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that arise from the studies within the thesis should be viewed as being context dependent. 

Therefore, while some suggestions with regard to the way that the findings could be used 

within future research are made, this is to be understood as taking place with this in mind.  

 

Commitment to the values of democracy, freedom, equality and progress: 

This research, in exploring the subject of planned home birth decision making, is intended to 

provide support for progress within clinical practice, and has attempted to consider and 

include the perspectives of the of maternity service users who do not appear to be accessing 

planned home birth services within the UK.   

 

Having justified my use of a pragmatic stance within this research, I will now move to discuss 

how this has been taken forward within my study design.  

 

Methods: 

The thesis reports the findings of a multi-phase research study, using mixed methods for 

data collection and data analysis. The overview of the methods used within these studies will 

be briefly discussed for the remainder of the chapter. 

 

In accordance with the chosen pragmatic stance, the study methods were chosen as they 

were felt to provide the most effective approach to answer the research questions (Johnson 

& Onwuegbuzie, 2004). Figure 1 below illustrates where methods that result in quantitative 

data (QUAN) being obtained, and where qualitative data (QUAL) was obtained: 
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to increasing 

the proportion 

of planned 

home births 

across one 

maternity 

service 

and to consider the implications in relation to barriers 

and facilitators to increasing the home birth rate 

Observation Ability to observe how birth planning discussions are 

undertaken at several points across the Health Board, 

and to consider the implications in relation to barriers 

and facilitators to increasing the home birth rates 

Interview Opportunity to discuss individually with women and 

midwives about their individual experiences of home 

birth decision is undertaken within their dyad, and for 

the midwives in terms of their routine practices, and to 

consider this in relation to barriers and facilitators to 

increasing the home birth rate 

 

The way in which the data were collected and analysed is presented below in figure 3. This 

figure provides a more detailed view of the approach that was taken, building on the 

broader overview of this study location within the overall thesis that is provided within the 

methodology chapter [Figure 1].  

Figure 3. Figure to illustrate the approaches to data collection, data analysis and data integration within this study 

 

As discussed above in table 5, figure 3 above illustrates that three data collection methods 

were used within this study, with the audit undertaken independently of the observation 

and interviews, which were conducted as part of the same stage of the study.  
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The audit data which was entirely quantitative, and the quantitative observation data was 

analysed separately. The figure illustrates that within the quantitative observation data 

reference was made to questions contained within the audit, and also topics contained 

within the observation proforma [Appendix 1]. After being analysed separately, the findings 

were then embedded within the qualitative observation and interview findings.  

The qualitative observation data, and the interview data which was entirely qualitative, were 

analysed separately during the initial stages of the thematic analysis (Braun and Clarke, 

2006) to the point where codes were created, and then categories from both data sources 

were created, and then combined to complete the thematic analysis.   

Within the study reporting, while the focus adopted within the reporting of the study 

findings has been given to the findings from the qualitative data analysis, the integration of 

the findings from the quantitative data has been used to provide a complementary, 

explanatory framework (Howe, 2012; Mertens & Hesse-Biber, 2012).  

 

Ethical approval: 

Ethical Approval was received from the local NHS Research Ethics Committee on 21st of April 

2011 [Appendix 2], and governance approvals granted by the Research and Development 

Department at the health board on the 18th April 2011 [Appendix 3]. The key ethical issues 

attended to in the study design and conduct related to preventing coercion through a 

transparent recruitment strategy and ensuring informed consent of study participants, and 

maintaining confidentiality and anonymity. As I am a Registered Midwife, professional 

responsibility required attention to the possibility of the observation of harm or poor 

practice during the birth planning meetings. A protocol was agreed through which any 

concerns could be raised and escalated if appropriate. Harm or poor practice of concern was 

not observed. 

