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SUMMARY

Women's experience of transfer from community-based to consultant
care in late pregnancy or labour

Background: Women booked for home or GP unit delivery, under the care of their
community midwife and GP, are frequently transferred to consultant care. Even
obstetrically low risk women may develop complications which necessitate hospital-
based intervention. Transfer has been perceived as undesirable and booking policies

have been developed to avoid it, but few studies have focused on transfer from
either a medical or a maternal view point.

Objectives: To describe the community-based obstetric service, focusing on transfer,
and to compare it with shared care; to investigate women's experience of transfer.

Design: (1) A prospective comparative survey with non-equivalent controls, using
ante- and postnatal postal questionnaires; the data were analysed using SPSS.

(2) Long interviews 3 to 8 weeks postnatally, which were taped, transcribed and
analysed according to grounded theory.

Setting and subjects: All 122 women booked for GP unit or home birth in a
northern English city in the second half of 1991; 141 controls were drawn from
low risk women booking for shared care. The response rates were 82% and 62%
respectively. Twelve transferred women were interviewed.

Main outcome measures: obstetric intervention and outcome; maternal characteris-

tics, preferences and satisfaction; continuity of care; length of stay; transfer rate and
indications.

Results: Community-booked women have similar obstetric outcomes to shared care

women, but less intervention, better continuity and shorter length of stay. They
have higher expectations but are more satisfied with their care. Overall transfer
rates (46% in primiparous and 23% in multiparous women) resemble those 1n

other units. Transferred women are espectally vulnerable to disappointment, but
continuity of care and sensitive debriefing ameliorate it.

Conclusion: Transter does not detract from the overall advantages of community-
based maternity care, but for the women it affects, special attention is needed.

Jillian M Creasy 9/94
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1 BACKGROUND

There are few studies about the referral of women from community-based to
hospital-based care during pregnancy or labour (henceforth “transfer”). But
there is a great deal of relevant information embedded in the literature on
community-based maternity care, especially the literature which compares
community-based care with the hospital-based service. Within this, there is
information about the frequency, the timing and the indications for transfer, its
predictability, and its outcome. Such studies provide the background for a
survey of the clinical aspects of transfer.

With respect to women’s experience of transfer, again there are no directly
relevant studies. But there is a wealth of information about the maternal view of
pregnancy and childbirth in general) and of complications and medical
intervention in particular. This body of literature points to potentially fruitful

areas of enquiry both for the (quantitative) survey and the (qualitative)
INterviews.

An emergent theme of this chapter is the contrast between the medical and the
maternal viewpoint. In Section B, I present a review of ways of measuring
outcome 1n maternity care. These range from “hard” obstetric to “soft” maternal
data. But ultimately, outcome cannot be subdivided into a rigid hierarchy: any
given outcome can always be reconstrued in terms of the opposite viewpoint.

The challenge 1s to research and to present data in a way which allows the
viewpoints to interact.



Section A
Obstetric aspects of transfer

Frequency of transfer

Let us look first at frequency: what are typical transfer rates? A paper which acts
as a useful benchmark (and one of the few studies which focuses specifically on
transfer) is by the Oxford GP obstetrician, Michael Bull (1983). He looked at
all the GP unit bookings for the integrated unit in Oxford from 1968 to 1977
and presented data about how many and which women were transferred during
pregnancy or labour. The women were all “low risk” at booking, but the series
showed that about half the primiparous and almost a quarter of the multiparous
women were transferred (giving an overall rate of about 37%). Different
patterns emerge in other reviews of community-based systems: an analysis of
094 bookings at the isolated unit in Keynsham showed that 19% were
transferred (Garrett ez a4l 1987); in the Wormeever study of 7980 women
booked with a practice of midwives in the Netherlands, 26% were referred to an
obstetrician in pregnancy or labour (Van Alten ¢z a4l 1989); at the “alongside”
unit attached to the North Tees General Hospital the rate in 1987 was 45%

(Prentice and Walton 1989); in the Bradford study, where both District General
Hospitals have integrated GP units, it was 46% (Bryce ¢z al 1990).

What leads to this variation? One factor may be the type of unit and its booking
policy. In North Tees, a quarter of all women in the area are booked for the GP

unit. Tt provides a “low technology environment” but is adjacent to the
consultant unit, Bookmg 15 not therefore confined to a tiny low risk (and highly
**monvated) rnmonty, obstetric interventions in the GP unit are very limited and
transfer is casy. By contrast, the Keynsham unit is 15 minutes by ambulance to
“the nearest specialist unit and some interventions (e.g. forceps under local
anaesthetic) are possible within the unit. The pressure to book only very low

risk women and not to transfer (especially in labour) would seem stronger. In a
study from New Zealand, where the contrast between urban (alongside or

integrated) and rural (isolated) units would be more marked than in Britain,

this pattern seems to be confirmed (Tilyard ez al 1988). The rural practitioners
referred more women antenatally and fewer women in labour, than their urban

colleagues, particularly if they had case loads of more than 20 deliveries a year.




Obstetric aspects of transfer

However, Smith and Jewell’s (1991) paper on the contribution of GPs to
hospital intrapartum care belies such a stmplistic explanation, at least in England
and Wales. They found that transfer rates were independent of the type of unit

(alongside, integrated or isolated) and of its caseload. The similarity between
types of unit obscures an interesting finding: the range of rates within each type
is huge, from just over 13% to nearly 50%. The authors do not highlight or
explain this, but in their discussion they say they believe that “units differ from
each other in terms of general practitioners’ involvement and commitment”.

The Wormeever study (Van Alten ez al 1989) certainly suggests that factors
other than geography and unit caseload may be responsible: 92% of

primiparous and 79% of multiparous women in the catchment area book with
the midwives. The majority of deliveries take place at home or in a maternity

unit — not alongside or inside a hospital. So a relatively unselected group are
delivering in “isolated” circumstances. Yet the transfer rate is low (26% in that

study). In the Netherlands the maternity services are organised on the
presumption of normality: 43% of deliveries are conducted by independent
midwives, 14% by GPs and under half by obstetricians (Oppenheimer 1993).
About a third take place.at home (Treffers ez al 1990). Could 1t be that a
different philosophy of maternity care leads to different patterns of transfer?

Predicting transfer

Returning to Bull’s 1983 study we see another obvious influence on transfer
rates: primiparous women were twice as likely as multiparous women to be
transferred. So the overall rate for a given unit will depend heavily on the mix of
parities in the women booked. Bull went on to explore other maternal risk
factors by looking more closely at primiparous women, in whom transfer (often
during labour itself) was so common. A normal medical and obstetric history
was assumed, but given this, he noted that women under 150 cm in height were
much more likely to have a Caesarean section; and he showed that the chance of
a normal delivery was lower in older women (it fell from 90% in those under 19
to 70% 1n those over 35 years). He does not present data on other possible risk
factors, but suggests that marital status, smoking and social class are likely to act

together in a multifactorial way. Bull’s paper is now 10 years old, but these
statements about risk prediction still hold good.

In 1988 Bull collaborated on another paper specifically about risk prediction
(Reynolds ¢z al 1988). The authors used the Oxford Obstetric Data System to
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analyse booking criteria in 5730 women booked for delivery in the GP unit
between 1978 and 1984. All the women were already “low risk” in that they
had normal medical and obstetric histories, were less than 30 years of age
(primiparous) or 35 (multiparous), and were taller than 152 cm. Factors
assoctated with antenatal transfer in both primiparous and multiparous women
were smoking, obesity and social class. Factors associated with intrapartum
transfer, also in both groups, were maternal stature and marital status. But the
effect of applying these criteria to exclude “at risk” women would be small:
primiparous women with no adverse factors (i.e. weighing less than 71 kg,
measuring more than 156 cm, aged between 20 and 34, non-smoking and
married to a men in employment) would have an antenatal transfer rate of

24.8% and an intrapartum rate of 27.7%. The figures for all primiparous
women would be only slightly higher at 30.1% and 29.6% respectively.

In discussing their findings, Reynolds ¢z al pose the question “What does risk
prediction do? Does it predict outcome:”. The traditional assessment of risk

sifts out those women more likely to have a Caesarean section, but does not
predict those likely to be transferred. These traditional criteria were originally

proposed in the Cranbrook Committee report (Ministry of Health 1959), based
on the findings of the maternal mortality report of 1952-54 (Standing
Mafcrnity and Midwifery Advisory Committee 19358). Reynolds et al
recommend that the criteria be revised — but point out that even if they included

factors such as social class, weight and smoking, transfer rates would only be
slightly reduced. .

This dlSC'I.lSSlOI‘l begs a more fundamental question: “What is risk prediction
for?” In other words why should we try to avoid transfer — or indeed any other
ﬁcndpomkﬁ In ord¢r to answer this, we have to use a conceptual framework
fwhich\ balances any disadvantages of transferring (some) women against the
overall adyanta'géiof booking (any) women for community-based care. And we
~have to c}}ooscrmca\rihigﬁll and suitably sensitive outcome measures. This takes
us into the debate about “where to be born” (Campbell and MacFarlane 1987),

and the relative importance of different kinds of outcome.

‘Assessmg the |mp0rtance of transfer |

Barry (1980) glves a useful overview of the issues involved in comparing
systems of maternity care and pays specific attention to the place of transfer in
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Obstetric aspects of transfer

the argument. He concentrates on “home” (as opposed to GP unit) versus
“hospttal”; and of course much evidence has been amassed since his article — but

the arguments still hold good. His main points are, firstly, that a few very high
risk women can skew the overall outcome for a given system. Particular
attention must be paid to the way these women are ascribed to one system or
another. Secondly he argues that hospitalisation does not necessarily improve
outcome, even for high risk women. And thirdly he argues for an assessment of
the particular conditions requiring transfer and whether the absence of
immediate hospital intervention would have altered the outcome.

Barry quotes Butler and Bonham’s Persnatal Mortaliy (1963). They compared
perinatal mortality ratios according to the site of booking and transfer to other
units. Mortality ratios were very high in women transferred from home or GP
unit to hospital (336 and 300 respectively, where 100 is the overall mortality
rate). But they were very low in women actually delivering at home or in a GP
unit (49 and 55 respectively). The percentages needing transfer were small
(5.5% from home and 1.6% from GP units) so that the very high mortalities
were outweighed in the overall figures. Thus the overall outcomes for home and
GP unit are good. The focus on the intended place of delivery is echoed by
Campbell ez al (1984). They surveyed all 8856 births occurring at home in
England and Wales during 1979 and showed a 50-fold variation between births
booked for home and those not booked at all. They concluded that the poor
outcome for the small percentage of unbooked women delivering at home
should not be included in statistics about the overall safety of home birth. The

outcome for women transferred from home to hospital during labour, however,
was not considered.

This line of reasoning is now well accepted: that the merits of a given system of
maternity care should be assessed according to the outcome of all the women
booked for it - including the eventual outcome of those transferred, but
excluding unbooked women. This is correct in a pragmatic way: it will answer
the question ~ what is the outcome for a given population when they are
booked for community-based care according to these risk criteria and with this
proportion of transfers? But it will not answer the question ~ what would the
difference in outcome be if women with equivalent risk criteria were booked for
community-based or hospital care? In the absence of a controlled trial, various

attempts have been made to compare like with like. The most radical
interpretations are by Tew (1985).
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Proponents of the relative safety of hospital birth have argued that the higher
perinatal mortality rate in hospital is due to the greater number of high pre-
delivery risk births. This would arise because of selection and transfer policies.
Tew set out to overcome this bias by standardising for different antenatal risk

factors. The unfavourable gap between hospital and home/GP unit deliveries
rematned wide. She argues that obstetric management for high risk cases does

not necessarily improve the outcome. This leads us to Barry’s second line of
argument - that hospital intervention is not necessarily helpful. He quotes the
Confidential Enquiries into Maternal Deaths (Department of Health and Social
Security 1975) to show that errors (usually of commission) occur in hospital,

and believes there is evidence that interference may actually increase the risks, or
at least fail to decrease them. Since 1980, the possibilities for obstetric

intervention have burgeoned (although some procedures such as induction have
become less fashionable) and there is mounting evidence for the iatrogenic

nature of much obstetric outcome (Enkin ez al 1989).

