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Précis (Max 25 words)
Healthcare providers recognise that women should be supported to make decisions regarding their choice of place of birth. Antenatal care packages need to be modified to address this. 
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Statement of Significance
Problem or Issue
Women have many decisions and choices to make throughout pregnancy and childbirth and place of birth is a key decision. 
What is Already Known
Women’s interactions with healthcare providers are an integral part of the journey regarding decision of place of birth as they can advise, influence and support their choices regarding place of birth.
What this Paper Adds
Evidence that different cadre of healthcare providers have varied understanding regarding women’s right to choose their birth regardless of the risk categorisation of their pregnancy. The research outlines how legal implications, human rights, informed decision making and cultural factors can impact on women being able to birth in a place of their choosing.





Abstract 
Women make choices throughout pregnancy and childbirth, interactions with healthcare providers are integral to the journey.  Healthcare providers have the potential to advise, influence and support women in their choices as to where to give birth. The aim of this study was to examine healthcare providers attitudes and experiences of women choosing place of birth independent of risk profile. A qualitative study design was used to undertake key informant interviews with healthcare providers who were involved in caring for women antenatally, intrapartum and postnatally. Twelve healthcare providers providing clinical care to women, seven midwives and five obstetricians, were interviewed. These interviews were transcribed, coded and presented in themes. Emerging themes included; informed decision making among pregnant women; understanding and judgement of risk; autonomy and choice; culture of control and fear; human rights. Barriers to women being able to access their chosen place of birth are legal concerns, cultural perception of birth, and lack of senior managerial support for healthcare providers providing clinical care to women who are considered at risk of complications during pregnancy or birth. Proposed solutions include developing a human rights-based approach which is about health and not isolated pathologies and focuses on empowering women, and not merely avoiding maternal morbidity or mortality.
Key words
Choice; risk; childbirth; pregnancy; birthplace; human rights
Key phrases
•	Women have many decisions and choices to make throughout pregnancy and childbirth and place of birth is a key decision. 
•	Women’s interactions with healthcare providers are an integral part of the journey regarding decision of place of birth as they can advise, influence and 	support their choices regarding place of birth.
•	Evidence that different cadre of healthcare providers have varied understanding and beliefs regarding women’s right to choose their birth regardless of the risk 	categorisation of their pregnancy. 
•	The research outlines how legal implications, human rights, informed decision-making and cultural factors can impact on women being able to birth in a place of their choosing.

Introduction 

It is a woman’s right to make an informed choice regarding where she wishes to give birth (Birthrights, 2013). Globally, it is recommended that women’s individual health needs should be taken into consideration when designing and implementing maternity services and that women should be offered more choice (WHO, 2016). Choices regarding place of birth can be complex, important and difficult life decisions (Edwards, 2008). Women should be given the opportunity to have a birth experience that is positive and choice regarding place of birth is a crucial factor in determining birth experience (Bryanton et al 2008).  

The World Health Organisation ‘Intrapartum care for a positive childbirth experience’ guideline (2018) states that most women want a physiological labour and birth, and to have a sense of personal achievement and control through involvement in decision making, even when medical interventions are needed or wanted. The guideline also highlights how woman-centred care can optimize the quality of labour and childbirth care through a holistic, human rights-based approach. The guideline recommends that Midwifery-led Care (MLC) models that encourage continuity-of-care, in which a known midwife or small group of known midwives supports a woman throughout the antenatal, intrapartum and postnatal continuum, are recommended for all pregnant women (WHO, 2018). MLC models of care aim to offer increased control and choice for women and their families during and after pregnancy (Walsh and Devane, 2012).

An important aspect of MLC is that it promotes continuity of carer. Continuity of carer has many documented benefits including women being 24% less likely to experience preterm birth, 19% less likely to lose their baby before 24 weeks’ gestation, and 16% less likely to lose their baby at any gestation (Sandall et al, 2013). The MLC model has been rigorously evaluated and in addition to being a safe model of care for all women regardless of risk (Tracey et al, 2015), it also decreases intervention rates (Walsh and Devane, 2012) and increases continuity of care, maternal satisfaction and is cost-effective (Marshall, 2005). However, even with a governmental level policy and processes in place, in reality, women’s choices regarding models of care during pregnancy and childbirth are often limited and may be restricted due to MLC not being available to all women because of lack of geographically equitable access (RCM, 2016). 

