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Salford PCT

Midwife Led Unit Feasibility Study

1
Introduction

In December 2006 the Joint Committee of Greater Manchester PCTs resolved to reconfigure Children’s, neonatal and maternity services across the conurbation. The decision reduced the numbers of centres providing these services with a consequence that Salford Royal Hospital would cease to provide Obstetric services and Neonatal intensive care.

Following that decision an Independent Reconfigurations Panel (IRP) reviewed this decision and recommended it be upheld with a number of caveats. This included the request that local PCTs should consider the option of stand alone midwife led birth units in the future.

Following the acceptance of the IRP’s recommendations by the Secretary of State for Health, Salford PCT initiated a project to test the feasibility of a stand alone midwife led birth unit in Salford. The PCT and Salford Royal Foundation Trust teams have cooperated in this work and have provided regular update briefings for the Health Overview and Scrutiny Committee of Salford City Council and senior council officials and members. This report is the first phase of this work which tests the case for feasibility on grounds of safety, for mothers and babies, clinical pathways and transport issues. On completion of this phase a second phase of work will examine the financial issues and the logistical issues about the best location for such a unit and the most appropriate clinical partner organisation. Subject to the outcome of this feasibility study that work will be conducted in the summer of 2008.
This report sets out the work conducted to date in Salford and the findings of a survey of Salford mothers.

2
Current Services for Salford: Background 
Salford currently has a very successful maternity service with an obstetric service, a midwife birth unit and neonatal intensive care unit all provided at Salford Royal Foundation Trust (SRFT). The decision to close these facilities and centralise services in 8 hospitals across Greater Manchester would require most Salford mothers give birth to their babies outside Salford in the future.

The current services at SRFT provide for 77% of Salford babies to be born in Salford with others in neighbouring hospitals or rarely, with home births as follows

Table of Hospital of birth for Salford registered mothers

	Hospital
	Number of Births 2006/7
	%

	Salford
	2,349
	77%

	St Mary’s
	221
	7%

	Bolton
	212
	7%

	North Manchester
	156
	5%

	Trafford
	130
	4%

	total
	3,068
	100%


SFRT also currently provide facilities for the births of babies from outside Salford.
The current service has a very successful midwife unit which supports around 600 births per year. This unit is adjacent to the consultant led obstetric unit but in practice operates as a discrete facility in the Hospital.

Midwife led births are offered to mothers at the Salford unit from early stage of birth planning with mothers. In broad terms about half of Salford birth mothers initially opt to take the midwife birth option. This figure is reduced at various stage of the pregnancy where, for a range of reasons (see below) the mothers move to the obstetric (consultant led) birth stream
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NB Transfers occur throughout the birth pathway from initial planning to delivery.
The Evidence in Support of Birth Centres
Birth centres are an emerging model of maternity care internationally. SRFT commissioned a review of both the quantitative and qualitative research undertaken so far on this model which includes both the free-standing and the integrated configurations. Quantitative research designs adopted to evaluate free-standing birth centres were of modest robustness with an absence of randomised controlled trials. However, they unequivocally suggest that fewer birth interventions occur within birth centres compared with consultant maternity units. Integrated facilities have been the subject of a number of randomised controlled trials, which have been systematically reviewed. A more conclusive and generalisable picture emerges from these which demonstrate a marked reduction in labour and birth interventions and high levels of maternal satisfaction. Qualitative studies reveal some of the contextual characteristics of these environments, including an explicit ‘birth as normal’ philosophy and an emphasis on relational elements of care. Together these results support the exploration of the birth centre model, both as a free-standing and integrated option. They present an important alternative to mainstream hospital, obstetric-led care for the majority of women who could expect a normal, physiological birth. The Salford review is appended as Appendix A to this report. As an additional source the Royal College of Midwives has issued a policy statement on Birth Centres which very positively supports this for normal births. (See Appendix B). 
A summary of the benefits of Birth Centres extracted from relevant studies is included in the table below: NB References included as Appendix E
	· Increased consumer satisfaction

· high midwifery job satisfaction 

· more appropriate use of midwifery skills, more autonomy

	· women and families able to make their own birth decisions

· women felt empowered

	· higher NSD rates
· lower forceps & ventouse rates

· lower caesarean section rate
· fewer inductions
· lower augmentation rates

	· fewer epidurals and less use of pethidine

	· fewer episiotomies

· less electronic fetal monitoring

· fewer amniotomies

· fewer intravenous infusions

· fewer vaginal examinations

· lower incidence of shoulder dystocia

	· shorter labours

	· more likely to eat during labour

· more use of hydrotherapy

	· less fetal distress

· less difficulty establishing respirations

	· increased chance of successful breastfeeding

	· maternity care cheaper




3
Maternity Matters

Maternity Matters
 underlined the importance of providing high quality, safe and accessible maternity care through its commitment to offer all women and their partners, a wider choice of type and place of maternity care and birth. Building on this commitment, four national choice guarantees will be available for all women by the end of 2009 and women and their partners will have opportunities to make well informed decisions about their care throughout pregnancy, birth and postnatally.