Indications for transfer

Barry’s third plea 1s to assess the reasons for transfer. This applies at the level of
statistical comparisons: “the relevant factor is the condition necessitating

transfer ... the need [is] for a comparison with a controlled series with a similar
-condition arising in hospital, and the frequencies with which these arise in
home- and hospital-booked cases, with similar risk factors”. But assessing the
reasons for transfer is also fruitful at the level of clinical logic: “if a complication

can be coped with adequately at or from home, this demolishes the argument
that 1ts occurrence is a noteworthy factor”. The converse is also true - if hospital
intervention would not — or could not — have altered the outcome, the risk of
transfer for that condition is irrelevant. There have been very few studies which

"'ylcld this kind of detailed mformatlon information which would prowvide the
' basm for statlstlcal analyses of the true impact of transfer on outcome.

There are some clues in the descriptive surveys from various units (Bull 1983,
- Garrett et al:1987, Prentice and Walton 1989, Bryce ez al 1990, Sangala et a!
1990). Transfer rate 1s often broken down into an&tcpartum and intrapartum

Tates. Ity 18 hard to unaglne that approprlatc transfer in the antenatal period can
affect safcty “the time lapse due ‘to referral and’ physical movement from

commumty to hospital is unimportant for problcms which pose no immediate.
risk. Where unforeseen comphcauons do arise (e.g. antepartum haemorrhage)
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the woman would be no better off if she had booked for consultant care — she
would still not have been in hospital when the emergency arose. This begs the
question as to whether more skilled care (i.c. consultant-led) could have
foreseen or even prevented the condition — i.e. whether the transfer was
appropriate. The Bradford paper (Bryce ez al 1990) tries to address this, by
listing indications and assessing whether they were predictable and/or
preventable. Unfortunately the authors do not explain how they arrived at their
assessment, and from the raw list of indications it is hard to see how they judged
that more than a quarter of antenatal transfers were predictable or preventable.

The reasons for intrapartum transfer are perhaps more likely to yeld
information about potential danger: the time-scale for effective life-saving
intervention in labour may be minutes and the sometimes lengthy process of
referral and physical removal could be important. Of course there are gradations
of urgency even within the intrapartum period: there are obvious differences
between first, second and third stages. And Tyson (1991), in a detailed survey

of midwife-attended home births in Toronto, even distinguishes between the
“latent” and “active” phases of the first stage of labour. Comparisons are
difficult because indications are couched in different terms in every paper (and a
given indication is often assigned to different phases of pregnancy or labour!)
But it is possible to give an overview of the commonest reasons in the

Newcastle, Keynsham and Bradford studies (Prentice and Walton 1989, Garrett
et al 1987, Bryce et al 1990). These were: delay in first stage (requiring
augmentation), suspected foetal distress (requiring monitoring), raised blood
pressure. Emergency situations such as premature labour, undiagnosed breech,
cord prolapse, delay in second stage, retained placenta, postpartum haemorrhage
were less common. It is frustrating that the analyses go no further -~ what
difficulties were encountered when these complications arose in the community?
A paper from Australia (Molloy 1989) describes the practical management of
obstetric emergencies - including early recognition of the need for transfer — but

the geographical situation (rural isolation) is very different from most of
England and Wales. As Bull (1983) points out transfer must be viewed in the
context that 75 per cent of the British population live in conurbations.

If we are looking for detail about how transfer may be detrimental, the obvious
approach is to analyse those cases in which the outcome was poor. One source
of this kind of detailed clinical information are the Confidential Enguiries into

Maternal Deaths. The latest (Department of Health 1994) found evidence of
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substandard care in half the cases — but highlighted failures by hospital rather
than community-based staff, and did not find that community-booking or
transfer made a significant contribution (Kierse 1994). A similar system for
confidential enquiries into stillbirths and deaths in infancy (CESDI) has now

been set up (Department of Health 1992) and may contribute to the debate
about community-booking and transfer.

Some studies do volunteer “inquiry” style information about cases with poor
outcome — even If 1t as an appendix to the main body of results. A good example
is the Know Your Midwife report (Flint and Poulengeris 1986). This gives an
insight into whether complications were predictable, preventable or salvageable
in that or any other system of care. In some cases, this information reaches the
public domain in the correspondence following a controversial publication. An
example was the Bradford paper (Bryce ¢z al 1990). There were no maternal
fatalities in the 1289 community-booked women, but ten stillbirths and three
carly neonatal deaths. The reasons for these were described in a reply to
criticisms of the Bradford paper (Clayton ez al 1990). Two foetuses had
congenital abnormalities; one was born prematurely at 31 weeks and died.
There was one accidental haemorrhage and the remaining (nine) deaths were
due to intrauterine asphyxia. One of these nine had severe growth retardation
and two were probably “appreciably overdue”. We may “discount” the
congenital abnormalities from the assessment (although some would argue for
outcome measures which embrace the management of prenatal diagnoses — see
below). We are not told if the baby with severe growth retardation was less than
2500g in weight: some studies also exclude very small babies when assessing
perinatal care. For the rest, we have no 1dea how the complications presented or
even whether they were already under hospital care.

Another insight into the actual reasons for poor outcome after transfer comes
from a study of pcrmatal mortahty amongst women booked for isolated
—’_maternlty units around Bath (Sangala ez a/ 1990). This includes details of the
'*c’aﬁursc pf death (but not, unfortunately, the indication for transfer) in each case.
Thus also highlighted asphyxia — antepartum and. intrapartum - as a frequent
factor. Another leading cause was ahtcpartum haemorrhage (which could, of
course, have led to deaths even if the women were booked for consultant care if

they  lived some distance from Bath) As before, more clinical information is
needed to makc a ]udgcment about the role of transf'cr m thcsc deaths.



Section B
Measuring outcome in maternity care

The discussion so far has quoted a variety of outcome measures to compare
systems of maternity care and to describe the impact of transfer. But we cannot

judge a given system or the importance of transfer unless we are clear about the
usefulness and meaning of these measures: what are our terms of reference? It

may be helpful at this point to describe the difficulties which have led to such a

plethora of measures, none of which are universally applicable or acceptable. In
summary these difficulties are:

1. The minuteness of variation in truly “hard” outcomes makes it difficult to

demonstrate statistically significant differences between systems of care in
those terms.

2. Many outcome measures actually describe “process” rather than “endpoint™

and are capable of further resolution. Difficulties arise when the status of
the measure 1s not acknowledged.

3. There is a dichotomy between “maternal” and “medical” wviewpoints.
Maternally important consequences (good or bad) may flow from medically

desirable outcomes and vice versa — but it 1s difficult to find measures which
reflect both points of view simultaneously.

These difficulties run through all attempts to make definitive judgements about
systems of care or about elements within those systems, such as transfer. The

following sections present the spectrum of outcome measures and illustrate the
difficulties described.

“Hard” outcomes: maternal and perinatal mortality

The national maternal mortality rate is now 10 per 100,000 pregnancies;
perinatal mortality 1s less than 10 per 1000 births. Death of mother or baby is

undesirable by anyone’s standards (though salvaging very small, very sick or
congenitally handicapped babies has been questioned) but when the “baseline”

risk is so slight any difference between systems of care becomes marginal.
Mortality 1s a clear-cut outcome of unquestionable importance, but, being rare,
it 1s hard to prove benefit in these terms ~ the numbers needed for statistical

significance are too large. For instance, it has been calculated that 704,000 low
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risk women would be needed for a study to have an 80% chance of detecting a
5% difference in perinatal mortality (Lilford 1987).

Even the supposedly “hard” outcome of perinatal mortality can be subjected to
deeper analysis. Very small or congenitally abnormal babies are likely to perish
(Chalmers 1979). These deaths have social or biological origins and are not
susceptible to (perinatal) obstetric intervention: crude perinatal mortality rates

are therefore a poor outcome measure for assessing the quality of perinatal care.
Over recent years there has been a tendency to quote perinatal mortality rates
after adjusting for or excluding congenitally abnormal and small (less than 2500

gram) babies (Black 1982, Sangala ¢t a/ 1990). Another problem arises as
antenatal diagnosis improves. If abnormal babies are detected and aborted

before 28 weeks the (crude) perinatal mortality rate falls because abnormal
babies have been “lost” before birth. Bucher and Schmidt (1993) argue that

“live birth rate” (i.e. live births per pregnancy) should be used to assess the
whole package of antenatal care. This raises the debate about whether it 1s
preferable to have a late termination or give birth to an abnormal baby — and
shows that f)crhlatal mortality may not be such a “hard” outcome after all.
When maternal perspectives are taken into account new “endpoints™ arise.

This. disjunction between “hard” outcomes and maternal perspectives 1s

illustrated in two of the papers already quoted: Black (1982) provides a careful
review of perinatal mortality rates in different parts of the (then) Oxfordshire
'Area Health Authority — one with a high rate of GP unit bookings and the other
with a préddnﬁnandy centralised system. He uses epidemiological data to refine
‘Ithc crude rates and concludes that “the chances of a safe outcome irrespective of
'btrthwclght would improve from 992 per thousand (in the GP unit-dominated
area) to 993.5 per thousand (in the consultant unit area)”. These differences are
small and as Black himself says “While the decision maker’s approach to risk is
to try to gain any improvement however small, it may be that customers
percetve risk reduction rather differently ... Many women may consider such an

Hadvantage ms1gmﬁcant comparcd with the d1$advantagcs of a delivery 1n a
“ccntrahscd consultant umt (p 284)

QThc sccond examPle 1S the study by Sangala et al (1990) of perinatal mortality

among normally formed, singleton babies welghmg over 2500 grams in the
‘Bath Health District. She compared outcome accordmg to the intended place of

fdchvcry (isolated GP unit; integrated unit or consultant unit). The study has
bccn st:rongly criticised because of the way subjects were retrospectively assigned
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Measuring outcome in maternity care

to intended place of delivery and because the groups were not necessarily
comparable in terms of risk factors. Setting aside these criticisms, the paper
shows that “a woman entering an isolated unit in Bath district during 1984-7
had a chance of 998.5 in 1000 of leaving hospital with a live child and a woman
entering a specialist unit had a chance of 999.4 in 1000. Given this information
would women living in rural areas decide to travel to Bath?” (Young 1990).

Thus we see that even if the marginal differences in “hard”® outcomes are

statistically significant, using them for decision making in the real world 1s not
easy.

Morbidity

So less drastic but more common endpoints — i.e. types of morbidity — have
been explored.

But now the second difficulty predominates: what are true “endpoints” and
what are “process” outcomes? Take for example mode of delivery, which can be
simplified into three broad categories — normal vaginal delivery, operative
vaginal delivery and Caesarean section. It would be generally agreed that a
system of care which led to a higher proportion of vaginal deliveries (a process
outcome) was preferable. But if it also had a higher perinatal mortality rate (an

endpoint outcome) further questions would be asked: How important are the
reasons for preferring normal vaginal delivery? Does the financial cost and

maternal morbidity of operative (especially Caesarean) deliveries outweigh the
loss of babies’ lives? This is a hypothetical example — in fact there is currently a

debate about whether Caesarean section for certain indications does improve
perinatal outcome (Treffers and Pel 1993). But it shows how outcomes cannot

be assumed to be “good” or “bad” until they have been further resolved into
tangtble consequences.

