn’t want to have that. Yowlnl'd heard, | didn't like the
side effects and things like that, and they saiduXnow you can try that and
then maybe go for an epidural if you don’t get &img from the pethidine”, and |
just thought well what's the point, if I'm going taave an epidural anyway |
might as well just go for it.

(Maria, >30, Primiparous, Postnatal)

The major benefit of an epidural is that it is fduo be the most effective form of
pain relief in the first stage of labour (Kangas®da and Kangas-Kéarki, 1994). The
major risk often cited by midwives is that of acr@ased risk of instrumental or
operative delivery (Green and Baston, 2007; Hoe#edll., 2001). Van den Bussche
and colleagues (2007), found that in their studyike Alison or Maria, women who
chose epidural anaesthesia had a greater desingdy their childbirth; they actively

chose an epidural because it was comfortable dachga because they felt that
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suffering during childbirth was needless. Those wonim the study by Van den
Bussche et al. who did not choose an epidural ha@ iwonfidence in their ability to
tolerate labour pain. However, according to Grash Baston (2007), an increase in
epidurals over recent years may be, due to anaseckwillingness to accept birth
technologies rather than a desire for a more caalite experience. Of the women
interviewed for the study reported here, it seethatimany felt the need to justify
certain choices, especially when talking aboutdbeision to have an epidural. For

example, Alison said:

When you go in the medical assessment unit ané)smaines you to see if you're
far enough on to go into the delivery suite or teegd you back home, and she
says oh have you got a history of quick labourdaaonfamily you know like,
because this is going really fast. And | was likéon't really care, I've got a
contraction do you know what | mean? She says pdiatrelief do you want and

I went | hadn’t thought about it, I'm, I'm fine &#te minute. And | was trying to,
and | was thinking to myself God come on you caritdgou know. And then |
thought well why should I if | can get somethingage the pain away and make it
a more pleasant experience, then do that. Do gyowkvhat | mean? And | tried
the gas and air but | don't, | mean obviously ebery doesn't like being sick,

but I'm never sick and | felt sick and then witle thas and air it made it worse and
it just felt like a bed spin or something after @ubeen drunk, it was horrible.
And | just couldn’t, | thought if | end up beingkihere it's going to be even
worse so | just, and the only thing that | knewt tliauld stop it would be the
epidural, so | says just, I'll have it. Becauswdtsn't, | didn't feel like | could

have gone on much longer. | had gone two nightis mit sleep because I, | was
nine days overdue and she gave us a membrane swseg if that would move

us on.

(Alison, 20-30, Primiparous, Postnatal)

Alison seemed to want to justify, why she had thigleral, which she said was not
purely for pain relief but because of her lackleep and being overdue. Once again,
this wasn’'t expressed by Alison as an active chbigaather as a series of events that

culminated in an epidural being her best, if natdmdy, choice.
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The reasons why particular decisions about paiefraie made is the subject of work
undertaken by Leap (1998). Leap’s work, and thdeuaken by Gould (2000), added
to the debate around the pain paradigm, women aingpts either eliminate or work
with pain. Leap and Gould argued that, if a wormean Bbour as the work necessary
to achieve birth, then she might move away frompgsive role in labour that many
women now assume. The argument is that this paappmach increases the
medicalisation and the decision to opt for pharrtegioal pain relief; for some
women this is a benefit of modern medicine, whefeaethers it is a negative
tendency. In the study conducted by Leap (1998 udising pain, rather than pain
relief, with women was thought to have reducedukake of pharmacological pain
relief: 69% of her sample used no pain relief,@ltyh it should be noted that this was
a self-selected sample of women, so the resultshmaxaggerated and may not be
transferable. This subtle change in how pain anckifef are discussed with women

should be considered when the provision of inforomais re-assessed.

Involvement in decision making is sometimes promatecritically and does not
always tackle the issues of whether such involvengams to control or if, as in the
case of Carla, cited below, control can be gainedialicating this responsibility to
others (Green and Baston, 2003; Walker et al., 19%&rla waited to be offered
various forms of pain relief and did not ask foravkhe wanted; she was guided

her partner and the midwife.

I said | didn’t want to use the pethidine and IldoKt cope with the gas and air
and | wanted the birthing pool.... and | wanted thieleral which | had. What
happened is when | actually went into labour, wethrted with con, con,
contractions on Friday and it was so painful | juanhted something to kill the
pain. But, in hospital they wouldn't offer me thgidural once they admitted me,
all they offered was the gas and air and | thotggt, that'll do, whatever,

141



Chapter 6

anything, anything that kills the pain a little.biAnd then when they took me to
the labour bit again they wouldn’t offer epidurdlhey offered me you know the
birthing pool, but | just wanted something strongeu know. And the pool |
thought | really wanted it but | thought that's ggito do nothing. So all they
offered was the pethidine so | thought well...

(Carla, >30, Primiparous, Postnatal)

Carla had confidence in the midwives caring fordreal was led by them throughout,
taking their advice and accepting their suggestig¥ismen have a need to believe in
the staff's expertise; according to Green (1998ytwill nearly always follow the
advice given by the staff. Green argues that thieftibat a woman could, if she had
wished to, have made different choices, as in Gatlasse may enhance her sense of
control (Green, 1999). Rather than being an agarticipant in the decision-making
process, Carla did not request a particular forair relief but in this instance
deferred to the knowledge of the midwives, evemgfoit went against all the plans
she had made antenatally. According to Green (1988)e are times during labour
when a woman can actually gain control by activaking the decision to hand over
to the midwife when appropriate; however, thenedathing in Carla’s narrative to

suggest that she gained control at any point.

How a woman wishes to be involved in the decisiakimg process should be
discussed antenatally, so that she can be supporéeday that gives her confidence

in her own ability and the control she desires.
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6.4 Choices, decisions and involvement

This section focuses on how decisions are madegldelivery and whether women
feel it is appropriate for them to be making demisiin this situation. Although some
research reports that all women want to be involaeatkcision making in labour
(Gibbins and Thomson, 2001), others argue that vaomay wish to defer to
someone else in this matter (Yearby, 2000), clagntiirat their involvement may
burden them with an overwhelming sense of respditgithat they do not wish to

have (Halldorsdottir and Karlsdottir, 1996).

One strategy by which women are able to prepareafat to articulate their decisions
regarding, labour is to write a birth plan. A biglan is seen as a tool that may help a
woman to identify and discuss her concerns andetesiith her care providers
(Kaufman, 2007). For some women, writing a birthrplregardless of its degree of
detail or its flexibility, enables them to ordeeththoughts and preferences and to
think logically about their choices. Within theémtiews in this study there was a
range of women, some who chose to use birth pladsvere supported in this, and
others who felt they trusted their midwives’ expeage sufficiently to defer to them

for decisions.

Lynne, who was having her first baby, viewed bptans as a sign of mistrust of the
professionals caring for her and, for this reasendecided not to write a birth plan

whereas Chris was actively encouraged by her midteifirite one.
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Definitely. I'll absolutely go with, | don't ever,don’t even think we’re going to
bother writing a birthing plan, just because | hage.. | have no idea. There’s
nothing that | don’t, as you say | completely tri professionals they do it three
or four times a day, they know what | need and so....

(Lynne, >30, Primiparous, Antenatal)

Well it's me. | mean she’s sort of left it up temcos obviously you get your
book and she sort of says you know if you've gotigieas just jot it down. And |
haven't really, well | hadn’t even thought aboutdrly on, um but then | thought
no | want one in place obviously when me notesogihém, you know, you don’t
know what your pregnancy is, what your labour’shggtio turn out like second
time round, so | thought | want something writtenrie notes for when | walk in
case |, maybes | can’t manage to get the wordsBau}.so, | said | would like to
go through it and go through it with her so shel yau know well why don’'t we
go up and have a look what's available, and thamght, you might get, be able
to put it in a bit more order and, so | thoughtva#ll that's a good idea.

(Chris, >30, Multiparous, Antenatal)

Both women recognised that they had no idea wihatiawould be like, so are not
convinced about making rigid plans beforehand. H@mgn writing her birth plan
Chris was supported by her midwife, who ensuredhstikall the information she
needed to do this; this is another example of hmparation and support for labour is
largely dependent on the ethos of the individualwaifie. It has been argued that a
series of requests or plans set out in the foralifth plan may only serve to arouse
resentment among midwives caring for women in lal§nch, 1988). Although they
are much maligned, birth plans can provide womeh am effective voice in the
decision-making process (Weir, 2008), especialgra¢motional time such as
childbirth when they may find it difficult to artitate their true wishes. Brown and
Lumley (1998) reported that 21% of the 270 wometh@ir study saw birth plans as
an opportunity to consider and become acquaintédtiveir options before labour

began, and that 27% saw them as a means of infgrotirers of preferences without
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the need for detailed explanations during labobeyTalso found that women who
wrote birth plans (46% of 508) were more likelyrilthose who did not (38.8% of
764) to report having an active say in decisioninakHowever, these data should be
interpreted with caution, because, when adjustmeate made for other factors, the
use of a birth plan was not significantly assodatéth involvement in decision

making.

There was no clear evidence from the interviewhig study that making decisions
was a priority for these women. Several interviesesmed to suggest that women
preferred not to make decisions during labour at they found it hard to do so and
therefore wanted to defer some, if not all, ofdleeision making to others. Pauline,
despite her medical background and knowledge, tieeless found it difficult to

determine how she could make decisions antenatally.

I think an awful lot, and again talking to friendlsey say that you can get into
labour and you'll be given lots of choices by thiglwives and again it's probably
not the time to be given choices. It's kind of yamost want someone to say well
actually | think this is actually best for you athe baby now, and it is a bit
worrying that you kind of, you kind of float throlagnd you think you're making
decisions about the best thing to do but you dkmdiw, you just don’t know.

Yeah I've got a medical background and | still ddmiow. You know, so other
people must really struggle and think well, and/threist spend hours over their
birth plan and then just all change on the day.

(Pauline, >30, Primiparous, Antenatal)

When | re-interviewed Pauline postnatally, she haidchanged her opinions on the

difficulty of having to make decisions at this vamotional time.
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| had a clear plan that they very much leave itaupou to decide. They're very,
they’re not that helpful really. It's very much welhat would you like to do?
Which | appreciate people have very specific pamnghat-have-you but | think
you get to a stage where you're in pain, you dozglly want to make a decision
and you know | just want someone to give me someadere. And the midwife
was quite good because everyone was saying ohnmau Your eight centimetres
dilated, you know, you'll be delivered in a couplehours you know, I'm sure
you'll be fine just with Entonox or whatever. Whaseat least the midwife, when |
said how much worse is it going to get, she didwealy your waters haven't
broken, when they break it’s probably going, yol get worse pain. At which
point it was like right I'll have an epidural theé@ause | did, you know | went
through the ooh I've got to eight centimetres | Imiige all right.

(Pauline, >30, Primiparous, Postnatal)

Throughout her labour Pauline wanted someone ltbéelwhat would be the best
course of action for her to take. VandeVusse anabé&usse (2008) and
VandeVusse (1999) would regard this as sharedidasishrough explanations. This
would be a variation on the standard approachdoceshdecision making, the
healthcare professionals explaining what the bgtivio would be, given the stage of
labour and her clinical signs. Pauline’s part iis thiould be to find out about the
options being suggested and to take part in thisidecto opt for it. Pauline found
that the approach of the midwife (in not suggestipions but wanting to support
Pauline in achieving her own choices, in order #egt could make an informed
choice) was not helpful at this stage of labouarell decision making through

explanations might have been another option.

The importance of shared decision making and dewsbeing supported by
professionals in relation to a woman’s positivetbéxperience is an issue explored
by several studies (Gibbins and Thomson, 2001; Meahd Scamell, 1998), with

recognition that it is the role of the midwife topport and facilitate the birth process
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(Leap, 1998). Machin and Scamell (1997) who coretliein ethnographic study of
women in the north east of England. Machin and Stlaangued that their findings
showed that, when advocating shared decision malindad to be sensitive to a
woman'’s cultural values about pregnancy and bimthdecision making in
healthcare. Those cultural values would be madeyupwoman'’s social background,
her education and the model of childbirth to whitle subscribed (for example the

medical model).

When interviewed postnatally, Gail, like Paulingsshappy that she deferred to the

expertise of the professionals in making decisions.

Just the kind of to put your, put yourself in otpeople’s hands a bit. Not be sort
of too you know I'm a strong independent woman ake my own decisions
because | think, | think you're very lucky if yoart sort of get, you know, be in
that situation and be able to, you know, ignoretediprofessional advice and just
go with what you want to do and come out of itéttieer end, you know having a
good experience. | think it's just one of thosadis where other people
sometimes know better than you.

(Gail, >30, Primiparous, Postnatal)

Several papers by Machin and Scamell (1998; 19@)ight that for the women in
their studies it appeared that as their pregnanogrpssed, the women became more
anxious and, as their anxiety increased, so, tdaheé likelihood that they would opt
for the safety of the medical expert knowledge. €kperience of both Gail and
Pauline seems to support this theory. An explanatiay be that this handing over to
the midwives is more to do with the women recogmysheir expertise and that
women are more likely to trust them enough to éebfjcontrol when supported by a

midwifery model (Parratt and Fahy, 2003). Someéhefwomen went even further
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than deferring to the professionals’ expertise fattd like Carla (who was having her
second child), that it would undermine the profesals if the women in labour did

not pass the decision making over to the midwives.

No, it was, to be honest | didn’t go in with anypektations. | just sort of went in
and like right we’ll just see what happens. Thas Wwaw | felt, | was quite happy
to take their advice that they suggested worked faeme, | was happy with that,
so | didn’t go in and sort of say you know | wanistand | don’t want that an I'm
just happy to go with the flow, | don’t have anypektations. | don’t think |
should be telling you know an experienced midwiféanenty years you know you
will do this for me, | don’t think that's right.

(Carla, >30 Multiparous, Antenatal)

There are spectrums along which women sit regaidiirtig plans, involvement in
decision making and open-mindedness or willingheshange. These often opposing
ideas need to be accommodated by midwives in pineparation and support of
women, which brings with it again the difficultie§providing individualised
information and care. What is important to each womeeds to be determined
during pregnancy, so that she can be supportedgilabour in a way that is

appropriate for her.

When considering decision making there is a disongscusing on two opposing
views of whether labour should be approached witb@en mind and willingness to
change or with a rigid plan which must be adhecedtthas been stated that the more
decision making is shared between women and canegilie more likely the women
are to express more positive emotions (VandeVug€®9). This investigator also
highlighted the fact that, although women wantetddanvolved, they never wished

overtly to make all the decisions, as was the vattethe women in my study. A
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midwife can either take the paternalistic view, mgldecisions for the woman, or
she can ‘help’ each woman to make a choice, resognthe advisability of
developing the woman’s understanding of her nedxzbtmvolved in decisions and to
take responsibility for them (Yearby, 2000). Thigalvement by the midwives, rather
than the woman making an informed choice, wouldeHaaen welcomed by the
women in this study, and might have helped themamtain the degree of control

they wished for during their labour.

6.5 Control

This section focuses on what decisions about dief the women made and how
these decisions enabled them to stay in contra.Wdmen in this study had a wide
range of opinions on how different drugs eithepkdlor diminished their sense of
control. Control was not always about the choicdrafys; in one case, a woman was
prepared to change the place of birth to ensuredh&ol she wished for in her
labour. For many of the women, being in controll@mselves while they were in
pain was the most important factor: for both Lyramel Mary, who were preparing to

deliver their first child, remaining in control wasmajor concern.

| guess it’s just the idea of, being out, out, koow out of control sort of, not, |
mean this is dreadful I've got no idea but justain@ount, just the idea of it all
being controlled through drugs and things like tha&ahd you're not actually being
able, you know having to be told what to do and...

(Lynne, >30, Primiparous, Antenatal)

The only things | don’t, what | don’t want rightwas, | don’t want morphine,
pethidine or, or an epidural | don’'t want the epalibecause | like to feel in
control of pain, | don't like it taken away so th@an’t feel what's happening.

(Mary, 20-30, Primiparous, Antenatal)
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It is difficult to differentiate through these im@&ews whether Mary and Lynne were
actually referring to feeling the pain as being artpnt to them, so their bodies knew
what to do, or if in fact they are referring totgin control of their bodies, their

reactions to pain, something they believe the dwifisot allow them to do.

There is an assumption that all women should assome control over their labour
(Fox and Worts, 1999), but others argue that mamy@n actually feel positive about
the safety of medical control (Fox and Worts, 199%ender et al., 1999). In contrast
to this idea of medical control being a positivetéa, the discussion in the feminist
literature is about the power imbalance of the oldpatient relationship. The feminist
argument focuses on loss of a woman’s control @ndiisempowerment, highlighted
by the feminist critique of medicalisation. Thigtique has a tendency to overlook the
agency of women who accept medical management akd an active decision to
gain medical control. A study by Brewin and Brad{@982) found that control was
not the most important factor for all women; it wasse women who had attended
antenatal classes who were more likely to expeceroontrol. However, Gibbins and
Thomson (2001) acknowledged that the preparatidrkanwledge which women
received at an antenatal class enabled them to imftened choices and to feel in
control. It is, therefore, not clear whether womo want control are more likely to
attend antenatal classes, or whether those womeratténd such classes are thereby
empowered to take control; furthermore, shouldghi@ing of control be an objective

of antenatal preparation?
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When questioning the women about their perceptfomhat the different drugs

would do to their degree of control, there were yndinerse views, especially
regarding Entonox (gas and air). Some women saonBr as a pain-management
option that would allow them to remain in contrbtie pain, whereas others saw the
side effects of drowsiness as something that wimid their self-control. Lynne and

Joan demonstrate both aspects of this argument:

| guess, sort of, just sort of taking the edge giffing you something to, you
know con, not concentrate on, but, but still maitey that you know that you do
what you think you have to do and, and it's stilly control sort of...

(Lynne, >30, Primiparous, Antenatal)

Well |, at first | thought like pethidine but théwlecided | didn’t want it, just
because they said it makes you like talk a loagoofsense and like go all funny
which they also said like gas and air makes yoei likdon’t know, a bit high or
whatever. But that doesn’t seem so bad like, Itdeant to be just like off it
when I'm, | don’t know. Just the thought of liketrbeing in, like | know your
not in control of yourself anyway, but do you knaivat | mean? | don’t know,
just not... like | wanna be as grounded as | carebéy.

(Joan, <20, Primiparous, Antenatal)

The opposing views on how Entonox would affect womere raised by many in the
study. In contrast to these differing views on EBiotqg it is commonly recognised that
opiates can leave a woman feeling powerless teedgtcope with labour, therefore
reducing her degree of control (Mander, 1998). Nawho was pregnant with her

second child, expressed concern about the effampiates on her control.

| knew about like pethidine, my sister, | thinknas she might have had
diamorphine.. is that right? and when she tolchme hers went | just, | just
knew it wasn't for me and... like with me wantinglde in control and to know
exactly what was going on and be aware of evargthjust knew didn’t want
that and when I've read, read up on it | didn't wany side effects to be passed
onto the baby so..

