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ABSTRACT

Women develop expectations about birthing and prepare for birth in a variety of ways,
the use of a birth plan being one of them. There is little in the literature that provides
evaluation of the effectiveness or otherwise of birth plans. This qualitative study,
using semi

structured, tape recorded interviews, examines the labour and birthing

-

experiences of a small group of women who accessed maternity care within the
Private Health care sector. A birth plan was the communication tool that these women
used to convey their birthing expectations to the health professionals caring for them.
The findings of the study are confined to the Private Health care system where women
choose maternity care expecting that the primary care giver is the obstetrician. They
provide some insight into ways in which study participants gained information to
make informed choices in labour and birth, their expectations and how they felt these
were met. The women in this study valued birth plans as a tool for communication,
because they provided a foundation for dialogue, choice and decision making. The
establishment of and the support provided by a collaborative partnership between the
woman, her support person, the midwife and the obstetrician was found to be a key
element in how women perceived the birthing experience overall.

CHAPTER ONE
Background to the Study
Introduction:
Women develop expectations about birthing and prepare for birth in a variety of ways,
the use of a birth plan being one of them. Birth plans have become part of antenatal
preparation; they are recommended to women at antenatal classes, in the books they
read, by midwives and from other women. However, there is little in the literature that
provides evaluation of the effectiveness or otherwise of birth plans.

Birth plans are an expression in writing of the preferences a woman has for the
management of her labour and birth (Whitford & Hillan 1999). Advocates of birth
plans claim they improve communications (Jackson 1986), enhance choice and
control (Kitzenger 1987), and make women more aware of available options (Moore
& Hopper 1995). They have also been criticised as offering meaningless choices
(Too I 996b), or being unnecessary where women already know their midwife prior to
labour (Inch 1998).

The introduction of birth plans to Britain during the mid seventies followed their
successful introduction in the United States of America where they seemed to be
working well. Birth plans enabled obstetricians and midwives to get to know their
clients better and helped women think through what they wanted and to discuss
aspects of their care (Kitzinger 1999).

Kitzinger introduced the birth plan in the United Kingdom as a response to the
dissatisfaction that women and midwives were experiencing. In the mid seventies

pubic shaves and enemas were still mandatory in some hospitals, almost half the
labours were induced, women were usually made to lie flat on their backs or with
their legs in a modified lithotomy position in the second stage. The episiotomy rate
was around 70% (Kitzinger 1999:300), and so routine that most hospitals did not keep
statistics of episiotomy rates.

Health professionals' reactions to birth plans varied. Some welcomed them whilst
others disliked them on the grounds that they knew best how to manage labour and
their professional skills were challenged if the woman had ideas of her own. Some
believed that the birth plan interfered with the relationship between women and carers
and others thought that if the woman did not get what she hoped for she would think
she, or the carer, had failed. As a result, birth plans sometimes triggered defensive
attitudes from obstetricians and midwives (Kitzinger 1999).

To understand why birth plans have become part of birthing it is necessary to
understand the impact of the medicalisation of childbirth. Childbirth is now
accompanied by an increasing use of technology, for example, ultrasound, blood tests,
cardiotocograph monitoring, induction of labour, analgesia and anaesthesia, which has
come to be accepted by most health professionals as normal components of birthing.

Whitford and Hillman (1998) state that birth plans were first proposed in Britain in
the late 1970's as a backlash against the increasing medicalisation of childbirth. These
early birth plans evolved from women's attempts to assert their rights to have some
control over what happened to them in hospital at the hands of the obstetricians. A
birth plan allowed options to be thought about in advance, and choices to be made

about some of the things that might happen during labour.

Midwives and witches:
The occupation of midwifery is an ancient one. Traditionally it was a non-medical lay
craft practiced by women until about the I th century (Willis 1983). The changing
status of midwifery and midwives throughout history is related to issues of medical
dominance, power, control and the subordination of women.

Midwives were acclaimed and respected in Greece, valued and well established in
Rome, and yet burned at the stake as witches in medieval Britain. In the Middle Ages
witch healers were often the only general practitioners for commoners who had no
doctors, no hospitals and who struggled with poverty and disease. Therefore the
association between the helping and healing witch and the midwife was strong. The
church itself had little to offer the peasantry and a double standard existed within the
church because the church was not against medical care for the upper class
(Enrenreich & English 1973). The real issue was control (Kent 2000:6). The male
upper class healers under the auspice of the church were acceptable, while female
healers as part of the peasant subculture were not. The church controlled women, and
by eliminating the witches/midwives, the church removed any possible challenge to
their authority. This was accomplished by discrediting midwives to those that needed
them most, the poor, the ignorant and the superstitious (Enrenreich & English 1973).

In the name of science and reform.
The medicalisation of childbirth began in the 171h and 18th centuries when women
healers were so thoroughly discredited among the emerging middle classes that it was

possible for male practitioners to make serious inroads into the last preserve of female
healing, that is midwifery. Non professional male practitioners "barber surgeons"
-

(Wagner 1994) led the assault in England, claiming technical superiority on the basis
of their use of the obstetrical forceps. The forceps were legally classified as a surgical
instrument, and women were legally barred from surgical practice. Kent (2000)
describes how obstetrical practice among the middle class was quickly transformed
from a neighbourly service provided by midwives, into a lucrative business into
which physicians entered in force in the 18th century. Ehrenreich & English (1973 :20)
describe how 'female midwives in England organised and charged the male intruders
with commercialism and dangerous misuse of forceps but it was too late, the women
were easily put down as ignorant old wives clinging to the superstitions of the past."

Control mechanisms, firstly from the church and then from the rising medical
profession that comprised all men, effectively ensured that midwifery remained in a
subservient position. From early times, it became evident that the religious bodies
took an active role in governing medical and midwifery practice. The doctor
practicing obstetrics and offering his service to the rich and influential eclipsed the
midwife of the 19th century who would be remembered only for her image of being a
dirty, drimken old hag without a conscience (Jenkins 1995).

Ehrenreich and English (1973:134) state that obstetricians launched their attacks on
midwives in the name of science and reform. Midwives were seen as 'hopelessly
dirty', 'ignorant' and 'incompetent'. They were held responsible for the high
prevalence of puerperal sepsis and neonatal ophthalmia. Both conditions were easily
preventable by techniques well within the grasp of the least literate midwife. Leap and

Hunter (1993) describe the controversy and concern of maternal morbidity and
mortality. It appeared that as many middle class women as working class women were
dying. The high rate of puerperal sepsis continued into the next century. By 1934
deaths from puerperal fever were three times higher in hospitals where many women
could afford to be attended by doctors or birth their baby in hospital, than they were in
poverty stricken areas where women were attended by midwives at home (Leap &
Hunter 1993).

The growing trend for medical attendance at childbirth was accompanied by an over
enthusiastic use of anaesthesia and forceps, and procedures to shorten labour and
reduce the likelihood of infection. This resulted in a proliferation of birth injuries to
both mother and infant. By the 1930's with the takeover of attendance at birth by
doctors largely achieved, there was a growing recognition that the midwife was not as
much to blame for puerperal infection as had been claimed (Willis 1983).

Birth in Hospitals:
A key factor in the medicalisation of childbirth was the establishment of "lying in"
hospitals. These hospitals were established by male midwives and set an important
precedent in the history of childbirth since they represented the first successful
attempt in the United Kingdom to bring parturition under professional medical
management in an institutional setting. The establishment of lying-in hospitals cannot
be explained by technical developments such as forceps, nor by improvements in
medical knowledge, but was instead strategy of establishing male control over
childbirth. This provided a model for the development of maternity services (Willis
1983, Kent 2000).

In 1856 a lying-in hospital based upon the English model was established in
Melbourne. This included male medical staff and the provision of clinical training for
medical students. In 1862 training for midwives to operate under control of male
physicians was established. As in England where the model originated, the result of
this training was more a maternity nurse rather than a midwife (Willis 1983).

The medicalisation of childbirth:
There were two primary reasons for the move to hospital, safety and the desire for
pain relief. The relatively high levels of maternal mortality of the 1930's prompted
political and professional demands for increased safety in childbirth. These demands
were increasingly echoed by many women themselves who perceived hospital as
somehow safer. Even today safety is perceived as the prime reason given by many
women when asked about their choice of birthing between hospital and home
(Symonds & Hunt 1996).

Safety has been used as justification for all kinds of interventions that have not been
proven to be beneficial. The obstetrician became hospital based and the voluntary
hospitals provided a good supply of women patients to study and treat. Due to an
inability to control their fertility, women had large families and the poor desperately
needed food and rest rather than treatment (Kent 2000). When access to maternity
care became free to all women, utilisation of maternity beds increased and at that time
it was believed that birthing in hospital was the safest place to have a baby. The
number of women giving birth at home reduced dramatically, whilst hospital birth
became accepted as the norm (Kent 2000).
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Over many years the doctors pursued a campaign, assisted by nurse

trained

-

midwives, to discourage independent midwifery practice in the home and encouraging
women to see childbirth as a condition requiring medical direction. In Australia the
government through the Maternity Allowance 'or" baby bonus, which encouraged
women to use the services of doctors rather than midwives, supported doctors. This
lead to a halving of the number of births attended by midwives in the decades up to
the 1930's (Reiger 2001).

Mothers seem to have supported the hospitalisation of childbirth because they
accepted doctors' arguments concerning safety, and because they appreciated the care
and attention provided by a stay in hospital away from normal domestic
responsibilities (Kent, 2000, Rieger, 2001). Women used various organisations to
lobby governments about the shortage of maternity beds, and spent many hours
fundraising for community hospitals.

Culture of the day:
Birthing in hospitals led to a dramatic increase in medical intervention and there was a
corresponding reduction in the midwives' autonomy of practice. As birth become
more likely to be defined as abnormal and potentially dangerous, so the need for
intervention, medical expertise and technological intervention grew. The adage of
'only normal in retrospect" (Wagner 1994) rapidly became part of accepted medical
terminology. With birth becoming increasingly medicalised women lost confidence in
their ability to give birth unaided. This culture of dependency ensured that the doctor
retained the status and power of specialist knowledge and practice. Birth became
patholological, an abnormal state and an illness requiring diagnosis and medical

intervention to ensure a safe outcome. The medical model dominated, defining birth
as a crisis event and the postpartum period as needing rigorous professional
supervision which midwives could not provide independently (Symonds & Hunt
1996).

Use of technology:
Technical procedures to make birth safer in hospital have developed rapidly.
According to Wagner (1994: 12) the 1950's and 1960's could well be described as the
reign of technology. By the 1970's technology was used extensively in developed
countries. Mothers were attached to machines to monitor fetal well being, and
mechanical monitoring was used almost routinely for normal labours. Despite
evidence that electronic fetal monitoring should be reserved for high risk pregnancies
(Thacker, Stroup& Chang 2000), the use of electronic fetal monitoring has increased
world wide in both high risk and low risk groups of women.

Labour had became regularly induced or augmented, with mothers requiring
intravenous infusions and instrumental deliveries, and babies requiring assisted
resuscitation. By the 1980's a highly technical system of childbirth became the norm
(Cross 1996). On the other hand, Symonds and Hunt (1996) state that many lives have
been saved by medical interventions and many women have desperately wanted, and
achieved, pain free labours. Techniques in obstetric analgesia and anaesthesia have
developed rapidly in response to what women increasingly expect, which is a good
outcome for mother and baby (Symonds & Hunt 1996).

In Western society many improvements in maternal and infant outcomes are due to
public health measures, developments in disease control and higher standards of
living, as much as anything else. However, the World Health Organisation (1985)
estimate that almost 15% of all women develop complications serious enough to
require rapid and skilled intervention if they are to survive without lifelong
disabilities. Women need access to not only skilled midwives but also to medical
services if complications arise (Johanson, Newburn & McFarlane 2002).

Taking care of business:
Historically, doctors were able to define their sphere of practice and limit the areas of
midwifery work. As obstetrics became a recognised branch of medicine in the late
I

91h Century the role of the midwife and the doctor became carefully demarcated.