The national choice guarantees described in this document are:
1- 
Choice of how to access maternity care

2- 
Choice of type of antenatal care

3- 
Choice of place of birth – depending on their circumstances, women and their partners will be able to choose between three different options. These are:
· home birth

· birth in a local facility, including a hospital, under the care of a midwife

· birth in a hospital supported by a local maternity care team including midwives, anaesthetists and consultant obstetricians. For some women this will be the safest option
4. Choice of place for postnatal care 
The PCT must respond to the national choice guarantees in Maternity Matters. This report will set out the feasibility of meeting the requirements with a local birth option.
4
Visit to Edgeware Stand Alone MLU

In January 2008, the City Council Heath Overview and Scrutiny Committee arranged to visit a well established stand alone MLU in Edgeware, North London. The visit established the following.

1. That the unit provided for c 500 births

2. That satisfaction surveys for the unit show very positive responses from mothers

3. That the unit is managed by a nearby hospital trust (Barnet and Chase Farm NHS Trust) with direct linkage to the Hospitals Obstetric and other support functions if required (c 6 miles away).

4. That the units systems and clinical governance is fully integrated with the ‘parent’ hospital systems

5. That the unit ‘Very rarely’ transferred mothers and/or babies to the Obstetric department during the labour and birth stage of child birth. 

6. That many mothers transfer their birth planning arrangements to an obstetric birth during their pregnancy

7. Midwives working in the unit ‘rotated’ between the Obstetric Hospital unit and the MLU.

8. That any urgent transfers are by ‘blue light’ ambulance.

The benefit of this visit was in seeing an existing MLU delivering an equivalent number of births to what could be expected for Salford’s population.  
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One of the key strengths of the unit at Edgeware was the fact that they were aligned to only one obstetric inpatient unit this ensured that there was clear lines of accountability in terms of governance.
This is a factor in the most successful MLUs and will be the best practice for any unit established in Salford.
5
The Safety of Stand Alone MLUs
Are Midwife Led Units Safe?
As has been referred to in Section 2 the research evidence to date suggests that in the UK, for a healthy woman with a normal pregnancy, delivery at home or in a midwife led unit is at least as safe as a hospital birth. There is no accredited research which shows this to be less safe. 
There are some units across the UKwith relatively high rates of transfer both antenatally and during labour as a consequence of emerging clinical complexity, change of mind by mothers and lack of capacity at specific times in what are often very small units. Transfer rates from a midwife led unit to a consultant led obstetric unit are usually around 11% in larger units
 (eg Edgeware and Jubilee unit Hull).
There are some 50 freestanding midwife led units in England. A survey of all units in 1998 showed that approximately 6,500 deliveries took place in these units with a wide variation in the number of deliveries handled, ranging from 6 a year to 450. The freestanding units surveyed were located on average 18.7 miles away from the nearest consultant led unit. The shortest distance recorded was 5 miles and the furthest was 53 miles away from the nearest unit. The majority of units were between 12 and 25 miles from the nearest unit. Such a unit in Salford would at most be c 6 miles from the partner obstetric unit, the road infrastructure in Salford and north west Greater Manchester is such that an urgent ambulance transfer would normally take between 15 and 27 minutes from call to arrival at the obstetric unit (see section 8 below).
Despite a significant number of studies there has been no identified statistically significant evidence that has demonstrated that stand alone Midwife Led Units are either more or less safe than their obstetric led counterparts
6
The Options for Salford
In Salford the decision to close the Obstetric Unit has been taken and is endorsed by the Secretary of State acceptance of the IRP recommendations. The alternative options for Salford mothers are to give birth in a maternity unit in an adjacent area (e.g. St Mary’s, Bolton, North Manchester, Warrington or Wigan) or to elect to have a home birth. The PCT with support from the City Council has therefore explored a further option to test the feasibility of a Stand Alone Midwife Birth Unit (MLU) in Salford. This is pursuant with the IRP recommendations and similar work streams have been established in Bury, Rochdale and Trafford. The critical issue for establishment of such a unit is to have robust clinical governance arrangements and ideally these should join up directly with the governance arrangements at a partner obstetric unit to enable mothers who do choose or need to transfer, to do so at minimal risk.
How would such a unit operate?

It is of critical importance for an MLU to have clinical linkage to expert obstetric opinion, advice and support. For Salford this would require as a minimum an association with a future major maternity unit in Greater Manchester (e.g. St Mary’s or Bolton). This relationship will facilitate appropriate transfers where mothers wish or need to change their birth plan or for clinical or complexity reasons. It is important to acknowledge that obstetric services will not be delivered at the Hope Hospital site as there will be no clinical relationship between a stand alone MLU and any of the other services provided on the Hope Hospital site.  Indeed, it is essential that mothers are clear about the absence of such services should a prospective unit be developed on the Salford Hospital site.
It is important to note that in patient obstetric services will not be provided at the SRFT Hospital site so there are no strong clinical reasons for a potential MLU to sit within the Salford Hospital footprint. 

The presence of a midwife workforce in Salford to support an MLU will be dependent on a major health care provider. Salford Royal Hospitals will logically cease to employ midwives once the GM changes are actioned. Therefore the midwives need to be employed by an alternative organisation.

Here the best advice is to build a consistent and safe clinical governance framework which would ideally see the midwives working within the same governance regime as the Hospital Trust providing the associated obstetric facilities (see above). 
This approach requires the PCT to consider whether the option offered should be an MLU and a single associated Obstetric Unit or whether there should be birth pathways from such a unit supporting a choice of more than one Obstetric Unit. If more than one obstetric unit is to be offered then this will make linkages with an MLU more complex as the clinical governance regimes will be different.
It is therefore recommended that the PCT pursue a single acute unit as a partner for a stand alone MLU in Salford. It is consequently proposed that the unit selected should become the employer for the Salford midwifery service ensuring that all staff working in the MLU work to consistent governance arrangements with the selected acute unit. This will not prevent prospective mothers electing to give birth in other acute units as a matter of choice.

