Normal Labour and Birth: 8th Research Conference June 2013.

Keynote: Promoting Vaginal Birth (USA)- Holly Kennedy

Expertly doing nothing- ‘critical art of doing nothing well’

Good phone support in early labour critical as if admitted too early and sent home- too frightened to come back.

Developed and early labour lounge- midwife provides phone support and is based in the lounge.

Culture of the labour ward- getting paid more for intervention; you will not sue as doing maximum intervention; and we will be done in an hour. This culture drives us into the operating theatre.

Barriers to normal birth:

Rigid guidelines

Fear of litigation

Knowledge and skills of clinician

Busy- no time or patience

IOL

Lack of respect for womens decisions

Insufficient space

No pools

Insufficient staffing

No MLU/ Birth Centre

Nutrition policies

Poor respect among clinicians for each other

Power differentials

Charting room ?handover board

Shift handover ‘mopping up at end of shift’

Facilitators to normal birth:

Support of physiological birth

Regain lost skills (breech, forceps)

Patience

Communication

Intermittent auscultation

Womens sense of power and control

Welcoming environment

Supportive staff

Early discharge lounge

Hierachy of doctors and nurses less pronounced

More education on normal birth

Resilience (UK)- Billie Hunter

Resilience= positive adaptation to adversity without residual significant psychological or physiological disruption.

Adversity occurs from increasing birth rate, increased complex needs and reduction in midwife numbers.

Aim of study- explore midwives understanding and experience of resilience using an online discussion group.

4 themes-

Challenges:

Professional

Working conditions

Personal life

Quality of care

Managing and caring:

Self efficacy

Work life balance- supports work and home

Dogs

Social support

Mood changes

Gain perspective

Self awareness:

Obligation to oneself

Attributes

Autonomy

Identity- professionally and personal (stick of rock! Written right through you!)

Building Resilience:

Protective self management

Supporting colleagues

Facilitating empowerment

Learning and investment

Resilience process learnt over time by midwives and all felt they could help others do this.

IOL (UK)- Fillipe Castro

Only 65.8% normal spontaneous births 2011 in UK.

Audited obstetric interventions, midwives survey and womens survey, focus groups with midwives. Used a Birth Centre and an obstetric unit.

87 IOLs of uncomplicated pregnancies post dates.

Outcomes:

Obstetric setting- 40% normal birth (40% em CS, 20% Instrumental)

Birth Centre setting- 70% normal birth. Resulted in less complications.

Midwives survey- Mids in BC interpret post term as 42+ weeks.

Womens survey- Felt had enough info to make decision of where to book. 74% of women booked for BC did not want IOL. 39% didn’t feel supported in making a decision. 37% felt they had lack of info. 37% said they weren’t given choices. 25% felt lack of control.

Midwives focus group- Midwives and doctors use negative words. Anxiety of focus on the ‘due date’. Women accept sweeps. Stop using ‘allowed’ when talking to women. 

Differences found depending on the philosophy.

Plan: Out patient IOL


Separate place and staff to deal only with IOL.

Keynote: Reducing microbial stewardship in neonatal care (UK)- Jenni Cole

AMR- antimicrobial resistance. 

By using so many antibiotics on babies they are resistant to many micro-organisms including bacteria and viruses= AMR.

AMR will be included on national risk register by government from 2014.

An international programme EUPP7 R & D programme- funding likely 2014 for AMR research.50% of antibiotic treatment used in hospital is unnecessary or inappropriate. Over use has resulted in resistance. Only 60,000 were needed out of 600,000 that were given.

£5,000 cost to NHS per baby for AB treatment.

Ensure use new NICE guideline 149:Abs for early onset neonatal infection. AB side effects- inner ear damage (gentamycin), obesity, asthma, dermatitis.

Focus groups show: embedded bad habits especially among doctors- midwives more supportive of being cautious. Fear of getting it wrong so give ‘just in case’ for genuine concern and fear of litigation.

Lack of empirical data, need good quality data to help.

Midwives beliefs and concerns about telephone conversations with women in early labour (UK)- Helen Spiby.

