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ABSTRACT

The management of pregnancy and childbirth, and the home as a location of birth, are all topics
subject to considerable debate. Such debate often relies on emotive appeal rather than reference

to relevant research.

A series of three interviews were conducted with seven women planning home births. The most
important reasons why women decided to have a home birth were the desire to have an
established relationship with their midwife, wanting continuity of care from their midwife,

wanting family involvement in the birth and wishing to retain control and avoid interventions.

Postnatally, in most instances, high levels of satisfaction were expressed by women about the
quantity and quality of information they received, the care they received from health
professionals, their satisfaction with the birth experience and with their relationships with health
professionals. Most women did not experience feelings of loss of control at the birth and the

majority of women did not experience feelings of depression postnatally.

Women's perceptions of pregnancy and childbirth were in accordance with the midwifery model
of childbirth and it is proposed that women seeking home births-hold a deeper and more
encompassing belief in the tenets of the midwifery model in comparison to women who have
hospital births. Findings are also in accordance with other research, both national and

international.
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GLOSSARY

Apgar score One minute and five minutes after birth all babies are assessed using this scoring
system. The Apgar score provides a rapid assessment of the baby's condition and is based on a
baby's heart rate, respiratory effort, muscle tone, grimace (reflex irritability) and colour. The
range goes from zero to ten. Ten is the maximum score, although rarely achieved. A score of five
or below means the infant is depressed and at the five minute assessment can be associated with
residual neurologic damage or even neonatal death.

Domiciliary midwife Strictly speaking this term apples to any midwife who provides antenatal,
intrapartum, or post-partum care to a woman in their own home. For the purposes of this thests,
however, it will be used exclusively for midwives practicing as home birth midwives. Hence, in
this thesis the terms domiciliary and home birth midwife/midwives are synonomous.

Independent midwife A term applying to any self-employed midwife. in this thesis it applies
to midwives who provide antenatal and postnatal care in the home and who also provide women
with intrapartum care in the hospital.

Epidural Lumbar epidural injection of local anaesthetic. Narcotics which numb the lower half
of the body are given by continuous infusion in the epidural space. Commonly used for pain
control in obstetric practice.

PNMR Perinatal mortality rate

MMR Maternal mortality rate

MHBA Manawatu Home Birth Association
ARM Artificial rupture of the membranes
GA General anaesthetic

Oxytocin A drug to stimulate uterine contractions

Episiotomy  Incision into the perineum in the second stage of labour

GPU General practitioner unit
Margaret Pseudonym used for all midwives
Richard Pseudonym used for all doctors

[«.] Indicates words have been left out of a sentence
[-..]  Indicates a sentence missing between sentences
[1 With a word inside the brackets means that word has been added to a quote to aid

comprehension



Chapter 1:
INTRODUCTION

"Birth [...] is an experience with the importance of marriage or death"

(Barrington, 1985, p. 134).

Every year in New Zealand a small minority of women have a planned home birth. There have
also always been a few women who give birth at home unplanned or in transit. However, this
thesis is solely concerned with women who have planned for a home delivery and who have made
the appropriate preparations for such a birth. Note that the terms *woman or women planning to
have a home birth' are used for convenience and ease of reading, although generally a woman and

her partner would plan a home birth together.

Over the last decade the number of home births has slowly been increasing, from a total of 253 in
1981, to 900 in 1989, to 1200 in 1992 (McLouchlin, 1993). This increase is reflected in
Manawatu figures, with home births increasing from 24 in 1986, to 51 in 1989, to 121 in 1992
(Staff, 1993, February).

It was during the 1970s and 1980s that regional Home Birth Associations began to form (Donley,
1992). These were small consumer groups that aimed to give information and support to women
wishing to have a home birth. Usually a domiciliary midwife (or midwives) was associated with a
group, although some groups existed without midwives as well as groups existing in areas where
no doctors would attend home births. Legally all births had to be supervised by a doctor and by
refusing to attend home births doctors effectively removed the option of birth at home for women.
It was not until 1990 that midwives regained the right to provide all maternity services without

the supervision of a medical practitioner.

Due to historical issues it was the norm that domiciliary midwives worked through local Home
Birth Associations. While this has changed, in the Manawatu the midwives who advertise as
domiciliary midwives are still all involved with the local Association to some extent. This
ensures a degree of accountability. For example, the Manawatu Home Birth Association
(MHBA) reviews midwives practices through the Domiciliary Midwives Standards Review
Committee. Perhaps what has changed in recent years is the fact that now only a minority of

women who have a home birth belong to the Association. Since home birth midwives advertise
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their services independently of the Home Birth Association, women can choose to have a home

birth and not belong to the Association. However, it would still be correct to say that the majority
of women having a planned home birth in the Manawatu would use one of the midwives

associated with the MHBA.

HOW HOME BIRTH WORKS IN THE MANAWATU

Currently in the Manawatu there are seven domiciliary midwives connected to the MHBA, six
working from Palmerston North and one from Dannevirke. Over the time of this thesis this
number has remained stable, although there has been a change in personnel with one midwife
temporarily retiring from working as a midwife and another moving into working as a domiciliary
midwife. Occasionally some of these midwives also do domino births, where the baby is born in
hospital but the midwife is contracted to provide care antenatally, during the labour, and
postnatally. (McFarland (1990) defines domino as an English term meaning (DOM-IN-O)
DOM iciliary midwife IN and Out.)

The MHBA has a membership of around 100 individuals, couples or both. Women wishing to
have a home birth can join the Association (cost being $25pa) and this gives them access to
equipment which the Association loans or hires out (e.g. birth pool, birthing stool, homeopathic
kit, siblings kit, baby massage Kkit, antenatal classes, pram), the library of books, videos and
general information, and monthly newsletters. The monthly meetings of the Association give
women the opportunity to meet midwives and discuss their philosophy and way of practising
before making a decision on which midwife would best suit their needs. Due to high demand,
though, choices are often made on availability rather than philosophy. Meetings also provide a
source of information about a variety of topics as meetings generally have a theme such as water
birth, breastfeeding, or homeopathy. As stated earlier, however, the majority of women having a

home birth in the Manawatu do not become members of the Association.

Having decided to have a home birth women have various options about which health
professionals will provide care for them. They can choose to have the majority of their antenatal
care by their own general practitioner (GP), with some visits from their chosen midwife. In this
situation the midwife will be their main carer for the labour, calling the GP when delivery is

imminent. The midwife also provides the majority of postnatal care.
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If a2 woman's GP does not do home births she may choose to go to a GP who does home

deliveries, or she may choose midwife only care. In such a case the primary midwife would do all
the antenatal care, with a second midwife doing a minority of visits. Nearing the time of delivery
the second midwife would be called, as happens with GPs. A woman could also choose to have
the majority of her antenatal care provided by her midwife, with her GP taking a secondary role,

or have equally shared care between her midwife and GP.

Regardless of the specifics of care given however, it is always the case that two health
professionals are present at home births in the Manawatu. It would also be fair to say that there
has generally been a tolerant and positive relationship between midwives and home birth doctors
(a minority of GPs in Palmerston North), with little of the ill-feeling and professional

aggressiveness that has occurred in some areas.