Whilst the doctor protected his lucrative income, many preferred to leave the care of
the labouring woman to the midwife. The medical profession was better organised,
had a higher level of education, had close links and shared interests with key decision
makers in government and was able to influence politicians in health care (Kent
2000).

In the 20th121St century obstetricians moved into private practice and developed a
thriving business. Obstetricians have increasingly taken over responsibility for normal
birth in addition to their involvement in complicated births. In many countries women
who have straight forward pregnancies are subjected to routine use of intravenous
infusions and oxytocin in labour. As labour intervention has become more
widespread, so too have assisted delivery rates and major surgery. Caesarean section
rates in the United States, Canada, Italy, Australia and the United Kingdom are all

about 20%. In Brazil the rate is 36%, 70% in the private sector (Potter, Berquo and
Perpetuo 2001). The rate in Spain is highest reflecting and increase of 40% over the
past five years (Johanson, Newburn & MacFarlane 2002).

Doctor/Midwjfe relationships:
According to Willis (1983) the overall process of transition in the attendance of
childbirth from untrained working class women to formally trained middle class
capitalist men began before the settlement of Australia. The position of midwifery as
a lower status health occupation was also fixed before settlement began. In the case of
doctors, there is a considerable amount of information regarding who migrated to
Australia, but the same is not true of midwives. There are no midwives recorded
among the first convicts on the First Fleet in 1788 that marks the beginning of white
settlement in Australia. A number of convict women became midwives out of
necessity and Aboriginal women acted as midwives for settler women in childbirth.

A well-documented history exists of the changes in childbirth, which, from a
sociological point of view, may be understood as a continuing conflict between
women, doctors and midwives (Kent 2000). This conflict is chiefly about who knows
best about the different views of pregnancy and childbirth. Kent (2000) suggests that
it is also about the ability of different groups to exercise power, to influence and shape
the kind of services provided.

The traditional relationship between doctors and midwives has been an uneasy one.
Despite being complimentary professions involved in the process of childbirth they
are often antagonists in the control of childbirth and of the childbearing women they
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serve. The positions of the two professions within society are now culturally
entangled. In Australia, challenges to the status quo have done little to establish
midwives as independent practitioners equal with doctors (Cochrane 1995).

There is a frequent assumption made in the literature that midwives, by being mostly
women, provide a different kind of care to obstetricians who are mostly men. This
implies that male midwives are incapable of providing satisfactory care and it also
ignores female obstetricians (Cochrane 1995). One assumption is that women are
more able and better equipped than men to care, and a second assumption is that as
women, midwives are equal to, and able to care for all other women. The female
midwife can emphasis similarities between themselves and the women they care for
yet fail to examine important differences between women and the ways in which
social divisions within the caring relationship may be significant. For example, the
fact that midwives are commonly middle class, white and university educated women
has implications for their relationship with black, working class uneducated women
(Kent 2000).

Outcome of hospitalisation of maternity care
The move to hospital based midwifery care has resulted in 'a mechanistic and
medicalised view of childbirth' by midwives (Olsson, Jansson and Norberg
2000:130). Symonds and Hunt (1996) found that midwives placed greater emphasis
on getting the work done and a task orientated approach to care rather than a focus on
the emotional work. Rituals and standard phrases were used to talk to women in
labour and care was routinised. They described the interaction between the midwives
and the women in their care saying that midwives 'systematically disempowered

women at all stages in the childbirth experience' (Symonds & Hunt 1996:93). These
observations sit uneasily within the midwifery model of care with its emphasis on
allowing nature to take its course.

Until recently women's choices have been reduced with an increased sense of lack of
control of the birthing process (Reiger 2001). In past decades women accepted that
they were to be 'delivered' of their baby by midwives and doctors, but resented the
loneliness and lack of attention to their needs. For women as mothers, there was little
chance of having a say in how their labour, birth and care of the newborn baby was
managed, and according to Reiger (2001) few expected to be able to have a say
anyway. Some women have unhappy memories of their birthing experiences that stay
with them and it is these factors that have led to calls for change.

A demand for change

the missing voice of the consumer:

-

For decades midwives or obstetricians have not perceived the woman's right to choice
as valid and 'safety' has been sited as the main objection to the introduction of more
liberal practices. Health professionals have felt threatened by the client who is vocal
and assertive (Cochrane 1995).

During the 1960's the development of 'maternity pressure groups' was part of a
complex process of change. As women started asserting their desire for more control
over birth and lactation and their rights to more personalised care, they were met with
resistance from health professionals. Tension existed within the professional ranks of
the obstetricians, midwives, physiotherapists and paediatricians regarding attempts to
change the management of childbirth, postnatal care and lactation. This tension
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related to the different schools of thought within these professions regarding
childbirth. Consumer groups emerging from overseas (Reiger 2001) influenced the
childbirth and parenting organisations that were developed in Australia. For example,
in the United Kingdom women formed pressure groups such as the National
Childbirth Trust and the Association for the Improvement of Maternity Services in the
1970's. Through their collective voices professionals and government became aware
of the demand for change in child birth (Cochrane 1995).

Throughout the 1980's an international movement by mothers and midwives
challenged the interventionist process of birth. Towards the end of the decade,
mothers and some midwife groups had become very articulate about the type of
maternity care they wanted. This was a return to a more natural style of childbirth.
Most importantly mothers said they wanted a say in decisions surrounding their birth
and maternity care (Cross 1996).

Kent (2000) discusses the recognition of a woman's right to choose where she gives
birth and to have a greater say in the type of care she receives. This invokes a set of
ideas about the relationship between rights and choices. As consumers of maternity
services, women are expected to be able to exercise their rights and to form choices.
However, it is difficult for a woman to have a greater say in the type of care she
receives unless she receives the relevant information. The education of pregnant
women is of paramount importance but it requires consistency in approach and
content. Wagner (2000) describes antenatal education in some countries as being
facilitated by a doctor, with some antenatal classes having anaesthetists attending and
promoting epidural anaesthetics, while more recently some doctors have succeeded in
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promoting caesarean sections for which there are no medical indications.

Now that many women have ready access to research findings and are more critically
astute than previously, they are able to express their rights and make informed choices
(Cochraiie 1995). There are many ways in which women can and do prepare for
childbirth. They may attend antenatal classes, discuss their options with their doctor,
and may document their thoughts in a more structured manner in the form of a birth
plan. They may read books and leaflets, watch videos and discuss childbirth with
family and friends. The aim of childbirth preparation is to enhance the woman's sense
of confidence. Accessing accurate and realistic information assists her to make
informed choices and feel in control of her labour (Gibbons and Thomson 2001). Not
all women chose to act on or accept the information that is presented to them and
some women will continue to drink alcohol and take drugs despite all the evidence
that suggests that these are dangerous practices during pregnancy.

Sun,rnar:
Safety and the desire for pain relief has been cited as the primary reasons for the move
to hospital birth. With the increasing number of women in hospital, doctors had a
good supply of women patients to study and treat. Birth in hospital led to a dramatic
increase in medical intervention.

As a result of the increasing medicalisation of childbirth, which started in the 171h and
81h

centuries, birth plans were introduced into Britain in the 1970's. This enabled

women to think through what they wanted from the obstetrician and midwife during
labour and birth. Birth plans evolved as women attempted to have some control over
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what happened to them during childbirth. Technological procedures developed rapidly
during the 1960's and 70's and by the 80's this technology was being challenged by
women internationally. Consumer groups used their voices to be heard by health
professionals and government agencies. Birth plans were one way for the consumer to
have her voice heard.

It is the purpose of this study to determine whether the relationship between maternal
expectations and the written birth plan have been met amongst a small group of
women accessing private hospital and obstetrician care. The following chapter will
review the current literature regarding birth plans.
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CHAPTER TWO
LITERATURE REVIEW.

The preceding chapter established the evolution of birth plans in response to women's
desires to have some control over what was happening to them during pregnancy,
labour and birth. The aim of a birth plan is to help women to have an active say in
what happens to them during childbirth. Use of birth plans has become common
practice in many maternity units with the goal of achieving continuity of maternity
care. The birth plan is designed to allow women to make informed choices, to gain an
understanding or the birth process, to make a realistic plan of care during labour and
to achieve greater satisfaction from the birth experience (Too 1996b). It may be
considered as a memorandum of understanding between the parents and the birth
attendant, and is a starting point for discussion with the obstetrician or midwife about
their usual procedures and about the policies of the hospital. The birth plan is
normally dated and signed by both parties to show that its details have been agreed
upon (Cooke 1999).

The format of the birth plan may take several forms. The trend for the 1980's was for
women to write a birth plan. As a result of these hospitals started to devise their own
printed forms on which women had only to tick a box or underline a word. Moore and
Hooper (1995) suggest that the advantage of pre-formatted birth plans is that the
content can be negotiated and discussed with staff. This discussion ensures that the
choices outlined in the plan are in accord with hospital policies and practices.
However a content analysis of such plans by Kitzenger (1999) revealed lack of choice
and preconceived ideas. She concluded that many hospitals were using birth plans to
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reassure pregnant women and to achieve patient compliance. According to Kitzenger
(1999) procedures recommended in the pre-formatted birth plan encourage high levels
of technological intervention, with no information given on alternative choices. Such
plans may deter women from making their own birth plans.

Ekeocha and Jackson (1985) analysed 100 birth plans following their introduction in
1982. These birth plans were questionnaires that women completed prior to birth in a
large public hospital. The birth plans asked many leading questions that appeared to
support the medical model of childbirth and seemed to have been written for the
benefit of the doctor to justify their role at the birth. Examples of leading questions
included; "would you like a partial shave?" An enema? Continuous fetal monitoring
or correction of an unduly slow labour? The response required to these questions
implies that the women completing the birth plan held advanced knowledge of
obstetrical practices and were well educated.

Kitzinger (1999) suggests such birth plans may intimidate women by assuming they
understand obstetric services and practices. The phasing of some of the questions
could coerce the women to choose an intervention, for example, continuous fetal
monitoring, 'correcting' an unduly slow labour by an intravenous infusion or
correcting an unduly slow labour by rupture of the membranes. This assumes women
understand why a labour might be slow or why it needed correcting, or any alternative
ways in which it might be corrected. Intervention may be required, but pre formatted
birth plans fail to ensure women do indeed understand the consequences of their
decisions.

Ekeocha and Jackson (1985) concluded that the experience of the birth plan within
the hospital was extremely favorable, that by providing a birth plan the hospital had
endeavored to demonstrate its desire to recognise the wishes of birthing women. It can
be argued that a responsibility also exists for health professionals to ensure women
understand the implications of leading questions put forward on pre-formatted birth
plans.

Moore and Hopper (1995) analysed the effectiveness of birth plans using a
questionnaire that was completed postnatally by 100 Australian women. The survey
elicited both quantitative and qualitative data. The quantitative data was obtained
from the questionnaire which required a yes/no answer with the qualitative data being
coded using content analysis. Women who did not speak English were included in the
study with an interpreter acting as translator. All the women were from a known
disadvantaged socio-economic community. Women were asked to complete this
questionnaire whilst still in hospital which was acknowledged by the researchers as a
limitation of the study. The birth plan used by the women in this study was preformatted to ensure the choices outlined in the plan were in accordance with hospital
policies and procedures. In this study 93% of women indicated that the birth plan
improved their understanding about what would happen and the choices available to
them during labour. Although the plan improved their understanding 33%, of the
women believed it did not encourage them to ask questions of their doctor or midwife.
The authors of the study concluded that the birth plan served an important function in
improving communications between women and hospital staff, especially when
communication was difficult because of the stress of labour. The birth plan
empowered the majority of women in the study by increasing their knowledge and
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understanding of birth practices and helping them make informed choices. This
relatively small study, in which one third of participants did not feel empowered, is
considerably flawed as all women were asked to complete the questionnaire whether
or not they had used the birth plan during labour. Further flaws of the study relate to
the homogenous sample in terms of socio economic group and the use of a translator
means it cannot be sure what the woman said. The effectiveness of a birth plan cannot
be evaluated if it is not used during labour and birth.