7
The Views of Salford Mothers

It is critical that any future plans about child birth for Salford take account of the views of local women. The PCT has commissioned a survey to seek the views of recent mothers who have given birth in Salford about future alternatives and specifically about choices once the Salford Hospital service closes.
The survey tested the support for mothers seeking the option of a Midwife Led unit birth or the option of a home birth. The response was very positive with over half the respondents (63% or 386 women) expressing that they would consider giving birth in such a unit.

In the same exercise mothers were also asked about their future choice of hospital for birth. Here the results suggest a geographical split with mothers in northern and western wards preferring Bolton Hospital, In north east Salford preferring North Manchester General, in Irlam and Cadishead preferring Warrington and in other areas preferring St Mary’s in Manchester. These results indicate different expectations for access to a hospital for birth. It is therefore recommended that the PCT should develop the MLU model supporting transfer of birth planning between a Stand Alone MLU and a choice of Hospital wherever that is the expressed choice of the mother.
The map image below shows the dominant preferred hospital choice indicated by mothers in the survey. Although there is a clear ‘north-south’  split in preferences between Bolton and St Marys, there are a significant number of mothers in postcode M27 who selected St Marys as a preference (indicated by the red shading on yellow). Post code M7 mothers marginally preferred North Manchester General Hospital over St Marys.
In M44 Warrington Hospital is the clearly stated preference fro those mothers who responded.
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8
Transport and Accessibility Issues

In considering whether a Stand Alone MLU is appropriate in Salford the issue of access to the service and clinical transfer from the service have been queried. In considering this question it is necessary to clarify the logistical issues. These are broadly twofold:

1: The access to an MLU in Salford for women to have their babies.
Here it is expected that women will attend for ante natal appointments including ultrasound scanning prior to the birth and normally for the actual birth for a stay of around 24 Hours. The critical criteria for this factor is therefore ease of access. This would suggest a central Salford location in order to offer equivalent access to as many families as possible.
2: The need for or desire of some women to transfer from the MLU to a designated Obstetric Unit:

Here, as explained above, it is likely that at various stages of the pregnancy women will elect to transfer their birth plans to an Obstetric unit. This may be a matter of choice or may be guided by clinical risk assessment. At all points up to the actual delivery itself this change of plan does not in itself present any clinical risk provided the clinical pathways are clear and expressed in a clinical governance regime between the MLU and the ‘partner’ Obstetric unit. The vast majority of women who move between the two units will do so during these earlier birth planning phases.

There is a more critical patient transfer requirement for a mother who has commenced labour in an MLU who needs to transfer to an Obstetric Unit. Here such a transfer will be by ambulance and will need to be given an ambulance service priority rating dependent on the risk to the mother. At the highest priority level such a transfer (Category A) would normally be met by an 8 Minute response from an ambulance and subsequent travel time to the ‘partner’ obstetric unit. Those travel times are set out in the table below.
(NB Drive time is based on the number of minutes it takes to drive between the postcode centroid and the hospital at national speed limits with no congestion. It should be noted that all urgent medical transfers will be conducted by blue light ambulance)  
Tables showing travel times from Salford to nearby hospitals

	Postcode
	M27
	

	Swinton
	Data
	

	Hospital
	Miles
	Minutes

	Royal Bolton
	5.3
	17.8

	North Manchester
	6.3
	19.5

	St Mary’s
	7.1
	24.4

	Royal Oldham
	10.9
	28.5

	Wythenshawe
	12.2
	43.5

	Shortest Journey - Bolton
	5.3
	17.8

	
	
	

	Postcode
	M6
	

	 Pendleton
	Data
	 

	Hospital
	Miles
	Minutes

	St Mary’s
	4.6
	16.9

	North Manchester
	5.4
	19.0

	Royal Bolton
	7.4
	22.8

	Wythenshawe
	9.9
	29.9

	Royal Oldham
	10.3
	28.6

	Shortest Journey – St Mary’s
	4.6
	16.9

	
	
	

	Postcode
	M28
	

	 Walkden
	Data
	 

	Hospital
	Miles
	Minutes

	Royal Bolton
	4.8
	15.7

	North Manchester
	8.9
	26.5

	St Mary’s
	9.0
	29.0

	Wythenshawe
	11.1
	38.1

	RAE Wigan
	12.6
	34.2

	Shortest Journey - Bolton 
	4.8
	15.7

	
	
	

	Postcode
	M30
	

	 Eccles
	Data
	 

	Hospital
	Miles
	Minutes

	Royal Bolton
	6.9
	18.1

	St Mary’s
	8.0
	27.9

	Wythenshawe
	9.2
	22.1

	North Manchester
	9.4
	32.7

	Warrington
	12.9
	32.6

	Shortest Journey - Bolton
	6.9
	18.1


	Postcode
	M44
	

	  Irlam & Cadishead
	Data
	 

	Hospital
	Miles
	Minutes

	Warrington
	10.0
	26.9

	Royal Bolton
	10.4
	27.2

	St Marys
	11.5
	37.0

	Wythenshawe
	12.0
	29.8

	North Manchester
	12.8
	41.8

	Shortest Journey - Warrington
	10.0
	26.9

	
	