Ethical approval was not required for the case note audit, but appropriate governance 

approval was granted from the Health Board, and the audit registered with the relevant 

departments. Ethical principles adhered to included ensuring the confidentiality of data 

obtained, and anonymity through appropriate data protection processes. 
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Marital status: 

Married 

Cohabiting 

Single 

Other 

Missing data 

 

98 

5 

44 

2 

20 

Location of booking / first contact 

Home 

Primary care setting 

Missing data 

 

34 

113 

22 

Number of midwives documenting in the 

notes 

1 

2 

3 

4 

5 

6 

7 

8 

 

 

14 

0 

36 

35 

11 

5 

5 

1 

Location of birth plan visit 

Home 

Primary care setting 

Missing data 

 

96 

34 

39 
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Figure 6. The recruitment process for community midwife and women participants 

 

 

Participant details: 

Community midwife participants: 

The area of practice for the community midwives encompassed the three areas of the health 

board.  

All had extensive years of experience within community midwifery, as all had been in the 

role of community midwife for at least twenty years with the exception of one who had 

been in the role for nineteen years.  

Six of the seven community midwives had attended more than five home births in the 

previous year, and one had not.  

 

 

95 Community Midwives 
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Further quantitative analysis was undertaken in response to the topics addressed within the 

observation proforma:  

Interaction style during birth planning meeting: 

The proforma required observation of the way in which the dyad interacted during their 

discussions. The following table [15] illustrates as a percentage the amount of time that the 

service user participants were talking during the birth planning visit, versus the time that the 

community midwife was speaking.  

The five nulliparous women all spoke for less than twenty-five percent of their birth planning 

visit, and the multiparous women spoke for between forty-five and fifty-five percent of the 

time.  

The women who were planning to birth at home spoke for between forty-five and fifty-five 

percent of the time, and those who were planning to birth in a health board setting all spoke 

for less than twenty-five percent of the time.  

Table 15. Time spent talking by the participants during the birth planning meetings 

  % of time of birth planning meeting talking 

Dyad Duration of birth 

plan observation  

Woman (& partner) Community 

Midwife 

A 43 minutes 13% 87%  

B 37 minutes 23% 77% 

C 34 minutes 8% 92% 

D 48 minutes 16% 84%  

E 47 minutes 45%  55%  

F 30 minutes 55%  45%  

G 15 minutes 8% 92% 

 

Subjects discussed:  
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As was stated earlier, the experiences and influences on women as they make decisions 

about birth location are complex and multi-faceted. Therefore, it is not possible to have total 

clarity about the best way to interpret and consider the findings in terms of the best way to 

enable more women to make informed decisions about home birth. However, as a result of 

conducting this study, it appears possible to categorise pregnant women in to two main 

groups in terms of the Community Midwife input that is required for an informed choice or 

declination of home birth to be made: 

Enabling a woman who commences her pregnancy with no interest or little knowledge about 

home birth to feel that an offer of home birth has been made to her, to know that an active 

choice in birth location needs to be made, and to gain sufficient knowledge and support to 

make a fully informed choice about this birth place location 

Enabling a woman who commences her pregnancy with the hope of planning a home birth 

to feel that an offer of home birth has been made to her, and to ensure that she feels 

supported in her decision making and has sufficient knowledge to make an informed choice 

about birth place location 

The findings of this study suggest that in both of these scenarios the woman requires 

communication that both provides factual and more holistic aspects that facilitate her 

consideration and informed decision making around home birth. However, as 

acknowledged, this study was only conducted within one local health board with a small 

sample. Therefore, it was felt to be useful to contextualise these findings by conducting a 

scoping review to explore the published UK and international literature on planned home 

birth decision making. The scoping review is reported in the next chapter.   
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become supportive of their choice to give birth at home (Andrews, 2004a; Ashley & Weaver, 

2012a; Lavender & Chapple, 2005; Noble, 2015).  

Amongst women in this body of literature who did not plan to give birth at home, it is 

evident that for many their families were more positive towards hospital being the planned 

birth place (Dahlen et al., 2008; Arcia, 2015; Lavender & Chapple, 2005; Coxon, 2012; Sluijs 

et al., 2015). Alternatively, for some women there was a lack of discussion about birth place 

options within the family when a hospital birth was being planned (Kornelsen, 2005). 

Friends that are knowledgeable, experienced, and supportive of planned home birth: 

Friends are common sources of information for women seeking all forms of birth 

information (Catling-Paull et al., 2011; McCourt, Rance, Rayment & Sandall, 2011; Jouhki, 

2012; Soltani et al., 2015). 