A study by Lumley and Brown (1998) asked women if birth plans 'made a
difference' to women's views of intrapartum care. They examined the differences in
social and obstetrical characteristics, and intrapartum experiences of women whom
did and did not use a birth plan. The design of the study was a population based
survey conducted six to seven months postnatally. Although there was a good
response rate to the questionnaire (62.5%) only 20% of respondents had prepared a
written birth plan that had been discussed with either hospital practitioners or home
birth practitioners. Women who completed a birth plan were more likely to be
younger, without a partner, to have a low income and no private health insurance. The
birth plans used were pre formatted and designed to accommodate hospital policy that
suggests that birth plans may be utilised by care providers as an alternative to
discussing procedures and options in labour with women who may not have otherwise
have had ready access to this information. In terms of their overall satisfaction of
intrapartum care or involvement in making decisions about their care, as only 20%
used a birth plan, the findings of the study appear biased. Despite the low utilisation
of birth plans in this study, Lumley and Brown claimed that over half found them
helpful and two thirds found it advantageous to write down their preferences. Based

on the mixed views of the experience of using birth plans, and the apparent lack of
association in the data between using a birth plan and having an active say in decision
making in labour Lumley and Brown (1998) concluded there were insufficient
grounds for continuing to advocate the use of the birth plan. These conclusions should
be viewed with caution. While the return rate for the questionnaire was good, given
that less than a third of participants had actually completed a birth plan and no data
was collected from women who may have devised their own birth plans, Lumley and
Brown's findings that their use could not be justified is flawed.

Following a review of Lumley and Brown's study, Price (2000) suggests that from the
outset women were not fully involved with decision making, rather they were
presented with a menu of restricted choices. She notes further, that is half the
participants found making a birth plan definitely helpful and two thirds thought there
were advantages in having thought about and written down their preferences, despite
the restriction of choices, it is hard to refute the use of birth plans as a positive
initiative.

The use of a birth plan that is formatted and designed in accordance with hospital
policies would suggest that the women in this study were not fully involved with
decision making. Rather they were presented with a list of restricted choices which
can be viewed as another form of coercion in the guise of choice. However, if in
reality hospital policy and procedure and inadequate facilities mean that choice is not
truly available, then perhaps a format offers a more realistic approach to birth
planning. Price (1998) states that midwives may be faced with the dilemma of
providing care that is based on sound evidence, yet contradicts the policy of their
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employer or the obstetrician.

Constrained by hospital policy, lack of resources or perhaps lack of confidence in
their own skills, midwives may be forced to deny women choice. Midwives'
employers expect them to conform to hospital policy. According to Too (1996c),
midwives within the hospital hierarchy, are in subservient positions to doctors and
they fear they may lose their jobs. Birth plans may offer illusionary choices and
mislead women into expecting a level of individualised care that is not available.

Whitford and lilian's (1998) study of primigravid women was a retrospective
questionnaire survey conducted in a teaching hospital with approximately 3000 births
per year. The women in the study (n=143) birthed within a six-week period. The study
was conducted six to 13 weeks following birth, therefore relying on memory recall.
There was a high response rate (71%) to the questionnaire. However the questionnaire
respondents were all teenagers living within a low socio-economic region, therefore
the sample is not representative of the general population. The researchers concluded
that the majority of women found that completion of a birth plan was beneficial.
However, many women thought that not enough attention had been paid to what they
had written. Half the women said that the birth plan did not make any difference to the
amount of control they felt during labour. Nonetheless, the researchers conclude that
communication was actually improved by the birth plan.

Of the respondents in Whitford and Hillan's (1998) study, 17% of women completed
their birth plan while in the labour suite because they could not predict what labour
would be like. Of those whose plan was followed only partly or not at all, the main
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reason given involved either a major intervention or a minor change such as requiring
different analgesia. When the women were asked how they felt about this 67% were
quite happy or not bothered at all. A high number of women (76%) indicated that they
would make another birth plan in a future pregnancy, therefore women's perceived
advantages of birth plans would appear to justify their completion.

Jones et al (1998) investigated the possibility that labouring women with birth plans
may be disadvantaged, compared to women without plans. This was a small study
with only 42 participants. The study was a retrospective review of labour ward
records undertaken over a six week period. The hypothesis was that "Women with
birth plans could provoke some degree of annoyance from midwifery and medical
staff." This was mainly because the requests were sometimes felt to be inappropriate;
practices that were abandoned years ago were still requested to be avoided, for
example, enemas and pubic shaves or the request to avoid an episiotomy, none of
which are contemporary midwifery practice. This study showed that women who
made birth plans had a higher level of intervention, for example, forceps and
ventouse deliveries, and a high caesarean section rate. There was no clear obstetric
reason for this increased intervention as all women in the study were considered 'low
risk'.

Kitzinger (1999) suggests that rather than investigate the response of members of staff
to women who offer birth plans, it would be more productive to try and find out
whether a poor relationship existed between staff and their clients. if so, how could
this be improved? A significant omission from the study by Jones et al (1998) is the
lack of inclusion of the childbearing women's own perspectives of birth plans. There
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was no discussion with the participants concerning their views of how the birth plans
are used, and no suggestions from them about how plans might be used more
effectively (Kitzinger 1999).

In a critique of Jones and Bank's eta! (1998) study, Nolan (2001) noted that none of
the first three named authors were midwives. The article described midwifery as a
"medical specialty" and although midwives were interviewed for the study, the
midwife's own voice was not heard in the report or the findings. No attempt was
made to ask midwives whether they felt specially irritated by any individual or felt a
collective irritation by birth plans in general. It is hard to assess midwives views if
they are not listened to.

A question posed by Nolan (2001) was "do birth plans really make a difference to
women's experiences of labour". Pregnant women are not unreasonable and can be
helped to understand the need for flexibility. If birth plans conflict with hospital
protocols, either the protocols need reconsidering or better ways should be found to
help women understand why they are in place.

Nolan (2001) states "if birth plans are considered by some staff a waste of time
because women always ask for what the hospital provides anyway, why do women go
on asking for those things?" If what women want is impossible to provide within the
hospital environment, rather than blame women for their inflexibility, perhaps it is
timely to reassess the birthing environment. If a large number of women write they
want to labour without pain relieving drugs, should this be dismissed as unrealistic, or
should health professionals chose to view this as a challenge to provide better
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support?

The current literature provides conflicting information regarding the benefits of birth
plans, therefore it is with that in mind that the following study was undertaken. Birth
plans require critical evaluation. The following study utilises a qualitative approach
and aims to determine; from where women obtain information to write their birth
plans; whether women found birth plans useful; what the advantages and
disadvantages are and finally to determine whether women's expectations are met?
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CHAPTER THREE
METHODOLOGY

Although birth plans have become a normal part of the birthing process there is little
evidence in the literature of their evaluation. In order to achieve the aims of the study
a descriptive qualitative approach was utilised. Qualitative research is interested in
questions that involve human consciousness and subjectivity, and value humans and
their experiences in the research process. It involves finding out about the changing
nature of knowledge, which is seen to be special and centered in the people, place,
time and conditions in which it finds itself (Roberts & Taylor 1998). The researcher
interprets the characteristics and the significance of human experiences as described
by participants.

Descriptive qualitative methods can be used when there is little known about a
specific subject, where the researcher suspects that the present knowledge or theories
may be biased, or when the research question pertains to understanding or describing
a particular phenomenon or event about which little is known. The data consists
largely of questionnaires, interviews and/or observation of the setting and participants.
Typically in such studies the number of participants is small and a convenience
sample is common. The participants are willing to talk and have established
relationships of trust with the researcher ( Field & Morse 1985).

Descriptive, qualitative methodology is a mode of inquiry that originated in the social
sciences and is a method that yields findings based upon conversations and
observations (Parse, Coyne & Smith 1985). It is conducted to describe a present
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situation, what people currently believe and what people are doing at the moment. It is
conducted by collecting information and, based on this information, describing the
situation (Baumgartner & Strong 1998). This methodology was particularly suited to
this study because the participants were describing their experiences in the form of an
interview.

Design of the study:
The data were gathered using face to face interviews with the participants sharing
specific information related to the aims of the study. In the personal interview the
researcher meets with participants, and based on their conversation, the participants
perspectives, thoughts and ideas are obtained.

Listening to people talk about their perceptions and experiences is an important
advantage as a data collection strategy. The invitation to participants to tell their story
face to face to an empathetic person usually gets a better response than mailing them
impersonal questionnaires (Wilson 1987). Interviews allow researchers to collect data
from people who may have some literacy deficits or barriers, and are more effective in
getting people's complex feelings or perceptions. They allow the researcher to clarify
responses they may not understand or rephrase questions so they are more easily
understood. Marchant and Kenney (2000) describe interviews as being a valuable
method to use when researching sensitive topics, as participants may be reluctant to
record sensitive information on a questionnaire. An interview may bring out more
information, because participants may feel more comfortable once a friendly
relationship has been established.
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Interview techniques may be either open ended or guided. The choice depends on the
amount of knowledge the investigator has relating to the research topic. Roberts &
Taylor (1998) describe qualitative interviews as being more like a conversation than
an interrogation. This more relaxed style of interviewing facilitates conimunication
with the participants as if a conversation is taking place. Typically the researcher uses
an unstructured or semi structured interview approach. This allows the researcher the
potential to discover the unexpected (Wilson 1987).

The semi

structured interview uses written questions as a guide for the researcher in

-

order to achieve some consistency of data. It allows unscheduled exploration of topics
that arise in the course of the interview (Roberts & Taylor 1998), and the questions do
not have to be asked in the same order. Questions are intended more as prompts to
explore a certain area in more detail. This allows the researcher to adapt the interview
to obtain participants' perceptions about the topic being researched. Because
questions are used only as prompts, the participants are able to converse freely
without loosing focus. It is for these reasons I used semi structured interviews for this
study.

There are some distinct disadvantages of interviewing which Appleton (1995) raises.
Interviews can be costly and time consuming both in terms of organising the
interview and the interview time. They can take a considerable amount of time to
transcribe, analyse and code while the quality of data generated is dependent on the
skills and expertise of the interviewer. Further, when considering research from a
midwifery perspective there are challenges to the researcher and the clinical midwife.
Women having babies are vulnerable, they are protective of their babies, unborn or
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born, and they are reluctant to do anything that would risk optimal care given to them.
Careful attention must be given to ensure that women and their babies are adequately
protected during the interview process (McHaffie 2000).

Research via interviews is particularly suited for use by midwives. Midwives have
experience in gathering information from women throughout the perinatal period but
there are issues concerning the clinical midwife who is also assuming the role of
researcher, that need to be addressed before the interview starts. It has been noted that
the clinical midwife/researcher may have difficulty in distinguishing between the two
roles. Every effort is required to avoid influencing the responses of the participant by
refraining from offering professional or clinical opinions during the course of the
interview (Marchant & Kenney 2000).

Research involving women who have just given birth cannot be separated from
clinical practice. It can be difficult for the midwife researcher not to respond to
women's questions during the interview. These may not be relevant to the research
but are obviously concerning the woman, whether they be an event that happened
during labour or an event that is occurring during the postnatal period. At one point in
this study one participant became quite distressed regarding breast feeding issues, and
therefore it was increasingly problematic to focus on the interview. The interview was
terminated at this point while the issues were discussed. The interview then resumed
as the participant requested to continue with the interview.
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Ethical issues and approval:
Ethical approval for the study was gained from the Northern Territory University
Ethics Committee and from the General Manager at the Private hospital in which the
study was undertaken ( see appendix C).

All the women were interviewed in a single room whilst they were in hospital, this
ensured confidentiality was maintained at all times. The interviews were all
transcribed by the researcher and used solely for the purpose of the study. This also
had the advantage of obtaining an in-depth understanding all the information
presented by the participants and determining when saturation of information had
been reached.

Informed consent is the agreement of the participant to take part in the research
project after having been thoroughly informed about the project and its possible
outcomes. Informed consent was obtained by providing each participant with a Plain
Language statement (Appendix B). The Plain Language Statement described the
purpose and requirements of the study. This information was left with the woman
overnight so she and her partner could read it and obtain further information should
they require it.