Women’s experiences of early labour care= suboptimal. Some women unhappy with telephone conversations.

Initiatives- triage, assessment centres, home assessment, algorithms-decision making tool, education incentives.

Little research on midwives views.

Explore midwives views. Explore satisfactory and unsatisfactory telephone conversations with women.

8 themes-

Organisational model:

partial triage facility

role of LW co-ordinator- dealt with all calls on early labour

The telephone call:

Establish quick approach. Undertake robust assessment.

Relied on ‘6th sense’ and intuition- develop rapport and relationship over the phone.

Communication techniques.

Checking back-summary- expectations and agreements confirmed.

Clinical parameters of assessment:

Contractions 3:10, used to be 2:10!

Agreed admission if distress, x3 calls, if we got it ‘wrong’ in previous experience.

Sometimes pitfalls in normalising!

Labour ward busyness!

Workload influenced decisions and conversations.

Stereotyping.

Busy periods justified co-ordinators judgement.

Education for women:

Reduction in availability of antenatal education

Training for midwives on triage felt to be unnecessary

Similarity to approaches of advice for staying at home

Midwives agenda:

Getting the picture

Reassurance and normality

Women only admitted in active labour

Protect labour ward workload

Protect from unnecessary intervention

Womens agenda:

Expecting to come in.

Anxious, needing support.

Telephone conversations viewed as part of 2 stage process for admission. 

Midwife has other responsibilities.

Public setting of call- surveillance.

 Midwifery response on phone:

Stereotyping of women

Protective behaviours

Synergies with previous research

Desuading admission.

Models of care are constraints compared to homebirth and caseload which support women in early labour. 

New approaches to telephone advice and assessment are required.

Recommendations:

Telephone conversation classed as a service in its own right

Evaluate new approaches- separate facility, dedicated staff

Utilise wider advances- tele healthcare.

Consider routine high volume aspects of care and its effects.

Review midwifery education.

Keynote: Abuse of Interventions in Obstetric Care in Brazil (Brazil)- Maria do Carmo Leal.

5% normal birth rate without intervention

15% of births assisted by a nurse or midwife

Brazilian women from any social group are unnecessarily exposed to risks of iatrogenic adverse effects in childbirth. 

In Brazil 99% births in hospital and 85% attended by a physician.
Even elective CS births are preterm- 11.5%- neonatal care needed.

Maternity waiting homes- currently 38, 118 by 2015.

Birth Centres- freestanding and alongside- currently 42, 288 by 2015.

Keynote: Childbirth Outcomes in Sudan: Home versus Hospital (Sudan)- Nasr Abdalla.

Population= 33 million.

Maternal mortality rate= 216 in 100,000

Neonatal mortality rate= 33 in 1000

Trained midwives=less than 50.

Only 20% births attended by skilled person.

76% births at home.

Study shows women wanted someone friendly to care for them and felt they had the right to experience childbirth.

50.1% had spontaneous births and 49.9% had interventions.

16% of interventions performed at home and 44% in hospital.

Outcomes for mother and baby the same between home and hospital. Therefore even though more intervention done in hospital, this did not improve outcomes.

Literate women chose hospital birth (82.7%) compared to 17.7% of illiterate women. Therefore educated women perceived hospital birth to be safer, when in reality it was not.

Plan for the future:

To provide a professional care provider (a midwife) for women to birth at home.

Keynote: (Un)Making Childbirth: Society, choice and care (UK)- Carol Kingdon.

Highest CS rate Iran and China.

In Carlo’s study women were reluctant to choose the type of birth they wanted, but would go with what was advised.

The women thought they were ‘lucky’ if they had a good birth experience.

Logic of care versus logic of choice.

An organisational study of Alongside Midwife Units: A follow on study from Birthplace in England study (UK)- Christine Mc Court.

Organisational study of AMUs. To be published on INHR website soon.

AMU= alongside midwifery unit. FMU= freestanding midwifery unit.

Profile of women using AMUs is broader than those using freestanding.

Organisational case studies were performed.

Adequate staffing and good leadership were important.

Werent as integrated with community as team expected.

If AMU there was less effort to support homebirth.