One of the aims of the Northern Ireland Maternity Strategy is to ensure that at least 30% of women give birth at a midwife-led unit (MLU) (DHSSPS, 2012). Currently, less than 15% of women give birth in MLUs. Since 2010, two freestanding midwife-led units (FMLU) and six alongside midwife-led units (AMLU) have been opened and are operational in Northern Ireland.  Due to geographical variability of service provision, not all women in Northern Ireland have all options available to them when choosing where to give birth (Figure 1). In a recent regional study only 18% of women were aware of all four options for place of birth; at home, in a freestanding midwifery unit, in a hospital midwife-led unit, or in a unit where the team included obstetricians (Alderdice et al, 2016).  Just over half of women (57%) felt they had been given enough information to decide where to have their baby (Alderdice et al, 2016).  Even when the full range of options is available, individual choices are often determined by a woman’s risk profile as assessed by a healthcare provider (Table 1).

Figure 1: Birth place options in Northern Ireland

In recent years, there have been signs that an increasing number of pregnant women are deciding where to give birth based on their personal preferences rather than as prescribed by healthcare providers and national guidelines (Hollander et al, 2017). Deciding where to give birth is an important decision for pregnant women. It is considered medically safe for women who have “low risk “pregnancies to give birth at home (RCM, 2016). However, an increasing number of women with “high risk” pregnancies are choosing to give birth at home, often this means they wish to do so against the advice of the healthcare provider (Hollander et al, 2017). 

This phenomenon is not unique to Northern Ireland. Emerging evidence from different countries examine women’s motivations for declining recommended care during pregnancy and after pregnancy (Feeley et al, 2015; Jackson et al, 2016) . Often such women have deeply held beliefs, including the belief that interventions and interruptions during labour and birth increase medical risk and that hospitals are not safer than home (Jackson et al, 2012). The interpretation of evidence is strongly inﬂuenced by the cadre of healthcare providers making decisions about it; in this case midwifery or obstetrics (Downe,2015). This has created a situation whereby the advice provided by healthcare providers may not be evidenced based but alarmist (Lee et al, 2016). This study explored the perceptions of midwives and obstetricians regarding choice of place of birth for women independent of risk profile.
[bookmark: _Hlk8311651]
Table 1: Criteria for admission to Freestanding Midwife-led Unit (FMLU) or Alongside Midwife-led Unit (AMLU)

Materials and Methods

[bookmark: _Hlk506380484]Study design and setting 
A qualitative thematic analysis design was undertaken for this study. Data collection was conducted using semi-structured key informant interviews (KII) with 7 midwives and 5 obstetricians working in one of the 11 healthcare facilities in the five health and social care trusts (HSCT) in Northern Ireland. These 11 healthcare facilities in Northern Ireland serve an estimated population of 430,511 women of reproductive age. 

Participants 
The  participants were purposively selected as information-rich participants with a variety of roles, knowledge and experience in providing care and supporting decision making regarding birth place with women (Cresswell & Plano Clark, 2011). Midwives and obstetricians were included if they were in a senior position working in maternal health, had more than 10 years’ experience and were providing ‘hands-on’ clinical maternity care to women who were making decisions about place of birth. This specific criterion was selected as women were referred to these senior healthcare providers to discuss decisions surrounding place of birth if additional support was identified during routine care. 20 eligible participants were approached to participate in the study and all agreed to take part. The participants were recruited sequentially until data saturation was met and no new themes were emerging throughout the interviews (Fusch and Ness 2015), with a total of 12 interviews undertaken.

[bookmark: _Hlk14350068]Of the 12 participants recruited to the study, nine were female and three were male. All of the participants were senior healthcare providers: midwives (n=7) and obstetricians (n=5). Participants had varied experience and had worked in different hospitals within the HSCT and each of the birth settings (AMLU, FMLU, OLU and home birth) were represented. Three of the midwives had experience working in FMLUs and home birth settings, 4 in AMLUs and all of the midwives and obstetrians had experience working in OLUs.

Data collection
A topic guide was developed to guide the KII and was piloted with several senior research midwives. The topic guide was subsequently refined to improve its quality and transferability. The topic guide served as a flexible tool to facilitate the interviewers in obtaining the participants’ answers whilst ensuring that the interview remained on topic. The topic guide also acted as a cue to ask more probing questions to further understand participants’ perceptions.  Prior to interview, all eligible participants were approached via e-mail and given verbal and written information regarding the study including a brief overview of the research aims and objectives. An interview appointment was then scheduled for a later time convenient for the participant.  