	

	Postcode
	M7
	

	 Higher Broughton
	Data
	 

	Hospital
	Miles
	Minutes

	North Manchester
	4.4
	17.0

	St Marys
	4.8
	18.9

	Royal Bolton
	8.8
	27.9

	Royal Oldham
	9.3
	26.6

	Tameside
	10.2
	32.0

	Wythenshawe
	10.2
	31.1

	Shortest Journey– North Manchester
	4.4
	17.0


The other important consideration for this matter is the likelihood of such a transfer being required. Here the evidence from established stand Alone Midwife Units in England is that such transfers are very rarely necessary. The associated information about patient safety (see above) provides reassurance about the very low risk of any adverse clinical events in such a unit.
Evidence of the need to transfer during labour from the Edgeware unit shows that c12% of those in labour transfer to an obstetric unit. The main reason for transfers are delays during the first and second stages of labour requiring induction. These transfers all happen by blue light ambulance journey.
Summary and further Work

This report has been produced to test the case for the feasibility of a Stand Alone MLU in Salford. The paper includes:

· The NHS policy context

· The safety of such units

· The benefits of a Midwife led birth unit

· The views of Salford mothers consulted over a possible unit

· The operational arrangements to support such a unit

· The potential numbers of births in an MLU

· The travel times from such a unit to an obstetric birth centre.

The report sets out the evidence base for birth units concluding that there is no robust adverse clinical evidence about such units.

The evidence cites significant qualitative benefits of such units over obstetric birth units

The survey of Salford mothers suggests strong (over 60% of sample) support for such a unit. This is backed up by National guidance (Maternity Matters) and the professional support for such units by local midwives and their national royal college.  
Based on the findings in this paper the PCT and City Council are recommended to support the development of a Stand Alone Midwife Birth Unit in Salford. The report recommends that a clinical ’partner’ obstetric unit now be identified to take forward the development of detailed clinical governance arrangements and care pathways for such a unit

Subject to the agreement of these recommendations the PCT should complete the next phase of work to conclude the financial case for the MLU. This work should maximise the potential for antenatal and other associated services to be improved.

In parallel with that work stream a project to identify the optimal physical location for such a unit in the City may now be taken forward. 
Alan Campbell

Director of Strategic Commissioning
Appendix A
The Evidence Base of Birth Centres: 

Study Commissioned by Salford Royal Foundation NHS Trust 2007
Introduction & Background

The paper provides an introduction to the history and development of birth centres in the United Kingdom (UK), an overview of comparative outcomes of birth centre care compared with hospital based care for low-risk women, taken from reviews of quantitative research, and discussion about the differences between both free-standing and integrated birth centres, as compared with conventional hospital units, drawing on qualitative studies.

Maternity care across the world is moving inexorably towards a greater concentration of birth in large hospitals, rather than birth at home or in smaller hospitals or community maternity units.1 As an example of this shift, in the UK in 1970, 12.8% of all births occurred in what were then described as ‘isolated general practitioner (GP) units’.2 In 2000, these units, which were by this time being led by midwives, hosted fewer than 2% of total births in the UK.3 Now, it is estimated that 96% of all births in England and Wales take place in a hospital consultant unit.3 There were 135 ‘isolated GP units’ in England and Wales in 1984.2 By 2000 the number seemed to have dropped to around 534 - as small units sometimes close temporarily , the number may fluctuate a little over time.

There are, however, some very recent indications that this apparently inexorable turn to hospitalisation for birth is faltering in the UK. In some areas where maternity services have been ‘reconfigured’, obstetric and neonatal services have been centralised in one large unit and new free-standing midwifery-led birth centres (FSBCs) are opening on the site of former small consultant units.4 

The notion of ‘birth centres’ has gradually evolved over recent decades. In the

United States the term birth centre covers a number of organizational models,

including facilities directed by midwives or jointly run by midwives and obstetricians, and a mixture of state or private provision. In countries like Canada, Norway, Finland and Australia, the sparsity of populations led to the provision of local maternity units, staffed by midwives, maternity nurses and general practitioners, sometimes called birth centres. 
Alongside the free-standing model, there is an increasing number of midwife-led units adjacent to an obstetric unit, referred to here as integrated birth centres (IBCs). They may be on the same floor, in the same building, or occasionally, a separate building within a hospital complex. This is a common model in then UK. 

Thus FSBCs and IBCs, both of which are midwifery-led, are the two models that characterise birth centres within the UK. The briefing paper covers the quantitative and qualitative research done to date on both models.

Quantitative Research on free-standing birth centres

In 2004, Walsh & Downe5 published a systematic review of all comparative research done on free-standing birth centres which met the following criteria:

• a maternity unit which had no routine labour involvement of medical staff and no facility for epidural analgesia and caesarean section, and which is geographically separate from an obstetric hospital.

Research studies were included which met the following criteria:

• a controlled comparative design was used that attempted to match women in

both arms of the trial according to eligibility for birth centre care, either at the time of booking or the onset of labour
• clinical outcomes were examined for FSBCs compared with consultant units.

After blind peer review and consensus discussions to exclude studies which did not fit the agreed criteria, five papers were included. Three reported prospective studies and in the others the data were collected retrospectively.