Much of the international home birth decision making literature illustrates that in the 

majority of cases women experienced positive reactions about home birth from their friends 

(Catling-Paull et al., 2011; Jouhki, 2012; Lindgren & Erlandsson, 2010; Lothian, 2010; Lothian, 

2013; Lundgren, 2010; Morison et al., 1998; Murray-Davis et al., 2012; Taylor, 2010; Walsh 

et al., 2011; Wiegers et al., 1998), and that on occasion their friends were present to support 

them during their labours at home (Budin, 2009; Budin, 2013; Johnson & Davis-Floyd, 2006; 

Kornelsen, 2005; Murray-Davis et al., 2012; Walsh et al., 2011; Welch, 2001).  

The process by which knowledge and awareness of planned home birth is transmitted by 

women who have had a planned home birth amongst their female friends, and on occasion 

by their partners to other partners, is illustrated within anecdotal and research based 

sources (Andrews, 2004b; Craig, 2010; Davis, 2011; Dobson, 2009; Dagustun, 2009; Halton, 

2006; Lowden, 2012; Madi, 2001; Ng & Sinclair, 2002; Richley, 2011; Dahlen et al., 2008; 

Magri, 2012). 

Members of home birth support groups can function as a micro social network for women, 

including for women who did not have friends who were knowledgeable about home birth 

prior to joining the group (Grace, 2014; Jervis, 2014). 

References to negative reactions to planned home birth were reported in a number of 

sources, where friends tried to convince women to birth in hospital (Sjöblom et al., 2012; 

Viisainen, 2001). Anticipating negative reactions, and actively avoiding discussions with 
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social norm, and diminish autonomy in place of birth (DiFilippo, 2015; Ferreira Lessa et al., 

2014; Bernhard et al., 2014).  

Many midwives assume that the birth experience of women in their care would take place in 

hospital, and block the flow of information so that no conversation that challenges this 

assumption takes place (Madi, 2001; Lavender & Chapple, 2005; McCourt, Rance, Rayment 

& Sandall, 2011; Houghton et al., 2008; Coxon, 2012; Ashley and Weaver, 2012a). This may 

also be because midwives have a lack of understanding about the support that women need 

to choose home birth (Rogers et al., 2005; Soltani et al., 2015), believe that women may not 

fully understand the information (Knightley, 2007; Houghton et al., 2008), or to protect 

women from making unwise choices (Floyd, 1995; Hosein, 1998; Hagelskamp et al., 2003; 

Rogers et al., 2005; Houghton et al., 2008; Law et al., 2009). Where midwives are not 

motivated to offer, provide information about home birth or support a choice of home birth, 

this often arises from a personal concern about the safety of home birth (Madden, 2005; 

Hosein, 1998; Houghton et al., 2008). 

Uncertainty is felt by midwives around how to discuss planned home birth with women, and 

this is suggested by Bick to have occurred because of the way that findings of current 

research findings are published in the media (Bick, 2012; Houghton et al., 2008) or simply 

because midwives were unaware of them (Houghton et al., 2008; Coxon et al., 2013).  

Flexibility in the timing of decision making: 

Flexibility, in terms of decision making, in a home birth service is a facilitative feature 

(Catling et al., 2014; Fleming et al., 2007; Richley, 2011; Griffiths, 2015b; Collins & Kingdon, 

2014). The most frequently discussed feature of flexible care is the provision of early labour 

assessments at home for women (Redshaw, 2011; O'Connell et al., 2012; Stephens, 2008) as 

this allows women and their partners to learn about home birth and gain confidence in their 

ability to give birth, and then to make the decision to birth at home.  

Prioritisation of normal birth by individual midwives: 

Promoting normal birth in all settings appears to be linked to facilitating women to plan 

home births (Davies Floyd & Davies, 1996; Lothian, 2002; Lothian, 1995; Dancy & Fullerton, 

1995; Collins & Kingdon, 2014; Brown, 2006; Kemp & Sandall, 2010; Richley, 2011).  
























































































































































































































































































































































































































































































































































































































