Permission was sought from the midwife assigned to care for the woman on the
planned day of the interview to determine if the woman was prepared to go ahead
with the interview. I also made an assessment of the woman's well being prior to the
interview going ahead. Prior to the commencement of the interview the women were
advised that they could withdraw or postpone the interview at any time. There was
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one occasion that the interview did not go ahead, as the woman was not able to
participate due to postnatal difficulties. She and her partner declined to reschedule the
interview.

Anonymity was addressed by using a pseudonym for the names of the participants in
the study. While the researcher is able to identify the participants, the participants'
identities are concealed from others.

Setting of the study:
The setting for this study was a private hospital. The location is not specified as there
is a potential this could lead to identification of the participants due to the relatively
small size of the city where it is located. The hospital has approximately 700 births
per year. All the women who give birth at the hospital must have an obstetrician as
the primary care provider. Women are able to bring support people with them when
they are in labour, and their partner is able to stay at the hospital with them during the
postnatal period. Birthing and postnatal care is provided by experienced midwives,
and the contact with women is close.

Antenatal care is provided by obstetricians, with one obstetrician providing a midwife
shared care facility. The midwives who work in the shared care facility are employed
by the hospital and work in the maternity unit as well. This has an advantage of some
continuity of care, in that the women have usually had contact with the midwives
prior to birth. The women visit the obstetrician for their first visit and if they chose
they then see the midwife for subsequent visits until reviewed by the obstetrician at 36
and 40 weeks gestation. It is during the visits to the midwives that women are
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encouraged to write their birth plan and discuss it with both the midwife and the
doctor. Women who chose other obstetricians also write birth plans, however women
who attend the shared care facility predominantly write them

Statistics show that women giving birth in private hospitals have more intervention
than those giving birth in public hospitals (Roberts, Tracy & Peat 2000, NT Perinatal
Information Management Group 2002). It would therefore be more appropriate for
these women to write birth plans if they were seeking a labour and birth with no
interventions (Brown, Lumley, Small & Astbury 1994).

Participants:
Convenience sampling is common in clinical research where there are not enough
people to form a probability sample. It entails the use of the most readily available
and accessible people (Roberts & Taylor 1998). One of the disadvantages of this
method of sampling is that the women who participate in this type of study are not
necessarily typical of the general population. This limits the generalisability of the
study and can increase the risk of bias (Too 1996a). Those women who participate in
these types of studies bring with them their own unique experiences therefore the
findings are unlikely to be relevant to the general population.

It was anticipated that ten women would participate in the study. If data verification
had not been achieved then further participants would be sought. Saturation of data
was evident following interviews with six women but further interviews were
conducted to ensure true saturation was achieved.
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Method of recruitment:
Following an explanation to the midwives working in the unit regarding the research
project, I asked them if they could notify me when women presented to the birth suite
with a birth plan. When this research project was formulated the majority of women
were bringing a birth plan with them to the hospital. I found that when the time had
come to start the interview process, the number of women presenting with a birth plan
had declined considerably and it took several months to enlist ten women into the
project. It may be that the number of women using birth plans declined due to less
fragmentation of care and more access to midwives on a regular basis.

Brown and Lumley (1998) found in their study that the use of birth plans by women
attending a specialist obstetrician as a private patient were least likely to use a birth
plan as compared to women attending women enrolled in team midwifery care in a
birth centre where they would see multiple carers.

Selection ofparticipants:
The study sample was a convenience sample. A convenience sample is one that uses
any available elements of the population that meet the criteria to enter the study
(Roberts & Taylor 1998). The participants were selected because they had a written
birth plan and included one multigravid woman and primigravid women. All had
reached the 37111 week of their pregnancy and had given birth to a healthy baby. All
the participants spoke fluent English and all participants were approached about
participating in the study in the postnatal period.
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Characteristics ofparticipants:
The homogenous nature of the group is recognised as a limitation of the study. The
women in the study have been given pseudonyms and but no further details are
provided due to the small town in which the study took place. All the women had
partners who were support persons for them during the birth process, and all the
partners were aware of what the women wanted during the birth of their baby. There
were no financially disadvantaged women in the study. The age of participants ranged
from 23 to 37 years of age.

Pilot Intervieø':
For the purpose of this study I undertook a pilot interview to ensure equipment was in
working order and that appropriate questions were being asked. My interview
technique was also reviewed to ensure a friendly, objective approach was achieved.
Marchant and Kenney (2000) describe pilot interviews as being valuable in that they
assess the suitability of the questions, determine whether the questions are being
asked in a leading, ambiguous or suggestive manner and can determine whether the
researcher is having any effect on the research process.

Analysis of the pilot interview showed that I required the tape recorder to be closer to
myself as my voice was not clear. The process of collecting data via interview was
new to me. As the study progressed the technique became easier, and I was able to
become more proficient at eliciting appropriate information from the women in
regards to their birth expectations and experiences. Appleton (1995) describes
interviews as being a form of self-report, and that the researcher must assume that the
information given by the interviewee is accurate.
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Main Interview:
The participants consented to a tape-recorded interview that took approximately 30

-

40 minutes. The women were interviewed three to four days following birth so that
descriptions of their birth experience were not distorted by memory. The women were
interviewed at a time that was convenient for them with all requesting the interview
take place in the morning so it did not interfere with the rest of their day. They all
offered a copy of their birth plan to be included with the interview transcriptions.

I started the interview by asking the women to describe their birth experience in an
effort to allow the women to relax and try and forget that they were being taperecorded. This proved a very enlightening experience, the women obviously
welcomed the opportunity to discuss their experiences during labour and spoke at
length. The collection of this information could lend itself to further research
opportunities however it is not of direct relevance to this project.

Using a general format as a guide to asking the same questions (Appendix A) of each
participant, each participant was encouraged to discuss their own experiences, and
give their own views and opinions of birth plans. Where participants were having any
difficulties answering the questions, I was able to prompt them by asking them "what
do you mean by that" or "can you tell me more about that". As the interview was
coming to an end I asked the participants if they had anything further they wished to
raise that had not been discussed. This led to several discussions on breast feeding,
again more material that could be utilised in future research, however it was not
relevant to this project. During these discussions I turned off the tape- recorder and
became the midwife rather than the researcher.
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Data Analysis:
Qualitative data are words described by Miles and Huberman (1984:15) as being a
source of
"well grounded, rich descriptions and explanations of processes
occurring in local contexts ... words, especially when they are
organised into incidents or stories, have a concrete, vivid,
meaningful flavour that often proves far more convincing to a reader
than pages of numbers".

The purpose of data analysis is to impose some order on a large body of information
so that the data can be interpreted and communicated. Qualitative data analysis and
data collection usually occurs simultaneously, rather than after all the data is
collected. The search for important themes and concepts begin from the moment data
collection begins (Pout & Hungler 1999).

In descriptive design data analysis lends itself to thematic analysis (Morse & Field
1996). Thematic analysis is a means of identifying themes, essences or patterns within
the text. Themes are usually quite abstract and can be difficult to identify. The theme
may be beneath the surface but, once identified, will appear quite obvious. Categories
are initially kept as broad as possible without overlapping. As the data accumulates
the major categories are sorted into smaller categories. This enables the data to remain
manageable (Morse & Field 1996).

During the process of the project I transcribed the interviews personally, which gave
me valuable insights into the data. Qualitative researchers use the principle of data
saturation, this occurs when themes and categories in the data become repetitive and
redundant, with no new information being gathered (Pout & Hungler 1999). I read
and re-read the transcripts and was able to determine that saturation of information
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had been achieved following six interviews. I conducted three further interviews to
ensure complete saturation had been achieved.

Roberts and Taylor (1998) provide a guide for developing themes and the analysis for
this study has been adopted from these guidelines:
The proposal for the study was revisited to ensure the information in the
transcripts was relevant to the aims of the study.
The transcripts were read and re- read to acquire a feeling for their ideas and in
order to understand them.
.

From each transcript significant words and sentences relating to the aims of the
study were highlighted using the colour coding method.

.

Words or sentences were then placed in a column to represent the main ideas.

.

These were then reduced so that like ideas were merged into respective groupings.

.

The limits of reduction were met as the words could no longer be moved without
losing their significant meaning. Themes were then identified.

Once all the transcripts were read and re-read, the colour coding method as described
above by Roberts and Taylor (1998) was utilised. Initially there were 30 different
words, ideas and sections that could be connected. All the words were reviewed and
the list reduced so that similar ideas were merged into four major themes. The limits
of reduction were reached, as it was no longer possible to move the words and ideas
without losing some of their specialness in relation to the research project.
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CHAPTER FOUR
RESULTS:
Introduction:
This chapter will describe the four major themes that emerged from the interviews
conducted with the nine participants. The participants' names have been changed to
ensure confidentiality and privacy. There is a wide range of resources available to
women to assist them in making their decisions and choices. Birth plans are now an
accepted part of women centred, individualised care to meet the needs of all women.
Women and their partners use birth plans to put their thoughts in order and to think
about contingencies that they might try if the birth is not going according to what they
originally hoped. The results of this study discussed in this chapter are divided into
four different themes. These are identified as:
1.Information gathering
2.Decision making and control
3.Support for women by family and health care professionals
4.Expectations and outcomes for mother and baby
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THEME ONE.
INFORMATION GATHERING AND COMMUNICATION
A Range of Resources.
The broad range of resources available to women enables them to prepare for birth in
such a way that suits them. Information can be sourced through books, television,
libraries, antenatal classes and on the internet. The women in the project prepared for
the birth of their babies using a variety of these avenues. All the women in the study
attended antenatal classes, either those provided by the midwives at the hospital or
through the Childbirth Education Association. Most of the women used books to
research what labour and birth would mean to them and how they would be able to be
involved in the decision making. They combined all the information they had
gathered to make comprehensive birth plans with which they and their support person
were confident.

As raised by several participants, the information available regarding childbirth is so
vast and found widely, from books, to antenatal classes to the Internet. One said:
"1 got injbrmation from all over the place, antenatal classes and books.
lJèll like 1 kind of knew it back to front in terms of the stages and all
that stuff When I did my plan I put it in dot points, we thought a lot
about ii."
Writing a birth plan requires the woman and her partner to be selective, there is a risk
of being overwhelmed by information and becoming totally confused and
misinformed.

Kerry described her information gathering as a process where she could get things
clear in her mind in an effort to write her birth plan. She said:
"I did all active birth class with the Childbirth Education Association
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and with the midwives at the hospital. Through that I got a lot of
information and started jotting things down. It took a long time to
actually get the whole labour process clear in my mind. Until I had
that clear I couldn 't write my birth plan."

Shani described her birth plan as birthing wishes, requesting what their wishes were
following all their information gathering:
"We learnt so much information in those classes and particularly
my partner, he was just rapt in the amount of information we got.
We didn 't actually call ours a plan, it was called our birthing wishes
or what we would prefer and we tried to write it in such a way."
This variation on the birth plan suggests a realistic approach to labour and birth.
Shani had thought very carefully about her preferences for the birth and looked
forward to the support she would receive in order to realise her birthing wishes. She
also recognised that her birth experience might not go entirely to plan and had
contingency plans in place.

A little bit offact-finding research.
Information plays a crucial part in making informed choices and decisions. All the
women in this study had up to date and accurate information from the sources they
had researched.

Tammy found researching for pregnancy and birth helped her and her partner get
focused:
"My other half wasn 't very interested in going (to antenatal classes)
but he actually, probably got more out of it than what I did. I did
some research on the Internet, talking to other mums and a couple of
really good books. I ended up basing my birth plan on one of the
books we got from anlenatal classes, there was like a bit of a guide
line for a birth plan and I used that."

Shani felt that she should be able to research for information relating to birth and used
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the analogy that:
"if a doctor wanted to buy a generator Jhr his house and I said you
should buy this brand and this size you... he would still go out and
do some research of the different types you can get and what the
prices are. So I thought from our point of view all we are doing is a
little bit afflict finding research.