Outcomes

a) normal vaginal birth

Four studies reported this outcome.6-9 In each case the control groups reached high levels of normal birth. This is likely to indicate that they were reasonably matched to the birth centre groups in terms of obstetric risk factors, although non-randomised designs cannot control for all confounders. In all four studies, across three different countries and separated by up to 14 years, normal birth was higher in the birth centres. The range of absolute percentage increase in normal vaginal birth between experimental and control groups across the studies were 4.8 % to 13.3 %. It is likely that the difference of 13.3 % found in the study of Saunders and colleagues is at least partly explained by a higher percentage of multiparous women in the birth centre group.

b) caesarean section

Four studies reported this outcome,6-9 and all demonstrated a lower caesarean section rate in the birth centre group. Despite being separated by 14 years, and being undertaken in two different countries, the findings were remarkably comparable in three of these studies, with rates of 6 % v 14 %. 6,7,9 The remaining, retrospective study found considerably lower rates in both groups, with a more marginal difference of 3 % vs. 4 %.10 The range of absolute percentage decrease in caesarean section between experimental and control groups across the studies was 1 % to 8 %.

c) Intact perineum

Four studies reported this outcome (usually defined as no tears, minor abrasions (grazes) and small tears that were not stitched.) 6-8,10 Rates varied considerably  between the studies, with a tendency towards a higher intact perineum rate for the birth centres. The incidence of intact perineum was high in both arms of the study carried out by Saunders and her colleagues, and there was a minimal difference between the groups (46.7 % v 43.3 %). The small study undertaken by Patricia Stone10 found lower rates and bigger differences (22 % vs. 8 %). In the two retrospective studies reporting this measure, the rates were 30 % v 22 % 8 and 25 %v 6.3 % 9. It is of interest that both the United States of America studies, though separated by 10 years, had similar findings. These differences in relative rates between the studies may be due to different approaches to the use of episiotomy (a surgical cut in the perineum) in different countries, as discussed in the next section. The range of absolute percentage increase in intact perineum between experimental and control groups across the studies were 3.4 % to 18.7 %.

d) episiotomy

Episiotomy rates were extremely variable across all studies, probably reflecting known differences between countries and within countries. 11 The only United Kingdom study reported episiotomy rates of 5 % in the birth centre group compared with 18.9 % in the hospital group. 6 The German study showed a large difference between groups of 15.7 % vs. 54.8 % 8 as did the only United States of America study to report this measure, which reported rates of 47.2 % vs. 78.1 %. 9 In every case, the rates for the birth centre group were lower, with the absolute percentage decrease ranging from 13.9 % to 39.1 %. While the 1998 Stone study discusses numbers of episiotomies in the text, the denominator is not given, and so these findings are not reported in this section. 12

e) babies remaining with their mothers

These data can be extrapolated for the three studies which reported admission to neonatal units. 6-8 In other words, all other babies not admitted to neonatal units were classified as remaining with their mothers. In all cases, the rates of babies remaining with their mothers for both groups are above 90 %. The range of difference across the studies was 0.8 % to 3.6 % in favour of the birth centre groups.

f) perinatal mortality

The numbers in most of these studies render it impossible to report reliably on this measure. In the one study which could have been large enough to report this finding, 6 percentages of stillbirths are given and these can be extrapolated to around 2 per 1000 for the birth centre vs. 4 per 1000 for the hospital births. It was estimated that half of the stillbirths in both groups were explained by prenatal factors. However, the problems with possible confounding variables, i.e. factors other than place of birth which may have affected the risk of perinatal mortality makes it impossible to draw any conclusions from comparing the stillbirth figures in this study.

g) intrapartum transfer rates

For the three studies where rates were quoted, the range was 14.6 % to 22 %. 6-8 In all three studies, the main indication for transfer was failure to progress in the first stage of labour. Though delivery outcomes were not separately reported on for transfers, intention to treat analysis reflects the inclusion of these in overall outcomes. As reported above, the rate of admission to a neonatal unit was lower for babies planned to be born at birth centres and these data include babies whose mothers transferred during labour.
Discussion

In the absence of any randomised controlled trials, the data in the included papers could not be pooled in a meta-analysis. Meta-analysis would also have been compromised by between-site heterogeneity. While all the studies selected women who were eligible for local birth centre care, criteria regulating access to birth centres are variable, and often rather idiosyncratic. In addition, while most of the included studies did attempt to control for principal confounders like demographic background and parity, there is the possibility of systematic bias in all of the reports ascertainment and completeness of follow up were reasonable. Obstetric risk factors aside, other differences between birth centre women and hospital groups are known to exist. Women who attend birth centres, tend to be better educated, older, Caucasian, wealthier and more orientated to natural birth. In at least two of the included studies, such variation appeared to be present. 8,9

This self-selecting dimension has been criticized by opponents of birth centre

provision who say that it will always confound hospital group comparisons. However, a study undertaken by Scupholme & Kamons 12 attempted to address the issue of self selection bias by comparing a cohort of women who selected a birth centre and another group who were assigned birth centre care because their first preference, the main hospital, was full. 13 There were no differences in outcomes between the groups, nor between these later findings and the researchers’ earlier study, which is included in this review. 7 These findings offer the possibility that preference may not be the main factor influencing differences in clinical outcomes for women using birth centres.

Across the studies included in this paper, data are reported for 1781 women who intended to give birth in a birth centre. Taking into account the problems with the included studies, it is of interest that the universal trend across the reported findings is a benefit for women who intended to use birth centres. However, these differences were not always very large.