(Naomi, 20-30, Multiparous, Antenatal)
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Despite midwives telling me that they often infomamen of the risks and benefits of
all the options, Naomi was one of the few women wdised the issue of
pharmacological pain relief also having an effattiee baby. This is an important
issue to raise, midwives explain in chapter 8 ttiermation they give women, but it

seems that this information is not being convettekhowledge for the women.

Regarding epidural anaesthesia and the effecsibhacontrol, women who opt for an
epidural appear to be those with a greater feahitdbirth and a desire for passive
compliance rather than control within the childbiprocess (Heinze and Sleigh,
2003). Although not concurring with the resultdHeinze and Sleigh’s study, the
women in this study discussed epidurals in termsobbeing able to move, of being
unable to control their movements, but of beingantrol of themselves, which many
women rated highly. Naomi, in her postnatal intevwj talked about how different she
felt after her epidural.
| was um chatting away, | was making decisions whithnmidwife, | mean it’s like
quite big decisions at that point which | was péehkwas able to do..... | was just
asking, with the birth of my first child | had rétad the placenta, so | asked them
to check that that was all cleared like after thithbwhich was quite an important
thing to get across. And | asked if | could pughnyself rather than an assisted
delivery which they let us try and that was, thatked out well. And | was just
able to tell them like | was having dizzy spellshwiny blood pressure lowering so
they were able to just, whereas if | was on gasaandwouldn’t have got that,

any of that across........ definitely. | was able k@ ltake part take part in it and
enjoy it as well.

(Naomi, 20-30, Multiparous, Postnatal)

152



Chapter 6

Naomi felt that she was able to be in control,teké part in it and enjoy it”, and to be
involved in some quite complex decisions abouttieh. Naomi felt that she
wouldn’t have been able to get this informatioroasrhad she still been under the
influence of Entonox and having to concentrate amrmolling the pain she was

experiencing.

For one woman in the study, Rebecca, the pairf ighitions she choose did not give
her control, she argued that it would require angledn the place of birth to help her

exercise more control in the future.

I don’t, | don’t want it to go like it went lastitie. | had quite a traumatic first
birth and | had basically a series of events hapgemd | felt that | had lost
control and | hadn’t been informed properly wheweals in labour. So, things kind
of went out of control. This time round I'm, I'mgining to be at home because
that gives me an element of control that | dida#lfthat | had when | was in
hospital. I'm aware that it might, | might, it niignot be as painful as it was last
time because having talked around people secondigb yes it still really hurts,
but you don’t, you don’t really feel it quite as aluand you can often be a lot
further along than you think you are because ymktiou know it's not really
that painful. So I'm not kind of, I'm taking a weeasy view about pain relief this
time. | don’t, I'm not bothered about not havigrigs accessible like epidurals
and, if possible | would like to avoid it becaugéow it was last time.

(Rebecca, >30, Multiparous, Antenatal)

Rebecca’s view of being able to stay in controydny giving birth at home was the
only such opinion expressed by women in this stilbecca took this decision as
she didn't feel “properly informed” during her fitgbour and this led to her feeling

out of control, something which she felt bettereaiol manage in her own home.
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It has been shown through the interviews with woinethis study that the degree to
which women want to be in control varies greathh&ké a woman is situated on this
spectrum of control affects how she approachesilaliee pain- management options
she chooses, the decisions she makes and (in sepwhere she decides to give
birth. In order to meet each woman'’s needs and lygvehe necessary support,
midwives must ascertain her values (what is immarta her) and preferences
(options she is considering) and tailor the cakksupport around these. Often, the
fact that a woman feels that she is in control coimepart from the positive attitudes
of the midwives (Gibbins and Thomson, 2001), wheahle to guide her through the
complex web of decisions facing her. The largelgifie experience of the women in
this study regarding the care they received froendiblivery-suite midwives is

discussed in the following section.

6.6 Delivery midwives

The labour and delivery-suite midwives, whose gjoialto establish rapport and
effective communication, are on the front line afecfor labouring women (Camann
and Alexander, 2006). After the birth of her secohild, Jan, like the majority of
women in the study, was very positive about thgsupshe had received from

midwives on the delivery suite.
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It was extremely busy yeah. So yeah so | was eghtimetres dilated and just all
over the place and clicking onto the TENS machimg:then when | got into the
delivery room she was very, very good. She wag sert of right, what do you
want? You're doing very well, this is all, immetfy the emotional support
kicked in big time which was just what was need8tie sort of did a quick
examination and said this is all going really wel},the gas and air, and that
really seemed to help this time last time it didréve any, | had a few puffs of gas
and air and then the morphine was given and | imaas gone. Whereas the gas
and air this time really seemed to do somethingrferand she was just very
encouraging saying this is going absolutely firey'se doing fantastically well
and in between puffs | was saying to her oh, onJdeas saying by the way we
were going to have a, the water bath and she said{ fill it up if you want, but
you're not going to have time. And then you kndw thext puff | said oh and by
the way you know we wanted half a dose of pethidinéeah that’s fine it's on
the trolley if you need it we'll get it, but | darthink you'll have time. So that
was perfect because essentially she was sayingarohave what you want, um
which is what | needed to hear but she knew danihtlaag there wasn’t going to
be time for any of this malarkey.

(Jan, >30, Multiparous, Postnatal)

The midwives in this situation were supporting andouraging Jan to achieve the
birth she wanted and that the midwife knew shedtachieve. As women are told in
Camann and Alexander’s book of antenatal infornmaf@amann and Alexander,
2006), and as Jan discovered, midwives may benaants most important ally. The
part played by Jan’s midwife was a major featurbafoverall satisfaction. At an
evidence-based symposium, Leeman et al. (2003)tezbthat management of labour
pain has a relatively minor role in a woman's &atigson with childbirth compared
with the quality of the relationship with her matity caregiver and the degree of
participation she has in decision making. Evidetheg further supports this argument
is found in a survey of 519 women, 119 (28.9%) bbwm stated that support from
their midwives was crucial for achieving a fulfilfj experience (Lavender et al.,
1999). The whole essence of midwifery is to asg@hen around the time of

childbirth in a way that recognises the equally amtant physical, emotional and
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spiritual aspects (Page, 2000). However, thismedaslways the experience of

women in the study reported here.

Helen felt that her midwives were not as encouiggisishe had hoped for but took
over control in the delivery suite, which althougst what she had wished for, still

had a positive impact on the outcome and Helemergence.

‘Cos, when we got to hospital and | sort of haddhilural, | had a bit of a snooze
but then her heart rate started to drop and it@ttie stage where the sister came
in, she wasn'’t happy to let us continue with thmla. One of the doctors came
in and he was like you know I’'m not happy abous thibs her heart rate went
right down and wasn’t coming back up as quick drshtit just went down and
stayed down. And | was sort of you know, | doe'alty want a caesarean kind of
thing and the doctor was like I'm sorry but we'ngg to have to intervene now
and the midwife was like don’t worry about it yondw, you'll not need one. |
want you to do this when | tell you, | want youttiat when | tell you. She had
Gary involved and between sort of like the three®ive managed to get her out
just as he was away preparing the trolley. Soaveds did everything that she
asked and we got the outcome we wanted.

(Helen, >30, Multiparous, Postnatal)

Helen reported that she was instructed what toydind midwife, who had taken
charge when the situation became clinically urgent she was able to go on and
deliver vaginally. Antenatally, Helen had statedttshe wanted to stay in control of
the pain and the situation around her, but wheonaptication arose she was happy to
defer to the knowledge and skills of the midwifel 4o relinquish the control of
decision making to her. This is illustrative ofiuation where shared decision

making is not appropriate, when there is a clinizgkency and not choices to be made

but, rather, clinical protocols for this situatitmbe followed.
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Gail experienced a midwife who was supportive amcbaraging in her approach in

wanting Gail to make the decisions.

One of those yeah and um, she was just like thisailly hard you know there’s
pain relief here, just have it. That was very mhbehopinion and you know, and
at the time | was yeah, yeah I'm just going to kegpoptions open sort of thing.
And then another midwife that looked after me whesas in delivery she was a
lot younger and she was trying to, she was sastging well it's up to you, you
could do this, you could do that and, she waswgsn't trying to push me in any
particular direction and I think at that point g needed somebody to tell me
what to do. | didn't feel that | was really able to make a decision, but, but |
think she kind of felt that she didn’t want to, stidn’t want to push me into any
particular direction, she had to be fairly um yawWw neutral about the whole
thing. And, and | didn’t find that very helpful

(Gail, >30, Primiparous, Postnatal)

Gail's midwife tried to stay detached and neutral ancourage Gail to be engaged in
the decision-making process, leaning more towarftsrned choice than shared
decision making. However, Gail did not find thipéyof support useful as it left her
feeling unsupported and unable to make decisidmsw®uld have preferred a much
more shared approach to decision making, rathertibang left to make informed

choices.

Chris, unlike most of the other women, didn’t mentthe midwives very much in her
interview and reported a very different experieneg-apparently ‘hands off’

approach of the midwives:

Yeah. They just really, it was, | mean (Yeah)tiere there and | knew they
were there and they were very much just sort aténbackground.

(Chris, >30, Multiparous, Postnatal,)
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Chris was aware that the midwives were close byddtivery much that they were in
the background and didn’t intervene as she happdgressed on her own with
minimal intervention. This underlines, again, thortance of finding out antenatally
how each individual wants to be supported; this@gagh would not have been

appropriate for Gail, but was what Chris needdithiattime.

The hospital where the study was undertaken iachteg hospital, so student
midwives were involved in the care of women onuhé and contributed to the

positive experience of Angela.

I mean one thing, another thing that was quite yusm my birth plan when they
talked about students and stuff and | was like lildgrefer not. And when I'd
gone through to the um the delivery part, theyid s you know this is, this is
your midwife and | can’t remember the girl's nanavwho is a student, and
actually that worked out better than | could haverénoped. Because obviously a
midwife has got three ladies she’s looking afted ahe’ll come and see you every
ten or fifteen minutes and keep an eye on yous $hident was with me
constantly so every time | had a contraction, &iglis was before John’s mum
arrived, she was there and she was like holdingpamg and she would remind
me how to breath with the gas and air and you kslogvwas talking to me and
suggesting different ways like the um, the blowbafi, you know like the ones
you do the sit-ups on sitting on that and sugggdifferent ways of sitting on the
bed so before we'd got down the sort of, the e@ibiioute, she was suggesting
lots of other ways. And | was walking around ahd was really, really good and
I thought oh if I'd dismissed that and said no finiéely don’t want a student, |
would have had all the time in between when thewif@gwas, and | never

noticed really when the midwife came in and outduse she was, she seemed so
in control of the situation.

(Angela, >30, Primiparous Woman, Postnatal)

Although a student midwife was not something Angegented when she had thought
about it antenatally, on reflection postnatally sbatributed her positive experience
to the role played by the student midwife. It has said that a student midwife, who

often is responsible for caring for only one wonaam time, is able to offer
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continuous support and thus is able to establisipport with the woman and is more

confident and able to offer reassurance (Thorstenssal., 2008).

The continuity of care, such as that offered by dlag student midwife, during
labour is something that has been positively higtiéd in the results of the recent
Cochrane review (Hodnett et al., 2009) as leadirghorter labour and the decreased
likelihood of women reporting dissatisfaction. Hetirand colleagues also reported
that continuity of care seems to be most effeatitien started in early labour. The
student midwife was able to offer suggestions fatfams Angela might try to help
with her pain management, and gave Angela the isspre that she was “so in
control of the situation”, while still involving hén any decisions that needed to be

made, that Angela was full of confidence in theecand support she was receiving.

Throughout pregnancy women stress the importanceceiving care from the same
caregiver (Enkin et al., 2000), this continuitynoidwives is something that was not

experienced by Joan or by many of the other womehea study during their labour.

There was, | had a first midwife who | started & @ really like and then like she
went off her shift and | got really upset but tiee new one when | got used to
her she was nice too. But it was just like she thage and just left me and it was
sad when she left.

(Joan, <20, Primiparous, Postnatal)

A changeover of midwives during a long labour oftegurs on a busy labour unit,
and should be explained to women. Despite negatieeunts about lack of

continuity, the majority of women in the study wesitive in their narratives about
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the midwives. Many women have identified specifipects of care that they either

liked or disliked from the midwives; Rebecca’s dgsmn went a little further.

Well | don’t mind really but | think the key thirig that, that to have a good
midwife is to have a midwife who puts aside her a@xperiences and says what
do you want out of this experience you know. Andrfee | would like to try to
have as little pain relief as possible but if | dhélee pain relief then, | need it

(Rebecca, >30, Multiparous, Antenatal)

It is with this type of dialogue that a woman lideato share what she would like to
achieve, what is important to her—not just the ficat aspects of which pain-relief
options she would like. There should be a discusalmout her values and
expectations regarding how she wants to appro&ddufawhat control she hopes to
have and how involved she wishes to be in the tgcimaking. Once these elements
have been discussed with the midwife, the lattarpravide the support and
encouragement and the options that the woman kasfidd to enable her to achieve

the birth she is hoping for.

This chapter has provided details of women’s exgiexnts and experience of delivery.
The women'’s expectations are often at odds witkehad the midwives, as discussed
in chapter eight. However, in order for midwivesuttderstand why women are ill
prepared, they must understand the expectatiosisobf women, the information that
these women need, and how the information givezctdfthe women'’s choices in
labour. The following chapter describes the womeefkections postnatally,

examining how their experience may have changddtews.
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7 Postnatal

All women in the study were re-interviewed withir weeks of the birth of their
babies. During this interview they were asked ftect upon their antenatal
expectations and their actual experience of laltberdetails of which were discussed
in the preceding chapters. This chapter concestmtehow women considered the
experience of labour would affect their choiceshia future, or advice they would

give to others.

There is an argument that a form of reconstruatiothe birth occurs after labour; this
is when a woman'’s recollection of pain is basedhugpaumber of things other than
just pain. There is a suggestion that the ovemghisity of labour is often
remembered but the specifics are forgotten (NivehBrodie, 1996; Terry and
Gijsbers, 2000). Niven and Murphy-Black (2000)aireview of the literature about
the factors affecting such recall, found that inesal studies a woman'’s recall was
often vivid but not always entirely accurate. Tpassible inaccuracy of recall should
be borne in mind when reading, in this chapterateounts of women'’s labours in
this study. Conde el al. (2008) found, in theidgtof childbirth experience and
satisfaction, that women'’s recollections over tingt 6 months following delivery had
a tendency to be less negative, more positive amd fewer worries than
immediately after birth. Conde et al. also argued,tafter six months postnatally,
women perceived their labour pain as being lessrsathan it actually was. Itis
thought that sometimes this skewed reconstrucktiahrhothers undertake of their

childbirth experience during this early postparfpeniod may influence their mood
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and their predisposition to become pregnant agaimde et al., 2008). This positive
mood may also affect any decisions they may mafatime pregnancies about their
pain. When assessing women’s experience of baking this body of evidence into
consideration, it is important to recognise thameo may need time to work through
their birth experience (Waldenstrom, 2003) to folateian account that is more
accurate, rather than an immediate postnatallytixesinterpretation of the birth.
Their birth story may not be formed immediatelymiay take a few weeks of telling
and re-telling the story to form the final versigihevents. However, in contrast to the
work by Niven and Brodie (1996) and by Conde e{2008), Bennett (1985) found
that recall was actually accurate at both threeks/pest partum and at two years, and
showed little difference between these recollestidkiter reflection on this literature,
and taking into consideration the time and finahoisstraints of the project, it was
decided to contact women in this study at threeke@est partum, in order to gain
the most accurate description of women’s versidrisereality of their labour and

how this might affect their future decisions.

7.1 Future choices

Women'’s experiences and the decisions they madegdtineir first labour often help
to shape any advice they would offer others—ore@u any choices they would
make for future pregnancies (for example, the ptddarth or the method of pain
relief used). Women in this study ranged from thoke were definite in their
opinions of what others should do and what theyld/do in future, to those women

like Alison, whose advice would be to 'wait and’see
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| wouldn’t say to somebody ooh get an epidural beeat’s up to them and
everybody’s pain threshold’s different and I'd hemlsleep for two nights and
there was a lot of factors contributing to why stjgive up. Do you know what |
mean? Because | was like oh | give in, just gissemething. Do you know what
I mean? But if I'd had more sleep...... my advice to sbody else would be just
see how it goes, see what you can cope with ddkgow what | mean? But don’t
make it unpleasant. If you can’t cope with it o really, if it's stressing you
out, get something like that because it's, it'siiest amazing thing that you'll do
in your life, so don’'t make it an experience youmdever want to

(Alison, 20-30, Primiparous, Postnatal)

Alison recognises that, although she had an edidtisanot for everyone, because
everyone reacts differently to pain; Alison giveklional reasons to legitimise her
use of the epidural, which include lack of sleepdecussed in chapter 6. Alison
implied that, rather than making a pro-active deaigo have the epidural—a decision
which, she maintains, might have been differesh& had had more sleep
beforehand—she 'gave in‘, more a resignation thdadsion. In their study, Heinze
and Sleigh (2003) found that women who had beeargan epidural had little desire
to participate actively in the childbirth procesdison did not have this tendency and,
in fact, initially wished to be involved but, aftstruggling to cope, ‘just gave up’.
However, Alison seems comfortable with the resntt advocates making it a more

pleasurable experience by taking on board moreneéigf, if absolutely necessary.

In contrast to Alison, Pauline highlights the laxfknegative effects that an epidural
has over some of the other options, rather thaimpp&er reasons for choice on the

positive effects of the epidural.
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I'd say, ooh you've got to have an epidural. | whwnd that's based not on, not
knowing what it would have been like with pethidyou know and | appreciate
that but I think the epidural was, was very good #mwas my choice to not have
it re-sited to be completely pain free and I'm siweould have been completely
pain free......... because the side that worked, worketh$ically and it really
did make me appreciate the bit that didn’t hurt mvttee bit that did hurt. And you
know it must have taken away a significant proporof my pain, it was very,
very good and you don't feel disorientated or hgmer memory affected by it
like you can, some people do with pethidine, forgae and air didn't work.

(Pauline, >30, Primiparous, Postnatal)

In contrast to the two previous women, Susan ffiglt there were negative aspects of

her labour which would mean for any future deligsrshe would change not only the

approach to her next labour but also change thepébirth so she could receive the

pain relief and support she felt she needed.

I mean | would try and get this idea, and says radywve it at home now....Like
a pool at home...'Cos the only thing that really lsvéd us was the
midwives...not... they felt useless basically beinguaid the pool and not being
able to do anything and.. | just wanted to telhthte go away really but ...So I'd
probably just probably think seriously about havingome birth....‘Cos she says
| didn’'t even have to deliver him you delivered hywurself. She didn't, she
didn't know what to do. She just stood there dmelfelt useless. She says | felt
useless there was no point in us being there, bribosly she had to be for when
he was born. But that's the only thing really.

Susan, 20-30, Primiparous, Postnatal)

Susan felt that although she had had a posititk bkperience, the midwives had not

contributed to this: she was able to cope on herwith little input from the

midwives. Susan was negative in her opinion ofttblévery-suite midwives, that they

had little involvement in her labour and delivefis first labour experience had

given her the confidence to know she had the ghditcope with the pain on her own.
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Susan continued in her interview with some veraichdvice about pain relief in

general.