Bearing these difficulties in mind, the following is a list of different kinds of
morbidity and provides a “menu” of possible outcome measures. Some are
suited to comparing overall systems of care, some to elements within those
systems. The greatest variability, and hence sensitivity, is found in the more
“minor” (less invasive/softer) measures. Thus the focus and sample size will be
crucial in the choice of measure for a given study, including the present one.

11



Background

Maternal morbidity

Mode of delivery

Caesarean
forceps/Ventouse extraction
“non-operative live delivery”

Perinatal complications

retained placenta
haemorrhage

Management of labour

length of labour/timing of admission
induction/augmentation
epidural/other analgesia
episiotomy/tears/suturing

Postnatal complications

postnatal depression

emotional well-being (anxiety/depression)
anxiety re baby

use of health services
- breast feeding

Neonatal outcome |
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Measuring outcome in maternity care

The following discussion is not an exhaustive review of the value of each

outcome measure, but uses key examples from the literature to demonstrate
their scope in assessing care.

Klein et al (1983) used the Oxford Obstetric Data System to compare low risk
women booked for shared (consultant) care and the integrated GP unit. The
numbers involved were 248 GP unit women and 1188 shared care women. The
authors were able to demonstrate statistically significant differences in: the
-~ mode of delivery (emergency Caesarean section and forceps); the use of other
obstetrical procedures (induction and epidural); and neonatal outcomes

(intubation rates and admission to the Special Care Baby Unit). The last only
applied 1n multparous women.

The authors went on to look at the case records (not just the computer tape) of
four groups of 63 nulliparae and multiparae booked for shared care or GP unit.
The definition of “low risk” was narrowed so that only women who coxld have
been cared for in the GP unit throughout labour were included. Women having
induction or Caesarean section were excluded. This allowed a more detailed
focus on minor variations in the management of labour and delivery and in
neonatal outcome. They found differences in the timing of admission, length of
first and second stages, use of augmentation (but not forceps) and the use of
epidural and Pethidine (but not Entonox). With regard to neonatal outcome,
electronic foetal monitoring was used more frequently in shared care women
and intrapartum foetal distress was diagnosed twice as often. Intubation was
also more common (but in this study the difference was statistically significant

only in nulliparous women). An Apgar score of less than 6 was also commoner
in nulliparous shared care women.

Thus with moderate sample sizes (248 and 126 GP unit women respectively for

the two parts of the study) it was possible to demonstrate differences in
maternal and neonatal morbidity. The authors make their case for expanding the
role of community-based midwives in the care of low risk women entirely in

terms of such “hard” obstetric outcomes (i.e. readily quantifiable morbidity).

There is glancing reference to the use of resources (early or unnecessary
admissions to hospital of shared care women who could not be assessed at home
first) but no mention of women’s preferences or satisfaction.

The Know Your Midwife (KYM) report (Flint and Poulengeris 1986) includes
similar outcome measures as well as presenting data about maternal satisfaction.

13
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One thousand women were randomly allocated to either conventional
consultant-led care or a small team of midwives who would see them through all

stages of pregnancy, labour and postpartum. As in the study by Klein ez al,
there were differences in all aspects of obstetric management and outcome,

although many were non-significant. Using larger numbers (approximately 500

in each group) and a prospective design, it was possible to look at the
procedures in considerable detail. For instance, electronic foetal monitoring was

broken down to “belt” or “clip” devices and the duration of monitoring was
given. Dosages and combinations of analgesia ~ rather than simple use or non-
use of Pethidine/epidural — were recorded. Perineal trauma was subdivided into
tears and episiotomues.?

An additional feature of the KYM study is that it goes on to relate obstetric
outcome to maternal satisfaction, making links between “hard” and “soft”

outcomes and medical/maternal perspectives. For instance, the mode of delivery
(normal, instrumental or Caesarean) is strongly associated with whether women

remember their labour as having been “wonderful/enjoyable” or “not
~ enjoyable/dreadful; and satisfaction with pain relief decreased with the amount

~of analgesia received, the least satisfactory intervention being Pethidine plus
1_ ep1dura1 These links are explored in more depth in studies of “soft outcomes™

) (con31dcrcd bclow) which specifically. set out to discover what influences
- women’s satisfaction. They. are mentioned here to illustrate, once again, the
H‘difﬁculty of dcﬁnmg . meaningful. . endpoints: . why .does a high

J' l"-l' #a?‘

_ Caesarean/epidural/ induction rate matter?
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" Let s turn now to ‘neonatal outcome, the we]l -being of the baby. It too 1s
susccpnblc to progressive redefinition. In this case the i issue is not so much
translatmg given outcome measures into meaningful terms of the subject’s
experience (though writers like Leboyer (1975) have argued for the feelings of
the newborn child) but of deciding whether measures which reflect the “quality”
of pennatal care havc genuine predictive - value for the eventual health of the
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¢t Given the numbers and the dcgrcc of dctall itis surprlsmg that thc dlﬁ’crcnccs between the
:: groups are not at least as b1g as in Klein ez ul s study. Perhaps cornmumty midwives account-

able to GPs (the Oxford situation) provided a more distinctly. “low tech” approach than a
hospital based team accountable to consultants (the KYM situation). The full account of the

KYM report certainly hints at several ways in which the KYM team were brought into line

~with hospltal policies. Or pcrhaps thc absence of random allocation in Klein et als study meant
. that the groups were actually different in ways not anticipated in the matching.
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Measuring outcome in maternity care

A good example of this 1s the APGAR scoring system. It was originally
developed by Apgar (1953) as a way of assessing birth asphyxia. Over the next
15 years, studies tried to relate Apgar scores at one, five, ten or even fifteen
minutes to neonatal death and neuro-developmental disorders (Stewart 1992).

On the whole, only very low scores persisting for longer times are predictive.
Another difficulty is the subjective nature of the ten-point scale: the birth

attendant (or sometimes a paediatrician in “at risk” deliveries) awards nought,
one or two points for each of five features of a rapid examination (appearance,
pulse rate, gasping, muscle tone or activity, and reflex response to a pharyngeal
catheter). But, because it 1s believed to reflect intrapartum asphyxia and as it is
used and recorded routinely at all births, it i1s tempting to-include the Apgar
score as a measure of the quality of obstetric care. It appears in most studies

which present detailed information about the course of labour and delivery -
especially studies which base their findings on hospital notes.

A more accurate reflection of the baby’s condition is whether and what kind of

resuscitation is administered (although this will depend to some extent on local
and individual practice). “Harder” still, but of course less common and less
likely to be significant except in large studies, is admission to the Special Care
Baby Unit (SCBU). Klein ¢t al (1983) and Flint and Poulengeris (1986) use all
these measures and demonstrate better outcomes in the study groups. Oakley

(1992), in her study of the effects of social support in pregnancy, found a
reduction in the use of invasive methods of resuscitation and length of time in
SCBU for babies of women who had received support in pregnancy. She was
looking at a group of high-risk mothers (they had all previously had low birth
weight babies) so that the occurrence of such interventions was likely to be high
and significant differences to be found. Eight percent of 226 “control” babies

required intubation as opposed to five per cent of 230 “intervention” babies.
Fifteen percent of both groups were admitted to the neonatal unit, but the
intervention group required less ventilation and less oxygen.

Another measure of the baby’s well-being is the occurrence of neonatal fits. This
has been used by Dennis and Chalmers (1982) as a specific indicator for the

quality of perinatal care; and by MacDonald ez a! (1985) as an outcome measure

in their randomised control trial of intrapartum foetal heart rate monitoring
versus intermittent auscultation. The latter study involved nearly 13,000

women. Interestingly, although' there were shight differences in the Caesarean
section and forceps rates between the groups, there were no apparent differences
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in low Apgar scores, need for resuscitation and admission to SCBU. But cases
of neonatal seizures were twice as frequent in the intermittent auscultation
group, and after one year three babies in each group had definite neurological
abnormalities. Thus it seems that neonatal seizure rate can reflect differences
between different obstetric management policies, but the numbers required to
produce statistically significant differences are huge. As far as its predictive value
— 1.€. as a marker for the future health of the baby - 1s concerned, there was no
difference in the number of babies whose fits led to long-term sequelae.

Intermittent auscultation may have been associated with more neonatal fits, but
fits themselves may not be associated with permanent damage.

Another important consideration when using neonatal well-being as an
outcome measure is the influence of prior biological/sociai factors and of the
different stages of obstetric care ~ preconceptual, antenatal and intrapartum.
Just as women must be matched or randomised before drawing conclusions
about the effects of care, so must their babies. Different outcome measures are

more or less susceptible to prior factors and to particular stages of care. Oakley
(1992) gives an extensive review of the difficulties surrounding the

measurement and meaning of another commonly used outcome measure:

b1rthwe1ght Low birthweight has many causes and many effects - which makes
it at once valuable and complex, or even uninterpretable,

)

Finally, neonatal outcomes are mcxtncably botind up with matcrnal postnatal

* cornphcatlons High risk ‘pregnancies and comphcatcd labours often result in
- both neonatal and maternal morbldlty, sick babies are a source of anxiety and

“even ill health in their mothers — and anxious or ill mothers are less able to care
for their babies and hence to compcnsatc for suboptimal neonatal outcomes.
‘'The idea of “bondmg” and the impact of the immediate interaction between
‘mother and baby on their future rclatlonshlp and behaviour was expounded by
Klauss and Kennell (1976). It has been taken up and mcorporatcd Into many

studies of maternity care (for example, Flint. and. Poulengeris 1986, Oakley
1980 and 1992, Green ¢t al 1988) Questions about the mother’s attitude to her
baby and hcr pcrccptlon of 1ts hcalth rcﬂcct a subtle muxture of both their states.
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Measuring outcome in maternity care

entity of postnatal depression, various scaled measures of psychological well-
being, elements of maternal behaviour (feelings about the baby and

motherhood, breast feeding) and aspects of “satisfaction”. Some measures derive
from a view of the woman as patient; some assess her capabilities as a mother;
some locate her as “consumer” of obstetric services. They all incorporate, to a
greater or lesser degree, the results of work exploring women’s subjective

experience of pregnancy, childbirth and motherhood - i.e. they reflect a
“maternal” rather than a “medical” assessment of outcome.

This brings us to the third “difficulty” relating to the choice of outcome
measures: the interaction of the “maternal® and “medical” viewpoints. Over the

last 25 years there has been a burgeoning feminist analysis of maternity care as
well as a consumer movement which demands that medical services be assessed

in terms not only of their clinical “success”, but also of their acceptability to the
patient. One can see this pattern in academic research, and in the procession of
government-sponsored surveys, reports and recommendations about maternity
care, culminating in Changing Childbirth (Expert Maternity Group 1993). But
there has been a parallel growth in the available technology and consequent
medicalisation of birth. All too often — both in research and in the clinical or

social setting — these viewpoints are seen as two “competing paradigms”
(Comaroft 1977).

MacIntyre (1977) gives a useful review of the sociological research issues
(which tend to focus on the maternal viewpoint) and argues that sociologists
should carefully define what they can offer to the debate (e.g. about place of

confinement or active management of labour). They should include the

“perspective of the providers™ in their analyses and “attempt to understand the
difficulties and complexities of the obstetrician’s task”. In other words, they

should separate themselves from, and respect, the medical viewpoint in order to
demonstrate the value of their own discipline.