The results of the existing research in this area cannot be generalized. However, they do indicate that there is no a priori reason to reject care in FSBCs on the grounds of adverse outcomes. In addition, the findings raise a question about the risk of increased morbidity for women who fulfil standard criteria for FSBCs, but who labour and give birth in centralized obstetric units. Given the small but important increase in the number of these units, and the ubiquity of obstetric unit birth, it is important that a series of well-designed studies are undertaken to make comparative assessments of both clinical and psycho-social outcomes. It is also important to assess the relevant organizational and cultural features of units which generate positive outcomes for women and babies, whatever the model of care or the geographical location of such units.

Quantitative Research on Integrated Birth Centres

Integrated birthing suites and midwifery-managed units within consultant maternity units have been subjected to a number of good quality Randomised Controlled Trials (RCT) and therefore do provide us with clearer comparative clinical outcomes. Hodnett’s 14 systematic review of ‘home-like’ (birthing suites) versus conventional institutional settings for birth included six trials, three of them from the UK. 15-17.  The other studies were from Australia, 18 Canada, 19 and Sweden. 20 In total, nearly 9000 women participated in the studies, giving a more comprehensive and robust picture of this birth setting than the research into FSBCs.

Allocation to a home-like setting was associated with:
♦ less pharmacological pain relief (odds ratio [OR]=0.72, 95% confidence interval [CI] 0.63, 0.81)

♦ less likely to have labour augmented with syntocinon (a drug given to induce final stages of labour and push the placenta) (OR=0.72, 95% CI 0.64, 0.81)

♦ less likely to be immobile in labour (OR=0.71, 95% CI 0.61, 0.81)

♦ fewer fetal heart abnormalities (OR=0.71, 95% CI 0.63, 0.81

♦ less likely to have operative deliveries (OR=0.85, 95% CI 0.75, 0.96)

♦ less likely to report dissatisfaction with care (OR=0.62, 95% CI 0.55, 0.79)

There was a non-significant trend towards higher perinatal mortality in three of the studies (OR=1.74, 95% CI 0.98, 3.10)

There were no differences in caesarean section rates, induction of labour rates, neonatal unit admissions, Apgar (newborn health assessment) scores or post partum haemorrhage.

Although women allocated to home-like settings were less likely to have an episiotomy, they were more likely to have vaginal/perineal tears and there were no difference in the likelihood of having an intact perineum.

Discussion

The lower rates of analgesia are probably related to a number of factors: increased support during labour as one-to-one care is often a feature of birth centre care, and accrued benefits of continuity or carer, again a typical feature of midwifery-led schemes. Both of these features of care are known to reduce the requirements for pharmacological analgesia. 21,22 In addition, the explicit ethos and emphasis on a low technological birth, undertaken as naturally as possible, probably reduces the requests for analgesic drugs. Finally, IBCs do not provide epidural services on-site and, as women therefore have to transfer to the nearby delivery suite if they chose this option, this raises the threshold for access. The lower rates of augmentation may reflect the greater emphasis on active birth and mobilisation during labour. Fewer operative births may result from a combination of mobilisation, intermittent auscultation and absence of anaesthesia.

These outcomes suggest something of a reversal of a cascade of intervention linked to the centralisation of birth that has been apparent in recent decades. Both Williams and Downe demonstrated this cascade in their relatively recent UK studies of low risk primigravid women. 23,24

A trend to higher perinatal mortality in primigravid women in IBCs has been commented on by Gottvall and colleagues 25 who undertook a ten year retrospective review of the Stockholm birth centre. They chose an external obstetrician to scrutinize cases of perinatal death in their study. It would be more appropriate to have an expert birth centre midwife making this judgement, or a multi-disciplinary group working together, to minimise the opportunity for any prejudice against out-of-hospital care to introduce bias. Close scrutiny of perinatal deaths in Waldenstrom’s 20 original Stockholm trial, included in the Cochrane review, reveals that sub optimal care in some cases of perinatal death occurred after transfer. 26 However Gottvall 25 does not comment on this rather surprising finding. Both she and Hodnett 14 mention that a midwifery orientation towards normality may be reducing the effectiveness of staff to pick up possible complications in the birth centre setting. However, if it is the case that midwives have a ‘lower index of suspicion’ which results in fewer unnecessary transfers and more non-interventionist normal labours, it is crucial that there is no rush to judgement. The data available currently for IBCs show a non-statistically significant trend around perinatal mortality. This means that continuous clinical audit and further research is needed to monitor and investigate what contributes to both high quality care and sub-optimal care. The data do not constitute evidence to discourage birth centre use.

Midwives who work in hospitals that provide birthing centre facilities stress the need to have this area both physically separate and philosophically different from conventional labour wards. This is because the powerful culture of obstetrically dominated labour wards flows over to low risk areas unless a clear demarcation line is drawn between the two. 27 Typically, this involves use of inappropriate interventions e.g. routine electronic fetal monitoring on women in normal labour. 28

Qualitative Research on free-standing birth centres

There are only a handful of published qualitative research papers on FSBCs.

