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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. 

DesBn: (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 in 
other units. Transferred women are especially vulnerable to disappointment, but 
continuity of care and sensitive debriefing ameliorate it. 

Conclusion : Transfer 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 in 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 is to research and to present data in a way which allows the 

viewpoints to interact. 
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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 
594 bookings at the isolated unit in Keynsham showed that 19% were 
transferred (Garrett et al 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 et al 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 et 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 atea are booked for the GI' 

init. It provides a "low technology environment" but is adjacent to the 
consultant unit. Booking is not therefore confined to a tiny low risk (and highly 
motivated) minority, obstetric interventions in the GP unit are very limited and 
transfer is easy. 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 et 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. 

2 



Obstetric aspects of transfer 

However, Smith and Jewell's (1991) paper on the contribution of GPs to 
hospital intrapartum care belies such a simplistic 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 et 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 unelected 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 et al 1990). Could it 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% in 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 et al 1988). The authors used the Oxford Obstetric Data System to 
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Background 

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 an. Factors 

associated 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 an, 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 et 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 
Maternity and Midwifery Advisory Committee 1958). 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 discussion begs a, more fundamental question: "What is risk prediction 
for? " In other words, why should we try to avoid transfer - or indeed any other 
endpoint? In order to answer this, we have to use a conceptual framework 

which balances any disadvantages of transferring (some) women against the 
overall advantages of booking (any) women for community-based care. And we 
have to choose meaningful 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. 

'Assessing the importance of transfer 
Barry (1980), gives 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 
"hospital", 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 Bonhanfs Perinatal Mortality (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 et 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 

remained 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 et al 1989). 

Indications for transfer 
Barry's third plea is 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 its 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 
yield this kind of detailed information - information which would provide the 
basis for statistical 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 et al 1990, Sangala et al 
1990). Transfer rate is often broken down into anntepartum and intrapartum 

rates. "It is hard to imagine that appropriate transfer in the antenatal period can 
affect safety= the -time 

lapse - due 'to referral aM 1 physical movement from 
community to hospital is unimportant for problems which pose no immediate 

risk. Where unforeseen complications do arise (e. g. antepartum haemorrhage) 

.6 
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Obstetric aspects of transfer 

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. e. consultant-led) could have 

foreseen or even prevented the condition - i. e. whether the transfer was 

appropriate. The Bradford paper (Bryce et 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 yield 
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 Enquiries 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 it 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 et al 1990). There were no maternal 
fatalities in the 1289 community-booked women, but ten stillbirths and three 

early neonatal deaths. The reasons for these were described in a reply to 

criticisms of the Bradford paper (Clayton et 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 idea 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, perinatal mortality amongst women booked for isolated 

maternity units around Bath (Sangala et al 1990). This includes details of the 
cause of death (but not, unfortunately, the indication for transfer) in each case. 
This also highlighted asphyxia -_ antepartum and intrapartum - as a frequent 
factor. Another leading cause. was antepartum 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 make'a judgement about the role of transfer in these deaths. 
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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 is not acknowledged. 

3. There is a dichotomy between "maternal" and "medical" viewpoints. 
Maternally important consequences (good or bad) may flow from medically 
desirable outcomes and vice versa - but it is 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 is 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 is a clear-cut outcome of unquestionable importance, but, being rare, 
it is 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 et al 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 is 

preferable to have a late termination or give birth to an abnormal baby - and 

shows that perinatal 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 is 

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 predominantly centralised system. He uses epidemiological data to refine 

the crude rates and concludes that "the chances of a safe outcome irrespective of 
birthweight 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 

perceive risk reduction rather differently ... Many women may consider such an 

advantage insignificant compared with the disadvantages of a delivery in a 

centralised consultant unit. " (p. 284). 

The second example is the study by Sangala et äl (1990) of perinatal mortality 
among normally-formed, singleton babies weighing 'over 2500 grams in the 
Bath Health District. Shecompared outcome according to the intended place of 
delivery (isolated GP 'unit; ' integrated unit or consultant unit). The study has 

been strongly criticised because of the way subjects were retrospectively assigned 
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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 is not 

easy. 