All participants were interviewed in English using an interview guide (Table 2), with the average interview lasting 45 minutes.  Interviews were conducted face-to-face, recorded on a password protected digital recording device and transcribed upon completion. All interviewees were given an unique identification number to ensure anonymity. All interviews were held in a location of the participants’ choice either at their relevant workplace or at home. The interviews were carried out in private rooms to maintain confidentiality between the participant and researcher. To maintain confidentiality, this recording device was accessible to the primary researcher.  The Health and Social Care Trust’s ethic’s board (SET.16.82) and University College Dublin, Dublin, Ireland (REC.16033) both granted ethical approval. All participants provided written informed consent.

Table 2: Interview guide

Analysis
Transcripted interviews were reviewed independently by two researchers and codes for analysis were reached after consensus. The interviews were uploaded using NVivo software (NVivo 12 software, 2010) and data was analysed using a six-phase inductive thematic approach (Ritchie et al, 2003). The transcripts were firstly read and then re-read to identify initial ideas and meanings.  The two researchers then generated an initial set of codes by identifying preliminary codes as a second step. Thirdly these codes were then sorted into themes and relevant coded data were selected within the themes.  The themes were then refined and either combined or discarded after discussion as a fourth step. In phase five the two researchers defined and agreed upon the final theme reported in this paper.  

Results

Five main themes emerged during the data analysis. The themes included; informed decision making among pregnant women; understanding and judgement of risk; autonomy and choice; culture of control and fear; human rights with regard to childbirth. Similarities or differences of perceptions between the cadres of healthcare providers are also discussed.

Informed decision making
Informed decision-making regarding place of birth was the first theme that emerged. Many of the participants felt that women were not fully informed of the options they had regarding place of birth.

So, there are so many barriers to women getting that information.  Not just in terms of the personal opinions of the individual care giver but in terms of the HSCT policies and guidelines. (Interviewee 4: Midwife)

The problem is that the people making decisions aren’t making decisions based on individual women’s preferences.  (Interviewee 2: Obstetrician)

Fragmented care, where women are seen by many different healthcare providers throughout their pregnancy, and time constraints at antenatal clinics were identified as a possible reason why women are not fully informed about all their options regarding where they could give birth. 
I think partially it is down to time constraints in appointments. If you have a clinic and you’re seeing 10 or 12 women you will have time constraints there so sometimes you can’t fully inform each woman. (Interviewee 3: Midwife)

I don’t think women are given their options.  I think midwives at the current booking interview…it is so intense, and they have so much other stuff they must cover.  (Interviewee 2: Obstetrician)

Within this theme of informed decision-making it was acknowledged that a healthcare provider’s opinion could impact upon a woman’s decision-making regarding place of birth.  

I think how we tailor the information can affect what choice a woman makes. (Interviewee 1: Obstetrician)

The simplest example is that a woman says it is way too dangerous [to birth in a MLU] and you don’t make the effort to educate her at that point because you yourself are afraid then your opinions definitely have influenced the woman’s choice and she isn’t fully informed. (Interviewee 3: Midwife)

All participants mentioned that within the current system women who have risk factors were not able to access MLUs. They are advised that they need to deliver in the OLU and this impacts on her choices surrounding place of birth with some women choosing to birth at home.

You know she’ll be excluded from giving birth in an MLU and then she exercises her right to a home birth which is kind of crazy in a sense. (Interviewee 3: Midwife).

You are not offering the full choices unless you allow every woman who after being informed and wants that choice you close the doors and say no but not you.  Everybody that you give the fully informed information says I want to go there they should be offered a place.  (Interviewee 7: Midwife).

Understanding and assessment of risk
Assessment and understanding of risk in pregnancy, as perceived by both healthcare providers and pregnant women was another theme that emerged.  The language used to ‘categorise’ women was discussed.

 I object to ‘low risk’ and ‘high risk’ because that is essentially two different types of women but it’s like a rainbow not black and white. (Interviewee 6: Obstetrician)

Risk as a concept gets blown out of proportion.  The language becomes very risk focused without I think sometimes the understanding of what we are talking about. (Interviewee 3: Midwife)

There was general awareness and understanding among all participants regarding how women and healthcare providers quantified risk. Several of the participants said they understood that there was often a difference between how risk is categorised by women, healthcare providers and by the system.

