=5 Coldiste na hOllscoile Corcaigh, Eire
>  University College Cork, Ireland

MX 5090 FINAL YEAR RESEARCH PROJECT

BIRTH PREPARATION:

IMPACTS ON THE BIRTHING OUTCOMES

Student Name: Fatimah Azzahra Badaruddin

Student Number: 112124974

Supervisor: Dr. Mairead O’Riordan (Consultant Obstetrician and

Gynaecology, CUMH)

Department: Obstetrics and Gynaecology, CUMH



STUDENT’S DECLARATION

AUTHOR'’S DECLARATION:

I confirm that this project submission is my own original work. All sources and

publications have been recognized and referenced appropriately.

Signed:

FATIMAH AZZAHRA BADARUDDIN



INTRODUCTION

Childbirth is a natural phenomenon that brings joy to most women. However, labour
is often traditionally related to pain. The anticipation of labour itself can create

anxiety for many patients', and this affects approximately 5-20% of pregnant women.

Labour pain

Pain is a body’s physiological and psychological response to nerve stimuli.
Labour pain is influenced by multiple factors®>. Different individuals perceive pain
variably. Very rarely, some women in certain cases had an unexpected delivery and
were pain-free during labour®. At the other extreme, childbirth had been described as
the most severe form of pain a woman ever experienced in her life’. The strength of
labour pain is comparable in intensity and severity to arthritis and cancer’. Emotional
reactions can also affect pain experience’*. Fear, anxiety and feeling loss of control
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increases the intensity and incidence of pain™ ", which may result in postnatal

depression, post-traumatic stress disorder, future caesarean section and a reluctance to

have more children”'""*,

Antenatal education

Birth preparation is well-recognised as an important tool in aiding women to
prepare for an often painful event'”. In most high income countries, birth preparation
courses are included in current healthcare practices'®. Antenatal education
programmes aim to provide ways to cope with pain and stress during labour,
promoting women’s confidence for childbirth'’. Most women joined antenatal classes
to gain information on physiological changes during pregnancy, ease anxiety, and

discuss on different options and complications during labour'®.

Currently, very few research studies have been done to assess the efficacy of
antenatal education programmes. Two studies by Artieta-Pinedo et al."” and Paz-
Pascuale et al.” showed reduced anxiety in women attending courses in comparison
to non-attenders. Nonetheless, a Cochrane systematic review revealed these courses
demonstrated no consistent effect, but only an inclination towards better knowledge,
confidence and competence was deduced in small studies’’. Most healthcare

. 1 .
professionals recommend the courses'®, although the aims, processes and contents of



cach antenatal course differ significantly’”. Since there are no widely adopted

standards or guidelines available, it is difficult to evaluate the antenatal courses.

Hypnosis

Hypnosis has been practised to reduce patient’s anxiety and providing pain
relief in surgery” > for decades. Few studies claim that hypnosis can be safely use in
pregnancy and childbirth®**®. For many years, people have misinterpreted hypnosis,
but recently, hypnotherapy has become a growing area of clinical research®'.
Hypnosis is a state of focused attention, reduced peripheral awareness and enhanced
receptivity to verbal or non-verbal communication, which is known as suggestion®> >
Hypnotherapy is interpreted as the use of suggestions during hypnosis to achieve
therapeutic aims like lowering pain and anxiety in labour. Hypnosis may exert
positive influence on maternal and neonatal outcomes such as labour pain, duration of
birth, perinatal and postnatal complications and spontaneous delivery. Systematic
review evidence proved that clinical hypnosis reduces the request for pharmacological
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analgesia, lesser labour augmentation and promotes spontaneous delivery*>°.

Mindfulness

Mindfulness is defined as the awareness that arises from paying attention, on
purpose, in the present moment, and non-judgementally’’. By practicing non-
judgemental quality of attention during meditation, one can observe their physical
sensations, thoughts and emotions, accepting them as they are, thus, reducing the
automatic reactions to them®®. Mindfulness practice helps the practitioner realize that
physical sensations, emotions and thoughts are continuously changing variably, as

well as promoting compassion and kindness towards oneself and others™.