Don’t jump straight into getting pain relief givielike, give it a chance do | know
what | mean? Because it's only really at the pafake contractions where it gets
really unbearable and... just give it a chance | sgppOne of them says to me
that it's going to end shortly, do you know whaméan? You'd be so
disappointed if you go and get the epidural andl #ad then | kept remembering
that when | was in labour just keep going, doin@isou’re doing. Trust your
body | suppose.

(Susan, 20-30, Primiparous, Postnatal)

Susan, from her antenatal interview, had a verijtipesattitude to being able to cope
with the pain and wanted to give birth in watereBthough her peers advised her
against it in favour of an epidural, and she wagivén any information about water
birth by her midwife, she was quite clear what sla@ted. As information was not
given to Susan by her midwife she had to turn tefficial’ sources for help. It has
been argued that, for alternative methods of paliafrto be effective in reducing the
rate of pain medication, a woman must have anactivnmitment as well as
emotional support (Copstick et al., 1986), Susahtha commitment from early in
pregnancy for a water birth, but had no suppoimfmrmation from family or from
midwives. Susan’s advice for other people was tib arad see what the birth
experience is like, and to ‘avoid an epidural itiygan cope on your own, as you may
feel disappointed, you need to trust in your owdybtw do the right thing’. This
advice was echoed in the results of a study by grerdand Dahlberg (1998), who
conducted a study of nine women who chose to gtk at an alternative birth centre
in Sweden. Those women, like Susan, reported tpertance of being able to handle

the pain by having the confidence to trust in tlogin bodies’ ability to deal with the
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pain and to trust in the process of labour. Howetver results of that study should be
treated with caution as it comprised a selectivaigrof women who wished to give

birth in an alternative birth centre, so may hasd more confidence in their bodies to
labour and delivery naturally without medical imention, and who would have been

supported in their choice by the staff workinghe birth centre.

Heather, like Alison and Susan, advises othera/&it‘and see’, as well as advocating
knowing about all of the available options, whicbul enable a woman to deal with
any situation that arises. As well as ‘waiting é&’s according to Heather it is
important for a woman to have someone to suppertiieng labour, so that she can

make the decisions that she wants.

That they make sure they know about all the diffemtions. | would then say
just see how it goes once they get in there. Bechthgnk that you can't, it was
easier just to think well I'll see how it is ancethl'll tell you, and then I'll tell you
what | want. Like what | did, if there was anythipgu really definitely don’t
want just make sure your birth partner knows. Beeavhen you're in pain and
you're begging for it after the baby’s, if | haddhpethidine | would have been
devastated after he was born. Because | reallytdicant it, even if it hadn’t
have done anything to him | would still have begnking well | could have, |
could have made him have to have an injection.jusb o make sure that
whoever you are with knows what you definitely domant

(Heather, 20-30, Primiparous, Postnatal)

Heather recognises that having rigid plans andiaticto decisions made antenatally
may be hard when a woman is actually in labour;dirth partner must help, so that
no impulse decisions are made that might be regtrettterwards. Heather is clear,
after her own experience that firm decisions reiggrgain relief cannot be made
before labour begins; however, a woman should hHvbe information she needs,

and should have discussed her views with the patiner. By having the information

166



Chapter 8

antenatally, she can be fully aware of the sideat$fand limitations of any choices
she may make, and can remain engaged in the decisaking process throughout
labour. This approach, advocated by Heather, ishased around shared decision
making, ensuring that the patient/woman has sefficknowledge and is clear about
her own values to make a decision in collaboratidh her health professionals when

necessary.

The advice from the majority of women in this stuslyo ensure that pregnant women
are fully informed but should not make final chaideefore labour begins; that they
should be aware that, although things may not gording to plan, by being fully
informed they will be adequately prepared to endgaghscussions about the options
available during their labour. Both antenatal edivosand midwifery support need to
be updated if women are to achieve the level opsttpand engagement they are

requesting.
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8 Professionals

In this final results chapter | present data fréwa health-professionals’ focus groups
to illustrate the views and concerns of profesd®onaring for women during
pregnancy and labour. As described in more detaihapter 4, the focus-group with
professionals included delivery-suite midwives, aoumity midwives, obstetricians,
anaesthetists, health visitors and antenatal eoigcitvolved in the care of pregnant

women.

In this chapter areas identified from analysishef focus groups are examined and

discussed, these are:

e Professionals’ accounts of the information theyediv women in order to

prepare them for labour
* Professionals’ views of how well prepared womenfardabour

« Professionals’ accounts of how labour is managqutaotice Professionals’

views of choice and decision making in labour.

The professionas give accounts of their version of the world relgay pregnancy
and labour. Within these narratives, the profesd®give details of the difficulties
and barriers that they, as professionals, havadadercome. | have identified
similarities and differences, within and betweeofessional groups and illustrated

with appropriate quotes.
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8.1 Professionals’ accounts of how they prepare woroefabour

What professionals tell women about pain in ladatgely depends on how they
themselves view pain, which is highlighted by tbkofving three quotes. In the
guotes professionals attempt to articulate how bedigve pain in labour to be
different from other types of pain and thereforavhibshould be approached and

treated in a different manner. This first quotéasn an obstetric registrar:

| suppose the pain is very different from the way gxperience pain in other
disciplines where pain usually is a sign that maydae should run away from
whatever that experience is or it's because somgthgoing wrong and therefore
it's a sign of a problem. Pain in labour is pdrtte process and we can make
plenty of people pain free or not give them anypBiut it's a very different
scenario from other areas, where pain means wemnslstyou to theatre and fix
it.

(Obstetric Registrar, FG4)

A community midwife, responsible for preparing wamfor labour, identifies labour

pain as a positive pain. She said:

| talk about it [pain] at the classes as well fitiata positive pain, | don't say it's
not going to be painful because | think that's atistic and | think it depends
whether you call it discomfort or you call it a pabut and those words would
mean different things to different women.

(Community Midwife, FG1)

Similarly, a delivery suite midwife conveys the adtages of embracing pain.

If you're ill with say an appendicitis pain and twlole idea is to stop that pain and to

make them well. This is, it's a natural process @&s a pain with a purpose and that
they can either work with the pain, or you knowghti against it and make things a
little bit more difficult for them.

(Delivery Suite Midwife, FG 3)
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Both the obstetric registrar and the delivery-snoitdwife believe that labour pain
differs from other pain, a pain with a purpose aich does not necessarily signal
that something is wrong. The community midwife itiiéed labour pain as a ‘positive
pain’ used by many (Kitzinger, 1978; Leap, 1998ndgren and Dahlberg, 1998) to
differentiate labour pain from other types of pgiasitive in a sense that it is leading
to the delivery of the baby, it has a purpose. Raother clinical settings is
something that ordinarily indicates real or potainfiamage (Mander, 1998), whereas
the pain of labour is attributed to the normaltstieng, pressure and tearing
associated with delivery (McCrea, 1998). The midagiin this study seemed to view
childbirth as a natural process and, for this reastien seek to encourage women to
cope naturally with the pain they are experiencingontrast, the obstetricians who
were used to dealing with pain in other clinicdtisgs, appeared to want to eliminate
any pain or discomfort experienced by women, ag Wauld expect to do in other

areas of clinical care.

How a professional views the pain of labour mayedaine how they this pain to a
woman. How women are prepared for labour may adgedd on how the midwife
passes on information about the various forms of pief. The following quote
illustrates the detailed information a midwife sap& passes on in the hope of

informing a woman so that she can make informedcelso
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I usually run through all pain relief from the mtt upwards. | would start with
the simplest up to the most complicated pain relief | always just always kind
of systematically talk about the benefits of eaampelief and the negative
aspects of it and | usually quite heavily weigh tiegative aspects of pain relief,
purely because | think often people often givedhilike diamorphine without,
you know, really discussing the sedative effecttenbaby and therefore women
are ill prepared for a baby that might need oxyaedelivery. And | think with the
preparation of that it might, it might influenceethchoices but at least they've
made an informed consent to have something théditrhimve a knock-on effect to
another aspect of their delivery. And the santl epidurals, | will talk about
what the negative sides of that and often you kkiomt of the negative lists from
an epidural are actually quite long you know, themea lot of areas to discuss
although it still is a kind of you know, very gopdin relief and women will often
outweigh you know the negative aspects with thétipesbut they need to know
them to discuss them further if they need to.

(Community Midwife, FG1)

This community midwife says how she structuresapgroach to giving information
systematically, giving both the positives and negatof each method of pain relief.
However, she also offers an explanation of howwahg she emphasises the negative
aspects of two of the pharmacological options,dmgts not acknowledge that by
doing this, may not be giving the balanced view #iee set out to achieve. This
failure to give a balanced view is a criticism |ke# at information currently

provided (Coulter et al., 1999). Several other nives also give similar accounts of
what information they give to women. The data ai#d in this study suggests that
the information given by the obstetricians diffeadically from that given by the
midwives. This point is illustrated in the follovgrmuote by an obstetrician who
speaks about becoming involved in pain managenméntad the point when there is a

need for medical intervention.
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In terms of pain relief, we get involved as doctassally when we’re going to

add to the pain that women are already sufferingh® vast majority of pain that
occurs on delivery suite doesn’t occur as a diregponse from the doctor it
occurs as a response from labour and the painiaodmfort that is part and
parcel of that. The point at which we get involhaedobstetricians is usually
because of some intervention, either you're goingugment labour or you're
going to deliver a baby and at that stage whenrgadiscussing those procedures,
that goes hand in hand with a discussion aboutnetief because they're painful
procedures on top of what they’re personally alyezxperiencing.

(Consultant Obstetrician, FG4)

This account suggests that this obstetrician wangrotect’ women from the
negative outcome of experiencing any pain that reaylt from their intervention.
Moore (1997) and Duncan and McEwan (2004) notetidiirdicians are aware of the

possible negative outcomes of women experiencingregrain and in their caring

role will endeavour to protect them from potenéidierse psychological problems, by

ensuring that effective analgesia is provided ketbe start of medical intervention

such as instrumental delivery (Enkin et al., 2000).

One obstetrician recognises the almost impossiideuaenviable task that midwives
have of preparing women, one which is not expeofeuirses working in other

clinical areas. He states:

Look at it from the midwife’s point of view, we pttiem in an impossible
situation they talk to a large number of women aatally about labour, they may
be community midwives, they might be on the delvsuite we never ask a nurse
on the ward to tell the patient what the operatiilhbe and what the anaesthetic
they’re given will be, so of course they're goimgtalk about things that they're
much more comfortable talking about. Do we blameselves for taking a lack of
interest in giving that sort of information? It seen as part of our job if you
like, none of us have a session dedicated to ataienformation. So, it works
both ways. We don'’t get actively involved, we'ret msked to be actively
involved and yet we expect them to answer diffiquiestions Whereas she could
talk ‘till the cows come home about the midwifegpact. And yet, they have, you
have this unusual situation where she is the finatperson on the delivery suite
that has so much of an impact on people’s choices.

(Consultant Obstetrician, FG4)
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The obstetrician recognises that the midwives laaneique role in preparing a
woman for labour, something that is not expectedur§ing staff in other clinical
areas. This again raises the argument as to wingiually responsible for ensuring
that women are adequately prepared. Research ssigigasboth obstetricians and
anaesthetists ought to play a part in ensuringfthisand accurate information is
available to women during the antenatal period,thatithey should not confine their
information giving to when labour is in progressHit¥ et al., 2003). This research
suggests that at present, information giving tdodse left to the midwives and
antenatal educators alone during the antenatalghesiith anaesthetists being
involved during labour only if an epidural is regtexrl, and obstetricians being

involved only if complications arise or intervemtits necessary.

However, given this proposal of involvement, thatelricians have not made a move
to become involved in this information-giving preseto offer information on the
options available. Such a move to involve obstetnig, suggested by White et al.
(2003), to encourage active participation of obrgtieins and anaesthetists in antenatal
education might give rise to a more balanced prowisf information. In this model a
woman would receive information from all the prafiemals who might be involved

in her care during labour and delivery.

In addition to discussing the information they gawevomen, in the focus groups

professionals explored their views of the realiied difficulties encountered in
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informing women. They cited the following as alMreg potential effects on the

information given:

The guestions to which women want an answetr;
« How the information needs of women change througtiair pregnancy;
« The difficulties encountered when giving informatiduring labour;

« The effect that the perspectives of the professipmrapecially the midwives,

have on the information provided.

During the focus groups, in order to see if theiinfation needs of the women were
being met, the midwives were asked to think abloaiguestions women asked them
regarding pain relief. Most midwives were in agneat about the questions women

routinely asked. These are described below:

How long does it take to take effect? It tendsddhe one.....Will it affect the
baby? It's often something that people want tovkabout....They don’t
necessarily think how will it affect my labour rgall think perhaps we try to give
information on that because being completely hopast relief does affect a
labour.

(Community Midwife, FG1)

It seems from the quote above and the agreemdrfotltaved from other midwives,
that the midwives believe they know what questiapmen ask, and what kinds of
information they are asking for. However, at nonpaiuring these focus groups did
any of the professionals mention actually giving women the information they had
requested or information that would answer theegtions. It has been previously
stated that the content of antenatal classes ateased on the needs of attendees but

on the messages the educator believes should ée (Murphy-Black, 1990). The
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professionals in this study concentrated on giviiagnen information on how the
pharmacological methods of pain relief might affiatir labour, for example. In
addition, no mention was made, in any of the fagnasips, of midwives explaining
how long it might be before pain relief startsa&e effect, which is something the
women felt was important to know. It should alsal¢ed that the answers to the
guestions women were asking are not covered iMIBERS leaflets either
(MIDIRS, 2003c). It seems, therefore, that in tleigard none of the sources of

information accessed by the women were meeting ififeirmation needs.

In a cohort study of women, Lothian (2007) showeat some women do not absorb
information, even when it is given during the a@ti@hclasses. This questions the
effectiveness of the current content and delivégntenatal education. It may be that
the information that women want is actually beimgeg, but that it is not being
provided in a format or at a time that is eithezessible or acceptable to them and
therefore does not translate into knowledge. Itlv@e@em that the questions women
are asking should be considered when developingdahtent of antenatal education.
These questions concern factors that are impdidamiomen to contemplate when
making decisions and are therefore integral testieeess of the decision-making

process.

Discrepancies have been highlighted between wiavivés reported providing to
women, information that midwives tell us women seeking, and the information
that, in their interviews, women told me that tlvegnted. There are also additional

obstacles caused by having a range of sources$oofriation and women wanting
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different levels of information, at different tinp®ints in pregnancy and labour,
provision requiring a service providing individusadd information. The quote below
illustrates how midwives are conscious of how wolm&irews, expectations and

requirements for information change as their praggpgrogresses.

They can be, you know, you get them to about 2tkeveed they can be really,
really frightened sort of looking at this labourhey cannot get their head round
that. Like “goodness me, this is going to be bdefi. If you see the same woman
later on and she gets to about 37 weeks it's ldtelSring it on, I've had enough of
this”. And you can see the change that they gelyregthat’s probably why
pregnancy goes on so long.

(Community Midwife FG 1)

In an early influential paper Christensen-Szalad&@éussed how women'’s needs for
information and what they wanted during labourtsidifoetween late pregnancy and
early labour. When the women in the study wererigved at 36 weeks, the
dominant preference was for avoiding anaesthesiareas during labour the
dominant preference had shifted to avoiding pa@84). In relation to Christensen-
Szalanski’s work, the challenge for those who dglnare to pregnant women is to be
sensitive in assessing the values and preferericke woman at the different points
during pregnancy, as these help to form the womexpectations for labour and for
preparing them appropriately (Waldenstrom et 8196b). It seems, from the focus
groups with professionals, that they are awarehaitvis important to women but do
not incorporate this into their preparation. Vefien, parent education classes are
criticised for being held too late in pregnancy(easer et al., 2000). In this study
health professionals throughout the focus groupe wentinually grappling with the
practical problems of the optimum time to passrdarination to women and when

they were going to be most receptive.
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Acknowledging that there are difficulties in accopuating the changing values and
attitudes of women during pregnancy, professioaks have to overcome the issue
of being able to give a range of information toidewange of women, as illustrated

in quotes from an anaesthetist and a midwife.

I'm not sure that we can improve things, becausgust such a cross-section of
society that we're dealing with and trying to infopeople you can educate them
until the cows come home but if they are not irgtre they can't, either A aren’t
intelligent enough to know what you're saying, oaign't interested, or C have
got certain expectations that they’re not goingrtwk from.

(Anaesthetist FG 4)

You have the highly motivated people at one enith@fscale and you have the
people who are just pregnant at the other endeo$tlale and they’ll take the
advice of their mum and their best friend and theimty and probably just do as
well. Probably better actually...It's very difficueecause you invite them to the
classes, they don't want to come because they danit to know about it and
then you say but how are you going to deal withpthia relief, with the pain in
labour and they don’t want to know about it. Itisat’s their choice, you can't
force it on them.

(Community Midwife- FG2)

Both professionals acknowledge, in different walyat each woman, for a variety of
reasons, has different antenatal information néatith this in mind, it is difficult to
see how one format, one medium and one level ofrimdtion given to all women at
one time point in pregnancy will ever meet the reguents of all women, which
implies a radical overhaul of the present anteretatation provision. Information
should be provided in a way that is accessibldl iw@men in whatever format it is
presented. It may be necessary to provide diffdeseis of information to suit

women'’s needs in order to support the decision-ntprocess.
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Because of this diverse group of women, assumpaonsometimes made regarding
what information different groups of women will war need. It was wrongly
assumed that Susan a woman from the more deprnreadéthe city, (Section: 7.1)
would not want a water birth, so she was not gaey information about this by her
midwife. It is important that individual values ascertained, rather than making
assumptions at a group or population level, sovloethen receive the information
they have requested. However, there is also amagufor providing all women with
information on all methods of pain relief, in casents in labour lead to different

choices that had not been anticipated.

It is difficult to determine at what point, duripgegnancy or labour, information
should be given to women. The anaesthetist quatknhbmaintains that women are
not receptive to information during labour, whidtpinto question the advisability of

obtaining consent for the epidural during this time

By the time you get to somebody who's in extremia fizey don’t care. You
know, you could tell them, | don’t know, | meandrdt know | mean | wouldn’t
be surprised if you could tell them there was pbiypa 10% risk of them having a
numb leg afterwards and at that stage when thay'tleat amount of pain, and
especially if they’ve already been through tryimgrything else, they don't care.
They just want the pain to go away....| have hadwoman who as | started
telling her about the complications she said lofst don’t care, do not tell me
anything more | cannot listen get on and do it.melan | always make a point of
stopping talking while they’'ve got a contractioBecause | think there’s no point
going through well any of the spiel, not any of it.