The relationship between domiciliary midwives and the local hospital has been somewhat more
difficult, although far more amiable than in some areas of New Zealand (Donley, 1992). For
example, in some areas domiciliary midwives cannot accompany their clients into hospital due to
hospital policies and access agreements. In the Manawatu there has been an unwritten
agreement that domiciliary midwives could stay with their clients. This was mainly due to the
fact that home birth midwives had worked, or were working, at the hospital and so were well
known and accepted by hospital staff. More recently the situation has become less clear but
midwives report there is more emphasis on hospital procedure and protocols. What actually
occurs, though, seems to also depend on who is on duty at the hospital more than anything else

(E.R. Salmons, personal communication, November 3, 1994).

Although the majority of births do take place in the home, the transfer rate is about 10%, with
many women who transfer returning home within a few hours of giving birth (Staff, 1994,
March).

HAVING A HOME BIRTH
Generally a woman in labour will telephone her midwife in the early stages. The midwife may or

may not visit at this point but will remain in contact thereafter. At some point she and her client

will decide that it is in the woman's interests that she stay. Clearly this will vary between women
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and their labours but it can be many hours before the midwife believes the baby will actually be

bomn.

After the birth (of the baby and the placenta) the midwife will stay for at least two hours, ensuring
that both mother and baby are safe, adjusting well, and adequately cared for. All midwives carry

telepagers and women are always told to contact them if they have a concern.

Postnatally Manawatu midwives generally visit twice a day for two to three days, then once a day
until the fifth to seventh day, after which further visits are negotiated with women. Midwives are
paid to visit 12 times in the first six weeks, with no particular schedule being set down by
legislation. In reality visiting practices can vary considerably due to the needs of a particular
woman, her baby, or both. It is not uncommon for more visits to occur than are paid for. GPs and

second midwives also visit although the frequency tends to depend on individual circumstances.

The MHBA sends each woman an evaluation questionnaire about the care she received from her
midwife and these are analysed by the Domiciliary Midwives Standards Review Committee.
Each midwife appears before the Domicliary Midwives Standards Review Committee annually.

Complaints can also be laid with and investigated by the New Zealand College of Midwives.



Chapter 2
HISTORICAL OVERVIEW

"The demands of giving birth are exceptional and they bring out exceptional

characteristics in those who go through it" (Niven, 1992, p. 52).

INTRODUCTION

In this chapter I will briefly consider the history of maternity services in New Zealand. I will not
try to outline the customs of Maori culture pertaining to childbirth but focus on the development
of services that arose from the European tradition. Although such services have, in recent years at
least, become more sensitive toward the tangata whenua and people from other cultures, I believe
that the culture that surrounds childbirth in New Zealand is still dominated by the culture of

medicine, this being derived from Europe, and more latterly the developed world in general.

This chapter will be divided into four sections. The first will examine the role of midwives and
the rise of medicine in centuries past. The following three will look only at the New Zealand
situation. The development of services from the time of colonisation until the 1970s will be
considered first. Then the period from the 1970s until the Nurses Amendment Act of 1990 will be

reviewed. Finally, the situation since the Act was passed will be discussed.

LAY MIDWIFERY AND THE RISE OF MEDICAL SCIENCE

While prostitution is often cited as being the world's oldest profession it is more likely that
midwifery is. As Edwards and Waldorf (1984) note, women have always attended other women
at birth. In fact the word midwife derives from midwoman, a thirteenth century word which

denotes a women who is with the mother at birth.

However, while midwifery can be viewed as an ancient and highly skilled profession it has also
been a political one. Ehrenreich and English (1978) state that the conflict between female lay
healing and the medical profession goes back to the witch hunts of the late fifteenth and early
sixteenth centuries when thousands of executions occurred. Undoubtedly those murdered were
not solely midwives, or females even, but among the “"crimes" people were executed for are

services which midwives and wise women provided, such as contraceptive measures, abortion,
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drugs to avert miscarriage, and drugs to ease labour pains (Ehrenreich and English, 1978;

Kitzinger, 1991).

Traditionally health care and knowledge of childbirth were regarded as an important part of a
woman's role, with the majority of ‘healing and caring' work being performed in the home by
women (Kitzinger, 1991; Oakley and Houd, 1990). Childbirth was simply viewed as a life event
through which the majority of women passed (Roberts, 1981). As such women attended other

women in childbirth and the skills of midwifery were handed down through the generations.

Oakley and Houd (1990) believe that two transition periods lie between childbirth being an event
controlled and attended by women and the current situation. The first is the emergence of
professional medicine and the exclusion of women from it. The second is the colonisation of

midwifery by the (then) new speciality of obstetrics.

Jakobsen (1991) states that in the seventeenth and eighteenth centuries pregnancy and birth were
viewed by medicine as a 'natural' state. It was over this period, though, that medical knowledge
developed rapidly and became more of a public concern (Kitzinger, 1991; Roberts, 1981). The
first hospitals were built, but the majority of births still took place within the home, with hospitals

providing a place of birth for some poor and destitute women only.

Medicine came to be increasingly viewed as an elite profession, but not a fit profession for
women (Ehrenreich and English, 1978), and in fact with the professionalisation of healing,
women were actively excluded from institutions that taught medicine (Kitzinger, 1991). The use

of instruments to assist in problem births was, similarly, not seen to be the province of midwives.

Livingston (1987) states that midwives continued to be the principal attendants at normal births,
but as medicine became more organised and male practitioners gained greater acceptance, this
situation was to change. Midwives were to become increasingly marginalised, even in normal
birth.

Leavitt (1986) in her book "Brought to Bed. Childbearing in America, 1750 - 1950" states that
there is considerable evidence that women feared dying or being permanently injured during
childbirth - a not unreasonable fear since this was relatively common. For example, using

available statistics she estimates that deaths from maternity-related causes were sixty-five times
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greater at the turn of the century than they were in the 1980s. That is, there was one maternal

death for every 154 live births, compared to 1 to 10,000 in 1980. Given the high fertility rate she

estimates that a woman who had five children would have had a 1 in 30 chance of dying.

Alternatively Loudon (1992) believes that deaths in childbirth accounted for a relatively small
proportion of deaths amongst women of childbearing age. He calculates that maternal deaths for
women aged between 15-44 years in 1890 were 8.8% of total deaths for women in England in that
age category. By 1930 it was very similar, at 8.3% of total deaths. Consequently the high rate of

dying in childbirth at that time needs to be kept in the context of the high rate of general mortality.

Even so, with figures such as these it is not surprising that women actively worked to reduce
childbirth risks. Leavitt's (1986) belief is that these very real fears of the dangers of childbirth
meant women were prepared to try new procedures in the attempt to reduce mortality and
morbidity. And, this meant that traditional childbirth practices, such as childbirth being a women
only event, were more easily transformed. Certainly this quest for safer childbirth can help
explain the speed at which birthing procedures and practices changed and why women so readily

accepted them.

MIDWIFERY IN NEW ZEALAND

In New Zealand the Pakeha settlers initially relied on trained or lay midwives for support and care

both for the labour and delivery and postnatal care and household assistance (Donley, 1986).

The Midwives Registration Act in 1904 lead to the development of training and registration of
midwives and the establishment of St Helens maternity hospitals where midwives were trained.

Hence, lay midwifery was gradually phased out, although initially untrained midwives could be
registered under certain circumstances (such as having been practising for at least three years and

having been certified by a doctor, or on passing an examination).

Donley (1986) believes that in the years preceding the First World War most births still took place
within the home and were attended by midwives. Doctors generally attended emergencies and the

wealthy only.
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Mein Smith (1986) states that between the two World Wars in New Zealand and overseas there

was a shift to institutionalised medicine. Hence, by 1920, 35% of births took place in hospitals,
the figure rising to 58% in 1926 . This rise happened despite the fact that Health Department
monitoring of maternal mortality trends in the 1920s pointed to the fact that a midwife's

attendance was less dangerous for a woman than that of a doctor (Mein Smith, 1986).