We are just obsessed with risk.  Obsessed with risk.  We just can’t seem to see the downsides of our interventions. (Interviewee 8: Midwife)

Women make risky choices, but they are independent people they are not putting their baby at risk, they are just looking at risk differently from the way we look at it. (Interviewee 2: Obstetrician)

It was also recognised that it may be challenging for women to understand and align specific risks to themselves and that sometimes the healthcare provider’s experience and understanding of risk could influence the decision.

Women need to understand the relative risks of what we are talking about and that is quite specific information and requires an in-depth discussion, it’s not easy to explain. (Interviewee 5: Midwife)

I would feel more comfortable with a primigravida who was in the alongside midwifery led unit than a free-standing midwifery led unit because the risk of transfer slightly higher risk of poorer outcomes.  Why take that chance?  (Interviewee 12: Obstetrician)

A number of participants felt that discussion surrounding risk was very subjective and they felt that more women were being labelled as high risk without evidence to back up their risk status.
The whole discussion of risks is totally skewed.  In my experience the only time women are told about the risks of intervention is that specific circumstance where choosing a (caesarean) section is deemed to be medically unnecessary (Interviewee 4: Midwife). 

I don’t see how 75% of women in this trust could be considered high risk.  the risk profile is changing, people are becoming older, obese, diabetic – but not 75% of them so there should be more people able to access midwifery led care and should be supported in that choice whether we feel it is the most safe place for them, it is what they feel not what we feel. (Interviewee 5: Midwife).

Autonomy and control.
Within the current health system in the HSCT studied if a woman has been identified to be “at risk”, she is always referred to, and placed under the care of an obstetrician. 

If someone has a high-risk profile that would be identified that they would be seen by a consultant.  So even if they were to request midwifery led care when they were coming up to the hospital it would be in a consultant clinic. (Interviewee 1: Obstetrician)

Women [high risk] are being told point blank that they can’t go to MLU- you have to go to an obstetric unit… So, their choices are not being respected and they are not being given the option. (Interviewee 2: Obstetrician)

However, ten participants highlighted that all women should be supported in their choices even if they were ‘high risk’ and it was part of their role to support women when women had made a fully informed decision and that partnership with women was essential.

So, I think if they are given informed choice and they make that choice we should support them, and not treat women as if they don’t know what is best for them. (Interviewee 10: Midwife)

Conversely two participants stated that they did not believe that a woman who is considered “high risk” should be given a choice as to where she could give birth. 

If someone does fall into a high-risk category then it is important for us to try and encourage the patient to be facilitated [to give birth] in the appropriate place rather than simply accept a wish of theirs to be delivered in a place that is clearly inappropriate for their risk profile. (Interviewee 9: Obstetrician)

Some participants noted that women who were deemed to be “high risk” sometimes made a choice to give birth at a place not advised by the healthcare provider in order to maintain control. 

I think high risk women that choose to birth at home feel that they have no choice and don’t want to be in an obstetric unit and because of their risk factors they won’t be allowed to access MLU so their only option is a home birth. (Interviewee 5: Midwife) 

A participant stated that women who choose to give birth at a place contrary to that advised in the guidelines are given more subsequent appointments by healthcare providers than other women and some women have then reported feeling ‘bullied’ into making the ‘right choice’. 

If a woman has risk factors and wants to do something that we don’t think is ideal, the machinery is activated to change her mind.  It is not activated to make it safer for her to do what she wants.  It is directed against getting her to change her mind.  (Interviewee 2: Obstetrician)

Culture of fear surrounding childbirth
Another identified theme was a culture of fear surrounding childbirth in Northern Ireland. In many of the interviews the participants mentioned that cultural factors and the hierarchal health system had an impact on how women made decisions. Northern Ireland is unique in that it has private antenatal health care but no private hospital for women to give birth in. All intrapartum care is provided within the National Health Service. This was highlighted as an factor when women choose to give birth in an obstetric-led unit (OLU) if they were low risk, as their lead care giver during pregnancy was an obstetrician.