Morbidity 

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

But now the second difficulty predöminates: 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 

tangible 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. 
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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 

Inborn :.: 
weight °: ..: ... r' ,. 
congenital abnormalities 

Perinatal complications 

resuscitation 
APGAR score "" ° '' 

Neonatal complications 
"irritability'/fits 
jaundice 
need for Special Car6 Baby. Unit 

Long-term .. 
"__z 

... _ .., ..... . 
minor illnesses (reported to carers) . developmental milestones :"_, 
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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 in multiparous 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 could 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 Entonöx). ' 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. 
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Background 

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 et 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 episiotomies. t 

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 
epidural. These links are explored in more depth in studies of "soft outcomes" 
(considered below) which specifically, set out to discover what influences 

women's satisfaction. They_ are mentioned here to illustrate, once again, the 
difficulty, of defining meaningful ., endpoints : why does a high 
Caesarean/epidural/induction rate matter? 

Let us turn now to I neonatal outcome, the well-being of the baby. It too is 

susceptible to progressive redefinition. In this case the issue is not so much 
translating 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, perinatal care have genuine predictive, value for the eventual health of the 
child. 

t Given the numbers and the degree of detail, it is surprising that' the differences between the 
groups arc not at least as big as in Klein et al's study. Perhaps cömrriunity 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 hospital policies. Or perhaps the äbsence öf random ällocätion in Klein et aPs 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 is 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 is believed to reflect intrapartum asphyxia and as it is 

used and recorded routinely at all births, it is 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 et 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 et al (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 slight 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 

- i. e. as a marker for the future health of the baby - is 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/social 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: 
birthweight. Low birthweight has many causes and many effects - which makes 
it at once valuable and complex, or even uninterpretable. 

Finally, neonatal . outcomes are inextricably bound up with maternal postnatal 
complications. ' High risk, pregnancies and complicated labours' often result in 
both neonatal and maternal morbidity; sick babies are a source of anxiety and 
even in health in their mothers - and anxious or in mothers are less able to care 
for, their babies and hence to compensate for suboptimal neonatal outcomes. 
The idea' of "bonding" and the impact of the immediate interaction between 

mother and baby on their future relationship and behaviour was expounded by 
Klauss and Kennel (1976). It has been'taken up and incorporated into many 
studies of maternity' care' (for example, Flint and' Poulengeris 1986, Oakley 
1980 and 1992, Green et al 1988). Questions about the mother's attitude to her 
baby and her'perceptionaof its health reflect a subtle mixture of both their states. 

"Soft" (maternal) outcomes 

Maternal outcomes other, than mortality and physical morbidity are often 
referred to' as "soft". This is not -a well-defined area and includes the clinical 
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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" 
(Comaroff 1977). 

Maclntyre (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 is 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 experiences 
are harder to quantify. But if the interaction between the two areas is to be 

explored, maternal (soft) outcomes need to be converted into quantifiable 
(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 et 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 
construction of the questionnaire for the present study. 

The "hardest" of the maternal outcomes (being a medically recognised entity) is 
postnatal depression: s Richards (1990) provides a useful review. In 17 studies 
reported _ in', the previous decade, nine different rating scales were used to 
identify women with depression. Not surprisingly, the prevalence of depression 
in the studies varied enormously (from 5.2% to 22.0%). Richards goes on to 
discuss the possible causes of, postnatal depression from which it is clear that 
obstetric and perinatal events are at most "vulnerability, factors". In 10 studies 
which included them, only two (Kumar, and Robson : 1984 and OHara et al 
1984),, showed that; obstetric complications, increased the risk of postnatal 
depression. Previous mental health and social circumstances were much more 
important , influences,. Thus postnatal depression per se is probably, not a 
particularly , useful _ outcome measure > for exploring women's responses - to 
complications in labour. 
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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 er a! (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 Wonnen Con fined. She measured "mental health" according to a 
combination of four factors - postnatal "blues" (transient low mood within a 
few days of delivery); anxiety (i. 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 Know Your Midwife 
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 et a! (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 et a! 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 postnatal 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 

complications are even less consistent than for psychological well-being. What is 
interesting is the way that these items of maternal outcome are tied into the raft 
of other measures in a given study. In Great Erpectations 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 
sociological picture of the way women adjust to motherhood; ten years later, in 

a study 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 impress obstetricians and policy makers it is important to 
show that maternity, care ultimately improves the baby's health and reduces the, 
demand for subsequent health care. Maternal outcome is emphasised as a 
predictor for other events. 