This was a period of high maternal deaths due to puerperal sepsis (blood poisoning), which
resulted from infections unwittingly transmitted by medical professionals. New Zealand's high
maternal mortality rates provoked heated debate among doctors and obstetricians who initially
refused to accept that they could be the cause of the infection (Mein Smith 1986). In spite of this
denial the Health Department was successful in gradually reforming the practices and
organisation of New Zealand hospitals and maternal rﬁortality rates reduced, with the St Helens

hospitals leading the way in safe standards of care.

While the perception that childbirth was safest in hospital was a significant factor in the shift
toward institutionalised birth, so too was the use of sedation, an option not available with
domiciliary births. Throughout the 1920s and 1930s this gained greater acceptance in New
Zealand in spite of the associated increase in forceps delivery and increased rates of maternal

infection (Donley, 1986).

Mein Smith (1986) states that the social reforms, such as free hospital and antenatal care that
occurred in the 1920s, gave general practitioners and the newly established but vocal Obstetric
and Gynaecological Society the opportunity to place themselves in a position of considerable
strength by the 1930s. Consequently, by 1938, 81.75% of births took place in hospitals with both

a doctor and midwife present 75% of the time (Maternity Services Committee, 1976).

The Labour government's social reforms in the 1930s consolidated the trend towards both the use
of GPs as primary caregivers and hospitalisation. This was encouraged by the payment of a
universal maternity benefit. This egalitarianism meant that all women had similar access to
medical care. With upper and middle class women leading the way, the use of physicians rather
than midwives, and birth in hospital rather than home, meant the control of childbirth by
obstetrics and the trend towards institutionalised childbirth and the medicalisation of birth was
further advanced.
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Leavitt (1986) believes the rapid change from home to hospital was the most significant transition

in childbirth history, more so than men being involved in birth or the use of interventions. She
states that "The location of childbirth uncompromisingly and directly altered women's birth
experiences, replacing the traditional female-centred domestic childbirth with a physician-directed

medical and surgical event" (p. 195).

As Donley (1986) notes, "The midwife as an independent practitioner was fast disappearing by
the 1940s" (p. 49), with her role becoming that of an obstetric nurse. This situation was

compounded by the dramatic increase in medical technology used in childbirth.

RECENT DECADES

From the mid-1900s women began to question aspects of hospital care. Leavitt (1986) believes
that with childbirth no longer holding the dangers to life and health that it had for previous
generations, women began to focus on improving the psychological dimensions of the hospital

experience.

She proposes two images of birthing women. One, a woman in her own home, surrounded by
women she had chosen to be present, but feeling vulnerable to death and debility despite that. The
second, a woman in an impersonal hospital, alone among strangers, but feeling vulnerable in the
institutional routine despite her belief of safety. As Leavitt (1986) notes, neither woman had the

confidence of a healthy outcome plus the freedom to make choices on how to conduct the event.

In New Zealand, though, women theoretically had this choice until the Nurses Act 1971. Prior to
this midwives still had the autonomy to provide antenatal and postnatal care and deliver babies in
the home "on their own responsibility" (Hammonds, 1993). With almost all births being hospital
based in the preceding decades it is likely that the majority of women, and perhaps midwives
even, would have been ignorant of this. With the passing of the Nurses Act this option
disappeared however, and midwives were required to work under medical supervision

(Hammonds, 1993).

Ironically it was also in the 1970s that New Zealand women began to question the right and might
of the dominant medical ethics surrounding childbirth. This questioning was partly as a result of

the resurgence of feminism that occurred around this time but was also linked to the rise of
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interest in ‘natural' childbirth which occurred both here and overseas from the 1940s on. It

represented both a rejection of patriarchal institutions and a challenge to the medical model of

childbirth (Pratt, 1990).

Associated with this challenge was the small number of women who decided to give birth at
home. They were attended by a domiciliary midwife and sympathetic GP, as legally a midwife
could not deliver a baby without a doctor's supervision. Donley (1986) notes that domiciliary
midwives, by working outside the hierarchical structure of the hospital system, were "beyond the

direct control of obstetricians and gynaecologists" (p. 49).

Not surprisingly obstetricians tried to thwart this trend, partly by the issuing of ‘risk lists'. For
example, in 1982 the Maternity Services Committee published a report which "set 55 all-
encompassing and quite arbitrary risk factors requiring a pregnant woman's referral to an
obstetrician" (Donley, 1986). It also recommended that the Obstetrics Standards Review
Committee oversee the contracts of domiciliary midwives and contained recommendations to

control GPs who attended home births also.

Naturally this was opposed by the Domiciliary Midwives Society and the consumer established
Home Birth Associations. They also contended that the report contained "unscientific,

contradictory and irrelevant statements based on false premises" (Donley, 1986).

Despite the attempts of obstetricians to stop home births and bring domiciliary midwives under
their control the number of home births continued to slowly increase, with 176 in 1977, 253 in
1981, 387 in 1985 and 900 in 1989 (McLoughlin, 1993). These births were attended by the
approximately 50 domiciliary midwives throughout New Zealand who had gained permission to
practice as a home birth midwife from the Minister of Health and a doctor (McLoughlin, 1993).
Legally a GP was also required to take overall responsibility for the birth, although in reality this

did not always occur.

However, this was soon to change, as the Labour government passed the Nurses Amendment Act

in 1990.
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THE NURSES AMENDMENT ACT 1990

This Act allowed midwives to take full responsibility for women before, during, and after birth,
either at home or in a hospital. It greatly increased women's options, as they now could choose
between GP and rostered hospital midwife, rostered hospital team, sole midwife care, or shared
care (GP and midwife). More significantly, doctors were no longer the gatekeepers of home
births. However, it has also been the case that the number of home births has continued to rise
only slowly. From 1037 in 1990, to 1148 in 1991, to 1200 in 1992, and to 1204 (preliminary data)
in 1994 (McLoughlin, 1993; Staff, 1994, March ).

McLoughlin (1993) notes that the Nurses Amendment Act lead to a dramatic increase in the
numbers of independent midwives, from the 50 (out of 1600) prior to the Act being passed, to 350
in 1993 (and growing). However, the clients of independent midwives are largely made up of
women who intend giving birth in hospital but who wish to have one-to-one support for their
birth, to already know their midwife before they go into labour and who seek continuity of care.

The numbers of babies born at home have not risen along with the numbers of independent
midwives. In fact, most such midwives would not be experienced enough, have the necessary

equipment nor the desire or philosophy necessary to undertake home births.

Donley (1991) believes that this situation perpetuates the obstetric control of childbirth as the
independent midwife still has no actual control due to the very nature of the institution. Clearly
the politics of childbirth have not been put to bed by either side of the divide, with the College of
Obstetricians and Gynaecologists continuing to try to put restraints on independent midwives and
GPs with proposed guidelines of when women should be referred to obstetricians (McLoughlin,

1993).

For domiciliary midwives there are big differences between the situation prior to the Act and
since it. In essence these are two-fold. Firstly, there is the amount which they can claim for their
services. In September 1988 they received a 50% increase in fees which raised the amount they
received to $250 for supervising a labour and delivery for a 6 hour period. Additional time was
paid at $37.50 an hour and up to six prenatal and/or postnatal visits were paid at a rate of $16 per
visit (Pay increase, 1988, October).
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Now they are able to claim the same fees as doctors. Hence, for the same six hour labour and

delivery a midwife now could claim $722.10. Pre and postnatal visits are paid at $22.70 per visit.