(Anaesthetist, FG4)
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The anaesthetist acknowledges that this is natted time to be telling women the
risks and benefits of an epidural. However, inghesent provision of care it is often
the only time when an anaesthetist comes into comtith such women as part of the
consent process which consists of disclosure, stateting and decision making
(Gerancher et al., 2000). Aside from informatiovirgy being far from ideal at this
point, Christensen-Szalanski (1984) argues thdepreces expressed by women
during active labour may bear little relation teitrante- or postnatal preferences.
Women in labour are more likely to be concentratingemaining in control rather
than listening to and weighing up the risks andefienof treatments. It is from this
work that Christensen-Szalanski argued that, usimgen’s preferences during
labour to decide on treatment options was not &s Wway to maximise long-term
satisfaction. However, in contrast to this work,rencecently others have found that
women are, indeed, able to understand informativemdural anaesthesia during
labour and that this understanding is not affebte@ain, anxiety or opioid
premedication (Jackson et al., 2000). This debiasgise to the question asked by
many: can women in the throes of labour give conean epidural (Smedstad and
Beilby, 2000) or should some of this informationdieen antenatally, with only the

actual, final decision be given during labour?

Although it is recognised by those who have ingsdgd this area, that the possible
complications of an epidural can be discussed @agyegnancy, it was felt by the
anaesthetists in this study that it is impossibleafwoman to know how she is going
to react to the pain of labour until it happengkdan et al., 2000). Jackson et al.
(2000) suggest that consent for an epidural shioeild two-part process—one part for

risks to be completed while the woman is pain fhegng the antenatal period and the
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other, for benefits, to be discussed during labatiich would ensure full disclosure

and comprehension to assist in the decision-mgkiogess. However, this approach
of only providing only risk information antenataltyay not allow the woman to fully
weigh up the pros and cons as part of the shargdidle-making process until she

was in labour.

Professionals in this study who care for womenregpancy and labour clearly
recognise that there are difficulties and barriergvercome when preparing women
for labour. During the focus groups, several ofgihgfessionals volunteered their
ideas of what the preparation ought to include hBuot obstetrician and a community
midwife offer their views below on how women shoblel prepared. They advocate
making sure that the basic tenets of labour arereavand that women understand the

physiology of labour.

I do think there needs to be an explanation ofdlethat labour is not called
labour for nothing, it is not a pain-free procedulecannot be a pain-free
procedure you know if you think about, unless yaueh(an epidural) you know
because how can doing that not hurt at leastie Iit.

(Obstetric Registrar, FG4)

Well if | waved my magic wand it would be that péomould understand the
physiology of the process more and people woulcerstdnd how their bodies
worked and so if we do anything in our teaching bout making people
understand. It's like you said earlier Alison stiig how it's meant to feel you
know, it's, you can call it as many different womsyou like you know,
discomfort, pains, rushes, sensations, anythindiikeubut whatever it feels like
that's how it feels like for you but that's normalhat’s how it's meant to be.
And | think if women understood the physiology diat's happening to them and
we could support them through that, then | thirdt the would have far more
women who would be willing to move around moreahdur, follow into things
and not feel so ‘stiff upper lip’ that they haveltehave in a certain way

(Community Midwife, FG1)
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This community midwife’s view seems to represeat tif many others in her focus
group. Midwives appeared to believe that, if womaderstand that the pain they are
feeling is a normal pain and there is no need doicern- they will also understand
that the pain will stop as soon as delivery is cletep they will then be better able to
cope with labour without a heavy reliance on phawiegical methods of pain relief.
It has been argued that it is imperative to re-foantenatal education on a more
flexible and innovative approach to labour, inchgicoverage of birth physiology

(Eames, 2004; Evans, 2006).

The following section looks at how well prepared tirofessionals believe the

women are after receiving this information and aatal education that they provide.

8.2 Professionals’ views of how well prepared womenfardabour

The previous section dealt with the ways in whiabfg@ssionals gave information to
women in the hope of preparing them for childbittater, in the focus groups,
professionals went on to discuss how they wererisag by the degree to which the
women in labour seemed unprepared, regarding éipictations of the pain, of pain

relief and of the length of labour despite thisyision of information.

It always amazes me the number of women who, asdstlivomen of all ages
who, who you go into you know, they go “I didn'atese labour would hurt”. Not
that | didn’t realise labour would hurt this mutiecause you know, but the fact
that they didn’t seem to acknowledge the fact ithabuld hurt at all

(Junior Doctor, FG4)
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There’s a lot of people that | think, | don’t knolthink its been alluded to
already, that people have come in with actuallpeiception of what kind of pain
they’re going to be in and have made no decisisrie avhat they would like to do
in labour. We've got two ends of the scale, wejeé people who come in who
know absolutely nothing and we’ve got as Elaine geople who come in and
they've been on the internet or watched TV, thegvkreverything. And some, but
both groups of people can have unrealistic expedsta lot of people come in
with pre-conceived ideas how their labour’s goiogo, what they’re going to use
and if it deviates from that, if they don't justeugas and air and the pool and they
are in so much pain that they want either an omiatemight be an epidural,
you've got to be very careful as a midwife to natkm them feel that they've
failed

(Delivery Suite Midwife, FG3)

The delivery-suite midwife supports the claim magehe previous junior doctor that
women have little idea about the reality of thenpthiey will experience. The fact that
the professionals perceive the women to be ill-preg also has implications for the
pain these women will experience. Research by GaedrBaston (2003), Green et al.
(1998) and Green (1993) concludes that women whaotlexpect labour to be
painful, actually go on to experience more pairthay are not prepared to cope with
the rigours of labour. Despite the thirst for imf@tion reported by women in this
study and the earlier descriptions of the infororatieported by professionals as
being passed on to women, women are still ill-prepaHowever, as already noted,
women appear to ask one set of questions and basdtprofessionals are providing a

different set of information.

According to professionals in the focus groups, wortack not only in terms of
preparation regarding the pain that they will eigrere in labour but also in their

knowledge regarding the length of labour.
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You know, | find, | find it quite interesting just ask women you know when I'm
on the delivery suite, you know, when do you thyoki'll have your baby? And
they ask the mother [of the mother-to-be] who'sautatedly there these days,
when do you think she’ll have the baby and askptmener and it's absolutely
staggering that they think the baby, the baby'sig®d be here in a couple of
hours time. And | say well you know roll the clook another twelve hours and
you may be right.

(Delivery Suite Midwife, FG2)

There has been little research about women’s pgocepof the duration of labour;
much of the research conducted in this area isstaton the impact of interventions
on the length of labour (Impey, 1999). A dilatatiate of 1 cm per hour in the active
phase of labour is often accepted as the cut-tdfratween normal and abnormal
labour, but should be interpreted with caution (Ereék al., 2000), as women progress
at different rates and do not always fit into alewk standard of labour progression.
Some women have long latent phases or mid-labateglix (Walsh, 2005), the
occurrence of which needs to be explained antdpa@that women are prepared not
only for the average length but for variations aad form their own realistic
expectations of how long their labour will last.@omidwife offered a reason for this
perceived overall lack of preparation: she feltds more likely to be as a result of

‘information overload’ rather than too little infoation.

| think the thing I'm seeing more and more is tlaglies aren’t prepared for the
pain they’re going to be in when they come ontomore so in the younger ones
or first time labours, it doesn’t matter how ol@yhare, they’re coming in and
they’re not, whether the information is not comthgough from the antenatal
classes, if they have indeed attended them, dnenpturn scale of that they’ve
got too much knowledge from the internet and treeglsolutely terrified, which
is very difficult for us to then turn around. Thiynk everything is going to go
wrong. But on the whole it's they're not prepafedthe pain that labour can
produce.

(Community Midwife, FG1)
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It would seem that, although women’s accounts ssigpey feel prepared for
childbirth, by reading and by attending classesfgssionals perceive that many
women are still remain unprepared for the realiviebour (Block, 2007; Cronin,
2003). Continuing the discussion about informabinfation from sources such as
television, Szczepinska (1995) questioned whethé&dt women are being misled by
misinformation and the impersonal information pd®d by the television and
internet. Szczepinska goes on to question whetbarem, because of this
misinformation, expect too much and therefore atepnepared for events not going
to plan. This notion of being misled by misinforioatwould fit with this midwife’s

argument of too much negative information.

In order to try to address this perceived lackrefpjaration for labour, the two
midwives’ outlines their own approach, of prepanmgmen for what is a natural
process. The midwives speak about informing wonteugthe role of naturally
occurring endorphins and enabling women to havéigemce that their bodies will be

able to cope.

| think pain relief is something there if thingealt going well, if labour is
slowing down or whatever, that it's there, but #igmore natural methods that
women should be aware of and the confidence to khawthis is what their
body’s going to do and how to work with it instezfdust injecting something to
take it away

(Community Midwife, FG2)
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| think we've got to achieve a balance and | thirklargely speaking do that and
we all, we all have a responsibility to let womerow that their bodies are
designed to do this process and, that if they atlmwprocess to unfold in the
comfort of their own home where they're still sumaled by familiar things and
well supported by a partner if that's the case, thed allow endorphins to take
over and be, and help in the process of labourttirt the balance part comes in
when the guilt part, afterwards when a woman hdsevarything and thinks well,
you know, the midwife told me you know my body’pposed to be designed to
do it. Well not everybody’s body will respond hretright way and will do that
and not every woman’s pain threshold is the sarensnhave to be able to adapt
to meet that individual woman’s needs. | think'thavhat midwives are very
good at doing.

(Parent Educator, FG1)

This midwife, although a promoter of natural chiltiy, understands that midwives
need to adapt to meet the needs of the individuéka prepare a woman in the way
that she herself wants to be prepared, and nossagby in the way the midwife
wants to prepare her. A study by Brauer-Rieke (2808ports this notion of the
woman deciding how she wants to approach labowrs&ing on place of birth. This
place-of-birth study argued that the best placafaoman to give birth is not
necessarily the home, or the medical environmetti@hospital, but the place in
which the woman wants to be and in which she fewlst comfortable (Brauer-Rieke,

2003), listening to what the woman wants and natwihe professional wants.

Both of these midwives, supported by many of ther in the focus groups, believe
that the way to combat the perceived unpreparedhegsare witnessing is to go back
to the basics of getting women to understand theralgprocess and the role their
body can play in helping them to cope. Howeverpethés information must be
presented to women in a format that is accessibileetm and that they understand,

before it can start to have an impact.
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All the professional groups involved in the focusuyps were united in one view—
namely, that they believed most women were not prelpared for the rigours of

labour, and their expectations were far removenchfrchat they saw as reality.

There was no clear indication from any of the psefenal groups as to where the
responsibility lies for such lack of preparatiormadmen. It is not just the
professionals, but the women themselves, who pexdhis lack of preparation; This
lack of preparation supports the work undertakehdyender et al. (1999) who
conducted a questionnaire survey as part of araagelomised controlled trial on
intervention in prolonged labour. The survey fodimat 154 (37.4%) pregnant women
in their study felt ill-prepared for labour, becaus either a lack of information or
their own unrealistic expectations. In their lat@rk, Lavender et al. (2000) found, in
a descriptive longitudinal study, that antenataltyto 80% of women felt prepared for
labour but, when questioned postnatally, they dedl¢hat they had not been as
prepared as they had previously thought. Only 30%omnen in the study believed
they had been adequately prepared, when askedkadtrospectively at their own
labours. It has also been shown that women wheestout fail, to achieve unrealistic
expectations, may ultimately feel unsuccessfulissatisfied (Kannan et al., 2001).
As indicated by Soltani and Dickinson (2005), thisrao easy solution. Women in
their study were asked for their views on the infation provided during pregnancy.
Although over 90% of women had read and understioedhformation on all the
health topics covered, nevertheless that informaiid had little, if any, effect on

attitudes or behaviour in 50% of the women (Soltard Dickinson, 2005). Time after
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time, research is finding that women are ill-pregkior labour (Lavender et al., 2000;
Lavender et al., 1999) and that the informatioly thie receiving is having little
impact (Soltani and Dickinson, 2005) — which addsght to the argument that the
way in which women are currently prepared is ntgaive and that the whole

approach needs revising.

It is important to recognise that professionalgws on whether or not women are
adequately prepared is affected not only by the &mmknowledge but also by the
professionals’ own attitudes to labour and therimi@tion they offer women. Yearby
(2000) argues that the key to effective antenatatation is to prepare women for the
intensity of the contractions without inducing felatis, therefore, crucial that women
should have balanced information available, baseduorent evidence and local
provision of services and information that is asdae to these women and not based

on the perspective of the carer.

8.3 Professionals’ reflections of labour in practice

This section will focus on the professional’s olvsgions of how they saw labour
unfolding in the reality of an often busy labourrdiasomething that they felt women

did not appreciate.

In contrast to the level of discussion by the worimethe study, there were only two

references to the maternity assessment unit (MALthb professionals and these
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were both regarding the work priorities of the fstaf the unit rather than with the

women’s experiences.

Because | think from the MAU point of view thoudtetpain relief aspect is not
their priority, they’re looking at a woman and thegy are you in labour, or are
you not

(Delivery suite Midwife, FG3)

When a woman is in the early stages of labourfiterpoint of contact is with the
MAU, as discussed in detail by the women in chagpiterSeveral of the midwives
spoke of the old system, of admitting women in latdirectly onto the delivery suite
rather than via the MAU, in a positive light. Thigjt that the old system had enabled
them to build a rapport with women so that theyld@aupport them better, as is

illustrated in the following quote:

I must admit | prefer when we used to admit disgdti some ways directly onto
delivery suite and you would look after them frdmen on, even when you build
the initial rapport with somebody and you get difgewhat have you, whereas
somebody comes on then they want some diamorphiwbatever. | mean your
sometimes thinking well you know lets go back telibit, do we need to be at this
point and you don’t want to tread on other peopiess, not that | would anyhow,
but I would still do what | sort of like re-assegsat’'s going on.

(Delivery suite Midwife, FG3)

This sentiment of stepping back and reassessiechised by many of the midwives,
who felt that women'’s pain often becomes out oftdwhile on the MAU as they

had not had support before their admission toaheur ward and were anxious. As
these women were admitted on to the delivery sthitedelivery midwives wanted to

take a step back, in case pain relief was not requince support systems had been
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put into place. Even though the delivery midwivesagnised that women were
entering the delivery suite unable to control tipsiin, there was no mention of

changes needed to support these women beforeatiraission.

| think you've got to be careful in that sort ofusition not to go straight ahead and
give them diamorphine or something because you kgow get the phone call

this lady needs some pain relief. It is importanbave that conversation that
Emma’s talking about, ‘cause otherwise if you sade’s your diamorphine when
they arrived you could slow the labour down, youldcstop things and that
wouldn’t be exactly the best, in the woman’s bagtrest so it is important to

have that again and once they've got here.

(Delivery suite Midwife, FG3)

A Cochrane review supports this argument for supggalucing the need for pain
relief (Hodnett et al., 2003). Hodnett and collezg)(?003) found that continuous
support throughout labour was likely to lead torggolabours, spontaneous vaginal
delivery and less likelihood of analgesia or rejpgrof dissatisfaction. These findings
are supported by further research on satisfactierrfian et al., 2003) and a

viewpoint with which the midwife cited above seetmgoncur.

The importance of support was recognised by martlgemidwives in the study,
acknowledging that the introduction of support wiemen come through to the
delivery suite can help those women who had preslyooeen feeling out of control to
control their own pain. An example of this incredsentrol in the delivery suite is

illustrated by the following midwife.
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We've had a lady, one centimetre, primip, primatfivaby extremely distressed,
so distressed she’d bypassed the M.A.U. unit, dam@ling round the floor, with
a lot of support and things, got her into the poal continually supporting that
woman, she actually got out of the pool for hedaml thinking I'll have an
epidural now, and she was fully dilated and detdethe baby standing up and
that was all the pain relief that lady had hadif§ou’d denied her going in the
pool and given her diamorphine that wouldn’t hagerba great option.

(Delivery suite Midwife, FG3)

As proposed by the Cochrane review (Hodnett e2803), this woman required a
lesser degree of pain relief, as a result (in gigmation of the midwife) of the support
and encouragement she was able to offer the womeanan the delivery suite.
Midwives acknowledge the importance of supporhaigh also recognising that they
are not always able to provide the necessary stippang to the pressures of the
work environment and the workload; decisions areetgmes taken that may not be
in the best interests of the individual woman lretraade with the interests of all

women on the delivery suite and of the staff wogkiinere in mind.

When the unit’s very busy you have people in feritiduction suite for example,
who are contracting, or having cramps, you're bwik somebody else, they get
minimal input. You go in and “there’s a couplepafracetamol”, we've all had to
do it and then the woman'’s not really being suggbrtwWhen you're able to get
them out of that environment into a room with thieynyourself you can provide
much better one to one support and care and thglytractually have been
desperate in the induction suite, but once youhgah in the room, they say “oh
I'm all right” because | think there’s the confidenthat someone’s there, that's
talking to them.

(Delivery Suite Midwife, FG3)

Often, decisions like the one referred to by thdwifie on the inductions suite, are

made in relation to management of the deliveryesmitcollaboration with other
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colleagues in order to alleviate the pressure whany women are labouring at once,
or when a limited number of midwives are availaievlin, 2008), or in emergency
situations. The midwife recognises that once theyaale to provide one to one

support a woman'’s need for pain relief often sudsid

Midwives also indicated that, ideally, they wouldnt to use their experience and
professional judgement to offer guidance to the @omn what their choices are,
based on their progression and the wellness dfdbg, not on volume of work on the

delivery suite.

It depends on how the labour progresses doesnY @@ can judge from vaginal
examinations and the way the woman is as to hovs giegressing. If you knew
that the baby was in an OP position and you knanldhour had gone on for
hours and hours, then would probably be a good tinsay look if you're
struggling this could go on another few hours maghepidural would be a good
idea now. Similarly, if a woman is sort of comiag to full dilatation then she’ll
say “right, knock us out now, I've had enough”.ngdimes you can say look
you've got a short time, you're nearly there, dgbtigh it, you know. It depends
you get to know your woman as well in labour and get to know how they are.

(Community Midwife, FG2)

Midwives appeared to be clear of their role, tHe ad the different settings within the
maternity unit and how the additional support thag offer on the delivery suite can
help a woman in her delivery and, in some caseésiceethe need for pain relief.
However, midwives need to ensure that women themselre aware of the support
that they can expect during each stage of thedrughbin the various settings within
the hospital, so they can prepare different supgtcategies to help them cope. The

following section looks at the professional’s p@tiens of decision making that
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occurs in labour, and the similarities and diffex@sin this respect between

professional groups.

8.4 Professionals’ perceptions of decision making bola

One of the main topics for discussion in the fogtmips with the professionals was
whether they regarded women as being preparedeteehthat would enable them to
make choices and decisions. Professionals alsadsyed whether women should be
involved in decision making, the role of sharedisiea making and how much the
midwives and other professionals could be, and btaghe, influencing this decision.
There is an understanding among the professiohaigptegnant women who are
about to give birth are a different category ofgratto others in a hospital setting and
ought to be treated differently — a point well slitated by the community midwives in

the following quotes.

That it's not a medical situation; they’'re not ggin as a patient they're going in
as a pregnant with choice, and that they woulddpeeted to engage in some sort
of discussion about what they want.

(Community midwife, FG4)

| think there’s a traditional, you give over yoights and you're done to - when
you get to hospital, and so that is something shiatroduced from a very early
stage throughout the pregnancy. You're not gainiget done to, you're going to
be expected, to have some ideas about what'sfaglgpu, and an informed
choice concept.