But running through 
rtheseestudies 

"- and man y others in the field - is a focus on 
maternal outcome for its own sake: they set out to measure maternal satisfaction 
with , the ' experience ' of pregnancy and labour. Women's satisfaction is 
increasingly seen as a valid concern, whether or not it implies long-term 

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

clear links have, been established between' obstetric factors and maternal , 
satisfaction: 

Satisfaction 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 '_ ' 
express purpose of assisting health authorities to monitor the views of users of, 
maternity services. It asks thet respondent to rate satisfaction ; with all stages and 
aspects of antenatal, intrapartuin and postpartum care-and generates data about 
the organisation andbacceptability of the service. Flint and Poulengeris f(1986) 

were also' concerned to' demonstrate the acceptability of a particular style of 
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maternity care (the Know YourMidwife scheme) and in some respects their study 
is a comparative consumer survey. But rather than simply asking about 
satisfaction with the service, they explored women's satisfactims with their 

experience. This might seem positively to complicate the issue: women's 
experience and their satisfaction with it is dependent on their individual history, 

not just on the care received. 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 (especially 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 1; 5ww 
Your Midwife report (Flint and Poulengeris 1986) and Great Fapectatioru (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. e. 
control over self and control over what was done). Both aspects were strongly 
related to all of four "satisfaction factors" derived from the gamut of 
"psychological well-being" questions. 

The second element is satisfaction with pain relitf. It might seem 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 - i. e. the way pain was perceived and handled was 
more important than the level of pain itself. Norr et al (1977) provide 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 is a logical starting point. If carers communicate well, they are 
more likely to understand and to respond to the needs of the patient. The 

connections between patient satisfaction and communication are explored by 
Ley (1988). Though 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 
Poulengeris 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 
in labour. The authors make the point that women are affected not so much by 

what is done to them as by how it is done 
.-i. e. the attitude of the staff is all- 

important. Mason's (1989) survey, manual ý also proposes questions about the 
quality of explanations as a way of gauging satisfaction with care. 

I will finish this section with some cautions about the use and interpretation of 
these measures of maternal satisfaction. Care is, 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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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 is 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 deviations 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 is a threat to 

well-being, aspects of care might ameliorate its 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 about 
the baby. Elliott et al (1984) based their technology score on Oakley's, but were 
unable to show a relationship between obstetric complications and subsequent 
anxiety or depression. '(Depression is, of course, a "harder" outcome than 

dissatisfaction. ) Norr et al (1977) looked in great detail at normal deliveries: ̀ 

there. were no major complications as such, but even within the course of a-, ' 

"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 ý of 'pain, and- enjoyment. Green et al-(1988) detailed a range of 
interventions in "normal" and "complicated" labours and found, interestingly,, ö 
enough, ' that minor interventions produced more dissatisfaction than major- 

..,. ,'ý.. ._.. ones. 
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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 tt al (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 tt 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 ptrst 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 et 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 is 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 perse". 

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 et al (1983) interviewed 50 East 
London women about their experiences and found that, in contrast to other 
studies, 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 these 
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 understanding of how care can ameliorate 
the impact of complications. As Norr et al (1977) put it "labour in a supportive 
setting may be clinically no different from those in an unsupportivc setting, but 
the women's own feelings about their experiences will differ greatly". 
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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 in 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 its 
interaction with any intervention. In the context of maternity care, most of the 

research centres on the effect of childbirth preparation classes. Green et al 
(1988) provide a useful review of the literature. They point out that it is 
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 
successfully allow for this. Also, there is an enormous variation in the sort of 
information/instruction offered and in the outcome measures studied. Green et 

al cautiously conclude, however, that childbirth preparation does have a 
beneficial effect 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 is no information on how "being prepared" affects women's reactions to 
interventions if they do occur. 