Mindfulness-based programmes*®*' have become widely used in clinical
settings and are effective for physical and psychological conditions including chronic
pain*?, depression, anxiety and stress*. Some studies have showed effectiveness of
mindfulness-based programmes in reducing perinatal anxiety, depression and the
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severity of labour pain in pregnant women of various populations***.



Gentlebirth

Gentlebirth is a multimodal birthing program that teaches expectant mother
and their partners brain-training techniques (mindfulness, hypnosis and sports
psychology) to promote self-efficacy, non-pharmacologic coping strategies and a
positive mindset for pregnancy, birth and parenthood. Its overall aim is to reduce fear

and anxiety and promote a more manageable labour and positive birth experience.

The overall aim of this study was to assess maternal’s expectations entering labour,
their experience and potential labour outcomes after conventional midwife-led
preparational course in comparison to Gentlebirth. Both matenal’s labour expectations
and experience were evaluated using Childbirth Expectation Questionnaire (1991
Gupton et al.)*’ and Childbirth Experience Questionnaire (2010 Dencker et al.)*

respectively.

METHODS & MATERIALS

This is a prospective cohort study on 200 pregnant women who either attended
standard midwife-led antenatal classes in Cork University Maternity Hospital

(CUMH) or Gentlebirth course from April to October 2016.

Course design

200 pregnant women were recruited in the study; 100 control group mothers
who attended standard antenatal class in CUMH, consisting of 50 antenatal and 50
postnatal women, while the remaining 100 women underwent Gentlebirth course,

consisting of 50 antenatal and 50 postnatal mothers.

Different senior midwives conducted the midwife-led classes. The classes
took place once for two weeks and lasted for 2 hours each week. These sessions had

mainly informational content regarding pregnancy, birth and newborn child.



The Gentlebirth workshops were carried out by a Gentlebirth instructor in
Cork. The workshops lasted for two days and participants were also given information
regarding pregnancy, birth and parenting, as well as were taught brain-training
techniques on the form of mindfulness, hypnosis and sports psychology. Women also

used the Gentlebirth app to practise their training in pregnancy and labour.

Participants

Women were eligible to take part in the study if they were pregnant in their
second trimester or onwards, with cephalic presentation, aged at least 18, have
adequate English command and were either planning or have had vaginal delivery.

Those with breech presentation were excluded.
Materials

The data was collected by two sets of questionnaires. The demographic
questionnaire consisted of 17 questions on personal, social and obstetric particulars

that had been tailored for the study.
Childbirth Expectation Questionnaire*’

This questionnaire is a copyright of 1991 Gupton et al. used to assess maternal
childbirth expectation. It is a 35 item, 5-point likert scale that ranged from “strongly
agree” to “strongly disagree” among which 19 items were negatively worded and
required reversed scoring. Each participant received a total score ranging from 35-
175. High scores indicated positive labour expectation. The instrument composed of 4
main domains; woman’s expectation to receive support from partner/coach,
expectation to receive nurses’ support, expectation to cope with pain and expectation

to have minimum medical intervention.

Table 1: Childbirth Expectation Questionnaire (CEQ) domains and included items

Significant other My partner/coach will be happy and excited
My partner/coach will feel quite helpless™

I will ask my partner/coach for help



Nursing support

Pain/coping

I will feel comforted by the presence of my partner/coach
My partner/coach will tell me what is going on

My opinion or that of my partner/coach will be sought for
all major medical decisions

I will avoid telling my partner/coach what I am feeling*
The nurses will be kind to me

I will avoid seeking help from the nurses*

I will feel reassured by the nurses’ presence

The nurses will spend little time with me*

My plans for birth will be ignored by the nurse*

The nurses will offer me encouragement

I will receive personal attention from the nurses

I will be immobilized by the pain of labor*

I will be able to cope with labor

I will worry about the severity of labor pain*

I will be afraid of panicking*

I will experience discomfort but not unbearable pain
I will feel intense pain*

I will be afraid of being a coward*

I will be able to relax during labor

The pain of labor will be agonizing*

I will be scared when I think about the pain of labor*

I will be embarrassed by my behavior*



Intervention I will be required to have routine procedures even if I don’t
want them*