Equity, access and choice constrained, dependant on staffing- first place to be closed in staffing shortages.

Physical, psychological and organisational boundaries of place.

Muddiness of boundaries and guidelines.

Transfer rates higher in alongside MU, compared to freestanding MU.

Key Drivers:

Reconfiguration, finance, service improvement, philosophy.

3 of 4 sites AMUs opened as part of reconfiguration (2 centralisation, 1 following quality concerns).

Changing tariff seen as likely major driver for maintaining MU’s.

Perception of cost effectiveness changing since Birthplace study.

Obstetric consultants valueing triage of low/ high risk.

AMUs seen as safety and quality development.

Clear and accepted guidelines for admission and transfer regarded as essential.

Leadership and ethos of addressing problems openly; audit and review.

Staffing Issues:

Tensions and lack of understanding between groups of midwives.

Shortage of midwifery resources.

Lack of trust in colleagues practice and professional competence.

Different views of what ‘birth’ is.

Staff rotation:

Considered potential solution to quality, safety and relationship issues.

AMUs used to build community midwives birth skills and confidence.

Seen as less ‘risky’ than developing FMUs.

Skills not matched- low priority is given for normal birth skills.

Lack of specific training.

Some evidence of spread of influence to labour ward.

Intra-professional conflict.

Boundary work and transfer issues.

Resource and time conflicts.

Risk management conflicts- status held of normality in organisation.

Perception of inequality.

Impact of skills and perspective of obstetric unit staff.

New professional divisions.

Key challenges:

Resource pressure and competition.

Pushing for an AMU from midwives in unplanned ways- maximising opportunities.

A Critical View of Dystocia (UK)- Denis Walsh.

Lavender 2009- low CS rate with 4 hr actionlline.



     - no difference between using a partogram and not using a partogram.

Smyth et al 2007- ARM does not shorten labour and may increase CS rate.

Bugg et al 2009- ARM and oxytocin compared with ARM did not reduce CS rates but shortened labour by 2 hours.

Cause:

1= Mechanical (large baby, abnormal position, small pelvis)

· unknown cause, cant predict until later.

2= Functional (problem with uterine muscle)

· most common cause on labour wards.

Why not contracting:

-Healthy and resting?

-Not enough oxytocin because too much adrenaline (maternal distress)?

-Exhausted and hypoxic?

Treating dystocia:

Uterus is resting- wait until contractions start again

Not enough oxytocin- maternal stress:

-change environment (water immersion)

-continuous support

-relaxation therapies

-encourage mobility

Uterus is exhausted Is giving oxytocin of benefit? Does it make it more harmful?

Need a radical rethink.

Failure of cervix to dilate in presence of regular strong contractions in active 1st stage of labour (ACOG 2003).

Active phase is 5/6 cms in nullips.

Examine cause: Is it maternal stress? Is the uterus resting? Is the uterus exhausted?

Keynote (UK) NCT- Belinda Phipps.

CQC new survey.

20% of women didn’t see a midwife as often as they wanted.

Out of 2000 births only 380 women who had given birth had been seen by a midwife they had met before.

PTSD is less if women feel in control (Lyon 1998).

Negative effects women talked about:

Emotional and mental discomfort, distress, anguish, illness.

Physical discomfort, pain, trauma.

Relationship breakdown.

Loneliness, isolation, exclusion, seperation.

Poverty of time or money.

Women felt compelled to do the mainstream thing.

Wanted to be and feel safe.

Women defined safety as: A midwife you know and trust.

Even though you have a beautiful baby they still felt there was something they needed…..something missing.

……Something that is deeply important to women (?fulfilment).

Safety and fulfilment- 2 needs.

The direction of travel we need:

-get finance system right.

-get CNST right.

Stop interventions that are bullyingly based purely on delivering a clinical service.

The Term Breech Trial (UK)- Mary Sheridan.

The think breech study.

20,000 breech presentations in the UK per year and only 16% were CS prior to the Term Breech Trial.

Likelihood increases with maternal age.

Guidance- ECU recommendations adopted by RCOG and NICE.