Another approach to the question, of how adequate information may affect 
women's experience is to look at what happens during labour itself. Kirkham's 
(1987) work, ' an observational study of the way midwives care for women 
during labour, makes it very clear that giving adequate information to women is 
crucial to their well-being in labour. It was possible for midwives to be kind and 

non-specifically supportive without giving women the information they needed 
to understand what was happening to them. In summary, although there is little 
direct evidence, it does seem likely that providing information before and during 

complications may ameliorate their 
effects. 

Let us turn to continuity, which has 'received a great deal ̀ of publicity in recent 
years. While� there are 

several studies which ; look at overall outcomes in systems 

of care }with3 a high level of continuity (Flint an d Poülengeris 1986, Watson 
1990) there are few which ~try to Fmäke specific associations between continuity 
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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 
GPs. 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 is 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 

community-based 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 experience of transfer following complications more satisfactory 
than the experience 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 useful findings? " The following objectives were identified. 

f To describe the organisation of the service in terms of the number and 
pattern of home birth and GP unit bookings, and to set this in the context 
of the standard pattern of shared care in the city. 

+., To describe the users of the community-based service and to compare them 
with users of shared care in terms of: 

, 
age, parity and social characteristics 
expectations about the birth. 
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The research question 

+ 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. 

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

overall rate 
timing 
indications 
outcome. 

f 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 is 

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 
details 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, a 
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, questionnaires, interview schedule and covering letters 

can be found in Appendix 3. 

... .t _{ srsjY k_ F 
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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 
elements 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 the matrix are analysed to see 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 
investigation" (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 discuss the - place of "quasi- 
experiments" (Campbell and Cook 1979), the- use = of controls, and of 
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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 it may employ quasi- 

experimental designs, often with controls. 

Testing a hypothesis: the use of controls and matching 
The objectives set out in Chapter 2 are expressed as a list of aspects 

zof 
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 the 

latter. 

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. e. they are 
independent variables; and yet others describe outcome measures such as mode 
of delivery, obstetric interventions and maternal satisfaction - in other words, 
dependent variables. 

All are of interest simply in terms of describing the community-based service: 
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 in 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 
outcome. ý (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 possible 
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 
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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 

of ect: the treatments are known to be different and a difference in outcome is 

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, and successfully used in studies of 
maternity care. The factors which are said to improve response rate include the 
interest of the subject matter to the respondents and, the promise that a 
successful study will produce gains for them or people in a similar situation. 
These considerations obviously apply to pregnant women being asked about 
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maternity care. Cartwright (1986a) has shown good response rates even' with 
lengthy questionnaires. Variation in response rate is more likely to arise from 
differences in social class than the content of the questionnaire (Cartwright 
1986b). 

There is 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 et 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). 

The plethora of studies of maternity care using questionnaires means that it is 

easy to "borrow" questions from them. This has advantages in that the 
questions have been piloted and validated already, and that comparisons 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 
Poulengeris 1986). Care needs to be exercised, however, to ensure that 
"borrowed" questions reflect the concepts under investigation. 

The following is not a complete summary of how each "aspect" of the service 
was converted into quantifiable variables, but it draws out the essential and the 
controversial features in each area of investigation. 

, 

1: ', Organisation of the service. A central feature of the community-based 
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 (Steinwacks 

-1979), the existence of an "attitudinal contract" 
'between carer and client ' (Banahan: and Banahan' 51981): Recently, in 

.: the 
-discussions, about-, implementing jeam 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 continuing involvement of individual carers, but this 
proved too ' complex to interpret. The indicators : eventuall y chosen were 
number of carers at labour and the presence of a familiär carer{ at labour and 
on the first postnatal day. 
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2. Characteristics of women using the service. Women were assessed in 

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 interventionu 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 is based on the Edinburgh Depression Score (Cox et al 
1987), is given in Appendix 3. 