The second significant difference is that midwives can now practice autonomously as
professionals without having to be supervised by a GP. They are, however, still subject to
investigation in case of a complaint as well as possible disciplinary action. This gives midwives
the same status as doctors, reinstates their autonomy and also allows women to choose midwife

only care should they want it.

CONCLUSION

Midwifery is an ancient and skilled profession which stretches back over the centuries.
Traditionally only women were responsible for childbirth and such skills were passed down from
generation to generation and considered an intrinsic part of a woman's role. Childbirth was

regarded as a normal event, although marking a transition in 2 woman's life.

The rise of medicine gradually resulted in there being a conflict between medicine and midwifery,
and midwifery came into disrepute and midwives were viewed as poor alternatives to man-
midwives and doctors. Fuelling the disrepute of midwifery was the opposition to women as
healers and the exclusion of women from universities and places of learning. While there is
debate over the extent to which childbearing impacted on female mortality, there is no doubt that
maternal mortality and morbidity was a real threat to women. The consequence was that women
were prepared to try new approaches to childbirth and so traditional childbirth practices were

overthrown more easily.

In New Zealand, Pakeha women initially relied on both lay and trained midwives, with the early
1900's bringing the establishment of St Helens maternity hospitals and midwifery training. This
gradually spelled the end of lay midwifery. The first three decades of the twentieth century saw
dramatic changes to birth, the location of the majority of births changed from the home to
hospital, and new medical techniques, such as sedation, were introduced. Unfortunately, maternal
mortality rates were still high, and in fact were higher for hospital than home birth, due to

puerperal fever.
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Government policy had the effect of increasing the use of both hospitals and GPs, and midwives

increasingly practised in hospitals under medical control. Theoretically, however, midwives did
have the authority to practice independently until 1971, after which time legal requirements were

such that all births had to be supervised by a medical practitioner.

The 1970s also saw the beginnings of an interest in "natural' birth and home birth, with women
expressing concern about the medicalisation of birth, the routine use of some procedures and high
intervention rates. Small numbers of women gave birth at home, and despite opposition from

obstetricians and most GPs the numbers of babies born at home slowly increased.

In 1990 the Nurses Amendment Act heralded big changes for midwives and greatly increased the
options available to women. Midwives regained their autonomy and large numbers of women
took up the opportunity to have continuity of care and personal support from independent
midwives for their pregnancies and deliveries. The majority of these births still took place in
hospitals, however, and it has been suggested such a situation actually perpetuates institutional
and obstetric control rather than challenging it. This situation has also caused some feelings of
betrayal for home birth lobbyists who fought hard for the legislative change and who feel the most
benefit has been to independent midwives who do not challenge the medical model of childbirth

and who are content to practice within the hospital system.

For domiciliary midwives, though, the new Act brought significant changes. Their status was
restored, they were paid at the same rate as GPs and they could practice autonomously. For
women having a home birth the Act now allows them to choose midwife only care if they desire
it, or have their midwife as their primary health professional. As birth is now under both
midwifery and medical control it has also meant that it is easier for women to have a home birth

should they wish to.
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Chapter 3

SAFETY AND INTERVENTION

"I believe that childbirth is mostly safe and always sacred"

(Barrington, 1985, p. 7).

INTRODUCTION

In this chapter two issues are considered, safety and intervention. The relative safety of home and
hospital birth and the problems which arise when trying to compile meaningful statistics is
discussed first. For example statistics of previous decades are not necessarily relevant today due

to changes in medical techniques and procedures and because of social changes.

Other pitfalls to be aware of when comparing home and hospital birth are also outlined, such as

high risk women, planned and unplanned home births, and transfers from home to hospital.

Two possible reasons for falling mortality rates are then outlined. Firstly, that hospital birth is
safer than home birth, and, secondly, that social changes have resulted in reducing mortality.

Tables are presented that show mortality rates for home and hospital birth, taking into account
various risk factors, and it is suggested that such statistics illustrate that childbirth practices have

largely been formed from an ideological perspective rather than a scientific one.

The second issue, that of intervention is one of considerable concern to women choosing home
birth. While it is acknowledged that there can be a link between safety and intervention, in the

majority of births that is not the case and the incidence of intervention then becomes of interest.

Several studies which compare home and hospital birth outcomes are discussed, along with
studies that show there has been an increase in assisted deliveries over recent decades. New
Zealand figures for assisted deliveries are also provided and, following that, the cascading nature

of intervention is considered.
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SAFETY

Possibly the most contentious issue about home birth is the question of the physical safety of
mother and baby. Once this issue is addressed the different facets of home and hospital birth can
then be considered on their own merits rather than remaining over-shadowed by the notion that

home birth is always a risky undertaking.

In fact it could be argued that women have always faced increased risk of death and debility in
hospitals. For example, in 1925 in Washington DC in the United States, three times as many
women died in childbirth in hospitals compared to those who gave birth in their homes (Edwards
and Waldorf, 1984). Similarly in the United States in the 1930s the maternal mortality rate
(MMR) of hospitals was 5.3 per 1000 live births and 2.3 per 1000 for home births (Barrington,
1985).

However, while such statistics serve to reinforce the problems of infection that occurred in
hospitals at that time, they are irrelevant in terms of the argument about the relative safety of
home or hospital now. Medical techniques such as blood transfusion and the use of antibiotics
were not available when such figures were compiled, let alone the range of options available
today. Consequently, it is necessary to look to very recent decades to gain data that is useful for

meaningful comparison of home and hospital.

Such an undertaking is still fraught with difficulty. For example issues such as age, parity,
socioeconomic status, health and the spacing of children represent just a few of the variables that
affect the birth of a given child. Of particular concern is the fact that figures for women of high
risk are likely to be almost exclusively included in hospital figures and so skew the results, with
the consequence being that hospital figures still cannot be meaningfully compared to home birth

figures.

Alternatively, for home birth figures to be useful they should only include planned home births.

As Ford, lliffe and Franklin (1991) note, of the approximately twenty home deliveries per day in
Britain, only half are intentional. Unplanned home births tend to highly inflate figures. For both
home and hospital birth statistics to be accurate it is also important that women booked for home

birth, but who transfer to hospital during labour or post-partum, are still placed within the home
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birth figures. All New Zealand Home Birth Association statistics note transfers and reasons for

transfers. All are also planned home births.

Tew (1978) notes that the argument advanced, and accepted as true, in support of hospital birth is
that of enhanced safety for mother and baby. The acceptance of this argument was not difficult
given that statistics illustrated falls in both the Perinatal Mortality Rate (PNMR) and MMR as
science advanced, hospitalisation became the norm and specialists were increasingly used. More
recently researchers have pointed out that this merely shows a correlation between increased
hospitalisation and falling mortality rates and that this correlational relationship has tended to be

advanced as if it were a causal relationship (Huntingford, 1978; Tew, 1978).

Another strong correlational relationship to falling mortality rates are social changes. These
would include changes such as fewer very young or very old women giving birth, improved
standards of living, improved nutrition, increased stature of women, fewer very large families,
greater spacing between children and a general improvement in health care services available to

women and children (Smulders and Limberg, 1991).