(Community midwife, FG4)
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It seems that midwives in particular expect wonweartgage in the decision-making
process, something they would not expect of patignother clinical areas. Hewson
(2004) argues that there is an expectation by tnegaie professionals that all pregnant
women will wish to engage in, and make decisiormuglktheir care, making an
assumption that women value choice highly and vHileegight to accept or refuse
treatment or examination as a fundamental humédm. ligvy argues that women
should be enabled to make choices during childifirtvy, 2004), but not persuaded
to if they wish to have others make decisionslienm. However, decision making is
not straightforward, and women may feel the pressiéibeing in a highly
emotionally charged environment and experiencevamehelming sense of risk, for
both themselves and the unborn baby (Kirkham, 20Dg enable choice in this
environment is, therefore, a highly complex andlesttiprocess (Levy, 2004) — one
for which information and support systems needetinkplace to assist women in

making shared decisions (Weller, 2005).

Although midwives are aware of the demand for worteelme increasingly involved

in decision making, there is also recognition $@nhe women do not want to make
their own decisions. In such circumstances, mids/ae in the difficult situation of
making sure women comply with the medical practeed policies as well as
ensuring they fulfil their obligation to provideabe (Edwards, 2004). In the absence
of any clear choice, and with a perceived increpgisk for themselves or their baby,
women may wish for a clear recommendation or guiddrom the professionals
looking after them (Fielding and Lam, 2003). Ti®he area where many of the
midwives and the obstetricians in this study disadrin their approach either to offer

choice or give a recommendation.
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| think when you talk to them most people make sagore of decision. | think
that a lot of people are influenced by the midwdfeking after them, but basically
it is very frustrating when people won’t make aidien of their own. I've found
that a couple of times when they, they just say wkat do you think? And you
cannot like, what | think doesn’t matter reallys iivhat they think and...you can't
answer them can you because you don’'t know whab$dthing they feel?

(Delivery Suite Midwife, FG3)

I think it our duty to make a recommendation likattbut to make that as a
recommendation rather than put a demand upon theawdhat she must do it.

(Consultant Obstetrician, FG4)

The first quote illustrates the midwives’ reticeficgecommending a course of action
at a time when women are often extremely vulnerabiiggestion, echoing the work
of Levy (2004). This quote is more in line withamimed decision making, handing
over the decision process to the woman once infiiomaas been passed on, as
something women in earlier chapters said was ripfuleThe consultant obstetrician,
in stark contrast to the midwife, saw recommendsatias a sense of duty, which some
might see as erring on the side of paternalism. él@w it may be that these
midwives do not have the shared decision-makindsgki be able to guide the
conversation to find out what is important to themnan, to present appropriate
choices based on those values, and to be a paiithener in the decision-making

process.

Although other obstetricians agreed with the nottbmaking recommendations to
women, they were cautious about how these recomatieng should be proposed to

women.
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Well | don't think, | don’t think that making a remmendation does not leave the
decision with the woman, obviously there’s waysnaking recommendations
that might bias someone one way or the other, tileaend of the day we’re on
delivery suite to make recommendations and we’tahere to say well I'm not
going to do that unless someone thinks of it sonyesh of the time we are
making recommendations for pain relief based upterventions we want to do
......... but that is very different from saying you mostl think, or I'm not going
to do this unless you do that.

(Obstetric Registrar, FG4)

The obstetricians were careful to couch this imseof a recommendation rather than
a demand or instruction, removing themselves floenpaternalistic approach to
medicine, in a hope of ensuring that the womerstlteengaged and feel they have
some control over the situation, whilst being fufiformed and conversant with the

clinicians’ recommendations.

Even though the midwives will have witnessed mainth$, they explained how they
feel reluctant to offer advice and also how theylfit ‘frustrating’ when women
refuse to take an active role. Shared decision mgakiould allow the midwives to see
that they have an expert view to bring to the deniprocess in the same way the
woman has her own view which needs to be considetmath equal partners. The
professionals discussed how they approached decisaking, as well as how
capable they felt that the women were to be inwbinethe decision-making process.
There was a recognition by many professionalsstilaited by the following quote,
that women have different capabilities of beingaageyl in the decision-making
process, and their ability to do this should noabsumed. This proposition about
women’s capabilities is similar to that raised bg professionals in regard to

women’s abilities to understand information.
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I think there are some women who are very capabdmgaging at that level but
there are some women who would find that very, \kffjcult and are scared of
the idea of having to engage in any decisions... hinktwe’ve gone completely
from no choice to absolute choice without takingrieance of the women who
are not capable of making a choice and I thinlssuane, |1 don’t know but |

assume that often they may get through with absiyluiothing because they're
not capable of making a comment or engaging inléhel of discussion, or they
end up with something inappropriate for them beedhsy’re not capable.

(Community Midwife, FG1,)

Part of shared decision making is about findingthatextent to which the patient —
the woman in this case— wants to be involved. Bgukising the degree of
engagement initially, the woman can be more apjatgly supported. Symon argued
that, provided that a woman is mentally competsme, should be able to make
decisions concerning her care (Symon, 2006). Howeweording to midwives, some
women still approach labour with little knowledge which to base these decisions —
which raises questions about their competence. @driécular midwife raises the
concern that the healthcare system has gone fnagnygpaternalistic approach, to one
beyond shared decision making, to one where tiseaa expectation that women will
make an informed choice. A move towards sharedsierimaking would allow the
midwife to bring her experience, as well as the w&oi® values, into the decision

process.

Robinson and Thomson showed that clinicians araetys good at assessing
patient preferences (Robinson and Thomson, 200Ex€efore if the professionals
caring for them are to learn about women’s knowdedglues and preferences,
shared decision making must start with listeningitonen (Kirkham and Stapleton,

2004). The following quote illustrates how a midsviftruggles to reconcile a
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woman’s unknown values with the midwife’'s own opimiof the next appropriate

step.

Especially when people have come in you know teelyying TENS or they
might have the acupuncture or, they've tried afalternative things and they get
to the stage where they're absolutely desperatesametimes | don’t know if it's
they want permission to have something else whey shy what do you think,

but then as a midwife and you've looked at theithbplan and discussed it and
simply think am | letting them down if | say righo on then have some, | would
have some diamorphine, you think, well it's verifidult to judge what they want
from you. Whether they want you to say no donitéhany keep going and you
can see this really distressed person. Or, whétheay well | would have
something now, because | think that's very indiadu

(Delivery Suite Midwife, FG3)

Midwives have difficulties in supporting women hreir choices if their values have
not been clarified antenatally. In obstetrics, ¢heslues are not routinely
communicated to the professionals caring for thanfact, the midwife in the

following quote sees this practice as somethingoideal.

I think also for me in an ideal world it would begay if somebody wants to be
involved in informed choice then that’s an optibat if somebody feels they
cannot, they’re not capable of making a choicdealirected. To have that
option to say | would rather be directed by prafesals.

(Community Midwife, FG2)

There is recognition, by the midwives in particutaat they would like to be aware if
women cannot make decisions and wish to be dirgbtddat present there are no

examples of this happening routinely in this study.
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Research (detailed in chapter 1) has been undertakbe decision-making field
regarding assessment of the quality of decisiordema ‘good quality’ decision being
one that is based on specific knowledge and winereécision is congruent with the
values of the patient (Sepucha et al., 2007).dtde argued that care can be judged as
appropriate only if, as well as meeting profesdistendards, patients’ preferences
and values are incorporated in the process (Thomsah, 2001). The difficulty in
judging the quality of a decision on whether valass congruent with the decision
itself is that, in childbirth, as previously illuated, woman'’s values are not routinely
sought and cannot therefore be incorporated igana@asures of decision quality.
Decision support or decision aids may be one walltov midwives to structure risk
information and help patients to clarify their veduin healthcare decisions (O'Connor

et al., 2003b).

Some research suggests that patients do not almialggo be involved in decision
making (Robinson and Thomson, 2001), with some lecfeling reassured that the
doctor or midwife is in control (Lavender et al99B). This is something that health
professionals are aware of — that women must asallbwed to opt out of the

process.

These professional views demonstrate that, in dalprovide women with the type
of support they need, during pregnancy a womarligegamust be established and
communicated to professionals. This elicitatiovalies should focus not just on

what type of pain relief she might want and whtoibe present at the birth, but to

what extent she would like to be involved and hbw would like to be informed
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about her choice3his would enable professionals caring for a wolindabour to
have an opportunity to discuss antenatally or énglrly stages of labour, their
understanding of strategies for coping with paat they might employ at various

stages.

Pain is part of labour (Leder, 1986), which maykperienced by some women as a
trauma and by others as a difficult challenge fulfling life event (Simkin, 2000).

As described earlier, the women interviewed in #tigly regard the pain of labour as
differing from the pain of an illness: some seasifpart of the natural process and are
motivated to cope without artificial help; otherefer medical methods of analgesia
(Hofmeyr et al., 2007). The midwives in this stuadgo see the pain of labour as
differing from that from an acute or chronic illiseand believe that it should be
approached in a different manner. Sinclair (200gues that tensions often exist
between the professionals caring for women in paagp and in labour, especially
with regard to how labour is approached and howicadtechnology is utilised by
the different professional groups. According to @uolan and Marteau (1993), and
echoed by the professionals in the study reported, lobstetricians are more likely to
view pregnancy as a state with risks, while midwiaee more likely to view it as a
normal process, whereas pregnant women hold viewstiveen these two. The
anaesthetists in this study viewed pain as songtbibbe eliminated, the only
effective method being an epidural, whereas marthemidwives wanted to enable
women to work with the pain to achieve a naturghbiSchuman and Marteau (1993)
went on to consider that, if such differing perdpes existed within the same team
providing care to pregnhant women, as was the cageeir study, it might reduce the

effectiveness of this care by adversely affectiognmunication, creating professional
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conflict and ultimately affecting decision makirighis tension within professional
groups was not something that was identified biyegithe professionals or the women
in the study reported here. However, what was fomas confusion over who should
provide women with information; to what level oftdi¢ this should be provided; at
what point in pregnancy or labour such informasbiould be given; and who should
take responsibility for ensuring that women areagyegl in this decision-making

process.
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9 Discussion
The key findings that were presented in the reshigpters are discussed in this
chapter within the context of the wider fields based decision making and pain

relief in labour.

The results identified fall into three primary aspthe first of which emphasises the
discrepancy that exists between expectations aities; how well midwives

perceive women are prepared for labour; how the eothemselves view their level
of preparation; and how this perceived lack of pragion is underpinned by no-one
appearing to know who is responsible for ensuriognen are prepared appropriately.
The second area relates to the information providediomen, which does not
always seem to translate into knowledge or undedstg and often does not appear
to match the information that women say they reguihe final area concerns the
elicitation of women’s values: there is no curmnerd@chanism within antenatal care to
clarify women’s values and to incorporate these the decision-making process. |
have demonstrated that a lack of clarificationuaffsvalues limits midwives ability to
fully support women in understanding what is impattto them. These three issues
have implications for antenatal education, infolioraprovision and midwifery
support, and should be considered in the contetkteofelativist theoretical approach
that was adopted, how the research was undertakebyawhom it was undertaken.
These implications are discussed in the followiagtions, which assess the strengths

and weakness of the study and present my own theadjout this research.
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9.1 Discussion of the strengths and weaknesses ofulg s

Reflexivity is an integral part of qualitative r@seh, reflecting upon ways in which
there may have been bias and acknowledging thatvamybackground and values are
important. Reflexivity is seen as an important stegtriving for objectivity and
validity (Ritchie and Lewis, 2003). | took the opamity to be reflexive and consider
the approach | adopted, and whether different aswson how the study was
conducted would have resulted in different outcamésch are illustrated in this

section on the strengths and weaknesses of thg. stud

The major strength of this research is that it gtigates an obstetric setting in which
decisions are not made in a ‘traditional’ episathture, a setting and a model of
decision making which has yet to be fully investigh Pregnancy and childbirth
differ from other clinical contexts in being an aia which the patients involved are
not ill and are viewed in a different manner by finefessionals looking after them.
The decisions made for pain relief in labour difiem other clinical decisions in that
the action of getting pain relief is separated fitbi decision by, sometimes, several
weeks. The types of decisions also differ, becaaimyugh the choices are made in
advance, the final decision and action take pla@nievolving and sometimes urgent
clinical situation. This research has been abldentify a model of support for
decision making that may fit the needs of womeipariag for labour in a way that
previous research, conducted in other clinicairggst has been unable to do because

of the differences in context of pregnancy and latwescribed above.
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The approach decided upon following the systenratizw at an early stage in this
study was qualitative, to enable me to gain aneiptld understanding of the subject
area. This approach has been one of the strenfjthis eesearch, in that the
qualitative methods used allowed me to explore tated research objectives in
detail. The use of quantitative methods might raatehhighlighted some of the issues
such as who has responsibility for the prepardtotabour which have not been
previously highlighted in the literature. Examimattiof shared decision making in
childbirth is an emerging field of research and wéch, has benefited from an in-

depth, hypothesis-setting, qualitative approach.

A further strength was in my chosen theoreticakapggh. The relativist approach
adopted assumes no single truth but multiple realifhis relativist approach enabled
me to explore versions of events as retold/contdiby the women and the
midwives and the impact that these had on theiatielirs and decisions. For
example, some women said they believed there solizrier to accessing an epidural
and developed strategies to overcome this; howéhvisrdifficulty was not evident to
the midwives. By adopting a relativist stance, wWiethis problem existed was of
little relevance to my analysis: what was importaas how women reacted to, and
prepared to overcome this hurdle that was a reialitigeir reconstruction of events. If

| had adopted a realist approach | would have riealandertake some observational
work to record what happened in the various sedtaryl to have compared this with
how people were interpreting events. Although tindsild also have been a
worthwhile examination of the area, it would nov@allowed me to examine what
was important to the participants and where thexeewimilarities and differences, in

the way that my relativist approach enabled.
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A methodological strength of this work is the reeedongitudinal interviews of two
groups of women, from pregnancy through to theygaoktnatal period. A

longitudinal interview approach is an unusual applhogiven the resource
implications and has not been undertaken in thesid&acmaking research field.
Longitudinal studies such as this allow the impamt®sequences and outcomes of an
intervention, in this case labour, to be examirkRitchie and Lewis, 2003). This
approach allows an understanding of the changksdwledge, attitude and decisions
occurring at the individual level (Robson, 1993)#fterent points in pregnancy. This
approach also enabled an examination of the demadots of the individual

narratives over time, using the relationships thetween the participants and myself

to gain insight into a personal and emotional stttfjfehomson and Holland, 2003).

The study has some limitations, the first of whicimcerns the difficulties in
recruitment of women to specific parts of the pkehproject. | found it difficult to
recruit women in the early stages of pregnancyveortien who had recently
delivered and this led to those particular grougiadp unrepresented in the study.
With hindsight, it might have been easier to reangmen for the postnatal group
during the later stages of pregnancy, with furt@tact after they had delivered. On
investigation into the recruitment issues, midwiireglved in trying to recruit the
women described the difficulties that they had emtered in explaining the research
on a postnatal ward a matter of hours after defiveefore women were discharged

(see section 4.4.1).
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The second limitation concerns the characteristithe women involved in the study,
compared with the sample | set out to recruitieldtrwith the help of the community
midwives, to gain a spread of women of differerésagnd different backgrounds in
order to include a wide range of experiences. Hanehe women included in the
study were a self-selected group, who were motivaid¢ake part in the research.
There are some groups who are overrepresented study, such as older, more
educated women, and some groups such as 16-20lgsawho despite efforts by the

midwives, were still underrepresented.

In summary, the strengths identified have enabledavexplore this context using the
most appropriate methodologies and adopting arogpipte theoretical stance. This
has enabled me to investigate the area fully, exgjanany viewpoints. The
limitations caused by the recruitment issues idiedthave had an impact on
inferences | am able to make from my findings. ymat be able to apply my
findings to all pregnant women but | can apply therthe large proportion of the
target audience represented in this study. Fuvtloek will be needed with larger,
more diverse samples, in order to validate my figdiin a wider, more diverse

population.

9.2 Reflections

As a researcher, it is important throughout theysto reflect on the process, the
results and my own impact. Reflexivity enables aesieers to examine how they may

have shaped the data collection by their own @ssumptions and experiences,
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which can influence the most inductive of enquifiésys and Pope, 2000). An
account of a researcher’s reflections enables psbtutiny of the integrity of the
research by offering a methodological log of theeesch decisions (Finlay, 2002).
However, it is difficult to account completely fthre impact researchers have on the
research being undertaken, because so much oftrghapires takes place within
deeper levels of consciousness (Cutcliffe, 2008udxtheless, if it is acknowledged
by the person conducting the analysis that they had some such impact, although
its extent may be uncertain, this can be takenantmunt during the interpretation
and discussion of the results. An example of myaatpvas acknowledging that
people may not have wanted to share their own pmedes for pain relief with me in

case they were different from my own.

At the beginning of the study | was not pregnatitalgh | did have two children, so |
had experienced my own labours, understood totainerxtent what pain in labour
was like, had my own knowledge of the differentpaglief options available and my
opinions about each of them. | recognised thakthesre my unique experiences and
views, and was careful not to express my opiniamgg the interviews. However,
some interviews that had started very slowly angtiich it took a while for the
women to open up, became more conversational wieewomen asked me whether |
had children. After this disclosure, the women segmmore comfortable in knowing
that | had children and had a shared experienéerdtognised that there are some
shared understandings that can come only from bdiiad through similar
experiences (Lippman, 2005), such as childbirtttihg the participant know a little
about yourself is commonly referred to as a prasgmf self (Goffman, 1959). This

presentation of self is a way of making the intewer/interviewee relationship feel
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more reciprocal and is thought to make the resgaacticipants feel more
comfortable when discussing issues of which theriiéwer has had some experience
(Hallowell et al., 2005, Chpt.3), and this was aity my impression with women in

this study.

As the fieldwork progressed, | became pregnant mgtthird child, and | was still
interviewing women in the latter stages of my peeggy. Women immediately knew
that | was pregnant and often asked what painfielias going to choose or what |
thought about certain methods of pain relief. Mus difficult, | did not want to
appear unwilling to share my own experiences whead asking them to share
theirs; at the same time, | did not want to infloetheir response as a result of my
own, very personal, experience. On these occasimiesl to give limited information
to the women during the interview, in order noirttuence their responses to my
guestioning; for example, | would say that | haxp'erienced two very different
labours in terms of pain relief requested’. As bwavily pregnant during some of
the interviews, this shared position may possilalyehencouraged those women to
talk more freely about their hopes and expectatitsenabled me to gain a greater
understanding of their viewpoint. Alternatively, rawn pregnancy may have
persuaded some women to cut short their interviegshey would understand how

hard it is to work when heavily pregnant.

