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Portfolio Abstract

Background

Childbirth is a significant life-event; however, approximately 45.5% of global births
are experienced as traumatic by mothers/birthing people. To promote positive and
empowering births, the World Health Organisation published the model of Intrapartum
Care in 2018. Delivery of Respectful Maternity Care (RMC) and establishing
Psychologically Safe Environments were proposed. However, understanding of these
concepts is limited, calling for further research with birthing people to “describe their
vision for respectful care and experiences”.

Literature exploring birthing experiences is often limited to homogeneous samples of
white middle-class mothers despite worse birthing outcomes for ethnic minorities and
those from lower socioeconomic backgrounds; and focuses specifically on birth rather
than the whole pregnancy experience. Considering this alongside recent reports of
unsafe care, lacking respect, kindness and compassion in UK maternity services, this
study aimed to explore the meaning of RMC and psychological safety amongst a

heterogeneous sample of mothers/birthing people.

Method

A qualitative design, using semi-structured interviews was adopted. Individuals who
had given birth in a UK hospital since 2018 at 37+ weeks were invited to complete an
online screening questionnaire, measuring study eligibility. Birthing experience was
rated on a 5-point Likert scale (very positive - very negative), alongside collating
demographics (e.g., ethnicity and deprivation). Purposive sampling was applied to
select a range of participants based on these factors, addressing existing literature
gaps. Fifteen mothers/birthing people were interviewed. Initially, inductive reflexive
thematic analysis was conducted, followed by deductive thematic analysis with existing

models of RMC guiding a coding framework.
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Analysis

Four themes, with three corresponding sub-themes, were constructed inductively:
“You can’t feel respected if you don’t feel safe”: Familiarity is key; Respectful control:
“That’s exactly what | wanted, but she didn’t ask first”; Overlooked and Unmet Needs:
“They just didn’t see me as an individual®; and “Respect has to be earnt, it's a two-way
process”. Companionship from birthing partners and/or midwives enhanced safety due
to trust, whilst a lack of attentiveness and availability of staff left individuals feeling
uncared for and disrespected. Physical hospital environments were seen as an
externalisation of respect for the birthing process, mirroring positive or negative
experiences of care. Showing awareness of poorer minority outcomes and exploring
psychological well-being demonstrated respect through openness and desire to change.
All deductive codes were used, mostly mapping onto inductive themes, with “Effective

communication” and “Companion of choice” discovered most frequently.

Discussion

To the best of the author's knowledge, this study is the first to explore RMC and
psychological safety throughout pregnancy and birth from a mother’s/birthing person's
perspective in a UK hospital setting. Global definitions of RMC do not incorporate
nuances and individual needs. Maternity services should acknowledge disparity in
birthing outcomes for minority groups, and offer tailored resources to symbolise

acceptance, consequently enhancing safety and respect.

Impact on Clinical Psychology

Acknowledging and supporting psychological well-being throughout pregnancy and
birth is required. Incorporating this into birth planning and preparation may offer
opportunity to increase birth satisfaction, highlighting a potential role for clinical

psychology within multi-disciplinary maternity care.
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Abstract

Background

Establishing respect and psychological safety in maternity settings is crucial for
reducing mistreatment and negative birthing experiences. Existing definitions of these
concepts are broad, lacking consideration of lived experience in specific contexts.
Literature regarding birthing experiences is often limited to homogeneous samples of
white middle-class mothers despite worse birthing outcomes for ethnic minorities and

groups with lower socioeconomic status.

Aims

Explore the meaning and experiences of respectful maternity care (RMC) and
psychological safety during pregnancy and birth from a mother’s/birthing person’s
perspective. Influence, if any, of personal characteristics on these concepts were

considered.

Methods
A qualitative design, using semi-structured interviews with fifteen birthing people who
had experienced a UK hospital birth. Inductive-deductive reflexive thematic analysis

was conducted.

Findings

Four themes were constructed: “You can’t feel respected if you don'’t feel safe”:
Familiarity is key; Respectful control: “That’s exactly what | wanted, but she didn’t ask
first”; Overlooked and Unmet Needs: “They just didn’t see me as an individual”; and
“‘Respect has to be earnt, it's a two-way process”. Companionship during pregnancy
and birth promoted safety through familiarity and trust. Physical hospital environments
were seen as externalisations of respect, mirroring positive or negative experiences of
care. Acknowledging poorer minority outcomes and psychological well-being
symbolised RMC. Deductive codes of “Effective communication” and “Companion of

choice” were most common.

BRP 2324 26114738 20411109 Thesis Portfolio Page 9 of 220



Conclusions

Findings extend understanding regarding RMC and psychological safety in a UK
context. Greater recognition of psychological well-being and offering tailored resources
for differing groups would promote these factors by symbolising acceptance.

Keywords:

Respectful Maternity Care; Childbirth; Pregnancy; Psychological Safety; Birthing

People; Mothers
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Statement of Significance

Issue
Respectful maternity care (RMC) is a global recommendation to promote positive
birthing experiences. International reports suggest that mistreatment of women within

maternity healthcare settings remain.

What is already known?
The World Health Organisation advocate RMC in global policies, publishing recent
guidelines. Whilst definitions of what constitutes RMC exist, exploration of

mothers’/birthing people’s experiences and meaning of RMC are lacking.