Aim of study is to identify how vaginal breech birth is supported.

5 units identified, all doing something different.

All 3 looked at so far have cultures of wanting to keep their CS rate low.

SOMs provide support through home visits.

Monthly statistics displayed- pool use, vaginal breech, vaginal twins, normal birth, assisted birth.

Enthusiastic obstetricians.

Openly welcome people into their ‘party’ if they are genuinely interested.

Findings- what is important:

-Highlighted gaps- lack of ECV.

-Strategies to promote ECV and vaginal breech birth.

-Detection and management of breech.

The Barkantine Birth Centre: ethnographic study of freestanding birth centre (UK)- Lucia Rocca-Ihenacho.

23 midwives, 5 MCWs- integrated team between community and birth centre. 2 midwives and MCA on each shift. 3rd midwife on call 24/7.

Target is 600 births year.

Themes-

Positive Culture:

Team

Identity

Valued

Supported by senior members of organisation

Supported by each other

Listening to women

Feeling empowered

Empowering women

Ownership

The Team:

Midwives ideology

Autonomy

Skill development

Feeling empowered

Service Users:

Antenatal education

Choose place of birth

Empowerment:

Ownership

It doesn’t feel like work!

Colleagues as friends

Environment:

Homelike

Away from the institution

Time:

Giving time

Having time

1 to 1 care

Balanced workload

Practice:

Supporting physiology

Active birth principles

Have to justify interventions

1 to 1 care

All of this effects midwife’s behaviour:

How I talk to women

Information I give

Being with woman not CTG!

Women’s Reasons for and Experiences of Choosing Homebirth following CS (Australia)- Hazel Keedle.

HBAC- homebirth after CS

NBAC- normal birth after CS

Some women had decided that “its (CS) never happening to me again”

In Australia- low vbac rates, low rupture rates.

One woman said about their vbac experience in hospital ‘you could smell the fear in the room’.

Women were gathering information and getting informed, while also putting risk in perspective based on the evidence available.

When decided on a homebirth many were ‘blackballed’ by hospital and some family and friends.

Role of independent midwives- women had an enlightening moment when they had found them and they would support their HBAC.

Some women described having scar pain during labour, but with contractions and felt that this was cervical pain- their cervix stretching and dilating.
Health of primiparous women 3 months after normal birth- MAMMI study (Ireland)- Deirdre Daly.

2,000 primips to be recruited at booking. 831 women currently. 1st site in Dublin, will also be Galway as a 2nd site.

Health of women who hae had a normal birth.

294 of the women have given birth-results so far:

34.7% spontaneous labour onset.

10.5% ventouse

7.5% forceps

14.6% kiwi

6.5% elective CS

19.4% emergency CS

Pain relief:

55.9% epidural

67.9% entanox

Perineum:

56.9% 2nd degree tear

36.7% episiotomy

4.9% 3rd degree tear

4.9% Intact
3 weeks postpartum-

62.9% stress incontinence (before pregnancy 1:5)

13.9% soiling (before pregnancy 5.2%)

17.5% depression (before preg 17.5%)

Dyspareunia 15% (before preg 22.7%)

1:4 women visited their GP at least twice in postnatal period

Naturalised Bioethics and Freestanding Birth Centres (UK)- Mandie Scammell.

Medico-legal ethics- competent patient has right to refuse treatment- more acceptable by organisation if this is at home.

But we should seek to uncover policies that are rigged in favour of hospital administrators, health policy makers or other powerful people and ask weither these policies can withstand moral scrutiny.

We can also learn lessons from medicine and use end of life care policies to change.

The size Paradox (Ireland)- Rhona O’Connell.

Some midwives were more proactive than others on their approach to achieve a normal birth.

Women felt that is was mainly due to luck if they had a normal birth.

1 to 1 care allowed the midwife to stay in the room with the woman.

Weathering the storm- balancing all needs.

Escaping the storm- freedom and vulnerability.

Eye of the storm- midwives rerritory.

Escaping behind the door away from surveillance.

Language of birth had changed, beauty of birth.

Dr Tracey Cooper

Consultant Midwife

LTHTR