A fascinating ethnographic study of a birth centre in the USA situated in a deprived, inner-city area illuminates another dimension to FSBC care that may matter as much to women as measurable differences in clinical outcomes. 29 The birth centre had an explicit woman-centred, ‘birth as normal’ ethos and mainly served low income, minority groups. Esposito found that women using the centre, regardless of their prior beliefs about childbirth, tended to take on the philosophy and ethos of the centre over the months of contact. She describes the culture there as humanistic and woman empowering. 
The centre had a distinct rapport with the local community and networked strongly with other organisations that served women’s needs. Esposito undertook further qualitative work with a sub set of these women who had previous experience at a large maternity hospital in the same city. Key issues for the women were control of the birth environment, the opportunity to develop supportive interpersonal relationships with midwives, to have a safe birth and to be treated with dignity and respect – all of which were less evident within the hospital system. 32

Another remarkable ethnography was published by Annandale who studied a FSBC in the USA. 30 Her conclusions speak directly to the UK experience because she theorises how midwives, working within a philosophy of natural birth, have to manage risk perceived by obstetric services to which they refer when problems arise and expectations of women who often fear the pain of childbirth. They therefore have a lower threshold for pharmacological analgesia. This created an uncomfortable ambivalence for birth unit midwives who ‘in trying to counter medical dominance … had to engage the medical model using its very definitions to maintain the independence they sought’ even though this ‘might conflict with the desires of the very women they were trying to serve’ (p108).

Qualitative Research on integrated birth centres

Similarly, the vast majority of research into IBCs has been quantitative in method, even when examining maternal experience. Coyle et al’s papers are an exception. 31,32 Using an explanatory design, they interviewed women who had given birth both in a birth centre and a traditional maternity unit in Australia.

Two familiar themes emerged from their analysis: a focus on relationships with midwives and an emphasis on the intrinsic normality of childbirth. ‘Being known’ was highly valued by the women and facilitated having their care tailored to their special requirements. Care was described as having three features: it was personalised, ‘genuine’, and they had a sense that the midwives would ‘see them through’. By way of contrast, their previous hospital experiences were fragmented and discontinuous.

Relationships were transient and they had no sense of being understood. As a consequence, they felt their own needs were subverted by the institutional requirements.

The women’s belief in the normality of birth was reinforced by the birth centre care, which was non-interventionist. It was clear that pregnancy and birth were viewed as normal life experiences and that therefore the birth process needed nurture and respect. Additional feature of this approach was equality with their carers and a presumption that labouring women would be the primary decision-makers. Intervention was inappropriate unless clear deviation from the norm was occurring. However, their previous hospital births had been characterised by intervention which they believed came from a disease and illness perspective. The superiority of the professionals and women as passive recipients of care flowed form this pathology focus.

Style of Care, Beliefs and Philosophy around Birth

Alongside the evidence presented so far sits another body of work to do with the relational aspects of maternity care. These include studies of continuity of care 22 and continuous support during labour. 21 Both are almost certainly relevant to birth centre care which generally addresses these relational elements well.

Hodnett’s review of continuity of care showed women experiencing this form of care were:
• less likely to be admitted to hospital antenatally

• less likely to have drugs for pain relief during labour

• less likely that their babies needed resuscitation

• less likely to have an episiotomy

There were no detectable differences in perinatal mortality. 22

The systematic review of continuous support in labour also showed these benefits and, in addition, a lowering of caesarean section rate. 21 Recently, Hodnett et al identified the importance of the beliefs and practices of the birth environment to labour and birth interventions. Her study comparing continuous support with routine care in a highly interventionist setting showed, in contrast to earlier studies, no difference in rates of intervention. 33 She hypothesized that a highly interventionist environment can nullify the benefits of one-to-one care. This resonates with the findings of Esposito and Coyle et al, 27, 31, 32,  which emphasise the importance of carer’s attitude and beliefs about birth in birth centre settings.

Size

Historically isolated general practitioner units catered for usually no more than 500 births per year, with many between 100 and 300. 4 While some of the smaller units (less than 300 births per year) have closed, those with 300 to 500 birth per year have tended to remain open. There is no evidence-based rationale for this capacity but there are some pragmatic and common-sense reasons. For many years, women have complained about assembly-line birth in larger and larger units and recently Perkins 34 has argued forcefully that an industrial model has been transferred from the business world to health care, using USA maternity services as an exemplar. FSBCs promote a local ethos and are frequently situated in rural areas, towns or the outskirts of cities. Up to 500 births per annum means the number of women using the unit at any one time are too few to allow an organisational imperative to process women through the system to operate.

IBCs generally have a higher throughput of women because they are attached to medium or large consultant units. Annual birth rates can be as high as 2000 and this begins to affect relationships between women and the staff, how women are cared for. With more women are in labour and more staff employed, the logistics of organisation begin to undermine the personal and informal style of care within the birth centre model. It becomes possible to break care into tasks, and divide these up between different staff, and the opportunities for holistic care from one person are reduced. These reflections and strong anecdotal experience from a variety of differently sized unit  suggest there is a need for research on the effect of unit size on one-to-one relationships and the delivery of midwifery care. In the mean time, the combination of available evidence on outcomes and emerging understandings of these processes supports midwifery units scaling down in size, rather than scaling up. 