Graham and Oakley (1981) focus on the practical consequences of “competing

ideologies of reproduction”. They raise the question of how quality of care
should be assessed and how it is ensured (who controls it?). They quote from

observational studies (with a firmly maternal viewpoint) to show how the

medical model of pregnancy prevails. They recommend measures to redress the
balance, for instance in the education of doctors and mothers, and in the

organisation of clinics and place of delivery. There is little doubt that they see
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the two viewpoints as opposed and consider the maternal viewpoint to be
“correct”.

There 1s another difficulty which runs in parallel with the opposition between
maternal and medical viewpoints, namely the problem of converting highly
individual subjective experience into aggregated objective measures. Medical
outcomes (and inputs) can be readily reduced to numbers; maternal experienees
are harder to quantify. But if the interaction between the two areas is to i)e
explored, maternal (soft) outcomes need to be converted into quantiﬁabie
(hard) measures. Ten years after her work with Graham, Oakley carried out a
piece of research which spanned the maternal and medical viewpoints and which
combined both methodological approaches -~ quantitative and qualitative
(Oakley ¢t al 1990a). The study used “hard” and “soft” outcomes to measure the
effect of a “soft” input (social support in pregnancy). In her account of this
work, “The natural history of a research project” Oakley says that the dichotomy
between qualitative and quantitative methods could be reframed as a dialectical

relationship (Oakley 1992). The individual (“soft”, maternal) and the aggregate
(“hard” medical) data stand as “equal participants in a conversation”. :

‘In summary, then, the questions facing the researcher with an interest in both
the medical and the maternal perspectives are the following: What aspects of'

maternal outcome can be shown to result from obstetric complications or
_interventions? How can these be quantified? The remainder of this section is a
_review of such maternal outcome measures, knowledge of which influenced the
- ”constructlon of the questionnaire for the present study.

:’ The “hardest” of the maternal outcomes (bemg a medically recognised entlty) 1s
pommml dcpresszon. R1chards (1990) prowdes a useful review. In 17 stud1es
reported In the pre\nous decade, nine d1fferent rating scales were used to

identify women with depressmn. Not surprlsmgly, the prevalence of depressmn
in the studies varied enormously (from 5.2% to 22.0%). Richards goes on to

? jdlscuss the possible causes of postnatal depression from which it i1s clear that
:*obstetnc and perinatal events are at most “vulnerability factors™. In 10 studles

Wthh mcluded them, only two (Kumar and ‘Robson 1984 and O’Hara ¢z a4/
1984) showed that obstetric: comphcauons increased the risk of postnatal

| depressnon. Prev10us mental health and social circumstances were much more
*important . mﬂuences. ‘Thus postnatal depressmn per se 1s probably not a

partlcularly useful - outcome measure - - for explorlng women’s responses - to
comphcauons in labour.
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Measuring outcome in maternity care

Particular “psychological well-being® scales (McDowell and Newell 1987) may,
however, be more sensitive for the purpose. (There is, of course, overlap
between “psychological measures” and “postnatal depression® - see, for
instance, Elliott ez al (1984).) No measures have emerged as well validated,
widely applicable, instruments in this context: and there is a tendency to use
extracts, modifications or combinations of existing scales. The following four

studies are emphasised because they attempted, like the present study, to look at
both obstetric factors and maternal well-being,.

Oakley (1980) interviewed 58 married primiparous women during the
fieldwork for Women Confined. She measured “mental health” according to a
combination of four factors — postnatal “blues™ (transient low mood within a
few days of delivery); anxiety (1.e. about the baby); depressed mood (fluctuating
feelings of depression); and depression itself. None of these corresponded
exactly to any pre-existing tests, but she was able to show in a semi-quantitative
way that poor postnatal mental health correlated with obstetric intervention. In
contrast, Ball (1987) in a very detailed study of women’s reactions to
motherhood used established “emotional well-being” scores described by,
among others, Kumar and Robson (1984). She used a more statistically

rigorous approach than Oakley and was unable to show that the type of delivery
affected emotional well-being. Similarly, Flint and Poulengeris (1986) used a

well-established instrument, the General Health Questionnaire (Goldberg
1978), alongside their six-week postnatal questionnaire. They did not find
significant differences between women booked with the Kiwow Your Midwifz
team and controls or any correlation between high scorers and intrapartum
events. Neither did using different thresholds or particular scales within the
GHQ reveal such interactions. Finally, Green ¢z 4l (1988), in a study of
approximately 800 women which covered expectations, experiences (objective
and subjective) and opinions, chose to use a modified version of the Edinburgh
Postnatal Depression Scale (Cox ¢z 4/ 1987) to measure “emotional well-being”.
They deleted four of the original 10 items and added two of their own. They

found that emotional well-being defined in this way reflected women’s social
circumstances and bore little relation to intrapartum events.

On balance, it seems that posmatal psychological well-being does not vary
significantly as a result different intrapartum experiences. This is disappointing
as maternal well-being might, in turn, predict maternal behaviour and longer-
term consequences for both mother and baby. But it is not surprising when one
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considers the other factors operating — the mother’s personality and past mental
health, her social and emotional support systems, and the broader package of
care before and after the delivery itself.

Many studies, including the four described above, include measures of maternal
behaviour — such as attitude to and anxiety about the baby, “adjustment to
motherhood”, breastfeeding and the use of health services. The precise questions
used and the findings of any relationship with maternity care and/or late
complicattons are even less consistent than for psychological well-being. What is
interesting 1 the way that these items of maternal outcome are tied into the raft
of other measures 1n a given study. In Great Expectations Green et al (1988) used
“description of the baby” (literally asking women to circle adjectives about their
baby) as one of four “psychological outcome variables” which were then
correlated to maternal expectations and aspects of care. In Women Confined
Oakley (1980) used features such as bonding and breastfeeding to build up a
soctological picture of the way women adjust to motherhood; ten years later, in
a studsr intended to show the obstetric effects (namely improved birthweight) of
a “soft” intervention (social support in pregnancy), Oakley listed breastfeeding,
problems with the infant and health service use under “postnatal health of the

baby”. In order to unpress obstetriclans and policy makers it is important to-
show that matermty care ultimately improves the baby’s health and reduces the.
demand for subsequent health care. Maternal outcome 1s emphasised as a.
predrctor for other events, - - - Ty
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But running through these studies — and many others in the field - is a focus on
maternal outcome for its own sake: they set out to measure maternal mmfactwn
with :the expenence of pregnancy and labour. Women’s satisfaction s
increasingly seen as ‘a valid concern, whether or not it 1mphes long- term -

medical/resource consequences for them, their fanuly or the health service. And -

clear links - have been - estabhshed between obs tetric factors and maternal
satisfaction: & - L L PR 1 | : .
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Sattsfactlon is a broad concept and must be reﬁned according to the particular
aims of the study Thus Mason (1989) has produced a'survey manual for the :
CXpress purpose of asslstmg ‘health authorities to monitor the views of users of
maternity services. It asks the respondent to rate satrsfactron wrth all stages and
aspects of antenatal mtrapartum and postpartum care and gcnerates data about

the orgamsatlon and’ accepmbzlzty of the service. Flint and Poulengens (1986)
were also concerned to demonstrate the acceptablhty of a particular style of
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Measuring outcome in maternity care

maternity care (the Kinow Your Midwife scheme) and in some respects their study
1S a comparative consumer survey. But rather than simply asking about
satisfaction with the service, they explored women’s satssfaction with their
experience. 'This might seem positively to complicate the issue: women’s
experience and their satisfaction with it 1s dependent on their individual history,
not just on the care recetved. This, though, is precisely the point - “good” care
must surely improve women’s overall experience and it is only by measuring the
latter that we gain meaningful insights into true quality of care.

Three elements of experiential satisfaction emerge as particularly useful and
sensitive measures: sense of control; satisfaction with pain relief; and

satisfaction with explanations from carers. These are discussed below and were
the main measures in the present study.

The first, sense of control, was emphasised by Oakley (1980) in Women Confined.
She asked women “Would you say you felt in control of yourself and what was
going on during labour?” A lack of control seemed to be associated with
multiple obstetric interventions (espectally epidural anaesthesia and instrumental
delivery) and with depression and poor adjustment to motherhood. This idea
was not entirely new: previous studies had painted a picture of “bad”

experiences stemming from lack of understanding and being overwhelmed by
medicalisation (e.g. Hubert 1974, Kitzinger 1978). And there was a firmly

established tradition of preparation classes for childbirth — presumably based on
the belief that better knowledge would give a degree of control over events. But

Oakley’s work provided a theoretical framework for using “sense of control” as a
key outcome measure.

“Sense of control” also appears in the other studies described above: the Know
Your Midwife report (Flint and Poulengeris 1986) and Great Expectations (Green

et al 1988). In the former there was a highly significant difference in the degree
of control during labour reported by KYM and control mothers. In the latter
study, sense of control was subdivided into “internal” and “external” aspects (i.c.

control over self and control over what was done). Both aspects were strongly

rclated to all of four “satisfaction factors® derived from the gamut of
“psychological well-being” questions.

The sccond element 1s satisfaction with pain relicf. It might scem self evident that
lack of pain, or good pain relief, would be a marker of satisfaction and a reliable

outcome measure. It is certainly asked about, for example by Flint and
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Poulengeris (1986) and by Green et al (1988). But the results are unexpected:
in the former study, KYM and control women were equally satisfied with their
pain relief although KYM women received significantly less analgesia. In the
latter study, finding labour more or less painful than expected, being dissatisfied
with their response to pain and using more analgesia were all associated with
lower “fulfilment” in labour - 1.e. the way pain was percewed and handled was
more important than the level of pain itself. Norr er al (1977) prowide a
theoretical explanation for these findings in a paper which explores the
relationship between pain and enjoyment in childbirth. They suggest that
greater use of analgesia/anaesthesia leads to reduced sensitivity (to the woman’s
own body and to her surroundings) so she is less able to participate and hence

experiences less enjoyment. Thus satisfaction with pain relief cannot be taken at

face value as a proxy for overall satisfaction - but it provides interesting insight
into how other factors within care compensate for physical pain.

The third and final element is satisfaction with care. Within this, good

communication 1S a logical starting point. If carers communicate well, they are
more hkely to understand and to respond to the needs of the patient. The
connections bctween patient sansfactlon and communication are explored by

Ley (1988). 'I‘hough he is not writing specifically about maternity care, the

same principles apply. Turning once again to those studies which explore
maternal satisfaction, questions about care are often framed in terms of

satisfaction with explanations: “Did staff always explain what they were doing?
Were choices always explained?” In the Know Your Midwife study (Flint and

I’oulengcns 1986) these were highly discerning questions with significant
differences between the study and control groups. In Great Expectations (Green

et al 1988), questions about being kept informed, being given complete and
. accurate information and being involved in decision making were analysed as
aspects of “external control” and found to be strongly associated with fulfilment
.1n labour. The authors make the point that women are affected not so much lby

what 1s done to them as by how it is done - i.e. the attitude of the staff 1s all-
.. irriportant ‘Mason’s (1989)' survey manual-also proposes questions about the
| quahty of c:xplananons as a way of gauglng satisfacton with care.

» Twill ﬁmsh thlS section W1th some cautlons about the use and i mterpretatlon of
- . these measures of maternal sansfactlon Care 15 needed because the measures
: ‘may be influenced by the woman’s present state of mind. Several studies have
" found that women’s reports change over time — data collected within a few days
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Measuring outcome in maternity care

of delivery differ from data collected after a month or more (Elliott (1984),
Flint and Poulengeris (1986), Woollett (1983)). Presumably women
“remember” their experiences in a better or worse light according to their
current situation. Generally they feel positive after the safe delivery of a healthy
child (Riley 1977) and may therefore appear falsely satisfied. Also, women tend
to be “loyal” to their own birth experience (Shearer 1983) which would also

raise their satisfaction scores.