Women were also inclined to ask whether their viatysut the side effects of
different pain-relief options were correct. It wagportant for me not to offer an

opinion, as | was trying to obtain their opinioasher than to test their knowledge,
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and | did not want to influence their answers. Hearel was aware from an early
stage in the study that some women had gaps inkhewledge, about which they
asked me questions, or incorrect information orctvitihey were basing their choices.
In these circumstances, | mentioned the antenlzsdes at the end of the interview
and suggested that those women should contactntiigivife to ensure all the
information they had was correct, as was suggédstédakley (1981) in her
reflections on conducting interviews with pregnaoimen. Oakley, in such
interviews, when asked for information or advicewdogive answers where possible
and also would refer to appropriate antenatalditee, the health visitor or GP

(Oakley, 1981).

However, | found it difficult to remain neutral ata express no opinion at all when
some of the women'’s views either differed dramd#tideom mine or were even the
same as my own. | tried not to react either paalgiwr negatively to what the women
were disclosing, but merely to respond in a way Wes encouraging and supportive.
| felt that the women might have altered what tiveye going to say if | had agreed
with them or shown some surprise at their respossétried to remain neutral

throughout.

As well as being a woman pregnant with my thirdcchivas also a health services
researcher with several years experience, witlckdvaund in social science
research. This background gave me the advantdgeirtg able to look carefully at
the given situation and drawing upon my previousriviewing experience to probe

the women and health professionals carefully amgiderately for further
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information. However, my professional research gamknd may have also put up
barriers between myself and the women: they mag Ipavceived me to be an
outsider with no empathy for their situation. etfito balance this possible feeling of
me being different from them as a researcher olali;ig some of myself as a

woman, showing | had shared similar experiences.

In summary, | felt that the fact that | had childi@nd was pregnant with my third
child for many of these interviews brought moreifpss than negatives. The
negative aspects | brought to the interviews imsgeof my impact as a researcher
were more to do with me having difficulty remainiogen to exploring views that
possibly differed radically from my own, and in igiting away too much of myself
in order to avoid influencing women in their respes. The positive effects | had on
the interviews included the women feeling more ablepen up to someone whom

they perceived as being in a situation similahtrtown.

When | conducted the focus groups, | noted howgtbeps ran and anything which |
thought might be of benefit to me, for subsequerta @nalysis. | was aware, during
the focus group with the community midwives, thegre were tensions within the
group between midwives with very different attitad@ lot of my time and energy
during this particular focus group (FG1) was sparduring that no particular midwife
dominated the group or prevented anyone else fatang part. This role of mediator
is very difficult, but | was able to draw upon pi@ys experience of running focus
groups to ensure the discussions were fruitful, élraryone had a voice and no-one

was criticised for their opinions.
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With regard to my own pregnancy, when | was condgdhe focus groups | was in
the early stages of preghancy, showed no physigas sind did not offer any
information about my pregnancy to the groups. It groups, | was asked if | had
any children and where they were delivered. | hatchiven birth to either of my first
two children at the study hospital; although | da@on to deliver my third child there.
| think that the fact that | had borne children mghat the professionals knew |
would understand what they were talking about, kimgcback with me in the
interviews asking whether | knew what they wereuwaésion. | was able to confirm
that | had not delivered at the study hospitall (sed delivered at one of the
community hospitals in the same area), they wenéigent that | had not been one of
their patients, which had the positive effect tihaty were able to be open about their

experience of providing maternity care.

In summary, | consider that my own pregnancy adutesitively to my impact on the
study as a whole, especially when my pregnancyrbeaasible. The effect however,
was not to such an extent that | believe resultoaclusions drawn were
significantly altered. What follows is a detaileidalssion of the main themes that
have been highlighted through my research, beamingind the strengths and

limitations and my own personal reflections of thtisdy which | have identified.
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9.3 Discussion of research aims

The original aims of my study were as follows:

1. To carry out a systematic literature review covgmwomen’s experiences
of labour and pain relief in labour;

2. To ascertain the views and expectations of varipaaps of women and
professionals using qualitative methodology in otdedevelop
appropriate decision support;

3. To develop the most appropriate decision supporttioice of pain relief
in labour in order to assist women’s decision-mghinocess.

The systematic review was written up and submiibegbublication in a peer-
reviewed journal (Lally et al., 2008); that revigwfull, without the constraints of
word count for the publication, comprises a sulitahalement of the background to
this study in chapter 2. The literature review Higted a discrepancy between
women'’s expectations regarding pain relief in latand their experience. Several
gaps, including that between expectations and equr were equally apparent in the
results of my own qualitative study, and form aongjart of the discussion in this

chapter.

The second aim of the research was to ascertawvidiws and expectations of the
study participants in order to develop approprifgeision support. Ascertaining
participants’ views and expectations involved diszong how decision making
regarding pain relief in labour is currently viewaad how this process could be
improved; this aim was achieved through the intamg and focus groups.
Recommendations for changes to practice and faliecesion support, based on the

findings, are included in the ‘Conclusions’ chapter
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As stated in my third aim, | initially set out tewklop a tool to support women in
decision making. However, at a very early stageypfesearch it became apparent
that, owing to constraints of time and funding, dedause of the development work
that would be needed, this would not be achieviabilee time available. | could at

this stage have chosen to adapt a tool that haddmesloped for another area of
obstetrics, this was an option | considered. Howeyigen that there was little written
about what is understood about the decision magkiagess during pregnancy and
labour in relation to pain, | felt that this wolHdve been missing out a key step in the
development process. My other concern which predente from doing this is that
there was an increasing push to implement shargdide making in contexts that

had not been fully examined and | did not wantdd # this. My efforts, therefore,
focused on understanding how women are informechamdthey make decisions as
part of their preparation for labour, and how mideg prepare women for this process
as part of their antenatal care. From this invasitg | hoped to be able to ascertain
the most appropriate ways of supporting both woarahthe professionals that care
for them in this decision-making process. | haykected upon the highlighted results
to identify features of the most appropriate decisupport that might be developed
as part of future research, as well as serviceldprents that might go some way to
supporting women in labour. The most appropriatgsad supporting women in

decision making are highlighted in the ‘Conclusiaisapter.

The following sections in this chapter discuss hbgresults contained in my thesis
have helped me to achieve my aims, as well aslibetdhe most important issues

raised by the results. Although | have presentedekults for the women and the
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professionals separately, there are commonalitidsssues that cut across both
groups. My discussion and conclusions bring togetie views of all respondents in
order to gain an in-depth and comprehensive uratetstg of decision making in
labour, with reference to three key result areasmetg, discrepancy between
expectation and realities, information, and claafion of values. The discussion of
these key areas takes into account the two mameab®f the thesis—shared decision

making and pain relief in labour—and how the keguits affect these areas.

9.4 Discrepancy between expectation and realities

As discussed in the systematic review, severatelsncies were identified between
women'’s expectations and their experiences regaugipe and level of pain, length
of labour, what pain relief they would need andrtblegree of control. Many of these
discrepancies were also identified with the womennd) the interviews. In addition,
this study has identified new areas of importaimdyuding the gap between the

expectations of the women and those of the prafeats.

All the professionals spoke of how ill preparedytiperceived women to be when
they came to hospital in labour; whereas, the wothemselves thought they were
adequately prepared when questioned antenatallpn@mity and delivery suite
midwives reported women holding unrealistic expgates and having ill-informed
ideas: for example, some women expected the pdabour to be comparable to a
headache or menstrual pain, or were expecting tabdast a few hours; others
appeared not to have considered how painful laboght be, or had not even thought

about the full range of pain-relief options. Howeveshould be noted that my
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relativist approach to these data means that l@nooking for the ‘truth’, or believe
in the midwives’ version of reality over the womgnMy own relativist standpoint
means that | understand how everyone has theirarngion of their reality and it is
how this affects their attitudes or their behavithat is important. However, given
this theoretical approach, it is important to redeg that, if the midwives view
women as being ill-informed, they may give inforroaton options they think
women may need, whereas, if women believe thepdeguately informed, they may
not listen to or retain the information they arénigegiven, considering it superfluous.
The evidence from the interviews and focus grouips women and professionals
supports the results from the systematic review-t+dhgap exists between
expectations and what happens in labour—but my \gimés additional insight to
other areas where expectations differ—such as h@repared the midwives think
the women are, discrepancies over the role of tA&JMand the place of the birth

plan in supporting decision making.

The literature in the systematic review (chaptepdpted to the need for antenatal
education that encompasses a realistic presentatiabour, including the

physiology, in order to help women form their eXja¢ions, as well as antenatal
education that addresses women'’s fears and con&rmsomoting the formation of
realistic expectations | am not advocating a redadh women'’s current expectations
or implying there is onlpnereality, but ensuring what women expect is morsallp
matched with likely events in labour— for exampieterms of how long labour will
last. By better understanding the expected lenfjthbour, women would be able to
make better judgements on the support and paif thiey might need, in view of the

length of time that the pain is likely to last. $h$ also true if women have a more

214



Chapter 9

accurate understanding of the type, level and duratf pain they may experience,
and the pain-relief options open to them. Sevdualiss support this finding,
identifying the need for women to accept the pokilmf needing some form of pain

relief (Green et al., 1990; Kangas-Saarela and Esui@irki, 1994).

So, while offering support to the issues highlighite the systematic review, my
research raises the question of why, even when gdorenation is apparently given
(according to the midwives), women are still regarthy midwives as being so ill
prepared. It is not clear whether this is caused lack of correct information, lack of
information in a format that is accessible to tr@wen or un-receptiveness to the
information by the women. The formation of expeotad and subsequent decisions is
supported when correct information is presentedniaccessible format, and a
discussion takes place whereby the woman’s knowléslgssessed and her concerns
or values discussed (Edwards and Elwyn, 2009; GiGoet al., 2004). Expectations
can never be exact, as the previous discussidmedékpectations’ literature has
identified; expectations relate to something teatricertain, and this point should be
raised with women when discussing their preferen©esthe basis of this discussion
my view would be that in order to narrow the gapueen actual experience and
expectations, women should be provided with acewrgidence-based information, in

a format that they can take in at a time when #reyreceptive to such information.

My results show that expectations regarding paialour are formed by amassing a
variety of information from several sources (sonm@rreliable than others), with

friends and family identified as being one sourd w significant impact (Fenwick
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et al., 2005). There is no guidance about whogmresbility it is to ensure that
women have all the necessary information and ttegt tinderstand it. If women are
unsure of whose is responsible for ensuring they lsacomplete set of information
on options available to them, there are two posgiblrses of action. The first course
of action is that some women may take on the resipiity to prepare themselves
and to access alternative sources of informatioftions about which they have not
received enough information from their midwives—éxample, breathing and
relaxation techniques. Alternatively, some womely mgect the midwives to take
on the responsibility for preparing them, thus ting their choices to the information
given to them from one source, i.e. their midwiw&thout clarity on whose
responsibility it is, some women are unwittingyiting the information upon which

to base their expectations.

As an alternative to forming expectations (as dised in chapter 2), some authors
advocate encouraging women to identify hopes rdttear expectations (Beaton and
Gupton, 1990; Fenwick et al., 2005; Gibbins andrfikon, 2001) with a hope being
classed as an ideal expectation (Leung et al.,)2@0&iticism which might be
levelled at this proposal is that this is purelgnaatics. However, there is a case for
women to acknowledge what they would hope wouldkagn their ideal birth, as
well as recognising that things might not go acoagdo this ideal plan, and that they
have considered how they might deal with any sibnahat could arise. This
approach fits in with the model of ensuring th&txadmen have a basic understanding
of all of the options (Entwistle et al., 2008), whiwould enable them (in
collaboration with their midwives) to engage iniscdssion about their hopes and

expectations and to clarify their values and idéaidabour.
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The second discrepancy is that surrounding themmitessessment unit (MAU),
what women expect to happen and the role of thieagnseen by the midwives. The
MAU was mentioned by most of the women in the stwadyen asked about their
experience on contact with the hospital when ilahbut was raised by the
midwives only when they were questioned directlgwht. The women saw the
MAU as one area where support was generally lackingpain relief was available
and they viewed the unit as a barrier to theinetdrthe delivery suite. The midwives
themselves see the MAU as the most appropriate ptagndertake triage of women
in early labour to ascertain whether they are istithe latent phase of labour, and
better managed at home, or in active labour anding@admission to the delivery
suite. The midwives described their role in the MA&Jone of taking a history of the
pain, carrying out basic clinical examinations amshitoring women as required.
After discussion, the midwives recognised that thight be perceived as lacking
direct support for women who are in pain and logkor personal support and
encouragement. Women were not aware, when theyeentee MAU, that no pain
relief would be available; it could be that, if therpose and the processes of the
MAU were explained more clearly to women antengtaliey might have strategies
to cope with pain while being assessed or waitinge assessed. It might be of
benefit to women if midwives demonstrated more iekp} their understanding that
this is a time of great anxiety and vulnerabilignkin et al., 2000), and that some
privacy, support and possibly pain relief (Fox, 2PfMight be required to help women
cope with their pain. The women in the interviewslge of ‘the hospital’ and did not
differentiate between the different clinical areasecognise that different pain-relief

options were available in the different areas. &lohthe women mentioned having
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the role of the MAU explained to them; their ex@icins of what support and pain
relief would be available and what would be offeredhem on the MAU were
incorrect. Lack of expected support, even in thezsty stages of labour, has been
found to make women feel less able to cope withptiie they are experiencing
(Nettelbladt et al., 1976). It is thought that ladksupport during this early phase of
labour may lead to women feeling that they are lenbcontrol their pain, as was
identified by one of the midwives. This lack of ¢tah may lead to women opting for
pain relief immediately on admission to the deljwsuite, rather than waiting for
continuous midwifery support to have an effectwas identified by a delivery-suite

midwife (FG3, Section 8.3).

The final discrepancy between the women and thiegsmnals that was identified
was with regard to the birth plan. Birth plans weriginally intended as a way to help
women to have some control over decisions madegltineir labour and delivery
(Fahy, 2002; Kaufman, 2007). The women that | ineaved antenatally were
anticipating completing the birth plan as a wayasimalising their preferences, so
that delivery-suite midwives would be aware of thafioices if they were in too much
pain to articulate them. Most midwives (and a féuhe women) in this study seemed
to have little regard for birth plans, seeing theesra rigid tool, with some of the
women (antenatally) seeing the birth plans as aiblescause of resentment from the
midwives (Inch, 1988). The narratives clearly highted a problem, in that some
midwives were reluctant to discuss birth plans,dmmhe of the women were
expecting to complete them and became anxious Wh&mas not part of their
antenatal preparation with their midwife. Althouginth plans seem to be much

maligned by midwives, research has shown thatdoeyave positive elements,
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allowing women to look at the options and ordeirttteoughts (Brown, 1998; Weir,
2008), which was the view expressed by those wanmgerviewed who had drawn
up such a plan. My results suggest that the rokertf plans should be re-examined. |
propose that we should consider two options far filiure development: either for
birth plans to be revised, to enable productioa dbcument that has flexibility and
shows an understanding of the options availabley celinquish the birth plan and to
produce a new document that does not carry witkei{poor) preconceptions
embedded in midwives’ views of the birth plan lriainew document incorporating

clarification of values and preferences.

It is important to place this discussion on ideatifdiscrepancies in the context of the
wider themes of shared decision making and paiefriel labour. In summary, first
and foremost, women find it difficult to form restic expectations upon which to
make their decisions about something of which theye no experience. This would
support a proposal of not asking women to makesiets antenatally, but rather to
ensure that they are fully informed and ready tetgaged and involved in decision
making once labour begins. Secondly, there islkadédcnderstanding by the women
of what type of support and pain relief is providedthe MAU, leading to women
feeling unsupported and unable to control theinp@he role of the MAU should be
clarified antenatally, to ensure that women arg@ared for each stage of their labour
and are aware of the support and pain relief tiet tan expect at each of those
stages, with the possible addition of some paiefrslich as Entonox being available
on the MAU. Finally, for each woman to be suppoited way that is appropriate for
her, her hopes, expectations and values must beaainated effectively to those

caring for her. Because the current birth plamisnadequate means of such
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communication, alternative ways of effectively eping each individual woman’s

values, for example, must be found.

9.5 Information

The three discrepancies between the women in ladudithe professionals
supporting them that are highlighted in the presisaction are due, in some patrt, to
problems with information—where this informationaiscessed, how it is presented,
how it is communicated and whether or not it isstated into knowledge. We must
consider the possibility that choices for pain nggamaent may be restricted by the
information provided and that, if women do not haeeess to all appropriate
information, they are making decisions based ow pattial or even misinformed

knowledge of the options.

First, let us consider the suggestion that chdizepain management are being
restricted by the information provided. The dataf women'’s interviews and from
the literature suggest that, for a variety of reasaot all women obtain or get access
to all the information that is necessary eithethigir opinion or in the opinion of the
midwives. One example of this failure is that, wéees professionals advocate the
inclusion of the physiology of birth in antenatdueation (Eames, 2004; Evans,
2006), this was included in private antenatal @adsut not highlighted as being
covered in the NHS class. This shows that diffegeatips of women receive
different information, depending on what antenatass they attend. Similarly, many
of the women wanted topics such as relaxation aedthing to be covered by the

NHS antenatal classes, but this, at present, isredvin any detail in private classes.
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The NHS has been criticised in the past for itk lafcpreparation of women for
coping with labour pain by using breathing and nggechniques (Nolan, 1999), but
this criticism does not appear to have elicited apgropriate action. Some women
commented that they felt that they would be un&bleope by using breathing
techniques as they did not have the necessary fmaokdjinformation or skills; thus,
rather than inspiring a woman and building up twficlence in her own ability to
cope (Enkin et al., 2000; Lothian, 2008), in sorases NHS classes appeared to have
the opposite effect. This lack of information oedthing and relaxation techniques is
just one example of how women who attended the Nld$ses had their choices
limited by lack of detailed information. The womand the professionals differed in
their opinions about which elements of antenatatation were missing from the
current provision: some women thought they lackiéal information regarding
breathing and relaxation that would help them foecwith pain in labour; midwives,
on the other hand, felt that the current prepamatiovomen lacked details regarding
the physiology of labour. From this discussiondgwse that antenatal education
should be refocused so that both perspectivesoagdered, to ensure that women
are getting—and that professionals are giving—tiiermation necessary for them to
be informed about the risks and benefits, to entliglm to consider their preferences
and to engage in decision making during laboypatticular elements of antenatal
preparation cannot be provided, then all women Ishioel told where they can obtain

this support.

The second issue is that, if women do not havessdoéormation on all the options,
they cannot make informed choices. The women mghidy reported that, because

the antenatal education classes provided onlygbamformation, they were unable to

221



Chapter 9

consider all pain relief options available. Somenen sought additional information
only on the options they thought they might use, discounted others before
receiving information about them. This approachaafessing information only on
the type of pain relief they expected to use, Wss mentioned by the midwives, who
recounted instances where women had gone into fdtoping to use Entonox only;
because they had not considered any other typaiofrplief, when they needed

additional pain relief they had no knowledge updrick to draw.