The New Zealand MMR for the years 1989 to 1991 was 9.6 per 100,000 total births. While the
figure looks low it does not compare well with the Australian rate, of 4.4 per 100,000 births, or
the British rate at 6.2 per 100,000 births. It is also higher than the previous three year period
(1986-1988) when the rate was 6.7 per 100,000 total births (Maternal deaths, 1993).

In fact, Umbers (1994) states that the New Zealand MMR between 1980 and 1992 was 13 per
100,000 live births, with New Zealand women being four times more likely to die from childbirth
than Australian women. Further, this rate places New Zealand fourth worst in the industrialised
world, includes a disproportionately high number of Maori and Pacific Island women and is more
than 50% higher than the MMRs of the United Kingdom and United States. Clearly figures such
as these show that maternal mortality is still of concern, even though in comparison to previous

eras there has been a dramatic fall in maternal deaths.

In fact the MMR of the Western world is now so low that it is not useful for meaningful analysis
on the relative safety of home versus hospital birth (Chamberlain, 1988; Tew, 1991).
Consequently attention is now more usually focused on PNMRs, and increasingly as PNMRs

drop, on morbidity rates.



17

Tew (1987), using British data, notes that high infant mortality rates are most often associated
with high rates of hospital births, and in both high and low risk groups the still-birth rate of

hospital is much higher than that of home birth.

Using the data of the British 1970 survey which included information of every still and live birth
in one single week throughout the entire United Kingdom, Tew (1990) found that the analysis
showed "consistently and unmistakably an excess of mortality among births in hospital” (p. 29),

as illustrated in Table 1.

Table 1. Percentage of births and perinatal mortality rate (PNMR) by labour prediction score
(LPS) and place of birth.

LPS *¥ Level of Risk Percentage of Births PNMR/1000 Births
Hospital Y | GPU/Home ”’ | Hospital ¥ | GPU/Home “’
0-1 Very Low 39.4 59.4 8.0 3.6
2 Low 23.0 223 17.9 4.8
3 Moderate 15.6 10.6 322 2.0
4-6 High 18.2 7.5 53.2 14.2
7-8 Very High 2.9 0.2 149.1 111.1
0-12 All (n=11141) (n=4660) 27.8 4.9

(N The labour prediction score (LPS) is a risk score constructed by the British Births 1970
survey researchers. It includes the antenatal prediction score (APS), which considers age,
parity, social class, obstetric history (stillbirth, neonatal death, abortion, caesarean
section) and co-existing disease (diabetes, hypertension). In addition the LPS includes
risks from complications which have an important influence on labour (for example
antepartum haemorrhage, duration of pregnancy, foetal distress and breech presentation).

2) Excludes general practitioner beds.

3) General practitioner units and home are seen as equivalent.

Source: Tew (1990), data from the British Births 1970 survey.

As can be seen, the increased mortality of hospital holds across all risk levels, with the high risk
births in general practitioner units (GPUs)/home being lower in mortality, at 14.2 than that of the
low risk hospital group, at 17.9. In fact, British GPUs and New Zealand secondary maternity
hospitals are very similar. (In making GPUs and home equivalent, home birth figures would tend
to be inflated and GPUs deflated.) Tew (1990), a medical research statistician, did analysis on the
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different risk categories of women and concluded that less than one eighth of the discrepancy

between hospital and home PNMRs could be explained by the greater proportion of higher risk
hospital births. See appendix 1 for further analysis by Tew (1990).

Similarly Jowitt (1993) gives a Dutch PNMR of 18 per 1000 births in consultant hospitals in the
presence of a doctor and 1 per 1000 for home births in the presence of a midwife. She also notes
that the United Kingdom Winterton Report (1992, cited Jowitt, 1993) states that, "There is no
convincing and compelling evidence that hospitals give a better guarantee of the safety of the

majority of mothers and babies. It is possible, but not proven, that the contrary might be the case"

(p. 191).

Such research throws considerable doubt on the widespread belief that hospital is invariably safer
than birth at home. While Barrington (1985) is correct in stating that, "No-one would denigrate
the contribution of modern medicine to the improved safety of the high risk mother and child" (p.
20), it would also appear to be true that, "Perhaps the most persistent and striking feature of the
debate about where to be born, however, is the way policy has been formed with very little

reference to the evidence" (Editorial, 1987, p. 103).

INTERVENTION

As has been noted, in contrast to earlier eras when women faced a very real threat of death or
debility in childbearing, the issue of safety is often not the central concern of women giving birth
these days. As mortality rates dropped and the fear of women of possible death faded, other
issues gained prominence. One issue that is usually of considerable concern for women choosing
birth at home is that of intervention (Abel and Kearns, 1991; Ford et al, 1991; Jakobsen, 1991;
Pratt, 1990).

Obviously there is a link between intervention and safety. Intervention can ensure the survival of
mother, baby, or both, and the necessity for intervention in some cases cannot be denied or
underestimated. Since the majority of births are without complications, however, what will be
considered in this section is the incidence of intervention, particularly in relation to the home

versus hospital debate.
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One study that is widely quoted in the home versus hospital safety controversy is a United States

study by Mehl, Leavitt, Peterson and Creevy (1976, cited, Mehl, 1978). Mehl et al. matched
women giving birth in hospital or at home case by case for maternal age, risk factors, gestational

length, parity, education and socioeconomic status.

Results showed that the hospital group were given three times as much oxytocin, there were
twenty-two times more forceps deliveries and four times more caesareans, a nine times greater
incidence of episiotomies, and two hundred and sixty-seven times more use of analgesia and
anaesthesia. There was also significantly more intra-uterine foetal distress, elevated blood
pressure during labour, post-partum haemorrhages and meconium staining. Meconium is a baby's
first bowel motion. Its presence in the amniotic fluid suggests the baby has undergone stress.
Shoulder dystocia (difficulty birthing the shoulder) also presented more frequently with hospital
births.

The home group had significantly more second stage labour dystocia (lack of progress in the
second stage), bleeding during labour and occiput posterior deliveries. (The baby has not rotated,
so their backbone is against the mothers backbone. The ideal position being baby's backbone

towards the front of the uterus).

In terms of neonatal complications, the hospital born babies suffered more birth injuries, had more
infections, needed more oxygen at birth, had a greater incidence of respiratory distress lasting 12
hours or more, needed more resuscitation, had more total non-congenital complications, and lower
1 minute and 5 minute Apgar scores. The Apgar score gives a rapid assessment of the baby's
condition. It consists of the baby's heart rate, respiratory effort, muscle tone, grimace (reflex
irritability) and colour. The range goes from zero to ten, with ten being the maximum score,
although rarely achieved. A score of five or below indicates the infant is depressed and at the 5
minute assessment can be associated with neurologic damage and even neonatal death. (Berkow

and Fletcher, 1992).

No significant differences between the two groups were found in the intra-partum (during birth),

or neonatal deaths, or neurologically abnormal infants.

A United States study of lay midwives from the well known "Farm" midwifery service in rural

Tennessee compared the outcomes of 1707 planned lay midwife attended births with physician
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attended hospital births (Durand, 1992). No significant differences were found for foetal or

neonatal death, labour related complications or low 5 minute Apgar scores. However, the assisted
delivery rate for the Farm midwives was 2.11% compared to 26.6% for physicians and the
caesarean section rate was 1.46% compared to 16.46% respectively. Hence, safety was

comparable but far fewer women had assisted deliveries with the lay midwives.