Above all, women’s satisfaction with their experience of labour is the result of a
complex interaction of many factors: their social and psychological background,
their specific expectations and preparation for childbirth and motherhood, any
medical or obstetric complications and, finally, the style of maternity care.

Finding outcome measures to demonstrate the interactions between any or all of
these is extremely difficult.
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Section C
Ameliorating the effect of complications:
information and continuity of care

Transfer from community-based to consultant care arises when there i1s a
complication of pregnancy or labour which requires medical (obstetric)
intervention. If pregnancy and childbirth are considered to be normal
(physiological) events, then complications are dewviations from the normal,
equivalent to illness. In the absence of studies into the psychological and social
aspects of transfer, studies into the effects of obstetric complications, and of
illness in general, are relevant. The above review of outcome measures will have
made it clear that complications and interventions do have an adverse effect on
women. The main focus of this section is to show how, if transfer 1s a threat to
well-being, aspects of care might ameliorate 1ts effects.

Let us for a moment emphasise the evidence about women’s dissatisfaction with
various interventions. Cartwright (1979) has written extensively about the
experience of induction; Kitzinger (1987) has written about epidural
anaesthesia and episiotomy (Kitzinger and Walters 1981). Other writers have
amalgamated individual interventions into “technology scores” in order to study
the relationship between increasing intervention and maternal outcome.
Oakley’s (1980) system consists of 15 possible items each contributing between

1 and 10 points to a 28 point total. She showed that women with medium or ~

high scores were more likely to be depressed and to have negative feelings abouti
the baby. Elliott ez al (1984) based their technology score on Oakley’s, but were

unable to show a relationship between obstetric complications and subsequent

anxicty or depression. (Depression is, of course, a “harder” outcome than
dissatisfaction.) Norr ez al (1977) looked in great detail at normal dchvenes- "“h
there were no major complications as such, but even within the course of a L
“normal” labour there were variations in the length and difficulty of each stage |
and the analgesia used, which the authors were able to relate to maternal - |
perceptions: of .pain -and- enjoyment. Green et al-(1988) detailed a range of
mtcrvcntlons in “normal” and comphcated” labours and found, interestingly -

cnough, that rmnor mtcrvcntlons produccd morc dlssausfacuon than major
ones.” ~ T T
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Ameliorating the effect of complications

One only has to scratch the surface of these studies to realise that the
relationship between obstetric intervention and subsequent maternal
dissatisfaction (or depression) is complex. Just as Norr ¢z af (1977) put forward
the idea that greater analgesia might lead to reduced participation and therefore
less enjoyment, so other writers have explained women’s reactions to
intervention in terms of its acceptability. Thus Elliott ez al (1984) found that
ratings of the management of and preparation for labour made some weeks after
birth did relate to later depression and anxiety scores although complications in
labour did not. They suggest (page 30) that “(maybe) technology per se does not
have a universal unidirectional effect on postnatal mood but rather it depends
on how that technology was perceived. Replication studies would need to

include ratings by both a qualified independent rater and the patient herself as
to whether the technological intervention was perceived as life saving (and
therefore ‘good’) or for trivial evidence (and therefore interfering or ‘bad’)”.

Green ¢t al (1988) explore the idea of acceptability in terms of choice and
control: they found that emotional well-being was related to satisfaction with
having/not having interventions. Thus, they say (Chapter 8, page 26) “the
context in which the decisions about interventions are made is seen to be highly

important since it 1s women’s perceptions of the necessity or the ‘rightness’ of
intervention which seems to be critical to their emotional well being rather than
the experience of the interventions per se>.

This concept — that the acceptability of intervention is more important than

intervention itself — helps to explain anomalous findings throughout the
literature. Ball (1987), for instance, found that women who had been induced

had high emotional well-being scores; Woollett ez al (1983) interviewed 50 East
London women about their experiences and found that, in contrast to other
studitcs, they were satisfied with interventions including epidural and induction.
The authors go on to explain that these women saw medical involvement in a
positive way (being an advance on the bad old, pre-NHS days). Even thesc

women, however, complained when they were kept uninformed or when there
were seemingly arbitrary changes in medical procedures.

The idea of acceptability leads into an undcrstanding of how care can amcliorate
thc impact of comphcatlons As Norr ¢t al (1977) put it “labour in a supportive

scttmg may be clinically no dxf}'crcnt f'rom those in an unsupportive setting, but
the women’s own feclings about thcu' experiences will differ greatly”.
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Background

What kind of care fosters choice, control and ultimately a sense of acceptance?
Can we unpack the constituents of the “supportive” setting?

The elements which have had most attention 1n the literature are the giving of
adequate information and continuity of care.

The effects of providing information has been thoroughly researched in the
context of preparing for a different kind of crisis, namely surgery. Newman
(1984) reviews this work and explains how different types of psychological
intervention — including prior information — may alter outcome, particularly the
level of anxiety. He emphasises the importance of prior personality and 1its
interaction with any intervention. In the context of maternity care, most of the
research centres on the effect of childbirth preparation classes. Green ez al
(1988) provide a useful review of the literature. They point out that it 1s
difficult to draw conclusions because much of the work is done on small non-
random samples of middle-class, well-educated women. Women attending
classes may be differently motivated from those who do not and few studies
snt:cessﬁjlly allow for this. Also, there i1s an enormous variation in the sort of
inforniation/instrut:tion offered and in the outcome measures studied. Green ez
ral cautious ly concludc, however, that childbirth preparation does have a
‘beneﬁcml cffcct on use of analgesia, perception of pain, sense of control and
overall satisfaction with labour. It may also reduce the use of interventions - but |

there 1s no information on how “bcmg prcpared” affects women’s reactions to
interventions tf _thcy do occur, .- o »

}

tAnothcr approach to the qucsnon of how adequate information may aﬂ'cct
:women s c:xpencncc is to look at what happens during labour itself. Ktrkham S
(1987) work, an obscrvauonal study of the way midwives care for womcn
'dunng labour ‘makes it very clear that giving adcquatc information to women is
Icruc:lal to their wcll bcmg In labour. It was posmble for midwives to be kind and
-:non-spec:tﬁcally supporttvc w1thout gmng womcn thc information they nccdcd
to undcrstand What was happcnmg to thcm In summary, although there is httlc

direct CVlanCC it does s scem hkcly that pr0v1d1ng mformanon bcforc and dunng
comphcanons may amchoratc their effects.

*
“:*. Ea 1 ”__5"1-

Lct us turn to contmulty, Wthh has rcccwed a great deal of pubhqty in reccnt
. ycars. Whllc thcrc arc scve_tal st_udles w}uch look at ovcrall outcomes in systcms

of care w1th a hlgh lcvcl t)f contmmty (tht and Poulcngens 19806, Watson
1990) there are fcw which try to make spetztﬁc associations between contlnmty

Mk B -
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Ameliorating the effect of complications

of care itself and maternal satisfaction. An exception to this is the oft-quoted
work of O’Brien and Smith (1981). They compared various aspects of
satisfaction with antenatal care between hospital and GP clinics and also showed
that the number of different carers seen at the hospital was far higher than at the
GPDs. It cannot be assumed, of course, that continuity was the only difference in
the style of care. Lee (1993) provides a good review of the literature — much of
it from the field of family medicine rather than maternity care - and concludes
by quoting the Institute of Manpower Services: “there i1s a lack of concrete
evidence about the importance of continuity of carer ... [and no research] into
the meaning for mothers and midwives of ‘continuity of carer™. In her own
study, Lee found higher satisfaction ratings among mothers who were attended
in labour by a midwife they had met before. Even this does not touch on the

possible benefits of continuity in the particular circumstance of complications in
labour.

The qualitative part of the present study (the interviews with transferred

women) explores how explanations and continuity of care affect the experience
of transfer. Chapter 7 (Discussion) puts the findings in the context of literature

about the psychological needs of people in crisis and the theoritical basis of
good care.
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2 THE RESEARCH QUESTION

The aims of the study were two-fold: to describe the community-based obstetric
service in the city and to focus on transfer from community-based to consultant
care during pregnancy or labour. The author wanted to compare the
connndnity—bascd service with the more standard shared care arrangements; and
she wanted her assessment of the service, especially with respect to transfer, to
encompass the maternal as well as the medical viewpoint.

Hence three research questions were identified:

1. What are the characteristics of community-based obstetric care and
- how does it differ from shared care?

2. How do women report their experience of transfer from community-
based to consultant care?

3. Is the cxpcncnce of transter following complications more satisfactory
than the cxpcrlcncc of complications under shared care alone?

The first question must of course be broken down into more precise objectives.
These reflect the sorts of issues commonly explored in health surveys
(Cartwright 1983) and the areas of interest and contention around maternity

care as set out in Chapter 1. They also reflect the sample size that could
reasonably be studied given the time and resources available. As Abramson
(1990) puts it, “With such-and-such sample size (determined by practical
considerations) about what variables and about what associations can I expect to
get use.ﬁ.ll ﬁndmgs?” Thc f'ollowmg ob]ccuvcs were 1dcnt1ﬁed

+ To describe the orgamsatlon of thc service in terms of the number and

pattern of home birth and GP unit bookings, and to set this in the context
of thc standard pattcrn of sharcd care in thc c1ty

4 .o describe the users of the community- bascd service and to compare them
. with users of shared care in terms of?:

. age, parity and social characteristics . .
expectanons aboutthebirth, =~~~ ~— ©
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The research question

4+ To describe the style and effects of community-based care and to compare
them with shared care in terms of:

obstetric intervention (aspects of management)

obstetric outcome (mode of delivery)
length of hospital stay

continuity of care
postnatal anxiety and depression scores.

4+ To describe the pattern of transfer form community based to consultant
care in terms of:

overall rate
iming
indications
outcome.

4+ To compare the acceptability of care in the two systems in terms of:

satisfaction with overall care
satisfaction with pain relief
sense of control in labour.

The second research question was purposely open-ended: the objective was to
explore the subject of transfer from the woman’s point of view. Chapter 3
(Methodology) describes how the question was operationalised using a
naturalistic (qualitative) approach. In essence, rather than developing a tightly-
defined hypothesis and putting it to the test, the research question 1s

progressively opened up so that new data are “discovered” rather than “proved”.

The third question does imply a hypothesis and requires careful definition of the

concepts involved, so that the relationships between them can be explored. The
hypothesis was that transfer itself does not affect women’s satisfaction with their

experience of labour. The literature suggests that women are more dissatisfied
with highly technical birth experiences (whether due to management style
and/or obstetric accident). The author hoped to show that transfer does not
worsen dissatisfaction — indeed she suspected that women might feel more
satisfied because they had “had the chance” to give birth naturally and because
they were well supported by their community-based carers. The difficulty was in
defining “experience” and in finding sensitive measures of “satisfaction”. Further
derails about how these concepts were operationalised and applied in the quasi-

experimental setting of highly idiosyncratic cases and non-equivalent controls
are given in the final section of Chapter 3 and Appendix 2.
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3 METHODOLOGY

The study incorporated two approaches: firstly, a survey using documentary

sources and postal questionnaires to collect quantitative data and, secondly,

series of long interviews to collect qualitative data. This chapter consists of three
sections, namely: accounts of the two methodological approaches and a critique

of the overall design, including a discussion of the advantages and disadvantages

of using the two methods in combination.