I think there is a fear of birth definitely and I think if I’m not mistaken statistically she [low risk woman] is more likely to choose that [birth in OLU] if she is having private care. (Interviewee 5: Midwife)

I know one private consultant who believes that no woman should have to pass a baby vaginally.  So, if that doesn’t influence the mother’s choice I don’t know what would. (Interviewee 11: Midwife)

Cultural factors specific to Northern Ireland also were seen to have an influencing factor on women’s choice regarding place of birth. One participant who has worked across Ireland and England stated that;

Most doctors in Northern Ireland whatever they might say honestly believe that babies should be born in hospital and that obviously transmits and in Northern Ireland what doctors say counts much more than what midwives say. (Interviewee 8: Midwife)

Media was seen as portraying a negative view of childbirth and participants stated that this influenced pregnant women’s decision making in relation to birth choices. Participants mentioned fear as being a prevalent factor during pregnancy and felt this often impacted on how women choose where to give birth or indeed where to access antenatal care.

I think women are fearful.   Birth is portrayed as a painful, frightening, hospitalising experience.  (Interviewee 10: Midwife)

There is a very strong cultural belief set around birth being dangerous.  We have been telling women for 100 years that birth is dangerous and it is very hard to overturn that.  That is the more pervasive fear of birth. (Interviewee 4: Midwife)

The rights-based approach
The legal aspects of a woman’s right to choose place of birth regardless of whether or not risk factors are identified was another theme that was identified. Discussions emerged surrounding legal reasons why women should not be provided with information and choose to give birth where they wanted even if risk factors were identified. There was a varied response with some of the participants revealing it as a complicated issue.

I don’t know of any legal reason why a woman can’t make a fully informed choice unless she is not of sound mind, so it would be her human right to be offered the full range of choices. (Interviewee 5: Midwife)
 
I find it very difficult when midwives put up objections and say I am going to be brought to court if I support a woman to birth wherever she wants.  The woman made an informed choice.  She is an adult. (Interviewee 11: Midwife)

It also was evident that some of the healthcare providers felt that the HSCT was not supportive of a woman’s right to choose place of birth independent of the presence or not of identified risk factors.

As a trust, it is very much no, you can’t do that, or you can’t.  I felt it has been like that anyway.  It is just like no that is against the trust policy or is a litigation issue.  (Interviewee 8: Midwife)

There is fear of litigation which seems to be a big driving force for the trusts.  The fear-based risk adverse culture becomes pervasive if you are not careful. (Interviewee 12: Obstetrician)

Discussion

It is very appropriate that women receive evidence-based information about the circumstances in which a particular birth setting  may be more or less safe and appropriate. However, our findings reveal that an issue arises when the woman disagrees with the guidelines and wishes to birth in a setting that is not recommended for her.  Where there is conflict regarding choice of birth place, this is still largely a taboo subject. Healthcare providers do not routinely offer women choice regarding place of birth once women have been categorised as ‘high’ or ‘low’ risk. Women are signposted to the place of birth that the guidelines recommend, however this can indicate a reliance on calculations of risk that are abstract and not understood by women as they are removed from the lived experience of pregnant women who wish to birth in midwifery led units (Jenkinson et al, 2017).

The findings showed that participants felt that women without risk factors were not making fully informed decisions when choosing to birth in obstetric led units but interestingly all the participants regardless of profession supported a woman’s choice to make this decision. It was not the same for woman with risk factors who choose to birth in midwifery led units or at home. In this study more than half of the participants (n=9) interviewed expressed a desire to provide support for women even if women make a choice that could be considered medically unsafe. The findings show that all the midwives interviewed would support women to choose place of birth regardless of risk factors and believed that women who make these decisions are fully informed. 



If a midwife or obstetrician practices outside these guidelines they feel that they are open to criticism and blame so often they operate within carefully reviewed and prescribed care (Behruzi et al, 2010).  The findings of this study show that a healthcare provider’s wish to support women to choose place of birth was easily unsettled by the trusts risk technologies and risk structure. Some of the participants interviewed felt that a punitive blame culture existed in the system in which they worked. In many other healthcare settings if patients decide not to adhere to advised interventions i.e. chemotherapy or surgery for symptom relief for palliative patients, this is accepted as an individual’s choice over their treatment (BIHR, 2016). 

In maternity care a system has emerged, one that this research reveals, whereby women are not able to plan their own care or birth without having to access all of the prescribed care and adhere to guidelines (Edwards and Kirkham, 2013). The findings show that practice within the HSCT where the research took place is different from other settings in the UK and this was a concern that was highlighted by the findings and was explained by the dominance of the medical model in psyche of the population in Northern Ireland.