It is difficult to get the balance right on whafdrmation should be provided: if too
much is given, then it can become a bewilderingaghfor women (Raynes-Greenow
et al., 2007). Nevertheless, if women are to bécenmtly informed in order to
participate in decision making, then they must hebasic understanding of all the
possible pain-relief options. One approach to kestiie problem of too little
information for some and too much for others iadapt the model regarding
information provision on screening proposed by Estter et al. (2008). This requires
a basic level of information for all, with accessmore detailed complex information
for those who request it. The basic level of infation would include a summary of
risks, benefits and outcomes of each option anddexh option might affect
particular values such as preferences for molalitg avoidance of pharmacological
methods of pain relief. This approach would enshia¢ all women knew the basic
risks and benefits of all options for pain reliefen if they hoped not to have to use
them. The optional information might include moegadled data on outcomes and
other people’s experiences and preferences (DIREX); Entwistle et al., 2008).
This more extensive information could be used byneo to explore in greater depth

those issues they were unsure or concerned ablmistapproach should cover all

222



Chapter 9

options available in the local area and would emshat choices were no longer made

on the basis of incomplete information.

Women given information from antenatal classes alsgy choose to peruse the
popular media (such as television, the internetraadazines) for additional
information (Lagan et al., 2006); the health senhas little influence over this
aspect of information provision. To counteractuineontrolled provision of health
information and to correct partial or misleadinfpimation from other sources, the
NHS has developed a website—NHS Choices (NatioealtH Service, 2010) —that
is designed to help patients to make choices mghrg together high-quality
evidence, information on ‘what’s good’ and ‘what'st so good’, supported by
information videos. However, this does not appedret a resource that midwives are
promoting or women are accessing. If women aresteebponsible for accessing their
own information, they must be directed to reliadderces of information and guided
on how to use them effectively to inform their ades (Enkin et al., 2000; Lagan et
al., 2006). This approach may help women to adtessiformation they require and
may alleviate some of their concerns—for exampgarding the biased or unusual
case histories that are portrayed in some magadimeay also encourage the
professionals to embrace or to recommend someesajdbd-quality information that
is available, such as NHS Choices (National Heaéhvice, 2010), to complement or

provide more detail to the information that theydaeen providing.

223



Chapter 9

9.6 Values

Values, which are a component part of shared dectisiaking, are broad principles,
approaches, attitudes or beliefs held by peoplevéigds and Elwyn, 2009)—precepts
that are important to them. In the literature thenefrequent references to the need to
elicit an individual's values in order to ensure thoices they make are in line, or
congruent, with these values (Edwards and ElwyQ92&lwyn et al., 2006;

O'Connor et al., 2007; Sepucha et al., 2007). Hhees that people hold can affect
the decisions they make: for example, in laboduit,iff important to a woman that she
avoids medication, she may opt for a water birthe Values women in this study
expressed throughout pregnancy ranged from aniamerspharmacological
intervention, maintenance of a natural approadhtiour, to the ability to remain
mobile. According to the women in this study th@aortunities to discuss these values
with their midwives was limited. The values helddyidwife may include

avoidance of medical intervention and/or avoidasfggharmacological pain relief. At
no time during the interviews and focus groups thase any discussion of the
midwives attempting to clarify the women'’s valuegste women to articulate theirs.
Given the evidence from within the shared decisiaking field on the necessity to
clarify values and to use them to guide decisi@i€¢nnor et al., 2003a; O'Connor et
al., 1998), steps to elicit these values shoullduik into the antenatal preparation to
enable both the women and the professionals togenfgély in the decision-making
process. Such values will facilitate discussionulyehat options closely match what
is important to the women and ensure that subségheices are congruent with

these values.
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Women do not just need to know about the availpble-relief options, their modes
of administration and possible side effects, bushalso be made aware of the
consequences, i.e. what the choice of a partipalsr-relief option might mean to
them. For example, if a woman chose to have anefoa pain relief but also wished
to have a water birth, she would have to delayehnérty into the water (National
Institute for Health and Clinical Excellence, 200nR)other words, administration of
the opiate would affect the stage at which shecchale the water birth she was
hoping for. The midwives should discuss with eaciman such information
regarding the available options, and how spechimices of pain-relief options would
affect her preferences for birth, in order to dlawhat each woman values most and,
if necessary, which of her values she is prepar@dmpromise in order to obtain the

pain relief and the birth she would like.

Sepucha et al. (2007) have suggested that valnéghair relationship to decision
making, are inextricably linked to the quality beétdecision being made—i.e. that the
measurement of the quality of a decision incluttesextent to which the decision is
congruent with (matches) the values of the persakimg the decision. At present,
women'’s values are not routinely sought during paegy, which makes it very
difficult to assess the quality of their decisidospain relief using this metric. It is
possible that discussion of a woman’s values aafémnces with the midwife would
help the woman to develop more realistic expeatati@ibbins and Thomson, 2001),
as the midwife would be able to provide her clihingight and guidance into such
preferences and expectations. It is also impottargcognise that it is not only the
women, but also the midwives, who have values. Baidhwifes’ values regarding

pregnancy and labour may affect how she supponsemoor what advice she offers.
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However, the midwives involved in the focus groagserted that they set aside their
own values to give the women the birth they werigiag for. There is evidence of
the positive impact of reflective practice in midsviy, reflective practice promotes
the giving of (clinically appropriate) advice basedthe midwife’s clinical judgement
rather than on her own personal values (Kerrig@62 Although midwives in this
study asserted that they sought to keep their aiueg separate, Kerrigan
investigated the negative impact of a ‘throw-awaynment from a midwife on a
woman'’s pain-relief choice. This led Kerrigan t@gast that midwives should always
reflect on whether the information they are giviagositive and will positively
influence women'’s care. The more effective midwikesome at reflective practice,
the better able they will be to assist women téeotfon their own decision-making
process to help them to improve women'’s abilitgpply the process in the future

(Guimond et al., 2003).

These three key issues—of 1) the discrepancy bettieeexpectations and realities
of labour, 2) information provision and 3) the diaation of values, emerge
continually as important areas for considerationufghout the interviews and focus
groups. The following conclusions consider theseiksues and highlight the
possible impact of this work on the key researel§ of pain relief in labour and

shared decision making as well as on practice.
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10 Conclusion

This concluding chapter highlights conclusions gfwork detailed within the implications
of and recommendations from, the key findings &f #tudy concerning pain relief and
shared decision making in labour. By improving onderstanding of decision making within

the context of pain relief in labour, | hope to derstrate the value of the approach taken.

10.1 Impact of my findings on the field of pain relief iabour

My research informs the field of pain relief in taly and midwifery in the following areas.

1. Information

It is important that we recognise the needs of baimen and midwives to enable
engagement in decision making. My research gerseaatgpothesis that basic information
must be available for everyone, with detailed infation provided for those who require it.
This would ensure that all women have access facmift information to engage in

decisions.

2. Antenatal preparation

My research suggests that the current delivenntdreatal education is not preparing women
adequately for the decisions that need to be madegilabour. This implies that the way in
which the information is currently being delivelischot being transferred into knowledge by

the women.
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3. Clarification of values

An essential element to be addressed, and onwithhive a major impact on the
preparation of women for labour, is that of cladfion of values. Discovering what is
important to each woman would enable midwives sguls which options might fit with

these values and would also help each woman taoveettee support desired during labour.

The conclusions relating to pain relief in laboult e of most interest to those working
within an obstetric setting. These findings retatbow antenatal care and care during labour
can be changed to enable engagement by womenisiatemaking, something that
midwives in particular and those involved in degignand delivery antenatal preparation

would be most interested.

10.2 Impact of research on shared decision making

This body of work informs the field of shared démismaking in the two following areas.

1. Antenatal preparation

| have argued that various elements of decisionimgadan be carried out antenatally, such as
the provision of information, the assessment ofldedge and the clarification of values,

with some discussion of hopes or preferences.chi sliscussions are held antenatally, this
would ensure that women are fully informed abolithed possible options and are clear on
their risks and benefits and how their values aféech of these choices, but they would not
have to make a decision antenatally—merely exmeseference. This would ensure that a

woman was making decisions during labour in readiiothe level of pain and control she
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was experiencing, based on knowledge she had gairtedatally and on how she had

considered these choices in relation to her values.

2. Urgency of the decision

Shared decision making is suitable for decisioas déine preference sensitive, where several
options are clinically effective and where therérige to consider the options and for the
patient to make a decision in collaboration witaitthealthcare professional (Edwards and
Elwyn, 2009). Shared decision making is not appat@iin an emergency situation, such as a
myocardial infarction. It could be argued thathaligh pregnancy itself is not an urgent
clinical condition and labour is not an emergeribgre are elements of unpredictability
about it and events during labour may rapidly bee@fia more urgent clinical nature.

Owing to the unpredictability of labour, some demis about pain relief may not fit into the
accepted model of shared decision making: theréraes during labour when, because of
emerging urgent clinical situations, midwives atidical staff are in a better position to
recommend a course of action and the women nelgel teade aware that this may happen in

order to achieve the best outcome of a healthy en@thd baby.

These two key findings will be of most interestliose conducting research in SDM either in
obstetrics or patient care generally. It offerdghts into the context of SDM in labour that

will help for those planning future implementation.
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10.3 Recommendations for practice based on findings

The context within which these changes will be reeeended is within a health service
where one of the key priorities is to encourageagegient in decision making (Department
of Health, 2009a) and where there is an acknowkbdight and responsibility of all patients
to be fully informed and have an active role inidiens that affect their healthcare
(Department of Health, 2010; FIMDM, 2010). The Matl Patient Survey (Department of
Health, 2009a) has also identified that being imedlin decisions about their healthcare is
important to patients. That survey found that 48%mpatients following discharge expressed
a desire for greater involvement in decisions altioeit care, a statistic that has not changed
over recent years (Department of Health, 2009a¢s&hlata indicate a population and a
health service that will both be receptive to cheatitat will improve decision making and
engagement. The following section outlines the meoendations for changes in practice that
will resolve some of the issues highlighted in thissis. Some of these recommendations,
such as provision of information and decision supman be implemented rapidly in the
local area and could be promoted nationally oneesffectiveness of such an intervention
has been evaluated. Other recommended changesastiobse to antenatal education and
revisions to the birth plan, will require changeatational (and, possibly, policy) level and

will take longer to implement.

1. Refine provision of information

It is necessary for the maternity service to reftagrovision of information to pregnant
women regarding pain relief in labour. Such infotiora should be accurate, based on current

evidence and in line with local and national guitket. This revised information should be
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given to all pregnant women—regardless of whichwiifiety base they are booked into,
which antenatal class they attend, or their birdfgrences. This information should include
details on the pain-relief options available, adl a®the impact of each option on the woman
and her unborn baby, how long it would take to haveffect, and where and at what stage
of labour each option would be appropriate (e.gh@home, on the MAU or in the delivery
suite). As well as this basic level of informatigmovision should be made for those women

who require a greater depth of information.

2. Support decision making in labour

To support decision making in labour, skills deypeh@nt is necessary for both women and
their midwives. It is important for women to be bleal to assess the quality and accuracy of
information and to collate this information to hétygm make a decision. Midwives need
training and support to enable them to providerimfation in a balanced way, to be reflective
about their practice and to help women to clafifgit values and incorporate these into their
decisions. These newly adopted skills by midwivesid be demonstrated throughout the
antenatal education sessions, providing appropnétemation to each woman in a way that
can be easily translated into knowledge that shitlagse to make decisions. It will be
important for the sustainability of this skills ddepment to ensure it becomes part of their

pre-registration training.

3. Content of antenatal education

A critical examination of the current content andda of delivery of antenatal education
provision is needed. Currently, the informationttisgprovided is regarded by the women as
not being comprehensive; they therefore feel that they must access several other sources

of information in order to gain a complete overvielftwe are to equip women with the
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skills to engage in decision making throughout peagy some antenatal education will need
to be provided in the early stage of pregnancys Elarly skills development will prepare
women for the decisions they have to make regandingur. The format of the antenatal
classes will need to be reviewed to ensure thégrdifit methods of teaching are utilised, such

as audio visual or web based to accommodate difféearning styles of the women.

4. Clarification of values

In my proposed review of the antenatal supportrgieewomen there needs to be a focus on
how midwives can establish what is important to warrclarifying their values. Several of
the women in this study did not receive the supff@y needed—a situation that could have
been avoided if the midwives had been aware of Wigatvomen valued in their labour.
Midwives need the skills to be able to identify wisgimportant to each individual woman

and to communicate these to the clinical staffrcpfor women in labour.

5. Birth plan

The current birth plan must be reviewed, to asitessliitability as a tool for assessment of
knowledge, clarification of values and communicatio support decision making. It may be
beneficial to look at restructuring the birth plamthe basis of the Ottawa Decision Support
Framework (ODSF) (O'Connor, 1998). The ODSF hasctian on knowledge assessment,
values clarification and current preferences. éthelements are incorporated into a birth
plan that can be completed after discussion bettfeemidwife and the woman and then
shared with the delivery-suite staff, it could gore way to ensuring that each woman’s
values are upheld during labour and that she etsupport and pain relief that is

appropriate for her.
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10.4 Recommendations for future research

To support the more complex recommended changa®atice, such as a change in
antenatal education, skills development and thisigav of the birth plan, the following

research is necessary.

1. Information provision

It is necessary to identify what key items of imf@ation are needed to support effective
shared decision making. A recent Cochrane revighlighted the need for the degree of
detail that needs to be included in decisions iaidsder for them to have a positive effect on
decision quality needs to be explored (O'Connail.eR009). It is expected that decision aids
will include information on the health conditiohgtoptions available, associated risks,
benefits and probabilities as well as scientificenainty (O'Connor et al., 2009). However,

it will be necessary to identify what women andfpssionals see as basic or essential
information and what they see as enhanced infoomadi enable decision making regarding

pain relief in labour, to incorporate into any dgen-support tools.

2. Knowledge

Research is needed into the optimal transferehitdasmation on the different options,

their risks and benefits, into knowledge, as tlosginot seem to be taking place at present.
Work has been undertaken on the most appropriage tegresent the risks and benefits of
treatment options to patients (Gigerenzer, 2002 these findings need to be tested within
the context of antenatal preparation. This propaesdarch also needs to investigate at what

specific time in pregnancy the information shoutddiven (when women will be most
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receptive), and in what format information shoudddvesented (e.g. on paper, by video, or on

the internet) to ensure understanding by a widgeari women.

3. Decision support.

To develop decision support that is acceptabletb tvomen and professionals, for use
during pregnancy regarding decisions about paiafrelhich assesses women'’s knowledge
and clarifies values. Researchers investigatingrtbst appropriate form of decision support
may need to acknowledge that it may be an optigmréignancy not to make decisions
antenatally, but to ensure that women are fullgrimfed, are able to express their preferences

and have the skills to engage in shared decisidingaluring labour.

Both women and professionals are making decisiopségnancy and labour regarding pain-
management options. However, until women’s valuesrecluded, it is difficult to see how
women can effectively engage in the decision- ngkirocess. To engage more women in
decisions regarding their healthcare, as advodatebde NHS, there is a need to provide
more than information: support is needed for theepss of encompassing knowledge and
clarifying values for both the women and the prsiasals who prepare them for labour.
Some immediate changes can be made to improvedkess, such as provision of
accessible, accurate information. Other changdsergjlire a review of the current service
provision, both locally and nationally, and furtmesearch will be needed to underpin these
changes. To ensure that these changes are emliadufedtice and that the skills become
routine for midwives, they must become part of mifdvy training, as well as becoming

integrated into routine care.
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10.5 The most appropriate way of supporting women

One of the initial research objectives was to dew#ie most appropriate tool to support
women to make decisions about pain relief in lab®his objective was later revised to one
of identifyingthe most appropriate tool. In order to do thiss itecessary to consider the
issues highlighted in this study and the subsegeaaimmendations for practice and

research.

The most appropriate way of supporting women irtsure that, at the beginning of
pregnancy, midwives start to prepare women to naglgsions throughout pregnancy by
giving them the skills necessary to be involvedhared decision making. Such skills would
include the women knowing they can ask questiottsely are unsure, to have identified
reliable sources of information, being clear abehbat is important to them and being able to
share in the decision-making process with healtffieggsionals involved in their care. In order
for this to be possible, many of the recommendatimted above must be implemented. It is
also important to reconsider the necessity to ask@n to make decisions or plans
antenatally for pain relief in labour. It might bere beneficial to concentrate efforts on
informing women and engaging in discussions ardbed values and how these affect each

specific choice, rather than to make plans for archnpredictable event as labour.
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Appendix 2

Appendix 1: Qualitative Table

Appendices

fulfilled experience is positive,
midwives need to know needs

. Data
Reference: —_—
————— | Collection:
Author rr—— . A .
Tear/ Participants | Analysis Key Findings Appraisal
i [study
Country population
No basis for comparison of pain,
largely the unknown that provoked
Beaton(1990) In-depth fear and anxiety. Women often No mention of reflexivity
Interviews in optimistic about ability to cope.
" Content Wanted to avoid analgesics if
Canada In 3" trimester analysis possible but willing if necessary. One of the childbirth educators recruited the women
N=11 Role of support: helping them at the beginning of the class
maintain control and act as go-
between with staff.
Whether women wanted a “safe”
passage or an “enhanced” passage o
Carlton(2005) _In depth had strong influence on satisfaction. Sample of participants contacted to reflect upon and
interviews Midwives have the potential to help clarify findings.
N=33 Ethnographic women have realistic expectations.
Hospital based education helped to
USA socialise women about ‘appropriate’ Not clear when interviews where conducted
ways of giving birth rather than
educating
Most who gave birth in hospital felt
pain was bad, not to feel pain was
good and was their intrinsic right as a
Davis - In depth ) modern women. o . . .
Floyd(1994) interviews Technocratic | gyen if birth wasn't natural as planned Little information on how the information was
N=40 model — still pleased if they felt in control of collected or analysed
their decisions. The major discontents
USA women expressed was not the
administration of anaesthesia but
withholding it
Fenwick (2005) Telephone Birth choices based on whether
interviewswith ) women expect labour to be a medical | Description of data meetings and audit sample given
women who Explorative condition with risks or a normal of how the data was analysed and themes generated
were pregnant descriptive natural process.
! or had given design and
Australia birth in last constant Often had expectations but also ) . )
month comparison hopes of what would happen. Newspaper recrunmen':NL:)sne]gnto gain a wide range of
N=202
 Unstructured Confidence links to higher Clear description of the analysis used
) interviews at 38 expectations and positive experience. P 4 '
Gibbens (2001) weeks and 2 Phenomenolo | Anxiety associated with less positive
weeks gical expectations and experience. o ) . o
Postnatally Midwives need to discover wishes of | Draft findings given to each participant for verification
England N=8 women to respect and support them. and anonymity.
Women's circumstances affected their
Halldorsdottir(19 Interactive birth experience. quen felt qfailure
96) interviews Pheno- because they were in more pain than Investigator triangulation, peer debriefing, member
menological | expected. They longed for a sense of checks and others interviewed for referential
N=14 security involving a need for S
. - . adequacy. Reflexive journal kept
celand information and explanation. If needs