An account of the practical aspects of the design and analysis - the method as
opposed to the methodology — is given separately in Chapter 4 (Design). This
enables easy reference when assessing the results of the survey. Copies of the
data collection schedule, questlonn:ures interview schedule and covering letters

“can be found in Appcndlx 3.
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- Section A
The quantitative investigation: a comparative survey

The design of the quantitative investigation was a prospective, comparative
survey using non-equivalent controls. Let us look at each of these structural
clements and then consider instrumentation and validity.

Surveys: definitions and uses

Cartwright (1983) gives a broad definition of what she means by a survey:

“Surveys are essentially a research tool by which facts can be ascertained,

theories confirmed or refuted, ideas explored and values identified and
illuminated.”

She quotes Platt (1978) for a definition of the “tool”:

“a technique of data collection, that is systematic and structured
questioning, either by interview or.questionnaire; of a relatively large
number of respondents”.

These definitions do not imply any particular design or approach to analysis.

Marsh (1982) distinguishes between “surveys” and « experiments”, giving the
following definition:

“A survey is an investigation where:

(a) systematic measurements are made over a series of cases yielding a
rectangle of data;

(b) the variables in thc matrix are analysed to sce if they show any
patterns;
(c) the subject matter is social.”

She is clear that in survey research, causal hypotheses are tested by “drawing
inferences from already existing variance in populations by a rigorous process of

comparison. In practice, one of the major strategies ... is to control for other
variables ... that might produce an effect” (my italics). This viewpoint is echoed
by Abramson (1990) who defines- a survey. as a' “non-experimental
mvcsnganon (an experiment being a study in-which the investigator decides

‘which respondents - are exposed to —'or deprived of - the factor under
consideration). He goes on, “however, to dlSCUSS the -place’ of “quasi-

‘experiments” (Campbell and Cook 1979), the' use  of controls, and of

LA
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Methodology

comparison groups in programme trials. In their textbook on survey methods
Moser and Kalton (1979) make a distinction between descriptive and
explanatory surveys and show how the latter make use of “experimental
designs”. Thus survey methodology can be used for description, analysis of
causation and to test hypotheses. In the latter cases i1t may employ quasi-
experimental designs, often with controls. i

Testing a hypothesis: the use of controls and matching

The objectives set out in Chapter 2 are expressed as a list of aspects of
community-based maternity care to be described and/or compared. If we are to
test the hypothesis that there is a difference between community-based and

shared care, a control group will have to be drawn from women booking for thc
latter. i

The situation is complicated because some of these “aspects™ actually describe

the users of the service — i.e. pre-existing differences between the cases and
controls; other aspects refer to the nature of the service, i.c. they are
indepcndent variables; and yet others describe outcome measures such as mode
of delivery, obstetric interventions and maternal satisfaction — 1n other wordé,
dependent variables. o

r

All are of interest sunply in terms of describing the cornmumty -based semce-
Who uses it? How is it organised? Does it have particular obstetric practices?
Are women satisfied with it? But these questions are sharpened by comparison
with shared care: the ‘use of the control group puts the service into a local
perspective. The results are also discussed 1n terms of independent documentary
evidence about the local service and with respect to other studies.

The really interesting question, however, is whether the differences in style of
: care affect the outcome. To address this question, the controls would have to be
~matched for.every factor — apart from.the care received — which might affect
routcome.’ (The. same effect - would be :achieved, .of course, by setting up .a
randomised, controlled trial'in which respondents were randomly allocated to
.treatment or. control groups. Alternatively, if the sample was large enough it
-would -be possible: to use. factorial : analysis to, separate out all the possiblc
+different influences on outcome.) In the present study the controls were selected
- by “group - matching”: (as - opposed . to . “individual  matching”). ‘ Chapter- 4
(Design) describes in-detail the criteria used. The idea was, to pick a group

¥F oo
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The quantitative investigation: a comparative survey

which was similar in terms of obstetric risk. The major difference which could
not be allowed for was attitude to community booking and all its connotations:
obviously many of the community-booked women had positively chosen that
option and would have particular attitudes and expectations. Thus the controls
are non-equivalent and all the comparisons must be interpreted in that light.
Section C of this chapter (a critique of the design) includes a discussion about

other ways in which the problem of non-equivalent controls might have been
overcome. |

Prospective studies

Abramson (1990) makes a distinction between prospective/retrospective
methods of data collection and prospective/retrospective designs. The former
refers to whether data were recorded during or before the investigation (and

might be better referred to as “prolective”/“retrolective™). The latter refers to the
logic of the analysis. In a prospective study, causation is followed from cause to
effect: the treatments are known to be different and a difference in outcome 1is

sought. In a retrospective study, variation in outcomes is observed and possible

causes for the variation are sought. The present study was both prospective and
prolective.

Instrumentation: the questionnaires

Self-administered (postal) questionnaires have advantages over interviewing for
the collection of quantitative data: they are relatively cheap; they are quick and
easy to send; “non-contact” is rare (unlike trying to arrange an interview); they
are impersonal and so less embarrassing — “difficult” questions may be answered
more honestly. The main disadvantages are that only simple questions can be
asked; the answers are final (ambiguities cannot be unravelled as they could be
in a structured interview); the respondent may consult with others; the

questions themselves may influence answers; and non-response can be a major
problem.

In practice, questionnaires have been widely :;nd successfully used in studies of
‘maternity care. The factors which are said to ixhprové responsc ratc include the
interest of the subject matter to the rcspondcnts and thc ‘promise that a

successful study will produce gains for them or pcoplc in a similar situation.
These considerations obwously apply O pregnant women bcmg asked about
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Methodology

maternity care. Cartwright (1986a) has shown good response rates even with
lengthy questionnaires. Variation in response rate is more likely to arise from

differences 1n social class than the content of the questionnaire (Cartwrlght
1986b).

There 1s also evidence that the answers are accurate when compared to those
obtained by interviewing (Cartwright 1988) or by extracting data from medical
records (Martin 1987, Oakley ¢z al 1990b). Garcia (1989) gives a useful review
of some of this evidence in her introduction to the Office of Population
Censuses and Surveys (OPCS) survey manual, itself a blueprint for

questionnaires investigating women’s experience of maternity care (Mason
1989).

e B 9

The plethora of studies of maternity care using questionnaires means that it is
casy to “borrow” questions from them. This has advantages in that thc
questlons have been piloted and validated already, and that compansons of

findings can be made. The present study used questions copied or derived from
the OPCS manual (Mason 1989) and the Know Your Midwife report (Flint and
| Poulengens 1986). Care needs to be exerc1scd, however, to ensure that
““borrowed” questions reflect the concepts under investigation. e

f 1
@

The following is not a complete summary of how each “aspect” of the service

was converted into quantifiable Vanables but 1t draws out thc esscnnal and thc
controversial feat:ures in each area of i mvcstlgauon o T B

1.“i:.'--.: -|'lt
A A .

£

1. 'Organisation of the service. A central feature of the community- bascd
-7 service is the promise of continuity of care. This has been defined in terms of
- the number of carers involved, the presence over a series of encounters of
- * the same carer (Stculwacks 1979), the existence of an “attitudinal contract”
‘between carer and client *(Banahan:and Banahan:1981): Recently, in the
discussions . about. implementing - team < midwifery,:- continuity. . of . care
‘(meaning a consistent approach from a team) has been distinguished from
continuity of carer (King’s Fund Centre 1993). The questionnaires allowed
- - for an analysis of the contmumg involvement of individual carers, but this
. a proved too complex to mtcrprct The 1nd1cators cvcntually chosen were
| ,' number of carcrs at labour and thc prcécnce of 2 famlhar carer at labour and
on thc ﬁrst postnatal day L T e

z
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The quantitative Investigation: a comparative survey

2. Characteristics of women using the service. Women were assessed 1in
terms of obstetric risk factors (age, parity, height, weight, smoking habits)
but also in terms of social background and expectations about labour and
maternity care. Cartwright (1983) gives an interesting insight into ways of
assessing social class. If women are classified using their husband’s
occupational group they tend to have a higher social class than if they are
asked about their own occupation. It has also been suggested that if women
of childbearing age are asked about their present or last occupation it will
be lower on the scale than the highest calibre job they have ever achieved.
Women probably tend to get low grade part-time or temporary jobs if their
careers have been disrupted by having a family. In the present study, women
were asked about their own last or current work. Information on

educational attainment was also sought and did indeed show a slightly
different pattern.

3. Effects of care. Chapter 1 (Background) gives an account of the merits and
difficulties of measuring aspects of obstetric outcome. It seemed that with
the size of this study and the focus on women’s experience it was important
to concentrate on obstetric snterventions which interact with maternal
morbidity, such as foetal monitoring, analgesia and episiotomy. The
postnatal anxiety and depression score was collected routinely by the Health
Visitors for all mothers in the city. It seemed worthwhile to incorporate an

independent and validated measure of maternal outcome. The schedule for

the score, which 1s based on the Edinburgh Depression Score (Cox et al
1987), 1s given 1in Appendix 3.

4. Acceptability of care. Three aspects of satisfaction were scparated out -
satisfaction with pain relief, satisfaction with carers and sense of control in

labour. Satisfaction with carers was further refined into questions about
communication, since this seems the crux of a good relationship. Sense of
control was singled out largely because of the emphasis placed on it by
Oakley 1n her book about women’s experiences of childbirth (Oakley 1980).
Flint and Poulengenis’s (1986) findings also suggested that thesc might be
useful outcome measures: in their comparison of women booked with a

team of midwives as opposed to the standard hospital care, they found

greater satisfaction with information and greater sense of control in labour
in the Know Your Midwife scheme women.
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The skill of writing successful questionnaires is in combining these questions
into a document which is clear and interesting to the respondents. Copies of the
antenatal and postnatal questionnaires are given in Appendix 3. It can be seen
that the questions were arranged in sections which took the woman through

different phases of her experience. There was a covering page with simple
instructions (as well as the covering letter). The questionnaire opened with
simple factual points. Personal details (age, ethnicity) were left to the end. Most
of the questions could be answered by ticking boxes, but there were also a
couple of open questions. |

A final consideration is the timing of questionnaires. It 1s clear from many

studies (Oakley 1980, Flint and Poulengeris 1986) that women’s attitudes are
different at a few days and six weeks after the delivery. In the present study
postnatal questionnaires were sent at ten to fourteen days. This was largely a

pragmatic decision - long enough to track the delivery from the labour ward
log, short enough to be able to arrange an interview at around four to six weeks

postnatally. It was also hoped to achieve a compromise between fresh memories
of actual events and some sort of perspective of the meaning of the whole

experience. It is accepted that the responses will be coloured by the woman’s

state of mind at the time of filling in the questionnaire, which will 1n turn be
affected by the health and behaviour of the baby, the quality of postnatal care

and support and her gcncral adjustment to motherhood - as well as by the
~ experience of labour itself.

Validity and reliability

Validity refers to the “soundness” of the ‘method. It is usually subdivided 1 mto
- “mnternal” and “external” validity and can be applied at the level of
... Instrumentation or of design. Different texts emphasise different aspects of
- validity but there 1s considerable overlap between the checklists they provide.