When reporting the findings, we identified the quotes by healthcare provider cadre. We felt that this was important as we could then assess differences in perceptions regarding choice of place of birth between cadres, if they were identified. The majority (n=4) of obstetricians who were interviewed felt that women should always adhere to the trust policies and guidance of the healthcare providers. All of the midwives were of the belief that women should be given a real and informed choice, but they felt that the current system in which they were working did not in fact provide women with that choice.

[bookmark: _Hlk14350280][bookmark: _Hlk14350318]All of the midwives highlighted that despite having the best intentions, to care for women contrary to the prescribed guidelines and policy documents was very challenging. These participants discussed the personal impact this has had on them and felt that the system is such that women cannot really make decisions without some control being exerted over them by midwives and obstetricians.  Many of the midwives and obstetricians stated that working in partnership with women and having a multi-disciplinary approach was an important part of the decision-making process.  Our study illustrates that counselling women who disagree with the recommended guidelines demands time, interest and good communication skills. It also requires a joint effort between the multi-disciplinary team. The majority of the midwives (n=6) reported feeling helpless in their attempts to support women whose decision regarding place of birth is at odds with conventional guidelines because of a lack of time, lack of resources, lack of senior support and lack of knowledge regarding legal implications and the complex context in which this occurs.

Although midwives and obstetricians within the study had different perceptions about the topic under study and job roles and responsibilities it was acknowledged that ultimately everyone wanted high quality care for the pregnant women and unborn baby. The participants were aware and agreed that women do not want to be coerced into decision or bullied and working in partnership and supporting women in their choices ensures a safe experience for all.

How does this study relate to other literature?
[bookmark: _Hlk506473205][bookmark: _Hlk506563120]This study adds understanding to how risk is understood and acted on in maternity care in Northern Ireland. There are increasing restrictions placed on women and healthcare providers regarding choice of place of birth due to concerns around safety. These are often primarily legal concerns rather than health concerns (UN, 2012). Dahlen et al (2012) illustrate that healthcare provider’s advice and information provided to women about birth place options can be influenced by the women’s decision to comply to existing guidelines. This was also revealed in our study.  Our study showed that debate about a woman’s right to choose where she gives birth is about more than just place of birth, it raises deeper and more complex issues such as the right of women to have control during childbirth, and, the rejection of the medical model which often focuses on a pathological view of pregnancy and childbirth, themes that are highlighted in other studies (Dannaway and Dietz, 2012, Dahlen et al, 2011 and Mander 2009).

In our study communication between healthcare providers and women was seen as essential to decision making related to place of birth. This echoes other studies which show that pregnant women remain positive regarding communication with healthcare providers if the advice that is given regarding place of birth is unbiased and if the healthcare provider acknowledges and takes into account the concerns of the woman herself, providing individualised care (Feeley and Thompson, 2016). Our study reveals that it is essential that healthcare providers do not perceive women who choose not to follow their advice as ‘challenging’ but instead provide safe advice and care that is respectful of the woman’s own values and does not create barriers to communication. This is similar to other studies which show that effective communication and engagement among healthcare providers, managers, women and advocates working within the women’s groups and women’s rights movements are essential to ensure that maternity care is responsive to women’s preferences and needs. (WHO, 2018, Dannaway and Dietz, 2012, Kruske et al, 2014, Hill, 2014).

Strengths and limitations
This study extends the understanding of how supporting women to choose place of birth impacts upon both healthcare providers and pregnant women, and, what the perceived barriers which exist in the health system to facilitate women being able to have a fully informed choice. Participants in the interviews provided rich nuanced and differentiated accounts of their everyday experiences supporting women to make decision regarding place of birth regardless of risk profile. 

Participants included midwives and obstetrians who were working clinically across all of the birth settings in the trust, home, FMLU, AMLU .. This gives the study a comprehensive view of the clinical conditions and practice occurring in the health and social care trust at the time of the study. Interviewing a range of participants with varied levels of experience, who had spent time in different clinical settings and from different healthcare facilities in the HSCT, enabled a degree of transferability to be achieved. However, this study included mainly senior obstetricians and midwives in managerial roles and more junior healthcare providers may have alternative perspectives or different insights. As this study was conducted in one HSCT due to the scope of the study, there was a degree of selection bias in the sampling.  As the main researcher was a midwife working within the HSCT under study the data was reviewed independently by two researchers to limit bias.