Affonso (1981) notes that in the United States caesarean births have increased from 3% in 1948 to
6% in 1969 to 14.7% in 1978. She notes that in 1979 69.9% of all deliveries had no
complications, but in 1980 this figure had dropped to 54.4%. Affonso further notes that caesarean
birth has approximately four times the risk of maternal mortality as vaginal birth, most frequently
from infection. Postpartum infection rates are 3-7% for vaginal deliveries but five to ten times
higher for caesarean births. Furthermore the PNMR is 11.1 per 1000 births for vaginal deliveries
but 15.5 per 1000 births for caesarean births, after adjustments for differences in birth weight. A
Finish study noted that as small maternity hospitals closed, caesarean rates increased. In 1964
there were 132 maternity hospitals and a caesarean rate of 4%, but in 1980 there were only 50

hospitals but the caesarean rate was 14% (Valvanne, 1991).

Closer to home Boland (1989) examined a matched sample of 51 home births and 509 hospital
births in Sydney Australia using 1984 data from the Maternal/Perinatal Statistics Collection. She
concluded that there were significantly fewer complications for first time mothers giving birth at
home compared to hospital, the figures being 46.1% and 68.3%-74.5% respectively. And,
secondly, that complication rates for women of the same low risk status giving birth for the first

time varied considerably between hospitals. Namely from 37.3% to 84.6%.

A 1989 New Zealand study by Tilyard (1989, cited Jakobsen, 1991) of 1032 low risk women
showed that both intervention in labour and the rate of foetal distress was much higher among
private specialists and hospital clinics that rural doctors. Since virtually all home births in New
Zealand would be classified as low risk Jakobsen (1991) compared Tilyard's study with home
birth statistics to arrive at the following:
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Table 2. Foetal distress and intervention rates in New Zealand.

Foetal Distress: %
Home birth 1.5
Rural GPs 3.6
Private specialists 9.5
Hospital clinics 23.1
Intervention Rates:
Home Birth 53.5""
Hospitals 83.0
(1) The home birth intervention figure may seem high given the non-interventionist

approach and environment associated with home birth. However homeopathy is included
as an intervention in statistics, with approximately one-third of women receiving
treatment.

Source: Jakobsen (1991)

In terms of the broader picture, it would seem unfortunately, that New Zealand has a higher than
acceptable level of intervention. Wagner (1990), the Director of Perinatal Health Care Services'
European region for the World Health Organisation, commenting on the caesarean section rate in
New Zealand (see Table 3) states that, "This would be considered the high borderline that would

be permissible in any developed country" (p. 14).

He then notes that the operative vaginal births rate (forceps or vacuum extraction) varies between
10-20% also, and this he believes is the single most important problem in New Zealand’s
perinatal epidemiology (see Table 3). This problem is two pronged though, the first being that the
rate is, "At least double what it should be" (p. 14), the second being that most operative deliveries
are by forceps not vacuum extraction. Vacuum extraction is viewed as preferable and results in

less trauma and pain for women.

In conclusion he notes that the overall operative rate of births in New Zealand at 25-30% means
that, "Over one quarter of all New Zealand women have their baby either cut out or pulled out" (p.
15). These rates are at least double those of most European countries, although Jowitt (1993)
states that in 1985 in England and Wales the forceps rate was 10% (with a staggering 50% rate for
the United States).
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The national rate from the Home Birth Associations for 1992 works out at 2.0% each for

caesareans and forceps deliveries (Staff, August 1993). This is in line with the Dutch rate of 1.5%
for caesarean births, with approximately half of all births in Holland occurring in the home with
midwives (Hibbard, 1981). Dutch researchers Smulders and Limberg (1991) note that there is a
correlation between a safe and a pleasant delivery, as the use of forceps or vacuum extraction

always carries risks.

Table 3. New Zealand Operative Births in percent (1989). Unofficial figures obtained from

hospital records

C-Section Operative Vaginal Total
Home Birth 3.0 1.4 5.1
Wellington Women's 15.5 14.5 30.0
Middlemore 8.8 5.4 14.2
National Women's 15.7 12.1 27.8
St Helens 13.8 12.3 26.1
Waikato 14.9 11.0 259
Taranaki Area 13.5 9.0 225
Hastings 8.4 23.0 314
Napier 11.6 20.0 31.6
Palmerston North 19.0 83 273
Nelson 113 18.0 293
Christchurch Women's 22.0 15.0 37.0
Queen Mary Dunedin 16.3 14.3 30.6
Dannevirke 7.0 12.0 19.0

Source: Wagner (1990) (modified)

In fact Rothman (1982) notes that hospitals have never been proved to be the safest place to give
birth. They can present dangers to women and their babies due to overuse of medication, higher

risks of infection and obstetrical interference in the physiological process of birth.

As many researchers note, one of the problems of intervention is that of the cascading nature of
interventions, one intervention often produces a need for another, which produces a need for yet
another. It is also the case that if health professionals and institutions have set policies,
interventions may also be given at times when they are not actually necessary, rather than each
case being treated on its own merits. For example in the Netherlands in 1979 one out of three

women sent to hospital for expected medical complications ended up having an uncomplicated
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birth (Smulders and Limberg, 1991). If medical staff are too quick to intervene such women

would end up having interventions before it became apparent that they did not actually require

them.

CONCLUSION

In this chapter the questions of safety and intervention have been discussed. While the
importance of safety is, naturally, of prime concern statistics appear to refute the widespread
belief that hospital is the safest place in which to give birth. For women giving birth it is probably
true to say that while the issue of safety is considered, especially by those planning a home birth,
it is not necessarily the central issue. This is because in the vast majority of cases a normal

pregnancy will end in a healthy birth without complications.

Often of more concern to women considering home birth is intervention, and again, statistics
suggest that no intervention in birth is more common for births at home. Along with other factors,
such as access to health care and poor standards of living, the high overall rate of operative births
in New Zealand could be connected to the higher rate of maternal deaths. If so, New Zealand
health professionals involved in the childbirth area need to reconsider their practices and look to

countries with lower rates as one way of reducing these disturbing figures.

However, what always needs to be borne in mind when considering safety and intervention in
birth, is that there is no such thing as absolute safety in birth, a small number of babies will die.
Also, intervention in birth always carries its own risk (Page, 1991; Smulders and Limberg, 1991).
Hence, birth is always a case of balancing the risks of doing nothing and doing something

(Rothman, 1982).
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Chapter 4

CURRENT ISSUES IN HOME BIRTH RESEARCH

"A maternity service which loses touch with the feelings and expectations of its

clients will not meet their needs"(Chalmers, 1978, p. 52).

INTRODUCTION

This literature review is divided into six sections. Section one is concerned with the importance
of information. Areas covered include lack of knowledge of home birth as an option, the critical
nature of information to decision making, women's desire for information and how this is
frequently not met. Also, provision of information generally appears to have positive
consequences by reducing stress, increasing adaptation, and increasing feelings of control and

satisfaction.

The second section examines why women decide to have a home birth. Reasons discussed
include issues of control, the increasing medicalisation of birth, the wish for a “natural' or ‘normal’
birth, continuity of care and having an established relationship with a midwife, having control
over who attends the birth and their degree of involvement, the environment of home, separation
from partners and other children, bonding and breastfeeding. Because of their importance some

are discussed in greater detail in other sections of this chapter.