There is little chance that I will end up having a caesarean
section

Lots of medical equipment and machinery will be used*

I will have a childbirth free of medical intervention

I will want to have fetal monitoring*

Forceps will be used*

I will refuse to have any procedures I consider unnecessary

I will use anesthetics and/or pain killing drugs*

The doctor will make most of the decisions*

*Reverse scoring

Childbirth Experience Questionnaire*

This questionnaire is a copyright of 2010 Dencker et al. used to evaluate
maternal childbirth experience. It is a 22 item, in which 19 of the items were a 4-point
likert scale ranging from “totally agree=1" to “totally disagree=4". Memory of labour
pain, sense of security and control were assessed with visual analogue scale (VAS).
The VAS-scales scores were transformed to categorical values, 0-40=1, 41-60=2, 61-
80=3 and 81-100=4. Ratings of positively worded statements and the pain items were
reversed so that higher scores reflect more positive scoring. Higher score indicates
more positive birth experience. This instrument assessed 4 main domains namely
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“own capacity”, “professional support”, “perceived safety” and “participation”.

Table 2: Childbirth Experience Questionnaire (CEQ) domains and included items

‘ Own capacity Labour and birth went as I had expected ‘




Professional support

Perceived safety

Participation

* VAS-scale with anchors

I felt strong during labour and birth

I felt capable during labour and birth

I was tired during labour and birth

I felt that I handled the situation well

As a whole, how painful did you feel childbirth was? *

As a whole, how much control did you feel you had
during childbirth? *

My midwife devoted enough time to me
My midwife devoted enough time to my partner

My midwife kept me informed about what was
happening during labour and birth

My midwife understood my needs

I felt very well cared for by my midwife

I felt scared during labour and birth

I have many positive memories from childbirth
I have many negative memories from childbirth

Some of my memories during childbirth make me feel
depressed

My impression of the team’s medical skills made me
feel secured

As a whole, how secure did you feel during childbirth? *

I felt I could have a say whether I could be up and about
or lie down

I felt I could have a say in deciding my birthing position

I felt I could have a say in choice of pain relief



Procedure

The participants were selected based on the aforementioned criteria. They
would sign a consent form approved by Clinical Research Ethics Committee (CREC)

Cork, once they agreed to participate.

50 women in the antenatal control group were given the validated Childbirth
Expectation Questionnaire’’ (1991 Gupton et al.) and demographic questionnaire
during the antenatal class. 50 postnatal control group women were asked to complete
the validated Childbirth Experience Questionnaire®™ (2010 Dencker et al.) in the
postanatal wards in CUMH.

Cork Gentlebirth instructor had helped to recruit 100 Gentlebirth antenatal and
postnatal mothers. The links to the online questionnaire via SurveyMonkey were

emailed to them either after the workshops or post-delivery.

Statistical analysis

The data was analysed using SPSS version 22. Descriptive studies such as
mean were used and differences between groups were tested by using cross
tabulations chi-square test. Two sided p-values were reported for all tests and a value

of <0.05 were regarded as significant.

Ethics approval

Ethical approval was granted by Clinical Research Ethics Committee (CREC)
of the Cork Teaching Hospitals.

RESULTS

Demographic characteristics

Antenatal

100 antenatal women between the ages of 20 and 46 took part in the study
with a mean age of 32.8 (control group) and 33.6 (Gentlebirth). Most women in both
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groups were nulliparous and married. Majority women in the control group attended
antenatal class in third trimester, while Gentlebirth mums were in their second
trimester. There was no statistically difference between both groups in regard of

patient’s characteristics; age, parity and marital status.

Table 3: Baseline characteristics of the study population for control group (n=50)

and Gentlebirth (n=50) (n.s. = no statistically significant difference, p>0.05)

ANTENATAL CONTROL GROUP GENTLEBIRTH

Mean age (year) 32.8 (range 22-42) 33.6 (range 20-46)
0.26 (range 0-3) 0.52 (range 0-3) n.s.

Mean gestation 33 (range 30-36) 24.9 (range 20-29) n.s.
(week)

Marital status 78% married, 22% 80% married, 20% n.s.
single in relationship  single, in relationship

Postnatal

100 postnatal women between the ages of 22 and 44 participated in the
research with a mean age of 33.8(control group) and 33.6(Gentlebirth). Most women
in both groups were primips, married and delivered at full term. Almost half women
in the control group were induced at labour, while only a quarter of Gentlebirth mums
experienced labour induction. (p<0.05) More than half of control group women used
epidural as compared to only a quarter in Gentlebirth. (p<0.01) Almost all Gentlebirth
women exclusively breastfed in comparison to only two-thirds of control group
breastfed. (p<0.01) There was no statistically significant difference between both
groups in regards of age, parity, marital status, labour intervention, perineal injury,

intrapartum complications, baby’s birthweight and gender, and admission to NICU.