Conclusion

Evidence from research into birth centres suggests they are very positive environments for normal birth, both in terms of clinical outcomes and the satisfaction of women. In addition, qualitative studies show that the ethos and behaviour of staff and parents in small midwife-led birth centres are very different from those in many hospital maternity hospitals. Birth centres may bring a number of organisational, environmental and style benefits that are more difficult to achieve in larger units. 
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Appendix B
Royal College of Midwives position Statement on Birth Centres

Introduction

Pregnancy and birth are viewed as normal physiological processes in which medical intervention is inappropriate unless it is clinically indicated and evidence-based. Birth centres embrace a social model of maternity care, that empower women to make their own birth decisions and promote the alternative wellness model of pregnancy and birth and are guided by the principles of prevention, sensitivity, safety appropriate medical intervention and cost effectiveness. Research has identified that birth centres have benefits for women and midwives including, shorter labours, higher spontaneous birth rates, fewer interventions, lesser use of pharmacological pain relief, increased consumer satisfaction, appropriate use of midwifery skills and job satisfaction. (Saunders et. al, 2000, Rooks et. al, 1989, Spitzer, 1995).

Increasingly birth centres are being seen as a viable option, not least when it comes to making decisions about the future configuration of the maternity services. Birth centres provide an opportunity to establish locally accessible service for the majority of healthy women anticipating a normal birth within an environment that is modelled on a home rather than a hospital setting. They can be free-standing or sited within the community or acute midwifery service settings.

Royal College of Midwives Position

The RCM believes that birth centres offer a cost effective, safe and satisfying alternative for women who are experiencing normal pregnancy and birth - they provide an alternative to home birth and there is no evidence to suggest that they are unsafe. 

Birth centres should be midwife-led services - organised and run by midwives with a senior midwife responsible for service operation. In addition, they should have a discrete identity and offer midwifery care to predominantly low-risk women throughout the antenatal, intrapartum and postnatal periods.

RCM recommendations

The RCM recommends that:

· Guidelines and operational standards are developed for birth centres involving a partnership of all stakeholders, in particular, users and user groups. Such guidelines should cover intrapartum transfers and should be empowering and enabling to women but allow for flexibility, clinical judgement and individualised care.

· All midwives should be provided with ongoing professional support, an effective and proactive system of midwifery supervision and access to continuing professional development.

· Robust systems are developed for collecting and analysing data on clinical processes and outcomes, women’s experiences and satisfaction with service provision and regular multi-disciplinary audit and review of referral patterns in order to improve the service. 
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Appendix C
Example of best practice
Jubilee Birth Centre, East Yorkshire

The Jubilee Birth Centre (JBC) is a stand-alone NHS midwife-led unit, established in 2003. The centre is actively marketed to GPs and midwives, and it is increasingly being accepted as a safe alternative to hospital birth for pregnant women in the region. Midwives are committed to normal birth and pregnant women are given confidence in their ability to labour and birth without intervention.

Over 300 women a year now birth at the JBC. Midwives at the JBC lead birth workshops that focus on techniques such as active birth, optimal fetal positioning and complementary therapies. Birth environments have been improved to promote active birth and 75% of women use water to cope with labour.

The JBC has developed strong links between service users and health professionals. The views of all women who use the service are collected and evaluated. A birth centre supporters’ group is well established, with former service users providing breastfeeding peer support and contributing to parenting classes.

Modernising Maternity Care: A Commissioning Toolkit for England
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Appendix D
Maternity Matters Care Pathway
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Appendix E

Evidence sources for Advantages of Birth Centres

	· Increased consumer satisfaction

· high midwifery job satisfaction 

· more appropriate use of midwifery skills, more autonomy
	Ernst 1986, Rooks et al, 1989; Spitzer,1995

Saunders et al 2000

Saunders et al, 2000

Saunders et al, 2000; Ernst 1986

	· women and families able to make their own birth decisions

· women felt empowered
	Kucera 1987

Spitzer  1995

	· higher NSD rates
· lower forceps & ventouse rates

· lower caesarean section rate
· fewer inductions
· lower augmentation rates
	David et al, 1999; Saunders et al, 2000

David et al, 1999; Feldman & Hunt, 1987

Feldman & Hunt 1987; Saunders et al, 2000

Saunders et al, 2000

Scupholme et al, 1986; Feldman & Hunt, 1987; Rooks et al, 1992

	· fewer epidurals

· less pethidine


	Rooks et al, 1992; Feldman & Hunt, 1987; Saunders et al, 2000

Rooks et al, 1992; Spitzer 1995, Saunders et al, 2000

	· fewer episiotomies

· less electronic fetal monitoring

· fewer amniotomies

· fewer intravenous infusions

· fewer vaginal examinations

· lower incidence of shoulder dystocia
	David et al, 1999, Rooks et al, 1992

Rooks et al, 1992; Spitzer 1995

Rooks et al, 1992; Spitzer 1995

Rooks et al, 1992; Feldman & Hunt, 1987

Rooks et al, 1992; Spitzer 1995

Scupholme et al, 1986

	· shorter labours
	Albers & Katz, 1991; Saunders et al, 2000

	· more likely to eat during labour

· more use of hydrotherapy
	Rooks et al, 1992
Rooks et al, 1992

	· less fetal distress

· less difficulty establishing respirations
	Fullerton & Severino, 1992

Fullerton & Severino, 1992

	· increased chance of successful breastfeeding
	Ernst 1986; Albers & Katz 1991; Spitzer 1995

	· maternity care cheaper


	Saunders et al, 2000; Reinharz et al, 2000;

Spitzer, 1995
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Total Mothers


c 3000





Elect for Midwife Unit  c 1400





Elect for Obstetric unit c 1,600





Transfer to Obstetric unit


c 900





Total Obstetric Unit Births    c 2,500





Total Midwife Unit Births 


c 500
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