Connie felt that she spent a lot of time researching for her birth plan to find that it
only took about an hour to write. She spent time researching what she thought were
good procedures and wrote all the information down. From there Connie was able to
discuss the options with her partner and midwife and then write her birth plan:
"It was only an hour's work, not even an hour. A lot of research
time I guess. Everyone should write them [birth plans]. If nothing
else, it makes you do research, it makes you look into issues that
might come up
".

Siobhan did some research on the Internet but had to adjust the information to suit
herself,
was American and I had to actually go through and adjust that for
myself there were things in there that shouldn 't have been. We thought a lot
about it but just writing it up we knew it wasn 't correct"
It is necessary to be very selective about the quality of information available on the
Internet.

Knowing what we are thinking: is it what we think or how we say it.
Part of the difficulty with the relationships between women and health professionals is
communication. Information needs to be shared, however, it is essential to ensure that
the information is understood in the context it is said. Doctors and midwives can use
language to talk about what they do that may simultaneously include and exclude
women as well as liberate or oppress them (Kent 2000). Murphy

-

Black (1995:290)

states "the language used by midwives can reveal the distance between them and the
mothers they serve".
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With this in mind it is essential that women and midwives use the birth plan as a
discussion point when they meet. To illustrate this point at interview Tammy said
"I had an idea of what I wanted so I wrote it down and at the very
least she (the midwife,) could talk me through it. I wanted the
midwife to he aware of what my idea of an ideal birth is but also
that I was prepared to keep an open mind you know. I wrote
contingencies if things were going differently to what I had in
mind"

These comments are reflected throughout the interviews with all participants stressing
the need for effective communication between midwives and doctors.

The participants in this study were all well educated women who, prior to birthing,
held professional positions in the work place. They wanted acknowledgment that they
had put a lot of thought into their birth plans. Kerry used her birth plan to clarify
issues that she found contradictory. She was able to do this by discussing them with a
doula, her partner, the midwife and the doctor.

Shani wanted to communicate to the doctors and midwives that "we [partner and
self] were educated in several aspects of the labour, of the process of giving birth so
that they knew also that we weren '1 just going into it cold. and for this they expected
"

to be respected by the midwives and doctors through discussion and clarification.

Whitford and Hillan (1999) found in their study that women who were looked after by
more than one midwife found the birth plan beneficial because they did not have to
repeat their specific requests. This is consistent with the findings of this study. The
women indicated that where the midwives had read their birth plans, communication
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improved and repetition decreased despite different midwives caring for them. As
stated by Amanda:
"every midwfe actually did read our birth plan even with the
change of shfl, they could communicate without us having to go
through everything again with them. That was one of the best things,
we didn 't have to keep going over what we wanted and what we
didn 't every time."

Siobhan wrote her birth plan to indicate her preferences and she used it to sit down
and discuss her preferences with the doctor and midwife. Kerry had written her birth
plan in part to avoid having to make decisions while in labour. She went on to say
"the midwfe obviously read the plan, not once did she try to intervene with anything
and she was so encouraging."

A birth plan alone is not always enough to ensure a clear and unambiguous
understanding of what women want. Shani thought she had written her birthing
wishes in a way that was clear and non-threatening, however found that when she
discussed them with the doctor, her wishes had been interpreted in a different way to
what she had in mind. She said, "I'd written, please do not mention drugs in the
labour, we are aware of what drugs are and what choices we have and the effects on
the baby and if we want drugs we 'ii ask for them

".

The doctor responded by asking

Shani if she wanted the doctor to stand by and not make any suggestions. Shani
thought the response was reasonable and felt the doctor was looking after her best
interests. This might also have been interpreted as subtle manipulation by the doctor
because Shani had written very strongly about not wanting drugs during labour. The
doctor did not ask her to change anything on the birth plan, just to be clear that Shani
understood what it meant. Shani did not feel manipulated, stating, "[it was] really
good we communicated. The doctor was excellent when we went through the birth
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plan.

The Influence of Hospital policy and procedure.
Connie thought, "Maybe the hospital would have given me a dot point list of issues
that I could decide. She felt that she may not have understood the rules and
"

regulations of the hospital and it would have assisted her with her plan. Vanessa used
her birth plan to discuss hospital policies and felt,
"it helped to know what the policies of the hospital were and that it
was an option that we had to choose, to agree with the policy or not.
If you have anything controversial that you want to bring up with
the doctor or midwUe that 's a good time to have your birth plan."

Birth plans are now accepted as part of the normal planning of women centred care.
Part of individualized care is to be able to meet the needs of all women. Several of the
participants in the study felt it might have been beneficial if the hospital provided
guidelines or dot point pre formatted birth plans for them to complete. The hospital
where the study was conducted does not have pre formatted birth plans but does
provide information at antenatal classes. As Nolan (2001) outlines that these type of
birth plans are easy to explain to women and easy to complete, however they do not
help women think through what they want, nor do they provide midwives with
insights into individual needs. They might also be viewed as a manipulative way to
involve the woman in her care, without really involving her at all.

Summary:
The gathering of information for women and their partners involves extensive
research and a great deal of time. While it only takes a relatively short time to write a
birth plan, it requires dedication to attend antenatal classes, to read a multitude of

43

books and even sort out the information available on the Internet. The Internet
information is generally American in nature with some aspects of care irrelevant in
Australia. It is the role of the midwife to clarify this information in order that there is
no misunderstanding. Where there are clear, unambiguous lines of communication the
relationship between women and the health professional caring for them is more
likely to result in positive outcomes.

The birth plan was used to clarify contradictory information, and to provide better
communication between all health care professionals. The midwives obviously read
the birth plans as there was not one woman who felt that the plan had been ignored,
and all participants indicated they were confident that their plan had been acted on.

Birth plans can still be used by health professionals to perform subtle manipulations
to maintain control and adherence to hospital policy and procedure as reflected in the
literature and described unknowingly by Shani and Connie.

44

THEME TWO
DECISION MAKING AND CONTROL.
Sorting out your prefrrences, getting yourself prepared.
As discussed in the literature, women want to be able to make decisions and have
some control over what happens to them during pregnancy and birth. Women now
perceive themselves as active participants rather than recipients of care. This is in
contrast to previous decades and reflects consumers' changing attitudes towards
health care. There is a positive association with achieving control and higher
satisfaction with the experience of birth. The use of birth plans to empower women
depends on effective communication and adequate information given antenatally, and
followed through during labour. The information given should enable women to
weigh the pros and cons of different childbirth practices so that they can make
informed choices (Too 1 996b).

Participants in this study felt that writing a birth plan was 'a personal thing" and
most would not have used a pre formatted birth plan if it had been available. Kerry
encapsulated the thoughts of others when she said that using a birth plan was a "a
means where I had control over myself I didn 'tfeel that anything would be imposed
on me if I didn 't want, but in a way it gave me control over and knowing how I would
cope."

Amanda was the only multipara within the group. Her initial birth experience was in
a private hospital in another state; therefore she felt that she needed to write a plan for
the new people she would meet. She felt the first birth plan really helped her and her
partner to decide what they were going to do and how they wanted to proceed with
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things. In retrospect there were a lot of things that she hadn't thought of in the first
plan and she changed her current plan to reflect her changing needs. With the value of
prior birthing experience and feeling a lot wiser, Amanda indicated, "we had a lot
more options and a lot more things that we decided we would try."

In contrast Kerry felt she needed to know everything about everything, for her, one of
the advantages of writing a birth plan was that:
"you could make decisions prior to going into labour. You can 't
make decisions when you 're in labour. You can make decisions but
they are not in,fhrmed decisions made because it 's your wishes,
they are decisions made because of what 's happening to your
body."
Women are vulnerable in labour and this is not a good time to make complex
decisions. There are better outcomes when the woman and her partner are well
informed and knowledgeable prior to the birthing experience.

Birth plans should be more than just a memory aid for midwives and a wish list for
women. They may have an important role in helping women to prepare emotionally
and mentally for labour and birth. Each woman has a unique attitude and approach to
birth. According to Price (1998), writing down thoughts may help to clarify ideas and
enhance feelings of control of the birth experience. Vanessa's views illustrate this
point. She said the:
"a birth plan is defInitely much more than it appears unless you
know what you are in for before you go in. You can make informed
decisions, you can '1 say that at the end of it you shouldn 't have got
that injection to get the placenta out or whatever. I think you are
better at taking responsibility for making decisions on a birthing
plan.
Every woman is an individual, some women get too much information, some don't
get enough. Some of the information is irrelevant to one person but not to the next,
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some want a different focus. It is difficult to satisfy everyone's needs.

Negative feelings.
Of the nine participants in the study, only one had a negative comment to make
regarding birth plans. Connie had been seeing a midwife on a regular basis and the
midwife was not available on this particular day. She described the unfamiliar
midwife as 'having a bad day' and who was critical of her birth plan. Connie was
looking for clarification regarding the need for fetal monitoring, why was it necessary.
The midwife responded, "we have to put it on" but didn't explain why, for how long
and indicated that the midwife would be negligent if it wasn't put on. This highlights
how easy it is to fall back on the "it's policy" when as midwives, we are supposedly
empowering women to make decisions and take control. Connie said:
"When I leti the appointment I jèlt really negative about writing it,
what's the use of writing a birth plan ij you 're not going to get
positive feedback, why did I bother. That was my only regret, having
negative feedback from the people that had told me to do it."
Connie was able to discuss her concerns with other midwives who provided her with
positive reinforcement regarding her birth plan. She did not say if the midwives
explained the concept of fetal monitoring to her in any different way. Connie was
seeking reassurance and acknowledgement of how much effort she had put into
writing her birth plan and this was her only regret about the whole process of
preparing for birth. Too (I 996b) found that if women feel undervalued and
unsupported by midwives who are, or who women perceive to be authoritarian and
paternalistic in their communication style, it is not conducive to developing trust and
hinders women's abilities to set goals and make decisions.

Kent (2000) believes some women with greater control over their lives have more
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choice than others and what happens to them when they become pregnant. This was
reflected throughout the interviews with the women involved in the study in the way
they used their birth plans.

Sorting out preferences and getting prepared for birth allowed these women to take
responsibility and ownership of the birthing process. They were able to prepare
mentally as well as physically. Making informed decisions was highlighted frequently
by the women throughout the interviews. This gave them control over anticipating
how they might cope with various aspects of labour and birth. Negative feelings can
be turned into positive events through discussions with the midwife who in turn
brings a positive belief that the woman can achieve what she wants.
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THEME THREE:
SUPPORT FOR WOMEN BY FAMILY AND HEALTH CARE
PROFESSIONALS.
Making a djfference:
The support provided by anyone who attends a woman in labour involves the creation
of a safe place for birth with protection and privacy for the woman. Being with a
woman in labour can raise many feelings of anxiety in the support person. Many birth
interventions have been forced on the mother because the support person was anxious,
not because the mother needed help (Robertson 1994). Many fathers can find birth
frightening and they may need support to help them manage their emotions. These
issues need to be understood and recognised so if they occur they do not hinder the
woman. Birth plans can communicate intentions before anxieties or emergencies
cloud people's judgments.

Doing it together:
Support people were important to the women in the project. Seven women and their
partners wrote their birth plans together, and the other two women consulted their
partners on certain issues. Connie and her partner had lots of discussions about what
they thought were "good" procedures and what they were worried about. Kerry
wanted her partner to be as educated as she was, and she described the birth plan as a
tool to:
"educate yourself and your support person. They know what you
want to do, they know if you are going to be able to keep going, to
cope with what's happening and not cave in."

Vanessa and her partner sat down and wrote the plan together but Vanessa felt that a
lot of the decisions on the birth plan were hers to make. She described these as:
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"...decisions that were going to ajjèct my health and body.
Decisions that would impact on things like, what we would do
during the time we were labouring, and what relaxation techniques
we would use."

Midwives providing support.
It is common that when entering the birthing suite a woman may not know her
caregiver. During the admission process an opportunity is provided for the midwife to
discuss the woman's requests and plans for birth. Care and support provided during
birth are closely linked with helping women to progress successfully through labour,
and so technical tasks and emotional/physical support cannot be separated (Enkin,
Keirse, Renfrew & Nielson 1995).