Appendix 2

. Data
Reférence: —
e T Collection:
Author TR . . . .
Near / Participants | Analysis Key Findings Appraisal
- [study
Cquntr -
=quniry population
4 factors identified — personal
expectation, support from care-givers,
Pain and quality of relationship with caregivers,
Systematic women’s involvement in decision making
Literature i ; itati i
Hodnett (2002) roview satl_sfacnon Discrepancy theories predict Results presented qualitatively — difficult to read
with the satisfaction based on difference tables
experience of | patween what is expected and what is
childbirth received. None of the studies
distinguished between expectation
and preferences.
Belief from rural women that delivery
Semi structured entailed a lot of “suffering” for women L X
interviews within and this was expected. Consequently No clear descnptllon of process of analysis or
3 months Thematic many women did not request pain reflexivity of researchers.
Kabakian (2000) Postnatally relief because they did not expect Rural areas lack any infra-structure of health care
_ painless deliveries. In Beirut women provision at all — so limited generalisability
Lebanon N=117 demanded epidurals and strove for a
painless delivery
. X Expectations played a part in whether
Questionnaire 2 Thematic they considered experience fulfilling.
Lavender (1999) | days Postnatally 34% felt unprepared for labour — Themes generated by 2 researchers independently
N=412 either lack of information or unrealistic
expectations.
England
Interviews 2-4 Pain is hard to describe — it is
Lundgren & days postnatally contradictory.
Dahlberg (1998 = Pheno- ' '
9(1998) | N=4 5 | menological | Pain brought women closer to their Bracketing of knowledge, experience of the
primiparous , baby. Risk that we compare and treat phenomena
muiltiparous pain in childbirth as like pain in illness.
Sweden woman Suggestion that antenatal training
involves intense training of the body
- { Formatted: Left
Lundaren . Women experience pain in a way that
9 Synthesis of 4 gave meaning to transition to ) »
(2004) studies Phenqmenolo motherhood. Control is important but Not clear how the data were collected in the original
N=39 gical means different things to different studies.
women. Midwives responsibility that Original interviews were not read by authors.
Sweden women do not exceed the limit of their
ability.
Information is always received by
. people who already have existing
Machin Observations values and ideas. National Childbirth
from early Trust women all felt empowered but
(1998) pregnancy to ) didn’t go on to fulfil this in delivery. No evidence of reflexivity — although data came from
severalmonths | Ethnographic | cannot assume one message will be many different sources
Postnatally effective in a diverse society
England N=80
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. Data
Refg¢rence: —
—Tt,——— | Collection:
Author TR . L .
Near / Participants | Analysis Key Findings Appraisal
i [study
Cauntry population
National Childbirth Trust were
confident and wanted a natural
childbirth. Women felt compelled to
Interviews, take responsibility. Those who
Machin and participant and received NHS antenatal care did not
Scamell non-participant challenge interventionist medical
1997) observation approach, their priorities were only for
( throughout Eth ) a healthy baby and painless labour. Discussion with researcher, re-assess priorities,
pregnancy and nographic Those receiving NHS antenatal care check techniques
childbirth never aspired to notion of control. But
England as labour started women who had
N=80 received National childbirth Trust

antenatal education became
vulnerable and accepting of the
medical model
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Appendix 2: Quantitative Table

Study:
Authors/

Method: Participants /

Year/
Country

Study population

Main Outcome measures /
Aim of study

Key Results

Appraisal

Brown & Lumley
(1998)

Australia

Population based
postal survey.

6-7 months
postnatally. N=1333.
Response rate =
62.5%

Use of a written birth plan.
Relationship between use
and overall satisfaction and
involvement in decision
making

Women who wrote birth
plan more likely to be
happy with what was
done to relieve pain -

49% vs. 28.5% and to

report always having an

active say in decisions -
46% vs 38.3%

Acknowledges under-
representation of non-
English speaking. Postal
questionnaire— no obvious
bias

Callister
(1995)
USA

Phenomenological —
mixed methods study.

N=60

Utah test to measure belief
and perceptions about
childbirth including fear,

locus of control, participation

and personal values

Positive experience
enhanced when
congruency between the
philosophy and
expectations of
childbearing women and
their health care
providers.

Women with Obstetrician
emphasised the perceived
safety of medical
management and risk of
childbearing. Community
deliveries emphasised the
need for control or ability
to meaningfully influence
decisions

No evidence or explanation
of the analysis of the
qualitative data

Capogna et al.
(1996)

Europe

Structured Interviews
and Visual Analogue
Scale satisfaction

Last months of
pregnancy and 24
hours postnatally

N=611 (>100 women
from 5 countries)

Expectations and
experiences of pain and pain
relief in primiparous women

Maternal expectations
differed between
countries. Knowledge of
pain relief varied between
hospitals, 47% of Italians,
64% of Portuguese, 94-
100% of British, Belgium
and Finnish mothers were
aware of epidural. Older
mothers were best
informed while younger
mothers had more pain
before analgesia.

Those who said they
could control pain had
more pain before
analgesia. Mothers who
expected more pain were
more likely to be satisfied
with analgesia
p=<0.001.Maternal
satisfaction positively
correlated with pain
expected (SR.0.25
p=<0.001).

Birth itself approached
differently in some
countries

Timing of the postnatal
interview could introduce
bias
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Study:
Authors Method: Participants / | Main Outcome measures /
Y aar{ Study population Aim of study
Countr

Key Results

Appraisal

Fridh & Gaston-
Johansson.

(1990)

Sweden

Expectation
questionnaire,
midwifery assessment
and Visual Analogue
Scale.

32 weeks antenatally,
during labour and 2
days postnatally

N=50 primiparous and
88 multiparous

Assessment of expectation,
in-labour pain and
relationship between
expected and actual pain

Primiparous women
rated actual pain worse
than expected.

No significant difference
between expected and
actual medication
needed.

Neither group able to
predict degree of pain

No mention of non-
responders.

Not clear if it was a
different midwife who
scanned women to the

one who recruited

Green, Kitzinger,
Coupland.

(1990)
England

Postal questionnaire

30-32, 36 weeks
antenatally and 6
weeks postnatally

N=751

Response rate = 74%,
92% and 96%

Attitudes, knowledge and
expectations

Edinburgh Postnatal
Depression scale

The more years of
education the more
importance placed on
being informed. Women
educated beyond 16 more
likely to expect some
control over non-
emergency decision
making. 2/3rds of women
who had ceased
education at 16 wanted to
at least have decisions
discussed.

20% pain in labour was
not as expected

limited results, repeated
in greater detail in a later
paper

Green
(1993)
England

Postal Questionnaire.

28-30, 36 weeks
antenatally and 6
weeks postnatally

N=751

Response rate = 74%,
92% and 96%

Overall satisfaction and
wellbeing.

Edinburgh Postnatal
Depression scale

77% expect pain to be
quite or very painful.

Strong relationship
between worried about
labour pain and worried

about pain in ordinary life

20% found pain not as
expected

Strong relationship
between expectation and
experience.

Postal — no response bias
noted.

Asked questions about

drugs to a further 853

women to validate the
response
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Study:
hors
Year/
Colntr

Method: Participants /

Main Outcome measures /

Study population

Aim of study

Key Results

Appraisal

Green & Baston
(2003)
England

Postal Questionnaire

29 and 35 weeks
antenatally and 6
weeks postnatally
(based on repeated
“Great expectations”
study by Green 1990)

N=1146

Response rate =
59.9%, 90.86% and
92.19%

Assessment of control
outcomes: control of what
staff do, control of own
behaviour and control during
contractions

20% felt in control in all
three ways, 20% felt out
of control for all three.

67% expected to be in
control of staff, 37% in
control of behaviour and
53.8% in control during
contractions.

For multiparous women
expectations of control of
behaviour and during
contractions were major
predictors of their
experience

Replication of “Great
expectations” study

Largely representative
sample although biased
towards well educated
and those whose partners
were employed

Kangas-Saarela &
Kangas-Karki

(1994)

Finland

Questionnaire, 1 day
Postnatally

N=339

Response rate = 82%

Evaluate attitude to labour
and pain relief

Majority had positive
attitude to pain relief —
88% had planned to
request it

In 50% of cases the
midwife suggested pain
relief. 43% pleased with

pain relief, 17%
disappointed.

Limited satisfaction
scoring — very
pleased/fairly pleased
disappointed

McCrea, Wright &
Stringer

(2000a)

Ireland

Rules questionnaire
within 48 hours of
delivery

N=300

Assess rule governed
behaviours relating to
control of pain management
in labour.

Primiparous women
concerned antenatally
with controlling emotions.
Multiparous women
placed more emphasis on
being fully informed. Little
difference between those
rules before childbirth and
those that applied in
practice.

Observational data
reflected what women
said.

Excluded women who had
epidural as not involved in
decision about pain relief

McCrea, Holly
Wright

(1999)

Ireland

Questionnaire, within
48 hours of delivery

N=100

Examine influence of
personal control on women'’s
satisfaction with pain relief

Expected labour to be
“quite painful” and were
“worried about pain”

Personal control a fact
which could influence
satisfaction.

Bias discussed —
however, asking within
48hours — may skew
results

=== { Formatted: Left
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Study:
Authors Method: Participants / | Main Outcome measures / )
Yéar/ Study population Alm of study Key Resilts Appraisal
Countr
Most women expected a
negative childbirth
. _— experience. No antenatal education
Questionnaire during Expectation of childbirth 92% scored >75 provided. No family
. pregnancy. experience, nursing and b Il din t
Oweis and support during labour and average 85 out of 100. mem erda (.’WGb. mh 0
Abushaikha (2004) N=77 birth support during birth —

Jordan

78% expected it to be
painful

limited generalisability

Peach
(1991)

Australia

Survey, within 24hours
of delivery

N=1000

Pain experience, analgesia
and satisfaction.

More pain than expected
reported by Primiparous
women . Dissatisfaction
more likely to be
associated with
instrumental delivery
rather than pain.
Satisfaction with medical
care determined by
explanations and
participation in decision
making.

Results given in numbers
rather than % -
misleading as very small
percentages

Rajan
(1993)
England

Secondary analysis of
National Birth Survey.

During labour and
within 6 weeks
postnatally

N= 6459 and 1149

Perceptions of women’s
experience of pain and pain
relief and the professionals

who attended them.

6% planned on not using
pain relief, only 3%
actually did not. Non-
pharmacological methods
tended not to be included
in the methods the
clinicians talked about.
Clinicians tended to give
primary consideration to
the method that fell into
their remit to administer.

Limitation of secondary
analysis of data — leaves

gaps that are unanswered

Ranta
(1995)

Finland

Antenatal survey

N=360 primiparous /
731 multiparous

Response rate= 86%

Expectations of level of pain
and anticipated need for
pain relief.

96% received sufficient
information.

4% multiparous and 14%
primiparous (p<0.0005)
expected not to use
analgesia. 20% actually
received no pain relief.

95% satisfied with care
despite difference in pain
relief management.

Those having
instrumental deliveries
most dissatisfied

Pain intensity recorded
by midwife -

Subjective measurement
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Study:
Authors
Year/

Countr

Method: Participants /

Main Outcome measures /

Study population

Aim of study

Key Results

Appraisal

Salmon et al
(1990)
England

Antenatal and
Postnatal
questionnaire

N=106 and 82

Response rate = 92%
and 95%

Identification and rating of
the dimensions women use
to evaluate their
experiences.

Evaluation of childbirth
multi-dimensional.
Women'’s ratings of the
painfulness of childbirth
unrelated to either their
feelings of achievement
or the extent to which
they described their
experience as pleasant or
unpleasant. A painful birth
is just as likely to have
positive evaluation as a
pain free one.

Actual methods very
vague — no details of
actually how it was done
and how the ratings were
made and at what time
points ante and
postnatally

Shapiro et al
(1998)

Israel

Structured interview
one day Postnatally

N=324

Maternal perception of
delivery room experience

Significant difference of
pain relief administered to
primiparous and
multiparous (p<0.0001).

45% of primiparous and
36% of multiparous
women anticipated
suffering extreme or

unbearable pain.

Before analgesia 68% of
primips and 65% of
multips described pain as
unbearable

Unclear how sample
reflects population.

Slade el al
(1993)
England

Questionnaire at 36-39
weeks and within 72
hrs Postnatally

N=81

Emotional, medical and
control aspects of labour.

Expectations and
experience of pain were
similar. Duration of labour
was sig. underestimated.

Women who expected to
have medication or
epidural generally did.

Expectations regarding
pain levels not sig.
different from those
experienced.

Expectations and
experience of pain did not
affect satisfaction.

Conducted in antenatal
clinics and on postnatal
wards — could have
affected the responses
given.
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Study:
Authors
Year/
Colntr

Method: Participants /

Main Outcome measures /

Study population

Aim of study

Key Results

Appraisal

Waldenstrom
(1996a)

Sweden

Questionnaire within
45 hrs after birth.

N=295

Response rate= 88%

Experience of pain intensity
and affective dimension in
relation to expectation.

52% experienced pain as
more difficult that
expected.

Women with severe pain
had more often attended
antenatal class, expected
labour to be painful,
dissatisfied with info and
support and received
more pain relief.

40% described pain as
negative, 28% as
positive.

Retrospectively asked
them about expectations
and experiences. The
birth experience may
colour what they
remember their
expectations being

Wight et al
(2000)

Ireland

Questionnaire prior to
and 72 hours
Postnatally

N= 50 primiparous

and 50 multiparous
women

Rules held prior to and after
childbirth

Little difference in rules
held by women and
midwives. Findings

showed women's
expectations met with
their experiences. Multips
now feel they know how
much pain they can bear
and should therefore
make decisions

No details on how the
study was conducted

Observation conducted to
record what actually
happened to see if this
matched up with what the
women recorded
happened.
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Appendix 3: Patient Information Leaflet

Patient Information Leaflet
Decisions regarding pain relief in labour

You are being invited to take part in a researatlyst Before you decide it is important for you to
understand why the research is being done anditwhvaktinvolve.

Please take time to read the following informatianefully and discuss it with others if you wishsk us
if there is anything that is not clear or if youwia like more information. Take time to decide wiex or
not you wish to take part.

Thank you for reading this.
What is the purpose of the study?

In this study we want to get your understandinthefdifferent forms of pain relief available duripgur
labour. Also to find out where you get your infotina from, how you make your decisions and if yeelf
you could be given any additional information tggart you in this important time in your pregnancy

Why have | been chosen?

You have been chosen because you are pregnanyauittirst baby and are booked to have your baby at
the RVI.

Do | have to take part?

No, it is up to you to decide whether or not toetglart. If you do decide to take part you willdieen this
information sheet to keep and be asked to sigmaestd form. If you decide to take part you are Bgk to
withdraw at any time and without giving a reasorirfgrming either the researcher involved in thej@ct
or your midwife. A decision to withdraw at any 8por a decision not to take part, will not afftt
standard of care you receive.

What will happen to me if | take part?

You will be invited to attend an interview when yare approx 13 weeks pregnant to discuss your vigws
pain relief during labour. You will then be invitechen you 34-36 weeks pregnant to an interview to
discuss any decision you have made about your ebo@garding pain relief to use during labour.

If you raise any concerns that you have regardmg pregnancy, labour or pain relief during therseuof
the interview, you will be given information on hgwu can access the appropriate source of support

The interviews will last no more than an hour anllilve confidential, and with your agreement wid b
taped. The tapes will be held until the intervidvase been transcribed, they will then be destroyed
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What are the possible benefits of taking part?

This study will hopefully give us the informatiorevneed to provide women who are pregnant in thedut
the correct information to make choices about pelief.

Will my taking part in this study be kept confidential?

Anything discussed within the interview will remaianfidential.

All information which is collected about you duritttge course of the research will be kept strictly
confidential. Any information about you will hayeur name and address removed so that you cannot be
recognised from it.

Your GP will be notified of your participation ihé trial

What will happen to the results of the research siy?

The results of this study will be published follogithe analysis of the interviews. If you wish ansuary
will be sent to you.

It is important to stress that you will not be itléad in any report/publication.
Who is organising and funding the research?

This research is being funded by the Medical Rese@ouncil, and is being co-ordinated by the Sclodol
Population and Health Sciences, the Medical Schdmilersity of Newcastle in collaboration with the
Department of Obstetrics and Gynaecology at the RVI

You will be given a copy of the information shew®t a signed consent form to keep, if you have wanlyer
guestions please contact:

Joanne Lally

Research Associate

School of Population and Health Sciences (Publialtd®
4" Floor, William Leech Building

Medical School

University of Newcastle University

NE2 4HH

0191 222 5643

Thank you very much for taking the time to read ths information
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Appendix 4: Health Professional Information Leaflet
Decisions regarding pain relief in labour

You are being invited to take part in a researaldyst Before you decide it is important for you to
understand why the research is being done anditwvaltinvolve.

Please take time to read the following informatianefully and discuss it with others if you wishsk us
if there is anything that is not clear or if youwla like more information. Take time to decide e or
not you wish to take part.

Thank you for reading this.

What is the purpose of the study?

This is a qualitative study to gain your undersiagaf the different forms of pain relief availaldaring
labour. Also to find out where you get your infotioa from, how you assist women in making decisions
and if you feel you could be given any additiomdbrmation to support you in this.

Why have | been chosen?

You have been chosen because you involved in tleeatgpregnant women who are booked to have their
baby at the RVI.

Do | have to take part?

No, it is up to you to decide whether or not toetplart. If you do decide to take part you willgieen this
information sheet to keep and be asked to sigmaerd form. If you decide to take part you areé gk to
withdraw at any time and without giving a reasoriffgrming the researcher involved in the project.

What will happen to me if | take part?

You will be invited to attend a discussion grouphwdther professionals to discuss your views on pai
relief during labour. The focus groups will lastmare than an hour and will be confidential anchwibur
agreement will be taped. The tapes will be held th focus groups have been transcribed, thelytineh
be destroyed.

What about other people?
Women taking part in the study will have given imied written consent to take part

Would taking part be kept confidential?

Anything discussed within the focus group will reameonfidential to that group.

All information which is collected about individiseduring the course of the research, including
audio recordings, will be kept strictly confidentidt is usual to store the tapes in case theze ar
any queries about the study in the future but thidynot be heard by anyone who is not involved
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with the study. Any information that leaves theearcher will have your details removed so that
you cannot be recognised from it.

What will happen to the results of the Research stly?

It is usual to publish the results of a study medical or midwifery journal so that we can share
understanding and ways to improve care. You waolde identified in any such article. If you wodul
like to be informed if such an article were pubdidhor would like any other feedback from the stubign
you can contact the researcher during or aftestiindy and she will be happy to help you.

What are the possible benefits of taking part?

This study will hopefully give us the informatiorevneed to provide women who are pregnant in
the future the correct information to make choigbsut pain relief.

Will my taking part in this study be kept confidential?

All information which is collected about you duritttge course of the research will be kept strictly
confidential. Any information about you will hayeur name and address removed so that you cannot be
recognised from it.

Who is organising and funding the research?

This research is being funded by the Medical Rese@ouncil, and is being co-ordinated by the Sclodol
Population and Health Sciences, the Medical Schdmilersity of Newcastle in collaboration with the
Department of Obstetrics and Gynaecology at the RVI

You will be given a copy of the information shew®t a signed consent form to keep, if you have wnlyer
guestions please contact:

Joanne Lally

Research Associate

School of Population and Health Sciences (Publialtd®
4" Floor, William Leech Building

Medical School

University of Newcastle University

NE2 4HH

0191 222 5643

Thank you very much for taking the time to read ths information