" Let us look ﬁrst at mtcrnal vahdﬂ:y with rcspcct to instrumentation. Moser and
- ; Kalton (1979) say this means that “a t:rue measure has been made”. Shadish et al
" 7(1991) talk of “construct vahchtf’ as being “the accuracy of labels for causes,
:outcomcs and thmgs in bctween Abramson (1990) says it 1s the degrcc to
;;*WhICh the measure rcﬂccts thc conccpt But he goes on to point out that if
concepts have been clearly deﬁncd in 0pcrat10nal terms, the measures are
autornancally (“by definition™) valid. It is this | process — of translatmg the central
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concepts of a study into relevant measurable variables — that needs to be

validated. He then lists ways of appraising internal validity in these terms
(Abramson 1990 p.152):

1. Face validity

2. Content validity

3. Consensual validity
4. Criterion validity
5. Predictive validity
6. Construct validity

I will consider each of these with respect to the quantitative aspect of the
present study. For face validity (or logical validity) the point at issue 1s whether
the data collected from documentary sources or the questions on the

questionnaires actually yield information relevant to what the researcher wanted
to know. For some outcomes this was clearly the case: the occurrence or non-

occurrence of certain obstetric interventions 1s fairly clear cut, and could often
be further validated by triangulation - i.e. collecting data using more than one
instrument. (Webb (1970) talks of using “multiple methods” and converging
data from several classes of data.) Other concepts, such as satisfaction, are

vaguer, being made up of a range of components and susceptible to a variety of
definitions. |

This brings us to Abramson’s second point, content validity. A composite
variable should contain all the relevant components. This ties in with another

view of triangulation. Webb (1970) quotes Boring (1953): “Constructs are
validated by having more than one operational definition. Many correlating
definitions lead to reification.” There is another side to this argument, given by

Cartwright (1983), that “complex scorings” should be avoided: it is better to
“stay close to the dara® The present rescarcher chose to use a range of variables
for some of the more complex concepts. The results of the survey show

rclationships between single key variables. Section C of this chapter describes

her attempts to combine these into composite scores for “expectation”,
“intervention in labour” and “satisfaction”.

Consensual validity means that a number of experts agree on the validity of a

measure. In the present study this applied to certain variables (for instance social
- class, educational level — although even here there is some disagreement,

particularly with regard to women). In others the literature review gave a
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definite sense of the most “useful” outcome measures — for obstetric morbidity
and “soft” outcomes. A good example was the importance of “sense of control”
as an indicator for maternal satisfaction with labour. This appeared in Oakley’s
work (Oakley 1980), was used by Flint and Poulengeris (1986), Green er al
(1988) and Mason (1989). Once again, triangulation seems to apply. Within
the present study, “being in control” featured in women’s replies to an open-
ended question in the antenatal questionnaire (although it did not appear as a
closed question until the postnatal questionnaire). And it also emerged as a
(subsidiary) theme in the interview data.

Criterion validity means reference to a “gold standard”. There were few concepts
in the present study which were susceptible to this kind of absolute comparison.
This applied not only at the level of individual measures (what 1s the ulamate
measure of maternal satisfaction?), but also to the relationship of those
measures with the research question itself (what is a better or a worse outcome?
From which point of view — foetal? maternal? medical?)

Predictive validity is a way of assessing the value of the measure 1n terms of its

association with future outcomes. Abramson gives the example of minor .

electrocardiographic abnormalities as measures of coronary heart disease béing
tested by looking at their relationship to subsequent myocardial infarction. It 1S
hard to see how the outcome measures in the present study could be tested in
this way: they refer back to past events which are not even themselves good
predictors of future behaviour. Some studies have attempted this sort of
predlcuon. it is thought that a sense of control in labour may make women feel

- more confident about their role as mother and that as a result they would be less
N dcprcssed, less anxious about their babies and less likely to use the health

services. One could 1 imagine u.smg relatively “hard” measures such as these to

vcrlfy carhcr mcasurcs

This approach ties in to some extent with Abramson’s last point - comtmct

validity. He quotes the definition given by Carmines and Zeller (1979) it is |

.+ “the extent to which a particular measure relates to other measures consistent

w1th theoretically derived hypotheses concerning the concepts (or constructs)
that are bem g measured”. The present study contains many such interrelated

1 ﬂmeasure.s ~ for instance the different ways - of looking at women’s social

N L'background, particular expcctanons and different measures of satisfaction. Thc
~ fact that these are correlated with each other and within the different bookmg
'groups provides evidence for the vahdlty of each.

LI LY e e X
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Internal validity can also be assessed from the point of view of the design of the
study. This is the approach adopted by Campbell and Stanley (1963) with their
oft-quoted list of “threats to validity”. They point out that the ways subjects are

selected, change or drop out during the study and respond to tests, as well as
the tests themselves, all affect the validity of the study in the sense that it may be

a more or less accurate reflection of how the subjects actually behave in the real
world.

Let us turn to external validity, that 1s the generalisability of the results: to what
extent can results be extrapolated to the real world/the general population?

Several factors listed by Campbell and Stanley have some bearing on the present
study: there may be a reaction to testing — 1.e. women who have been exposed to
the study or specific ideas in the questionnaires may behave differently from the

general population of (non-tested) women. It is certainly possible that asking
women about certain procedures would make them more aware of them and

perhaps more or less likely to have them. Since the giving of information is such
an important aspect of communication and control this should not be
underestimated. The interaction of selection and experimental variables is also
highlighted by Campbell and Stanley. This was also a strong factor in the
present study. There 1s no doubt that selection of the controls, both by design
and by the likely characteristics of non-responders, would have made them
different from the general population. This was an advantage in the sense that

they were more like the cases (with which they were supposed to be matched),

but a disadvantage in that the results can be extrapolated to all women in the
city only with extreme caution.

39



Section B
The qualitative investigation: interviews

The second question posed in this study (see Chapter 2) was “How do women
report their experience of transfer”. In a quantitative approach we would

attempt to translate this research question into a hypothesis, and proceed to test

it by looking at associations between relevant variables. That approach,
however, relies on being able to define and operationalise concepts 1n order to

design the study. Only experiences which have already been predicted can be
asked about. New knowledge may be discovered in the sense that the
relationships between concepts can be explored (and if concepts are broken into
their components the resultant patterns may be surprisingly complex)..But
essentially, a hypothesis can only be proved or disproved. This is entirely
appropriate to the subject matter in the sense that there 1s a great deal of
information about the general pattern of women’s experience in pregnancy and
labour, and it is reasonable to predict what might happen in the particular case
of transfer, and to try to prove or disprove that prediction. What a quantitative

approach cannot do, however, is to uncover entirely unknown phenomena - to
generate new theory. |

To do this we must use a different paradigm: the explanation and jusdﬁcadéﬁ of
the qualitative part of the study which follows is based on Lincoln and Guba’s

(1985) .theories of “naturalistic inquiry” and Glaser and Strauss’s (1967)
“erounded theory’ ‘

The focus of the inquiry

Let us return to our question. This time, we are not seeking to propose a

~ hypothesis, but to determine a “focus” for the enquiry. This may be cxprcsscd In

terms of a “problem” — which has been generated by the interaction of concepts,
empirical data, experiences or other factors (Lincoln and Guba 1985). Problems
may be conceptual (a “perplexing or enigmatic state”); they may be ai;tioﬁ
Prob}enls (where conflicting factors “render choices moot”); or they may be
value problems (where “undesirable coﬁsequcnces arise). The interacting data
which led to this study came from the researcher’s first-hand observations (as

their general practmoner) of women being transferred, anecdotes from other
carers and the negative way in which transfer seemed to be seen in the medical

Ty -
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journals (for example Bryce ez al 1990, Sangala ez al 1990). It seemed that
women booking for community-based delivery had certain hopes and

expectations (high ones) about labour and maternity care. If they ran into
complications, their labours would be different (worse) and their care disrupted.

Might they not feel more distressed than if they hadn’t planned anything
“special” in the first place? On the other hand, there was a certain feeling from
the women and the carers that “at least they had tried”. Meanwhile, studies
looking into ways of minimising transfer (by excluding women with “high risk”
pregnancies from community booking) and criticising those services with a high
transfer rate were being published — as though obstetric safety was the only
criterion for planning. There seemed to be an assumption that transfer was
undesirable. The problem had to do with choices (action) and desirability of

outcome (value). Is women’s experience of transfer so bad as to suggest it
should be avoided at all costs (including not giving them “the chance to try”)?

The “focus” or “problem” will define the boundaries of the inquiry. Thus we are
interested in the field of experience (in the sense of feelings) and in transfer (as

opposed to any other aspect of community-based maternity care). But the
problem has been narrowed further still — we are looking at the experience of

the women themselves (as opposed to the experience of their partners or
carers); and the “problem” has actually been framed as a specific question: Do
women’s frustrated expectations make transfer so bad an experience that it
should not be risked? Surprisingly, the difficulty is in keeping the inquiry opes
enough to pick up genuinely new insights, not in narrowing it down. It is
recommended that the inquirer “engage in prior ethnography to provide a
springboard and bench mark for the more formal study” and that “tacit
knowledge™ 1s an advantage in secking and interpreting data (Lincoln and Guba
1985). But the disadvantage of too close an association with the subject is the
risk of preconceptions clouding the inquiry - including this first step, the
setting of boundaries. So even at this stage, there must be a conscious effort to
“manufacture distance” (McCracken 1988). This can be done by reviewing the

literature, by focusing on incidents which have surprised the researcher, by
imagining preconceptions in reverse, by being aware of one’s own patterns.
These last are the same techniques used in analysing data according to grounded
theory (Strauss and Corbin 1990): it seems that defining the boundaries is itsclf

a flexible process which should be subjected to the same rigorous efforts to
avoid bias (unacknowledged narrowness) as the inquiry itself.
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The choice of method

We now move on from the theoretical framework to the choice of method for

the inquiry. Zelditch (1970) advises considering the type of information which |
is to be collected and gives a matrix showing the “goodness” of each
combination (indicated by the number of ticks in the Table 3.1). 1

Table 3.1. Preferred methods of collchon for dlfferent data types

—_— ——

| Information type Method
Enumeration Participant Intcrv1cws
samples observation

| Institutionalised norms and
statuscs

The kind of information we are interested in is the second category, incidents
and histories - i.e. individual women’s experiences. These are not inseparable
from the third category, as experiences (perceptions) are shaped by societal
norms. We are therefore directed towards participant observation and
interviews as effective ways of gathering information. Interviews were chosen
for a combination of practical and theoretical reasons.

- i
] 4 ] 1

TFirst from a pracdcal point of view, the nature of the incident under
mvestlgatlon would have made participant observation difficult. Labours can
 start at any t nme of day or night and last from a few hours to a few days. Only a
fcw will lead to transfer, but there is no way of predicting which. Some transfers
| take placc antenatally and may be organlscd during a planned antenatal
appomt:ment but thc need may ansc more suddcnly and be dealt with at homc
;”01' in the surgery. It would have rcquu'cd many and very flexible hours to
| lobscrve the phenomcnon duectly It would probably have been p0531ble to
obtain consent from the women and their carers — there are good examples of

pamc:lpant observatlon of pregnancy and labour (Kirkham 1987, Brooks 1988)
| although it would havc been dxfﬁcult bccausc of the special wishes of the

. partlcular women mvolvcd Above all, 1t would have been impossible for the
:rescarcher herself to bea ncutral obscrvcr in the local settmg She was known to

most of the carers ‘as- a gencral practmoner hcavﬂy involved In commumty
obstetrics. This was cxtrcmcly helpful in negotiating the survey aspects of the

" -T
4}
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study, but would have altered the dynamics of the phenomenon under direct
observation. (Some of the same reservations must be applied to interviewing the
women, who knew her to be a doctor, although not personally. We will take up
the discussion of observer effect and bias later.)