Encouraging and supportive attitudes of the midwives caring for women during birth
provide women with feelings of being in control during birth. While various research
studies suggest that women feel more prepared and confident during labour if cared
for by a midwife they already know (Flint 1993, Enkin, Keirse, Renfrew & Nielson
1995, McCourt 1998) the midwife working at the time provided the participants in
this project with care. Because the midwife may be previously unknown to them
Gibbons & Thomson (2001) assert it is important for midwives to explore and
discover the wishes and feelings of women in their care, then to respect them and
support them during birth. The relationship between the woman and the midwife is
important as the midwife helps to ensure that the experience is fulfilling. What the
midwife says and does appears to be remembered, in some cases for many years (Buff
& Holloway 1994).

Kerry was the only participant who had a doula for a support person as well as her
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partner. She hired a doula because she didn't want to have any drug intervention and
stated she "had to replace the drugs with something else." She had organised to have
two people to relieve each other. Once she came into the hospital setting Kerry's
experience with the midwife whom she had never met, was entirely positive,
"she did everything in her power to make sure that what I wanted
[happened], all credit to her, not once did she try and intervene with
anything and she was so encouraging, she was keeping [my partner]
going as well and reassured him. She was brilliant."

Tammy felt she received support from the midwives because she knew the midwife
had read and understood her birth plan, which took the pressure off her partner. She
said, "they weren 't asking him to make decisions because the midwife knew what my
ideas were."

Summary:
The support people involved with the participants in the study were the woman's
partner and in some way contributed to the writing of their partner's birth plan. The
main issue highlighted was that the support person as well as the midwife would
know and understand what it was that the woman wanted during the birth process. It
was important to the woman and her partner for the midwife to be supportive,
encouraging and competent.
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THEME FOUR.
EXPECTATIONS AND OUTCOMES FOR MOTHER AND BABY.
Ideal outcomes:
At the end of the day, a healthy mother and baby is the ideal outcome of the birth
experience. Throughout pregnancy, women develop ideas and expectations for
childbirth and these expectations can affect women postnatally for either a short time
or for many years (Gibbons & Thomas 2001). If a woman has a positive birth
experience she is less likely to develop postnatal depression and is better equipped to
cope with raising a family (Gibbons & Thomas 2001). Some women have high
expectations of themselves and if they do not achieve all that they set out to achieve,
they may feel that they have failed. It is important that a birth plan is realistic in its
goals and that the outcome is achievable.

Going according to plan.
Participants in the study were almost unanimous in stating that their expectations
regarding their birth plans were met. Amanda had some hesitancy when she answered,
saying; "yes I think so, pretty much everything on it was. Asftzr as my obstetrician and
paediatrician went it all went pretty well." She declined to make any further
comments regarding this statement. Perhaps she was not so pleased with the midwife,
but hesitant to say.

Tammy discussed writing a birth plan with some other women who indicated to her
that writing a birth plan was really a waste of time, because if it doesn't go according
to plan it is disappointing. Tammy found this was not true in her case as her biggest
fear was having a forceps birth, and this actually happened. She found that because
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the midwife and doctor knew this to be her greatest fear they were better able to
prepare her for the birth.

Siobhan had a long labour and hadn't really wanted to have an epidural and had stated
this in her birth plan. However, during labour she eventually agreed to the epidural
because she was so tired. She felt she could "openly change my preferences without
being tbrced. Nothing that happened during labour contradicted or went against my
preferences." This is another example of the importance of consultation, informed
decision making and choice.

Vanessa described her birth experience by saying "it didn 't go the way you read in a
book, the way you plan it in your birth plan, anything can happen on the day as I
Jbund out, but it was a wonderful experience. "Acceptance of change will depend on
communication, women can plan for certain events, but the plan may change due to
events beyond their control.

It's not set in concrete.
There were several comments regarding the ability to change the birth plan depending
on what was happening to at the time. Birth plans were considered to be living
documents, not quite knowing what is going to happen in the future. Ellen's birth
went according to plan but she viewed her birth plan as a "a document that I do not
want to have set in concrete, obviously dfjC rent things happen. "On reflection, there
was nothing in her birth plan that she would have changed.
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Jenny only wanted to have an epidural in the event of an emergency caesarean
section. She had tried various methods of pain relief with no effect, so opted for an
epidural. Despite this, she still felt her expectations were met.
"The birth plan was Jbllowed which was good, pretty much my
wishes were. I had a long way to go and they asked if I would
change my mind regarding the epidural and after another
contraction I said yes."
Jenny was not disappointed; in fact she said she "should have had the epidural
sooner!" Jenny was fully informed of her progress during labour and found the pain
was more than she expected. Through good communication she was able to achieve a
satisfactory outcome to her birth.

Recommendations to other women.
Twenty years ago writing a birth plan was a radical act. Way (1996) describes this
piece of paper as symbolic of a couple's determination to have some say in the
management of their birth experience. Now birth planning has entered the mainstream
it is no longer limited to those who desire a natural birth. In many areas birth plans
can be taken for granted.

When asked if they would recommend birth plans to other women, all the participants
answered yes. Connie stated, "If nothing else it makes you do research, it makes you
look into the issues that might come up. We both knew exactly what I felt about
things

".

Kerry felt very strongly about the need to plan for birth: "You can 't go

through something like that without having something in place

".

Amanda explained

that a birth plan "is not just Jhr themselves to get themselves focused on what they
want, it is also great for the midwives."
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While Shani would recommend to other women to write a birth plan, she cautioned
"as long as it 'sjhr you, it's not really/br other people. "This statement is supported
by Way (1996) who identifies that not all women decide to write a birth plan, some
might just write a short page of notes for their own use. What is important is those
women or couples realise that the decisions they make are theirs to make with or
without a birth plan.

Summary:
Whitford and Hillan (1998:252) found in their research that 'even if labour did not
progress according to the birth plan, most women were not upset by this.' All the
participants in the study indicated that their expectations were met despite the birth
process not always going according to plan. Several of the women commented that
the ability to change their plans as labour progressed was important. The birth plan
become a living document, eight of the nine participants had no prior experience of
what labour would be like. They could only base their expectations on what
information they had gathered.

All the women recommended that other women should write a birth plan for
themselves, to know exactly what they felt about the issues surrounding birth and to
educate themselves to what was available during labour and birth. They indicated that
women would also find it helpful because it gave them an opportunity to ask
questions and made it easier to ask for help. These findings are similar to Moore and
Hopper's (1995) study.
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CHAPTER FIVE

Summary of the Findings.

The findings of this study are confined to the Private Health Care System sector in
Northern Territory, and to women who choose maternity care provided predominately
by an obstetrician. They provide an insight into ways in which women gained
information to make informed choices during labour and birth, their expectations, and
how they felt these were met. Continuity of care was not provided by the midwives
but was available through the obstetricians care. It is not possible to generalise the
results of the project to all pregnant women receiving care in the Private Health Care
sector, however it may be applicable to those involved in a model of Shared antenatal
care, a collaborative approach to care. The relatively small size of a homogenous
convenience sample means that this study is not representative of pregnant women in
Australia who seek private sector care. The women in the study were all older and
well educated, and held professional positions within the community. Without further
research it is neither possible nor desirable to view the results as being universal.

Findings of the study:
Participants obtained an enormous amount of information from antenatal classes.
The sheer volume of information can be overwhelming and women in this study
organised their thoughts by putting them in writing in the form of a birth plan.

Conflicting information was found not only from antenatal classes, family and
friends, doctors, but also on the Internet. There are many sites from various
countries all providing different points of view on labour and birth preparation.
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Some sites continue to discuss practices that are out of date, and this was a source
of confusion for those women accessing those sites. Books offer another option of
information with the women preferring to use books recommended by midwives
and books that are entertaining as well as educational.

.

For women in this study the advantages of writing a birth plan included:
Communicating their birthing expectations to midwives and the doctor.
Self education by doing research into what options are available during labour
and birth.
Provision of a foundation for further dialogue, choice and decision making.

Participants wanted acknowledgment from their carers that they had put
considerable thought into their birth plans and wished to be taken seriously. They
expected the midwives and doctor to read their plans and within reason, assist
them to achieve what they planned for and wanted.

.

Preparationlresearching their birth plans enabled women to ask very relevant
questions about hospital policies and procedures. These were issues about which
women wanted to know, and found they could do so with their birth plans. For
example, they asked the midwives what was expected of them at the hospital, the
reason for fetal monitoring and the implications if they preferred not to have this
monitoring.

•

Women wanted to be able to make decisions and take control over what happened
to them during labour and birth. This was a recurring theme throughout the study.
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Support people were important to women giving birth. In this study partners and
midwives were the key support people. This finding is supported by the literature
(Flint 1993, Enkin, Keirse, Renfrew & Nielson 1995, McCourt 1998). The
attitude, level of caring and support from the midwife was mentioned by all the
participants as being very important.

Although women's plans could not always be carried through, women felt that
overall their expectations were met.

Limitations of the study:
.

This study is limited to those women who chose to give birth in a private hospital.
Whilst this is not the majority of women, there are a significant number who
choose this type of care. Participants were a homogenous group, all well educated,
professional and older. This limits the degree to which the findings can be
generalised.

Having a multigravida in the study may be considered a limitation as she has
experience on which to draw whereas primigravidae' do not. However the degree
(of limitation) would vary depending on previous models of care experienced, and
perceptions, positively or negatively, of prior births.

•

Whilst it was not intended to interview women who had attended the same
obstetrician, it become evident during the transcription process that this is exactly
what had happened. Whether this can be put down to coincidence is unclear.
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Further investigation regarding why this may have occurred resulted in the
conclusion that the women who attended this obstetrician were actively
encouraged to write birth plans. Those that attended other obstetricians were
neither actively encouraged or discouraged to write a birth plan.

In hindsight it may have been useful to ask women in the study regarding what
other birthing options they were aware of and/or had considered beyond the
private health care sector.

Further, it may have been advantageous to have had the women in the project read
the transcripts of the interview, however all interviews were transcribed by hand,
word for word by the researcher. This was a very time consuming exercise but
allowed the researcher to obtain an in-depth view of what the women were saying
and provided an accurate record of interview.

Strengths of the study:
Using a qualitative approach allowed an in-depth view of participants' perceptions
regarding the use of a birth plan for labour and birth. This also facilitated
unexpected findings.

The participants were eager to participate in the study and in fact, in retrospect,
this gave them an outlet to debrief about their birth experience. This would
provide another opportunity for further research about the benefits of debriefing
following birth. Women seem to need and welcome the opportunity to discuss
their labour and birth experience.
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.

For this group of participants the study findings reinforced the importance of
antenatal classes. Research has shown that gaining accurate and reliable
information during pregnancy can influence the degree of confidence a woman
has in her ability to cope during labour and birth (Gibbons & Thomson 2001).

The study provides some insights into the value of birth plans and the changing
face of consumer expectations of maternity care.

Discussion:
What's 'best'for women.
The debate continues about the medicalisation of childbirth, and the medical model, in
which birth is seen as a high-risk event requiring active management and
technological intervention. It is often set in opposition to the health model, in which
birth is seen to be a natural physiological process requiring little or no interference
(Moore & Hopper 1995). The medical model of care evolved from a paternalistic
approach that assumed women needed to be controlled and instructed in what was
best for them. The history of the medicalisation of childbirth has been written about
extensively since the 1960's, and current literature and publications continue to
document practice of a medical model of care. The medical model is associated with
certain characteristics such as scientisation and technical rationality (Kent 2000). This
has led to dissatisfaction with maternity services by many consumers resulting in a
drive for more input and control into the birthing process. As a result alternative
models of care have evolved which include those women who chose private sector
care thereby choosing to have an obstetrician involved in their care.
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There was a unanimous view by the women in the study that they wanted an
obstetrician involved in their care and to be present at the birth. It seems they wanted
a collaborative partnership between themselves and their obstetrician and not
necessarily to 'go it alone'. It is noted by the National Health and Medical Research
Council (1996) that women who chose private obstetric care have the advantage of
continuity of carer. With this system obstetricians get to know the woman and become
aware of her personality, strengths and needs. The woman, in turn, is able to gain
confidence in her obstetrician, which can reduce anxiety and provide an environment
for shared decision making. However, the National Health and Medical Research
Council has a strong tradition of medical dominance. Shared midwifery antenatal
care, as offered to the women in this study, might also be viewed as an alternative
way in which obstetricians retain control of midwifery practice within the façade of
"best practice".