Table 4: Baseline characteristics of the study population for control group (n=50)
and Gentlebirth (n=50) (n.s. = no statistically significant difference, p>0.05)

11



POSTNATAL CONTROL GROUP GENTLEBIRTH

Mean age (year)
Mean parity

Mean gestation at
delivery (week)

Marital status
Induction
Intervention

Perineal injury

Epidural use
Intrapartum
complications

Mean birthweight
(kg)

Baby’s gender

Breastfed/bottlefed

NICU admission

33.8 (range 22-42)

1.6 (range 1-4)

40 (range 36+6 - 41+4)
74% married, 26%
single in relationship

46.9% induced, 53.1%
spontaneous labour

38% instrumental
delivery

62% perineal tear,
38% intact

56% epidural use, 44%
nil

10% complicated
labour, 90% nil

3.54 (range 2.48-4.68)

56% male, 44% female

68% Dbreastfed, 32%

bottledfed

2% admission

33.6 (range 23-44)
1.48 (range 1-4)

40+2 (range 35-42)

82% married, 18%
single in relationship

24% induced, 76%
spontaneous labour
24% instrumental
delivery

70% perineal tear,
30% intact

26% epidural use,
74% nil

16% complicated
labour, 84% nil

3.57 (range 1.8-4.71)

46%  male, 54%
female

96% breastfed, 4%
bottlefed

4% admission

Childbirth Expectation Questionnaire (1991 Gupton et al.)

This instrument has a mean score of 97.6 (control group) and 139.8 (Gentlebirth). The

scores were further stratified into the following:

n.s.

n.s.

n.s.

0.017

n.s.

n.s.

0.002

n.s.

n.s.

n.s.

0.000

n.s.
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High score 128-175

Moderate score  82-127

Low score 35-81

For total score, majority of Gentlebirth mums (46%) achieved high score, while most
control group mums scored poorly (58%). (p<0.01) Higher score correlates with more

positive birthing experience.

Total Antenatal CEQ score

70%

0% 56% p=0.000
50% 46%

40% 9 38%
’ 34% H Control

(o)
30% Gentlebirth
20% 16%

8%

High score Mod score Low score

10%

0%

For the four domains in the questionnaire, majority Gentlebirth women achieved
higher score in three domains; “significant other” (78%) (p<0.01), “coping with pain”

(48%) (p<0.01) and “labour intervention” (46%) (p<<0.01).
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Significant other

4%
Low score rz%

Mod score

|

58%

78%

High score 40%

0% 20% 40% 60% 80% 100%

M Gentlebirth M Control p=0.000

Pain/coping

10%
Low score 62%

42%

Mod score 30%

48%

|

High score 8%

0% 10% 20% 30% 40% 50% 60%  70%

¥ Gentlebirth M Control p=0.000
Labour intervention

(o)
Low score 10%

58%

44%

Mod score 38%

46%

|

High score 4%

0% 10% 20% 30% 40% 50% 60% 70%

¥ Gentlebirth ® Control p=0.000



On the other hand, control group mums scored higher in the “nursing support”

category (60%) (p=0.01)

Nursing support

o)
Low score . 2% 14%

52%
Mod score . | 359

. 34%
Mg score S 60%

0% 10% 20% 30% 40% 50% 60% 70%

Gentlebirth ™ Control p=0.010

Childbirth Experience Questionnaire (2011 Dencker et al.)

This questionnaire has a mean score of 71.1 (control group) and 77.0 (Gentlebirth).