Conclusion

[bookmark: _Hlk506473803]Every woman deserves and needs to be supported during pregnancy and at the time of birth by a healthcare provider who they can trust.   This study reveals that pregnant women have the right to make autonomous decisions about her pregnancy and childbirth. The results show that shared decision making, open communication, and collaboration will ensure that all stakeholders are supported, and will support the creation of a culture  where women are supported to make informed decisions about their care during pregnancy and birth.  

The midwives and obstetricians propose solutions to these barriers including a human rights-based approach which is about health and not isolated pathologies and focuses on empowering women to claim their rights, and not merely avoiding maternal morbidity or mortality. More training of healthcare providers, recruitment of a consultant midwife, continual education of women regarding birth choices, increased consultation time, and clear effective referral pathways will improve care for women who are making decisions about place of birth. A designated multi-disciplinary clinic, where midwives working in MLUs and home birth settings and obstetrians together see women who have requests that go against recommendations, is another intervention worth considering
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Table 1: Criteria for admission to Freestanding Midwife-led Unit (FMLU) or Alongside Midwife-led Unit (AMLU) 
	Planned Birth in any Midwife-led Unit (FMLU & AMLU) for women with the following: 
	Planned Birth in AMLU only for women with the following: 

	1. Maternal Age ≥ 16 years and ≤ 40 years 
2. BMI at booking ≥ 18kg/m2 and ≤ 35kg/m2 
3. Last recorded Hb ≥ 100g/L 
4. No more than 4 previous births 
5. Assisted conception with Clomifene or similar 
6. SROM ≤ 24 hours and no sign of infection 
7. Women on Tier 1 of the HSCT Integrated Perinatal Mental Health Care Pathway 
8. Threatened miscarriage, now resolved 
9. Threatened preterm labour, now resolved 
10. Suspected low-lying placenta, now resolved 
11. Medical condition that is not impacting on the pregnancy or the woman’s health 
12. Women who have required social services input and there is no related impact on the pregnancy or the woman’s health 
13. Previous congenital abnormality, with no evidence of reoccurrence  
14. Non-significant (light) meconium in the absence of any other risk 
15. Uncomplicated third-degree tear 
16. Serum antibodies of no clinical significance 
17. Women who have had previous cervical treatment, now term 
	1. Maternal Age < 16 years and > 40 years 
2. BMI at booking ≥ 35kg/m2 and ≤ 40kg/m2 with good mobility 
3. Last recorded Hb ≥ 85g/L 
4. No more than 5 previous births 
5. IVF Pregnancy at term (excluding ovum donation and maternal age > 40 years) 
6. SROM > 24 hours, in established labour and no sign of infection 
7. Women on Tier 2 of the HSCT Integrated Perinatal Metal Health Care Pathway 
8. Previous post-partum haemorrhage, not requiring blood transfusion or surgical intervention 
9. Previous extensive vaginal, cervical or third degree perineal trauma following individual assessment 
10. Prostaglandin induction resulting in the onset of labour 
11. Group B Streptococcus positive in this pregnancy with no signs of infection. 
 


Source: GAIN, 2016  
 
 


Table 2: Interview guide 
	Choice of place of birth regardless of risk profile: views of healthcare providers and policy makers in a Health and Social Care Trust in Northern Ireland 
SEMI STRUCTURED INTERVIEWS - Interview guide 

	Introductory questions 

	1. 
	What are the current birth places available to women within the Health and Social Care Trust?  

	2. 
	How can staff ensure women are fully informed/ counselled of the benefits/risks/implications of their choices regarding place of birth before making decisions relating to this? To your knowledge does this happen? 

	3. 
	In your opinion does a health care provider’s personal opinion/ethos impact on a woman’s choices regarding place of birth? 

	Key Questions 

	1. 
	In your opinion should woman’s risk profile should limit/impact her choice in regards to place of birth and why? 

	2. 
	From your experience why do high risk women choose to birth at home or within an MLU? 

	3. 
	If a woman does not meet the criteria for admission to an MLU how does the service cater for her choices? 

	4. 
	If a woman does not meet the criteria for a home birth how does the service cater for her choices? 

	5. 
	In your opinion do you think women who are low risk should be supported to give birth in an Obstetric Unit? Why do you think women choose this option? 

	6. 
	In your experience/to your knowledge are there any legal implications of women being offered a full range of place of birth choices regardless of risk? 





Figure 1: Birth place options in Northern Ireland
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