The third section discusses the issue of control. Reference is made to the fact that control is
frequently not adequately defined, although there appears to be a distinction between internal and
external control. Debate surrounds the desirability of internal control, while feelings of external
control appear to be linked to the provision of information and to participation in decision making.
Women's views on decision making and feelings of control during birth are discussed, along with
the influence of client-staff relationships on feelings of control. It is noted that good relationships
can mean women retain feelings of control even in emergency situations. Section three also
considers the importance of control for home birth women, and home birth and decision making.
Feelings of control, both at home and in hospital, are associated with feelings of satisfaction and

other positive psychological outcomes.
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Section four examines social support and continuity of care. Firstly lay social support is

discussed. Research in health psychology generally finds that social support has beneficial effects
and that home birth provides the potential for increased social support. Also, social support is
especially important for birth at home due to fewer pain relief options. The influence of social
support on labour, delivery and outcomes for babies are outlined, along with the desire of women
for support. The impact of social support on psychological outcomes for mothers is also
examined. Secondly, continuity of care and midwifery support is discussed. The difficulty of
establishing a supportive relationship within the current hospital maternity system is considered,
although it is noted that midwives typically provide considerable support for women during
labour and post-partum. Other issues discussed include the desirability of midwives providing
psychological care along with physical care, both to women and to women's support networks,
and the effect of supportive care on labour and maternal and infant outcomes. Again, it is
suggested that a key factor is the relationship that exists or develops between women and
midwives. Women's desire for continuity of care in childbirth is examined and findings indicate

that this is a prominent concern of women having a home birth.

Section five looks at disadvantages of home birth, such as the domestic and childcare
responsibilities associated with the home, lack of rest, the possibility of having to transfer to
hospital, the lack of pain relief options at home, relationship problems between women and
midwives, risk factors for women or their babies, and negative reactions of others to women

planning a home birth.

The last section is concerned with satisfaction with childbirth. It is noted that there are difficulties
in defining and measuring satisfaction and some of these are outlined. Satisfaction is then
discussed in relation to issues such as the provision of information, feelings of control and
participation in decision making, satisfaction with staff and other support people. It appears that
there is an inverse relationship between satisfaction and chemical pain relief, and that both minor
and major interventions decrease satisfaction. Also considered is satisfaction and birth location

and whether women would choose the same birth location if having another baby.

INFORMATION

This section is concerned with the importance of information during women's pregnancies,

labours and postnatally. Information is viewed as central to the understanding of available
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choices and to decision making. Information is also shown to affect women's experience of

childbirth and their satisfaction with their experience.

Lack of knowledge of home birth as a birth option is highly possible in countries where it is not
typically offered as an alternative. This would include New Zealand. In a United States study
Sacks and Donnenfeld (1984) interviewed three different groups. These included hospital
couples, maternity centre couples and home birth couples. Of the hospital group 28% of the
mothers and 47% of the fathers were not aware maternity centres were a birthing option, and 16%
of the mothers and 37% of the fathers indicated no knowledge of home birth as an option. In
contrast, except for one in each group, all maternity centre and home birth couples indicated

knowledge of all three birth alternatives.

It is also the case that women may have knowledge about the option of home birth, but lack
sufficient information to make an informed choice. McSherry (1986) studied 48 women in the
Manawatu area and found strong opposition to home birth. The main reason women gave was
that home birth was unsafe, yet half the women gave birth in hospitals which, "held no more

emergency facilities than those carried by domicillary (sic) midwives" (McSherry, 1986, p. 64).

That women seek information is well documented in studies. Green, Coupland and Kitzinger
(1988) asked women if they could discuss the things they wanted to with professionals. Thirty-
three percent said that they always could, 51% said they could most of the time, 12% said only
occasionally, 3% hardly ever could, with 1% never being able to. A 1984 study of 4,000 women
by the Danish Institute of Epidemiology found that during pregnancy women preferred to get
advice from a midwife as they felt they could discuss more issues with a midwife than their
doctor. Women also stated that at least 25 minutes were necessary for each antenatal visit (Houd,

1991).

There are also class differences as to the amount of information received and satisfaction with it.

Green et al. (1988) found that lower class women tended to be more dissatisfied with the amount
of information they received, and Pratt (1990) states that the lower the social class of woman the
greater the likelihood of wanting more information. This is backed up by other research which
found that women of higher social classes were given more information, but lower class women

knew less and understood less than higher class women (Niven, 1992). Consequently, their need
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for information was greater, which no doubt would contribute to feelings of dissatisfaction at the

amount of information received.

Shapiro (1983, cited Pratt, 1990) found that despite many antenatal visits, for the majority of
women their desire for information was not met and their health professionals' perception of the
extent of their wish for information was highly underestimated. Kirkham (1989, cited Niven,
1992) also found this in a study which looked at three groups of women, a consultant hospital
group, a General Practitioner Unit group, and a home birth group. Information, both good and
bad, was what all groups said they wanted most from their midwives. As Pratt goes on to note,
studies suggest that women must actively seek information as it is unlikely their health

professionals will meet their needs in this area.

McSherry (1986) also found that the women she interviewed wanted greater information than they
received. The ability to "promote the exchange of information" was rated by women as the most
desirable characteristic of a doctor (p. 63). Conversely the worst characteristic was seen to be

unapproachability.

McSherry (1986) also noted that many women felt unable to gain further information by
questioning their doctor due to feeling intimidated by his/her manner. Alternatively, Boreham
and Gibson (1978, cited Pratt, 1990) suggest that the reason women do not pursue information is
because to do so would imply a lack of confidence in the doctor's judgement. Pratt points out that,
"This infers that the power imbalance was being reaffirmed by doctor dominance and patient
passivity in the interaction process and that patients continued to abdicate responsibility against

their own best interests" (p. 17).

In terms of home birth women, Pratt (1990) believes they want as much information as possible,
and McClain (1987, cited Pratt) found that home birth women knew significantly more details
about friends' pregnancies and birth experiences compared to women having hospital births.

Schiff and La Ferla (1985, cited Pratt) found that all their home birth sample had discussed birth
experiences with their midwives but only half of the hospital group had discussed their
preferences with obstetricians. Similarly, McSherry (1986) found that two-thirds of her sample

had not discussed the coming labour and delivery with their doctor.
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In fact, research strongly suggests that women's desire for information is positive in that the

attempt to understand and make sense of what is happening, or could happen, helps prepare
women for actual events. For example Mason (1987) states that women who actively sought
information in pregnancy about labour and birth were more likely to adapt well to labour, delivery

and early motherhood compared to those who did not so prepare.

Norton (1983) goes further and suggests that effective childbirth preparation would produce truly
educated consumers which would do more to lower the PNMR and improve obstetric care than
any other force. The study by Middlemiss, Dawson, Gough, Jones and Coles (1989) would
suggest that this is one way obstetric care could easily be improved. Middlemiss et al. studied the
anxiety of women experiencing high-risk pregnancies. The experimental group had home based
care which included the encouragement of women to participate in discussions about the
management of their pregnancy. The control group had standard hospital based care. Groups
were matched for maternal age, parity, gestational age, marital status, socio-economic grouping

and reason for referral.

Psychological assessments were conducted using the State Trait Anxiety Inventory STAI and the
Zung self-evaluation questionnaire at weekly intervals up to delivery. Results showed no
significant differences between the groups for the Zung Depression scale or trait anxiety levels.
The State anxiety scores showed that women in the experimental group had considerably lower
State anxiety levels (with a mean of 34.05, SD 9.24, compared to control group levels of 41.90,
SD 9.93, at P<0.01). It was concluded that women in the experimental group did have lower

anxiety levels than those in the control group.