The scores were further stratified into the following:

High score 66-88

Moderate score 44-65

Low score 22-43

For total score, majority mums from both groups achieved high score. (72%
Gentlebirth, 47% control group) (p<0.05) Higher score indicates more positive

birthing experience.
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Total Postnatal CEQ Score

80% 72%
60% 9
’ 48% 42%
[0
40% 24%
20% . 10% 4%
High score Mod score Low score

M Control M Gentlebirth p=0.046

For the four domains, only one domain ‘“coping ability” illustrated significant
difference between both groups. Majority Gentlebirth participants scored higher
(62%), whereas majority control group mums scored moderately (66%) (p<0.01)

Patient Capacity

Low Score 22%

36%
o seore | 5%
) — 62%
High Score 12%

0% 10% 20% 30% 40% 50% 60% 70%

¥ Gentlebirth ® Control p=0.000

The remaining domains showed no significant difference between both groups.

(p>0.05)
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Perceived safety

Low Score i 03/3%

(o)

0% 20% 40% 60% 80% 100%
¥ Gentlebirth ™ Control p=0.297
Professional support

1 2%
0%

0,

0% 20% 40% 60% 80% 100%  120%

Mod Score

M Gentlebirth M Control p=0.315

Patient participation

14%
Mod Score
12%
] 86%
High Score
88%

0% 20% 40% 60% 80% 100%

¥ Gentlebirth ™ Control p=0.766
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DISCUSSION

This research assessed the correlation between birth preparation modalities
and the maternal’s expectation and experiences of labour, and potential labour
outcomes. Overall, Gentlebirth mums have more positive birthing expectation and
experience. Positive birthing expectation is associated with anticipation to cope with
pain (p<0.01), reduced need for medical intervention (p<0.01) and receiving support
from partner/coach (p<0.01). On the other hand, positive experience is related to

better coping ability (p<0.01).

The natural birth approach aims to ease muscle tension, which is induced by
fear and inevitably leads to labour pain. This concept was emphasized in Gentlebirth.
Training in relaxation and education of birth’s physiological process is designed to
lessen anxiety and stress, and consequently, mothers should experience less pain

during delivery®.

Gentlebirth replaces fear and anxiety with confidence and control. During the
course, women learnt how to tune out distractions and tune in to their natural birthing
instincts. Women can also practise training using Gentlebirth app at all times during
pregnancy or even in labour, which really helps them to be in tune with their selves
and keeping their mind in relaxation. The app consists of variable recordings that can
be tailored to every woman’s need. Self-hypnosis and relaxation are keys that can
help to reduce the hormone adrenaline, which increases pain level, and promoting the
release of oxytocin to help labour progress quickly and comfortably. A study by
Lamaze et al.”” introduced relaxation as a conditioned response to labour contractions,
which includes several breathing techniques to interfere with the pain signal

transmission from the uterus to the brain and improves oxygenation during labour.

Gentlebirth includes not only the expectant mothers but also encourages their
partners to participate in the birthing journey. This is another important factor that
aids mothers to be in relaxation, as their partners can give physical and emotional
support to them. This is also beneficial for fathers who want to contribute to help their
wife or partner, as well as being able to strengthen the bond between them and their

unborn child.
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In line with the recent launching of “National Maternity Strategy 2016-2026:
creating a better future together” in Ireland, one of the four strategic priorities is
“recognizing pregnancy and birth as a normal physiological process and facilitating a
woman’s choice regarding their preferred pathway of care.” Comprehensive antenatal
education is also outlined in the strategy as “to benefit women and their partners, as
well as helping and preparing them for pregnancy, childbirth and parenthood.” This is
what we are aiming to achieve with our antenatal education. Therefore, consideration
should be given to include and introduce some concepts from Gentlebirth into our

current antenatal education programmes.

Nonetheless, the limitation of this research lies in the factor that it is a
prospective cohort study, and not a longitudinal study. It would be more preferable to
look into the outcome of a woman’s expectation before labour and comparing it to her
actual experience after delivery. Therefore a longitudinal study with longer time
frame and bigger sample size would be recommended for future studies to test and

evaluate these birthing outcomes.

Last but not least, higher proportion of breastfeeding, lesser induction and
reduced epidural use during labour were seen in the Gentlebirth population. However,
the reasons for these were still unclear in this research. It would prove to be beneficial

if further study can be done to look into these findings.

CONCLUSION

Birth preparation is well-recognised as an important element for helping women to
cope with labour. Gentlebirth seems to induce more positive maternal birthing
expectation and experience in comparison to midwife-led standard antenatal class.

Further longitudinal studies are required to explore these initial findings.
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