4. Acceptability of care. Three aspects of satisfaction were separated 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. Seme of 
cmztrol was singled out largely because of the emphasis placed on it by 
Oakley in her book about women's experiences of childbirth (Oakley 1980). 
Flint and Poulengeris's (1986) findings also suggested that these 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 ICiww YourMidwife 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 is 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 in turn be 

affected by the health and behaviour of the baby, the quality of postnatal care 
and. support and her general 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 into 
"internal" and "external" validity and can be applied at the level of 
instrumentation or of design. Different texts emphasise different aspects of 
validity but there is considerable overlap between the checklists they provide. 

Let us look first at internal validity with respect to instrumentation. Moser and 
Kalton (1979) say this means that "a true measure has been made". Shadish et al 
(1991) talk of "construct validity" as being "the accuracy of labels for causes, 
outcomes and things, in, between". Abramson (1990) says it is the degree to 
which the measure reflects they concept. But he goes on to point out that if 
concepts have been-clearly defined in operational terms, the measures are 
automatically ("by definition") valid. It is this process - of translating the central 

36 



The quantitative investigation: a comparative survey 

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 is 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 is 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 tics 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 data". The present researcher chose to use a range of variables 
for some of the more complex concepts. The results of the survey show 
relationships 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 et 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 is the ultimate 

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 in terms of its 

association with future outcomes. Abramson gives the example of minor 

electrocardiographic abnormalities as measures of coronary heart disease being 

tested by looking at their relationship to subsequent myocardial infarction. It is 

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 

prediction: 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 

depressed, ' less anxious about their babies and less likely to use the health 

services. One could imagine using relatively "hard" measures such as these to 

verify earlier measures. 

This approach ties in to some extent with Abramson's last point - construct 
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 
with theoretically derived hypotheses concerning the concepts (or constructs) 
that are being measured". The present study contains many such interrelated 
measures for instance the different ways ý of looking at women's social 
'background, ' particular ' expectations and different measures of satisfaction. , 

The 
fact that these are 'correlated with; each other and within the different booking 

groups provides evidence for the validity of each. 
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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 is 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 - i. 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 is 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. 
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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 in 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 is 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 justification 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) 
"grounded 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 expressed 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 action 
problems (where conflicting factors "render choices moot"); or they may be 
value problems (where "undesirable consequences" arise). The interacting data 
which led to this study came from the researcher's first-hand observations "(as 
their general practitioner) of women being transferred, anecdotes from other 
carers and the negative way in which transfer seemed to be seen in the medical 
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journals (for example Bryce et al 1990, Sangala et 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 open 
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" is an advantage in seeking 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 itself 

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

41 tJ VER ýtTY 
nF SHEFFIELD 



Methodology 

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). 

Table 3.1. Preferred methods of collection for different data types ,. 
Information type Method 

Enumeration 
samples 

Participant 
observation 

Interviews 

Frequency distribution ��� � 

Incidents and histories ��� � 

Institutionalised norms and 
statuses 

� � ��� :'' 

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. 

First, from a practical point of view, the nature of the incident under 
investigation would have made participant observation difficult. Labours can 
start at any time of day or night and last from a few hours to a few days. Only a 
few will lead to transfer, but there is no way of predicting which. Some transfers 
take place antenatally and may be organised during a planned antenatal 
appointment - but the need may arise more suddenly and be dealt with at home 
or in the surgery. It would have required many and very flexible hours- . to 
observe the phenomenon directly. It would probably have been possible to 
obtain consent from the women and their carers - there are good examples of 
participant observation of pregnancy and labour (Kirkham 1987, Brooks 1988) 

although_ it would have been difficult because of the special wishes of the 
particular women involved. Above all, it would have been impossible for the 

researcher herself to be a neutral observerA in the local setting. She was known to 
most of the carers as -a general practitioner' heavily involved in community 
obstetrics. This was extremely helpful in negotiating the survey aspects of the 
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