With increasing budgetary constraints and limited human resources the demand for
private hospitals to provide one on one care to women in labour is extremely
challenging. Women need support beyond their partner or doula, they need midwives
to stay with them during labour if their expectations are going to be met. Women are
vulnerable because labour and birthing are not necessarily predicable; therefore one
on one care is needed. It is the specialist knowledge that midwives have and their
ability to monitor, assess and evaluate as well as support that separates them from
support persons/doulas. As illustrated in Theme Three the support received by the
participants from the midwives, even if they had never met before, was extremely
important and helped alleviated pressure on support persons.
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The voice of the consumer.
For decades women's rights to choice have not been perceived as valid by either
midwives or obstetricians with safety cited as the main objection to the introduction
of more liberal practices. Major changes in attitudes towards pregnant women have
come from the women themselves. Pressure groups dating back to the 1970's have
forced health professionals and government to heed women's dissatisfaction with the
highly technological and impersonal services provided by health care professionals
and demanded greater input into the birthing experience (Cochrane 1995). As a result
social attitudes and expectations of health care have changed. There is a changing
relationship between the client and health professional partnership. Consumers now
expect to participate more in their expected treatment and care and this challenges the
traditional role of the health care professionals who may be more accustomed to a
more passive client role. The challenge to be more open and transparent can be
difficult for both doctor and midwife. Clear explanation and negotiation is more
challenging and also takes more time. While changing models of care, with greater
collaboration between women and the health professional are being adopted, many
aspects of the traditional medical model of maternity care are still prevalent.

Change occurs slowly and the reform of maternity services has not yet been fully
realised. Despite many efforts to effect change many aspects of medicalised
reproduction have remained firmly in place. Hospitals have redesigned antenatal
classes and refurbished traditional labour wards but have not changed the basic
medical model of birth (Reiger 2001). The midwifery profession advocates woman
centered birthing practices but practice is variable and some obstetricians and
midwives may not even realise what this philosophy means. Most births continue to
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occur in hospitals and it may be very difficult for some midwives to adapt to new
philosophies of care easily. It requires a different approach and different ways, more
consultation and knowledge, to be able to explain the 'whys' of practices than in the
past. Hunt and Symonds (1995:149) ask "can a generation of midwives trained in a
world of obstetric intervention and medicalised birth and who have only ever worked
in a hospital environment where they have had complete control over much of what
happens, adapt and help women take control?" It is clear however, that the
depersonalised maternity care in the postwar years is changing to a more humanised
family centered approach (Reiger 2001).

Birth knowledge:
Antenatal classes were the common denominator in this study. Such classes became
established in Australia approximately 50 years ago. It was considered that
preparation for childbirth was the key to acquiring the 'correct' ideas about childbirth
so the women could be free from fear and anxiety, and therefore a good birth would
follow (Brown, Lumley, Small & Astbury 1994). It seems that many Australian
women have accepted aUending classes as part of their preparation for childbirth. All
the women in the study attended antenatal classes at some stage during their
pregnancy and all used information from classes to write their birth plans. Clearly
women in this study found antenatal classes a good source of support for themselves
and their partners.

Today, antenatal classes aim to provide a wide range of information. This includes
good health habits, stress management, anxiety reduction, enhancement of family
relationships, enhanced self-esteem and satisfaction, infant feeding, postnatal
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adjustment and advice on family planning. A further objective is to enhance the
woman's confidence as she approaches childbirth. Independent childbirth educators
teach some classes, while others are taught by the hospitals where women plan to
have their babies. Hospital based classes may be directed at explaining existing
policies to parents, rather than to question them, to offer alternatives or to help parents
decide their own birth plans (Enkin, Keirse, Renfrew & Neilson 1995). This reflects
the need for midwives to look beyond protocols and question their own practice. By
doing this midwives should be better prepared to provide care that is based on current
literature and best practice principles, to women during pregnancy, labour and birth.
Health professionals must have a sound knowledge base and use reflective practice,
not rituals and routines, because women expect them to be knowledgeable and able to
explain, clarify or justify changes in practice to them.

The women in the study all said they wanted to be part of the decision making process
and were able to base their birth plans on the information they gained through their
research and reinforced by attending antenatal classes. They were able to gather
information, form a clear understanding of the birth process and from that, to write
their birth plans. The increasing levels of consumer education and access to
information means that health professionals caring for women need to be familiar
with the latest research. They need to understand the process of normal birth as the
focus is turned on the multitude of obstetric procedures that need to be discussed with
women and their partners. The health professional needs the ability to explain the
latest research to women and their partners as this in turn forms the foundation for
empowering these women and those around them (Robertson 1994). To talk with
women clearly and honestly demonstrates an ability to be able to break down complex
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information without falling back on the excuse "it's policy".

Health professionals and the public have accepted antenatal education for some time,
however a recent review of the literature by Koehn (2002) demonstrates mixed results
regarding its effectiveness. The current body of research is limited and flawed and
cannot be used to draw any conclusions about antenatal education (Zwelling 1996).
The impact of antenatal classes on the women in this study was clearly demonstrated.
It enabled them to sort through the information they received and put their thoughts in
order to make decisions and take control of their pregnancy, labour and birth. They
were also informed enough to be confident in the contingencies they had in place if
things did not go according to plan. This is challenging for midwives as women are
better informed than in previous decades and expect midwives to be able to respond
appropriately and knowledgeably.

The traditional approach to antenatal classes has tended to focus on provision of
information to women and their partners, however the women in this study had
already done considerable research prior to commencing antenatal classes. Because
antenatal classes continue play such a large part in women's preparation for birth, the
level of education of people attending these classes needs to be considered when
planning them. The level of knowledge the participants already have and what
knowledge they are now seeking needs to be identified. This is illustrated in Theme
One where one participant described how she expected to be respected for the
knowledge she already had. To enable the midwife to determine prior knowledge
amongst the group it is important that this is explored at the beginning of classes. The
format and content of childbirth education classes needs to be reviewed on a regular
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basis, and this may be quite challenging to the midwife. Teaching effectively is
complex and consideration and inclusion of contemporary content needs careful
preparation, experience and time. Midwives may be discouraged from facilitating
classes if their own knowledge is not accurate, informative and/or relevant, or they
feel uncomfortable as facilitators. Antenatal classes need to be relevant to the women
who attend them, and women learning from other women can be a powerful tool to
involve them meaningfully in their antenatal preparation. Needs change, times change
and practices change, therefore midwives have to be flexible in their approach to
facilitating classes. Education in a variety of ways to conducting antenatal classes may
be beneficial to those health care professionals involved in antenatal education.

Birth Plans: living documents
The introduction of birth plans in the 1970's by Kitzenger (1999) to the United
Kingdom was followed in Australia, and for the same reason: women were unhappy
about interventions in the birth process. Information and some control or input in what
is a life-changing event was perceived to be lacking by women. Positive outcomes
were associated with the woman's belief that she could make a different choice, and
therefore have more control.

According to Beaton & Gupton (1990) childbirth educators such as midwives can
help women to avoid scripting their birth fantasies so tightly that they set themselves
up for failure. If birth plans are considered as something permanent there is a danger
that women may be encouraged to think that planning a perfect birth may be possible.
Ideally, a birth plan should be used as a means of exploring what is realistically
possible, enabling women to set goals for their birth experience that cover a range of
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circumstances and make allowances for change. None of the participants in the study
were concerned when their labour or birth did not go exactly according to the birth
plan they had written. These women likened their birth plans to 'living documents', a
document that was not set in concrete. They were consulted about the changes and felt
in control of the situation. Effective communication with the midwives and
obstetrician facilitated these women to feel in control. The essential nature of effective
communication is illustrated here, for example, rapport, trust and credibility, which in
turn demonstrates the collaborative model of shared care in action.

Communication is a vital link between women and health professionals. The language
used by health professionals must be conveyed in the context in which it is said. It is
necessary to present clear, succinct and non-patronising information to clients. All
the women in the project indicated that the birth plan was an ideal tool to
communicate with the midwives and the doctor. While not all support people (who
were mostly the women's partners) had written input into the birth plan it was an
effective means of communication for them as well because they used the birth plan
as a road map for the birth and it is likely they felt better supported themselves.

Input into decision making about their birth experience helps make women feel in
control. Communication between healthcare professionals comprises shared decision
making, but these decisions can only be articulated once women have been provided
with sufficient information with which to make informed choices (Came 2002). This
was evident in this study from all the participants. Feeling confident with the
information given to women by childbirth educators, midwives and doctors has a flow
on effect in giving women a sense of control and power in a situation where they
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cannot be sure what to expect. It is important to women that they can make decisions
prior to labour. Green, Coupland & Kitzenger (1990) support the view that women
value accurate information and want to be kept informed of events all the way through
labour. Some midwives still have a tendency to say "my delivery" when it is the
woman's body and her birth. The participants in this study reflect this view; they were
able to anticipate how they might cope with various aspects of labour and birth and
therefore this knowledge gave them the ability to have input into the decisions made
about their care during birth. Power and control are associated with knowledge and
the women in this study felt they had control during labour and birth.

Meeting expectations:
The high expectations women held of the ability of support people and midwives to
help them through the birth experiences were evident throughout the study. The
women discussed their birth expectations with their partners/support person as well as
the midwife and doctor. All the women felt involved in the decision making and felt
in control of their labour and birth with the support of the midwife. The key elements
of support include continuous presence during active labour, attention to emotional
needs such as providing praise and encouragement, and active helping (Siebold,
Miller & Hall 1999). It is likely that this resulted in the participants' positive views
regarding their birth plan. It is also likely that participants accepted the need for
change when progress altered from their birth plans because they were consulted on
the changes. The results of the study highlight the need for clear two way
communication between women and the health care professionals.
A challenge for childbirth educators and midwives is to prepare women for the
realities of childbirth without destroying the anticipation and excitement of childbirth.
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It is essential to ensure that women have a sense of achievement and not failure about
birth (Beaton & Gumpton 1990). It was an advantage to the women in the study that
the obstetrician had indicated to them all that he had read their birth plans and was
prepared to assist them to achieve their goals. Whitford & Hillan (1998) state the birth
plan is seen as part of the midwifery documentation and is not routinely used by
medical staff. Anecdotal evidence suggests doctors are cynical about birth plans
(Green et a! 1998) however, the women in this study were always positive of the
involvement of the obstetrician in their care. This may be related to the continuity of
care provided by the obstetrician, in that women saw the obstetrician on a regular
basis and developed confidence and a rapport with him. This is a further illustration of
the importance of good communication skills.

Despite not all births going to plan, participants were unanimous in stating their
expectations were met. It is likely this was influenced by the choices given to the
women by their obstetrician and the midwives, that is, a collaborative partnership was
established rather than the traditional more passive role birthing women have
previously tolerated.

Conclusion
Implications for midwifery practice and further research
The findings of this research project lends supports the notion that women giving
birth in the private hospital sector in the Northern Territory, Australia, are having their
expectations met. Whilst the medical model of care still prevails, the women in this
study had the advantage of being able to see a midwife on a number of occasions
during their pregnancy, felt positive about their experiences, and experienced
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continuity of care from their obstetrician. Birth plans can be a relevant tool to improve
communication between women, midwives and obstetricians. These women benefited
from a model of Shared antenatal care.

Childbirth education classes are an important source of information, therefore it is
imperative that educators provide up to date, accurate and informative information.
These classes were the common denominator for this group of women and they all
received information from them with which to write their birth plans. Merely standing
in front of a group of people talking about childbirth is not enough. The women in the
project were all well educated women and were seeking clarification of knowledge
they already had.