It is not only antenatally that information is important however. Niven (1992) believes that one
way to minimize anxiety and stress during birth is for staff to provide sufficient information to
counteract unnecessary worries and reassure women their experience is normal. Information is
not always forthcoming however. An Italian study by Ramito and Zalateo (1992) found women
had only a "scanty knowledge" of what had been done to them during delivery (p. 234). They
state that studies from a variety of countries, "Have confirmed that physicians and nursing staff
tend to give incomplete information about what they intend to do or what they are doing, and that
the women often emerge from encounters with health personnel (and thus also from giving birth)
without understanding what has been done to them, why it has been done, and what the possible

alternatives might have been" (p. 234).
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Annandale (1987) notes that information is an essential ingredient of patient control, a statement
which Green et al. (1988) would confirm, as they found that the amount and quality of
information that women received was strongly related to whether they felt in control of what staff
were doing to them. Not feeling in control was associated with wanting to know more or having

been given misleading or confusing information.

Green et al. (1988) also found a significant relationship between satisfaction postnatally and the
amount of information women received, wishing they had more information prior to the birth and
feeling they had been given misleading information. Similarly, they also found associations
between women's feelings about the information they received and two additional measures:

emotional well-being and positive descriptions of baby.

WHY WOMEN CHOOSE HOME BIRTH

Pratt (1990) in her New Zealand study states that 60% of her home birth respondents ranked the
ability to be in control as the most important factor in their choice of birth location. Control was
also of concern for the (New Zealand) women Abel and Kearns (1991) interviewed. The women
in the study believed that their power to control what happened to them was reduced in the
hospital system and that this increased the risk of medical intervention. Conversely, they felt that
being at home enabled them to feel in control. (The word "control' is being used in relation to
decision making, i.e. what happens to the woman, rather than control of oneself.) Due to the

importance of control for women it will be discussed in greater detail later in this chapter.

Overseas literature also states that control is an important issue (Cunningham, 1993; Homebirth
Australia, 1993; Morse and Park, 1988). Sacks and Donnenfeld (1984) note that feeling in control
was important for 68% of the women surveyed who gave birth at home. Linked with the desire to
maintain control is the belief that losing control over what happens to you in hospital results in an
increased likelihood of medical interventions occurring, an increased likelihood of the use of

medication, or both.

The increasing medicalisation of birth has been the source of considerable disquiet. Objections to
routine hospital practices, combined with previous hospital experience, can influence women in

deciding on home birth (Jakobsen, 1991; Kitzinger, 1978; Klee, 1986; O'Connor, 1993). Ford et
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al (1991) state that they believe aversion to technological intervention is a powerful motivation in

some women seeking home birth, and Morse and Park (1988) note women frequently seek to

avoid the iatrogenic risks associated with hospital.

Associated with this is a distrust of conventional medical practice (Hannah and Davies, 1990;
Hazell, 1975, cited Abel and Kearns, 1991; and Pratt, 1990) and a belief that the ready access to
technology brings with it the temptation to use it (Jowitt, 1993). Women seeking home birth, and
perhaps the majority of all expectant women, generally wish to have a "natural' or ‘normal' birth
or both, and often an “active' one also. The term ‘active' is associated with the notion of control
over decision making (Cunningham, 1993), but is also concerned with the ability to physically
move about. Clearly this is impossible if women are being continuously monitored, have an
intravenous infusion or an epidural anaesthetic. Avoidance of interventions is also associated
with the term “natural' or ‘normal’ and is a powerful motivator for women wanting their babies to
be born at home (Homebirth Australia, 1993; Kitzinger, 1978; Morse and Park, 1988; O'Connor,
1993; Pratt, 1990; Zander, Lee-Jones and Fisher, 1978).

Another factor that is frequently cited by women as a reason for deciding to have their babies at
home is that of continuity of care. In the majority of hospitals in New Zealand women do not
meet the staff who will care for them in labour before their admittance. Once there they may have
changes in midwives depending on shift change-overs, plus they will have different midwives

post-partum.

Continuity of care and the establishment of a relationship and rapport with their midwife is seen
by home birth women as crucial. It could be argued that vast numbers of New Zealand women
would agree if the numbers who have chosen independent midwifery care since legislative
changes in 1990 are anything to go by. For example, there were 50 independent midwives
handling 1,000 births in 1990 and 350 handling 11,000 births in 1993. However, only 1,100-
1,200 of the 11,000 births would be home births (McLoughlin, 1993). Some hospitals have
obviously recognised women's wishes for such care and have improved services to women by

instigating "know-your-midwife" schemes (for example in Nelson and Wanganui).

The New Zealand studies of Abel and Kearns (1991), Jakobsen (1991), Pratt (1990) and Strid

(1991) all found that continuity of care was important for the women they surveyed, and overseas
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literature supports this finding (Kitzinger, 1978; Houd, 1991; Zander, 1984). Due to its

importance continuity of care will also be discussed in greater detail later in this chapter.

Linked with the desire to have a personal relationship with their midwife is the wish to maintain
control over who attends the birth and to fully involve those chosen to attend (Cunningham, 1993;
Hasslacher, 1988; Kitzinger, 1978; Sacks and Donnenfeld, 1984; Strid, 1991; Zander, 1984).

Generally women wish to involve their partners as fully as possible and the presence of trusted
family and friends is seen to increase the relaxation engendered by the home environment. By
selecting only those people whom she trusts a woman ensures that her privacy, at such a personal

time, is safeguarded.

Both privacy and giving birth in a familiar, relaxed and peaceful environment are also important
as reasons why women choose home birth. Hasslacher (1988) notes that there is no outside
disturbance to the flow of labour, while Zander (1984) believes home gives a sense of relaxation
and security by virtue of the familiar surroundings and the presence of family and friends. Other
authors note that women believe that not having to leave the home means labour is not disrupted

by the move to hospital (Abel and Kearns, 1991; Hannah and Davies, 1990).

Not being separated from the new baby, from other children and from their partner are other
reasons why women may choose home birth (Hannah and Davies, 1990; Homebirth Australia,
1993; Kitzinger, 1978). In fact Sacks and Donnenfeld (1984) note that 68% of their sample
mentioned that avoiding being separated from their baby was one reason why they decided to
have a home birth. This desire of women not to be separated from their new baby may be linked
to the belief that bonding and the establishment of breastfeeding are better achieved at home
(Abel and Kearns, 1991; Cunningham, 1993; Hasslacher, 1988; Kitzinger, 1978; Klee, 1986).

Other reasons which women may consider important include the lesser disruption that occurs to
family life, and the quality family time that occurs immediately post-partum (Hannah and Davies,
1990), being able to have their total care provided by a midwife (Homebirth Australia, 1993), the
woman always being the centre of attention (Hasslacher, 1988; Strid, 1991). The possibility of

women being subject to conflicting advice is also eliminated (Hasslacher, 1988).

Finally, Klee (1986) notes that the decision to have a home birth may mean that women choosing

home birth simply have a different ideology or explanation of birth. Given the divergent views of
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the medical and midwifery model of childbirth (see Chapter 5 for a more detailed description of

these models) this must remain a possibility and may, in fact, be the underlying reason why

women decide to have their babies at home.

CONTROL

As stated earlier the desire to maintain control is for many women one of the major reasons why
they choose home birth. However, there are differing interpretations on the definition of control.
Annandale (1987) when discussing health care in general, sees control over decision making
about the process of health care as the key. Clea