Secondly, from a theoretical point of view, the focus of the inquiry was squarely
on women’s experience. It would certainly be interesting to look directly at the
role of other players and to work out the dynamics of the phenomenon as a
whole - but in this study women’s perceptions were of central interest. There

was a conscious choice to look at transfer through their eyes and to write about
it in their words. A problem of the truly “unobtrusive” method 1s that it cannot
tap into the respondents’ explanations (Denzin 1970). As it happened, a strong
theme to emerge from the data was the importance of explanations: the

explanations given to women, the way they were given, and the way they were
incorporated into the woman’s “story” of her pregnancy and labour. It may be
that asking women to tell their own story some weeks after a highly medicalised
event would inevitably produce a theory about “illness narratives” (Kletnman
1988). Does this mean that the theoretical framework was perfectly chosen — or
that it dictated the findings? The final paragraphs of this section will return to
the question of “validity” in qualitative research.

The interviews

We now move further into the practicalities of the chosen method, with a
discussion of interviewing. It has been said that “interviewing is a conversation
with a purpose” (Dexter 1970 quoted in Lincoln and Guba 1985). The
implication 1s that interviewing can be developed from “everyday interpersonal
skills” - a point emphasised by Coles and Mountford (1988) in their guide to
interview surveys. But we must first be clear about the purpose. Lincoln and
Guba (1985) take up the latter point and define five possible purposes:

1. Here-and-now constructions of persons, events, activities, feelings,
motivations, claims, concerns...

Reconstructions of such entities from the past
Projections

2.

3.

4. Verification of information from other sources (triangulation)

5. Vertfication of constructions reached by inquirer (member checking)

In this study, the second purpose was dominant - the interview was used to
establish what had happened around transfer. However, the total experience,
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and the effect of that experience, was operating in the “here and now™: present
concerns were also of interest. It could be argued that relying on memories to
reconstruct events introduces bias. Women’s feeling about labour are known to
change significantly during the first weeks of motherhood (Flint and
Poulengeris 1986). A balance had to be struck between collecting accurate
“reconstructions” of past entities and discovering their distilled effects. If a
choice had to be made, the latter was more important. Projections into the

future (the third purpose) also help to illuminate phenomena which are actually %
located in the past: “If you had to choose again, what...?”. Inviting a fantasy
frees the discussion from the facts. The last two purposes (verification) were of
peripheral importance. The face-to-face interview did provide the opportunity -
to clarify ambiguities in the questionnaires, but the quantitative survey was a
parallel rather than a triangulated process. Neither did the design include
structured “member checking” - i.e. taking back emergent theory to the
respondents for comment. As more interviews were recorded the researcher |

became aware of key themes — but these were not recycled into the data
collecting process in any consistent way. There was a tension between listening
to individual stories and developing a unifying theory. |

This wish to hear individual stories, and to be open to new information, led to a
decision about the structure of the interviews. (The terms structured/
unstructured are often used: I find this an unhelpful dichotomy as it implies that
openness and flexibility do not require rigorous planning: there is a structure of
- sorts in the most “open” of approaches.) The interviews followed a set pattern
of topics: the exact wording of questions was adapted to fit individual stories as
they emerged. The first question was completely open, simply inviting the
woman -to tell her “birth story” uninterrupted. This usually took about 15
minutes. In the second half of the interview she was asked to elaborate on
- particular events around transfer — especially the role of the various carers and
her experience of any interventions. As the study progressed and certain themes
emcrged, these were more positively sought out. Finally, the woman was asked

to express an overall opinion about her experience. Thus the general pattern of
the interview was prcdctcrrmncd there was a standardised preamble, a Vcry

open first qucsuon then more specnﬁc probes, and one final pre-worded test of

opmlon This mlght be termed “progressive focusmg” (Coles and Mountford

1988), - though ‘the term is more - properly used to describe noting and
~ elaboratmg on leads (e.g. valuc ]udgerncnts) raised by the interviewee. This was
- another unresolved tension in the ; interviews — how to gather information about
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a specific aspect of pregnancy and labour (transfer) whilst remaining open to
the women’s concerns.

Another area of choice i1s the relattonship between the interviewer and
interviewee. Coles and Mountford (1988) write simply about the degree of
formality (which has to do with setting as well as attitude). Lincoln and Guba
(1985) analyse the possible relationships in terms which suggest the ways they
might bias the information gathered. The i1deal is probably the “phenomenal”
where both interviewer and interviewee are “committed to an empathic search”.
The dilemma 1s that interviewer-as-automaton may be neutral in one sense, but
will not be able to develop sufficient rapport to gather in-depth information.
On the other hand, displaying too much knowledge (interviewer-as-sage), or
too much of self (interviewer-as-human-being-in-role) may bias the responses.

A further point, which touches on purpose and relationship, is about what the
interview meant to both parties in “real life”. One of the findings was the need
of women to debrief, and this long interview provided such an opportunity for
the women. It was clear that some of them still had a great deal to “unload”. On
the other hand, the researcher was able to hear women without the
responsibilities of being “their” general practitioner. The data this released are
the substance of the thesis, and there for all to read. But there is a level of
insight, and the concrete reality of having had that experience, which cannot be
shared. The experience of doing the interviews has shaped my subsequent
practice — and I think 1t 1s likely that the experience of being interviewed may

have shaped (if only in a small way) the women’s subsequent perspective on
their transition to motherhood.

It is evident that qualitative research interacts with “real life” in a more
immediate, certainly a more personal, way than quantitative methods. Oakley
(1980) 1s oft quoted in this context: she insists that the researcher must ‘give of
herself’ during the interview — it is pointless to pretend absolute neutrality. In
her recent study into the effects of social support during pregnancy (Oakley
1992) the dual role of supporter/researcher was integral to the study design.
Janet Finch, in her contribution to Bell and Roberts® (1984, p70) book on
social research, explores the special vulnerability of women interviewees and the
corresponding responsibility of the researcher not to abuse their trust. She uses
examples from her work on clergy wives and child carers to demonstrate the
real-life gratitude and frankness of her subjects. And she finds herself in an
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ethical dilemma about how to use such privileged information in a truly non-

exploitative way. Feminist writers are not alone in pointing up this interaction.
Hammersley and Atkinson (1989) talk of the “research bargain®. .

Observer bias

Let us look in more detail at the way “human instrument” introduces bias into
data collection: we considered earlier how in participant observation the
presence of the observer could influence actual events. Similarly 1n interviews,
the researcher’s personal attributes may affect the responses. In this case, fthe.
most threatening attribute (to the research process and possibly to the women)
was the researcher’s professional status and knowledge. If the rcspondentsfsaiwv

her as a doctor they might tailor their replies according to what they believed a
doctor would like to hear. She was also trained and experienced in eliciting

certain kinds of data for certain particular (medical) purposes: elements of that
approach would be sure to spill over into the research interview.

What strategies can be used to overcome such problems? The first 1s to d1$gulsc
the interviewer’s true position. Apart from the ethical problems of covert
methods, the fact of being a local general practitioner was used to grgat
advantage to gain the cooperation of the carers and access to the respondents -
(starting with' the distribution of the questionnaires). This practical advantﬁée |
seemed to outweigh' other considerations. Another strategy is to create an
informal atmosphere and build personal rapport. This was attempted by gomg
to the woman’s house, dressing casually, accepting a cup of tea. It is also
important to emphasise the purpose and confidentiality of the interview: the q‘

contents would only be used anonymously and I was not in communication
with the woman’s carers. - .

What of sw1tch1ng out of “doctor mode™ and adopting a neutral, cnquu'mg,
rather than a helping, problem secking/solving stance? This actually felt quite
easy The researcher is aware of “being a doctor”, e.g. during surgeries or when .
on call, and of “being hcrself” e.g. In social situations. She is also aware of
when these boundaries are crosscd e.g. 1n a personal phone call taken dunng

surgery or when a friend asks a “medical” question out of more than academic
mtercst She . could therefore consc1ous ly try. to remain “herself” for. the

mtemcws whilst callmg on the profcssmnal technique of suppressing personal
op;p{qns. There is no guarantee that this internal perception on the part of the
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researcher was mirrored in the women’s perception of her — or that it would
have stood up to external assessment.

The other type of bias introduced by the “human instrument” is in the effect on
which data are collected from the total available during any encounter. The
preoccupations of the researcher will affect what she sees and hears. The simple
remedy for this 1s careful contemporaneous recording of data. In this study, the
interviews were tape-recorded and transcribed in full by an audiotypist. This
neutralises the process in one respect — since all spoken words reach the next
stage of the inquiry (the analysis). On the other hand, emphases introduced by
non-verbal cues, and meanings embedded in that unique encounter of
interviewer and respondent at a particular place and time are lost. There is much
to be said for taking notes during or immediately after the interview. This
certainly aids the analysis, as rudimentary summarising and categorising has
already begun. A purely practical point is that respondents often make a
revealing last comment after the tape-recorder has been switched off.

These discussions of both types of observer bias - her effect on the respondent
and on the data gathering itself — bear hints of a deeper, theoretical problem:
there is no absolute neutrality, data cannot be elicited or collected without bias.

To some extent it is only because the observer has a viewpoint that anything is
seen at all. We will return to this important question in the paragraphs on
analysis, and finally in the overview of validity in qualitative research.

Sampling

The principles of sampling in quantitative and qualitative research are
completely different. In the former, subjects are chosen by randomisation or
stratification to be representative of a population. In the latter, it is not just the
subjects themselves but the data they provide which must be sampled. And the

range of material, rather than its typicality, is the hallmark of effective sampling.
Webb (1970) talks about “restriction” of sampling as being a “threat to

validity”, Patton (1986) talks about “purposive sampling”, Cases or respondents
may be chosen because they are:

Extreme or deviant Highly variable
Typical Politically important
Critical Convenient
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Patton goes on to describe the process of sampling: it is not the result of a

single decision, but an ongoing process. He is referring to the particular setting |
of Project Evaluation, but the same principles apply in qualitative research
generally (and he is quoted extensively in this context by Lincoln and Guba)

Thus the initial elements are identified (gatekeepers and informers) and then the N
sample is expanded until the maximum information is obtained. There should
be an orderly emergence, with early elements being analysed so as to inform the
selection of subsequent cases. After refining and focusing to the point of
saturation, the process is terminated — and the research design should provxde

for this step. o

- -

Strauss and Corbin (1990) talk about “theoretical sampling” and link- ﬁﬁc“ x
process more tightly to analysis. Early decisions about sampling are made in the
hight of which concepts are of interest. Further samples should represent these ,
concepts and also allow for their relational and variational exploration.

In the present study, an initial decision was made to include women with the
widest possible variation of types of transfer and likely reaction to it:-the
researcher used prior knowledge (from the literature and her own experience) to
predict where the extremes would be found. The women interviewed included

examples from the following groups:
+ highly and minimally educated
+ bé)oked for homebirth and GP unit
4+ transferred before and during labour

4+ receiving minimal and maximal intervention -

“This is obviously sampling by type of respondent ~ although it was hoped that
it would géner“atreq a range of different experiences. Further refinement in the

“light of emerging theory could not have been done in terms of who was |
! mtcmcwed (nor should it have been, since we are trying to sample concepts |
’Irather than rcspondents) but it was possible to refine the questions asked so as
"”Ito sample different types of material. Once again, this interplay of theory and
o crncrgcnt demgn was not fully worked through at the stage of data gathering.
fTo some extent, ‘this could be compensated for at a later stage, by sampling the
i' exccsswc amount of matenal after it had been collected - but the potcntlal for
;*reﬁnmg conccpts at sourcc was not fully cxp101ted

B
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Analysis

The foregoing discussion has already hinted at the principles of “grounded
theory” — the method chosen to analyse the qualitative data. The key elements of
the technique are to break down the data into categories, using concepts which
arise from it, and then to study relationships between and within the categories
in order to make sense of the phenomeno<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>