The increasing sophistication of consumers who have increased access to information
leads to increased expectations. In this study birth plans were very relevant in
assisting women to meet their expectations. The women gathered information from a
variety of sources and this helped them feel in control. The themes identified in the
findings of the research project: information gathering, decision making and control,
support and outcomes are imperative in the women feeling confident in their birth
plans and expected outcomes. If these women had to make choices that they had not
written on their birth plans they had contingency plans in place and all felt in control
of their birthing experience. The women in this study found no disadvantages to
writing a birth plan, and despite the labour not always going to plan, expressed
satisfaction with their birthing experiences.
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Further research.
The intervention of debriefing is increasingly being examined in relation to women
discussing their experiences of childbirth with midwives. There exists confusion over
what debriefing is, its application, expected outcomes and importantly its
appropriateness as an intervention following birth (Wray & Benbow 2001). The
women in this study all enjoyed discussing their labours and births and took the
opportunity to do so during the interviews. Many women have the desire to talk to
anyone who will listen, while others may need specific information about birth events.
The methodology used for this study allowed for unexpected findings and the benefit
of 'debriefing' appears to warrant further research and this is supported by Smith &
Mitchell (1996).

Postnatal care was frequently bought up by talking to women about their birthing
experiences, with the emphasis being on breast-feeding. The issue of conflicting
information was raised frequently. During antenatal care much emphasis is placed on
birthing with postnatal care often seemingly the poor relation, yet it is just as
important as it lays the beginning foundations for parenting skills. Despite much
research, it appears breast feeding may still be an area of difficulty for women.
Midwives need to provide consistent, up to date information to women who are
vulnerable during the postnatal period and are easily confused with the plethora of
information with which they may be provided.

The private health care sector in the Northern Territory offers a choice of Shared
Antenatal Care with care being provided by both obstetrician and midwife. While
midwives did not take final responsibility, their care and attitude was a key factor in

"I

the overall satisfaction of the labour and birth experience. Further research needs to be
conducted to determine the effectiveness of this type of care and the advantages and
disadvantages to the women who choose care where the obstetrician has final
responsibility.
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Appendix A
QUESTIONS/PROMPTS FOR QUESTIONS AT INTERVIEW
Following formal introductions the following questions were envisaged as enabling
women to discuss their birthing experiences in a relaxed and informal manner.
"Please describe your birth experience for me"
or
"How would you describe your birth experience?"

"Were the wishes on your birth plan achieved?

If not

"Why do you think this was?"

-

If yes "What was it that enabled them to be successful?"
-

"Where did you obtain the information from to make your birth plan?"
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Appendix B

PLAIN LANGUAGE STATEMENT.
RESEARCH PROJECT:

CHIEF RESEARCHER:

The relationship between Maternal Childbirth
Expectations (birth plans) and the Reality of the
Actual experience within a Private Hospital
setting.
Jan Lloyd.

PURPOSE OF THE STUDY.
To determine the relationship between Maternal Childbirth Expectations, birth
planning, and the reality of the actual experience within the private hospital setting.
This study aims to learn where you obtained the information to write your birth plan,
how useful you found your birth plan and the outcome of using the birth plan in
regards to your birth experience.
BENEFITS OF THE STUDY.
This information will be invaluable to midwifery practice in determining if women
are achieving their goals, are involved in decision making and experiencing a positive
birth outcome.

WHAT WOULD BE EXPECTED OF YOU.
If you would like to be involved in this study please complete the consent form and
return it to Jan Lloyd, the midwife researching this project.
You will be asked to participate in a tape recorded interview 3 5 days following the
birth of your baby. If this time is not convenient for you an alternate time can be
arranged.
-

CONFIDENTIALITY:
Full confidentiality of your birth experience will be kept by the researcher. The tape
recording will only be used for the purpose of the study. Your name and those of any
other people mentioned in the interview will not appear in the transcription of the
tapes.
YOUR PARTICIPATION:
It would be greatly appreciated if you decide to take part in the study, however, you
may decide to withdraw at any time or postpone the interview at any time.

RESULTS OF THE STUDY:
A transcription of the tape will be made and you are welcome to read it if you wish.
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PERSON TO CONTACT:
For further information you can contact me on 8920066 and I will be delighted to
answer any questions you may have. You may also contact my supervisor at the
Northern Territory University:
Bev Turnbull

ph 08 89466281 or

Or
Hemalie Senevivatne ph 08 89467064
(Higher Education and Research Branch)

I hope you will be involved in the study and look forward to meeting you and your
baby.

Jan Lloyd
RN, RM, BSN.
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Appendix C
APPLICATION FOR ETHICS APPROVAL
(COURSEWORK RESEARCH PROJECT)

Project Title:

Birth Plans: Maternal Childbirth Expectations and actual reality

Student:

Jan Lloyd

Address:

35 Marrakai St Tiwi NT 0810

I.D.973574

Contact Telephone Nos: 8927097 l(home) 89206066 (work)
1loyddjnmbigpond.com

E:Mail

Supervisor:

School/Campus: NTU

Bev Turnbull

Course and Unit for which research is being undertaken:

Master of Midwifery

Credit point value of unit:
Semester I/Semester 2/Year long:

SUMMARY OF PROJECT

(Office) Project Ref. No.:

Refer to the nature of the research, the ethical issues arising from
the research and the research methods involved.

The purpose of this study is to determine the relationship between maternal childbirth expectations (the
birth plan) and the reality of the actual experience within the private hospital setting. Various studies
have been undertaken with conflicting findings, therefore this study will provide valuable midwifery
knowledge within a local environment.
This will be a qualitative research project using a Descriptive Design method. A convenience sample
would be appropriate for this project to allow the use of a greater range of the population that meets the
criteria. Convenience samples are very common in clinical nursing research where there are not enough
people to form a probability sample (Roberts & Taylor 1998). Data analysis will utilise a thematic
approach as it is expected this project will identify themes and patterns from the interviews.
The ethical issues arising include the vulnerability of the women at the time of interview. Informed
consent will be obtained, and participants advised that they might withdraw at any time. Women will
be advised that anonymity will be guaranteed, as there would be no mention of the participants within
the transcripts. The interviews would be coded in numerical order. Safe storage of the data would be
certain, as the data would be kept in a locked cupboard at the researchers home, available only to the
researcher. On completion of the project the data will be stored at the Northern Territory University for
a period of 5 years.

DECLARATION
We, the undersigned, accept responsibility for the conduct of this research in accordance with the
information provided in this application. If the nature of the project changes over time such that the
response given to any question is no longer valid, we shall not continue the project without approval
from the NTU Human Ethics Committee.
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Signatures:
Student

Date

Supervisor

Date

Dean

Date

Proposed commencement date

Note: A Plain Language Statement must accompany this application.

Received by Secretary, Ethics Subcommittee:
Project Ref. No.:

Date:

The NTU Human Ethics Committee has considered this proposal and approves it for the period:
to:

Date:
Chair of Ethics Committee:
Returned to Student Supervisor on:

PROJECT DESCRIPTION
Aim of the Project.

Provide a brief description of the principal goals of the project

Due to the increasing medicalisation of childbirth, particularly since the 1970's, women and their
partners have been writing birth plans in an effort to communicate their wishes for their birth
experience. Birth Plans allow women and their partners to write down their preferences for managing
their birth experience. The birth plan provides a form of written communication between the parents
and the birth attendants. It can cover anything from antenatal, to birthing and postnatal care.
The principle goals of the project are:
To determine where women obtain information for the construction of a birth plan,
How useful the women found the birth plan, what advantages or disadvantages there
were,
Were their expectations met.
The current literature provides conflicting information as to the benefits of birth plans therefore further
evaluation would add to the midwifery body of knowledge.
Procedure.

Provide a brief description of what participants will be asked to do, materials or
equipment that will be used, who will collect the data, where data will be collected
and where the data will be stored. If a questionnaire will be used, please enclose a
copy.

The participants will be asked to participate in a tape-recorded interview using a semi-structured
interview. It is anticipated the interview will take approximately 30-40 minutes. As it is planned to do
the interview during the women's hospital stay it will be necessary to take into account the woman's
vulnerability at this time of her life. As a senior midwife part of my role is to determine the physical
and mental health of postnatal women, therefore I would be able to determine if the time of interview
was appropriate and act accordingly.
Prior to the commencement of the interview the woman will be advised that she may withdraw or
postpone the interview at any time, and another time will be made if she wishes.
A pilot interview will be conducted prior to commencement of the project to address and correct any
problems. This will validate the interview questions and also ensure appropriate use of equipment. The
results of the pilot study will not be included in the main results.
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As the majority of women have a single room whilst in hospital the interview will be conducted there,
or if this option is not available an interview room will be used. This will ensure confidentiality is
maintained at all times. As this is a hospital setting the use of single rooms would ensure confidentiality
from other staff as well. The data will be collected by the researcher and will be stored in a locked
filing cabinet at the researchers home. On completion of the project the data will be stored at the
Northern Territory University for 5 years and then destroyed.
A questionnaire will not be used, however using a semi structured technique the same questions will be
used in a general introductory start to the interview allowing women to describe their birth experiences,
and were the wishes in their birth plans met. Examples of the questions are enclosed.

Sample.

Provide a brief description of the sample, including the source of the participants,
means by which they will be recruited and how informed consent will be obtained.

It is anticipated that 10 women will participate in the project, as this will provide a good overview of
women s needs within the private health care system. If data verification were not achieved, then
further participants would be sought.
Both multigravid and primigravid women will be included in the study. The participants will be women
who have written a birth plan, have reached 37 weeks gestation of their pregnancy and have birthed a
healthy baby.
The participants will be recruited following birth, they will be given the plain language statement as to
what the research is about and they will be given a consent form to complete

EThical Considerations
Yes/N
0

a

b
c

d

e

g

h

Do the procedures to be used leave a participant open to risks of emotional or physical harm
greater than or additional to risks encountered in the participants normal lifestyle?

No

Does the research entail deception?

No

Will the participants be identified by name on the data or records maintained by the
investigator?

No

Are there any ethical problems inherent in the research or the procedures to be used?

Yes

Are the procedures to be used within the investigators technical competence?

Yes

Will all information provided by the participant be treated as confidential by the
investigator?

Yes

Will the informed consent be obtained from each participant or from a person entitled to
give consent on behalf of the participant?

Yes

Will each participant be adequately debriefed as to the purpose of the research and the
subsequent findings of the research?

Yes

Provide a brief statement about any ethical issues associated with the proposed research in relation to
the five areas listed below, as well as any other ethical considerations.

Invasion of privacy
There will be no invasion of privacy, the researcher will not be present at the birth and if the
women should choose not to participate or withdraw consent there will be no follow up.

Deception
Nil.

Informed Consent
All participants will be given a plain language statement regarding the purpose and
requirements of the project and a consent form with a clause for withdrawal at any time.

Stress/Risk Level
Women are vulnerable during this period of time therefore their overall physical and mental health
status will be assessed prior to the interview and if the researcher feels it is not an appropriate time then
the interview will be postponed or cancelled. The researcher is well qualified to identify the status of
the woman at time of interview as she has been a midwife for 22 years.

Location and Storage of Data
The data will be stored in a locked filing cabinet at the researchers home. Once the project is
complete the data will be sent to the NTU for storage for five years and then destroyed.
(Please note: Data storage must be in line with the NTU Human Ethics Policy. If you are publishing
the results, original data must be securely stored at NTU for a minimum period of five years, on
completion of the project. If you do not intend to publish the results of the study, the data may be
destroyed on completion of the project.
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Appendix D.
CONSENT FORM:
PARTICIPATION IN INTERVIEW.

On the understanding that my identity will not be divulged, I

(being over the age of IS years) give my permission to Jan Lloyd, a Master of Midwifery Student at the
Northern Territory University to record and use this interview, or part of this interview, recorded on
by Jan Lloyd for research and publication in her Masters research.

.

That names, places, organisations and institutions will not be identified in the research.

.

That confidentiality of information sources is maintained throughout the study.

•

That the tape of this interview will be kept in a secure area until completion of the study when it
will be sent to the Northern Territory University for storage for 5 years.

•

That I may withdraw my consent without explaination or penalty at any time.

•

I do/do not wish to be advised of any requests to publish this interview in a place other than the
research project.

Signature

Address

Date
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