What this paper adds
This paper provides a clear response to multiple calls for further research to share the
vision of mothers’/birthing people’s experiences of RMC in a UK hospital setting.

Initiatives to promote RMC in practice are suggested.
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Introduction

Following childbirth, approximately 4-10% of birthing people develop Post-Traumatic
Stress Disorder (PTSD), and an estimated 45.5% of women worldwide experience birth
as traumatic [1,2]. The impacts of these negative experiences include reduced maternal
health and quality of life; impaired child development; bonding and attachment
difficulties with infants; and poorer familial relationships [3-4]*. In the UK, approximately
one-quarter of women report perinatal mental health difficulties [5], costing NHS and
social care £1.2 billion annually [6]. Considering this alongside recent reports of unsafe
care, lacking compassion and respect for mothers and families in UK maternity
hospitals, reforming maternity care is crucial [7]2.

Scholars have identified factors associated with negative birth experiences, including
existing maternal mental health difficulties; emergency deliveries and birth
complications; and negative interactions and/or poor care from healthcare professionals
(HCPs) [8]. Globally, it is recognised that many women “experience disrespectful,
abusive or neglectful treatment during childbirth” [9, p.1]. These experiences have been
conceptualised as ‘obstetric violence’, describing intimate examinations without
permission; involuntary caesarean-section; induction without medical reasoning; denial
of labour companions; and disregard for mother’s experiences of disaffirmation (i.e.,
treating individuals as objects) and limited autonomy [10]°. However, what constitutes
obstetric violence has been criticised as ambiguous, with varying definitions across the
literature. Resultantly, the WHO proposed the need for further studies to “better define,
measure and understand disrespectful and abusive treatment of women during
childbirth, and how it can be prevented” [9, p.1].

Reports of mistreatment during childbirth have been associated with increasing
frequency of medicalised births [11]. In 2021, approximately 84% of births globally were
assisted by HCPs, growing from previous years [12]. These rising rates are attributed to

initiatives aiming to reduce infant and maternal mortality during childbirth, with

! Please see extended introduction (1.1) for further background regarding the impacts of pregnancy and childbirth.
2 Please see extended introduction (1.7) for further background relating to reforming UK maternity care.

3 Please see extended introduction (1.3) for further exploration of obstetric violence.
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frequency of medicalised births in high-income countries surpassing those in low and
middle-income countries [13]*. The WHO has sought to promote initiatives ensuring
childbirth remains a respectful and empowering experience, including the Intrapartum
Care Model (ICM) for positive childbirth [14]. One key recommendation refers to
‘respectful maternity care (RMC)’, summarised as: “care organized for and provided to
all women in a manner that maintains their dignity, privacy and confidentiality, ensures
freedom from harm and mistreatment, and enables informed choice and continuous
support during labour and childbirth”[14, p.3]°. From a social and behavioural theoretical
stance, respect is viewed as a form of communicating concern for the well-being of
others. When individuals feel respected, psychological processes such as personal
well-being and self-esteem increase [15], which are key factors in enhancing patient
care within other healthcare settings (e.g., cancer services) [16]. Whilst the importance
of ‘respect’ is consistently highlighted in maternity literature, and healthcare broadly,
various definitions and interpretations exist®.

Individuals at greater risk of experiencing mistreatment and poorer pregnancy and
birthing outcomes have been identified. In 2021, MBRRACE-UK (Mothers and Babies:
Reducing Risk through Audits and Confidential Enquiries across the UK) published
statistics highlighting women from black ethnic minority groups were four times more
likely, and Asian women twice as likely, to die during pregnancy and childbirth
compared to white mothers. Additionally, mortality among pregnant women doubled in
highly deprived areas compared to the most affluent [17]. Despite these identified at-risk
groups, there is a surprising trend of homogeneity within the literature exploring birthing
experiences, notably amongst white middle-class women [18]’. Therefore, greater
consideration of the meaning of RMC across diverse samples of mothers/birthing
people is required, offering potential to reduce negative birthing experiences [19].

Given the drive to increase RMC within maternity settings, barriers and facilitators to

implementation are documented from an HCP perspective. A recent systematic review

4 Please see extended introduction (1.2) for further background on the medicalisation of birth
® Please see extended introduction (1.4) for further exploration of WHO (2018) model and RMC
6 Please see extended introduction (1.5) for further exploration of psychological theories of respect

7 Please see extended introduction (1.7.3) for further background on research identifying at-risk groups.
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found that delivering RMC was more challenging when senior HCPs failed to model
RMC, attributed to biases towards women and those with cultural beliefs that
challenged ‘westernised medicine’, as well as high levels of fatigue and burnout
amongst maternity staff globally [20]. However, a patient perspective regarding barriers
and facilitators to RMC in a UK context has not been considered, despite revealing
target areas of change in other healthcare populations (e.g., chronic illness) [21].

Alongside RMC, the WHO recommends establishing psychologically safe
environments (PSEs) within maternity settings [11]. PSEs encourage employees to
voice concerns and share feedback openly, promoting collaboration within teams.
Benefits of increased psychological safety in healthcare include higher quality of patient
care, increased job satisfaction for HCPs, and clearer communication between HCPs
and patients across settings (e.g., cancer care) [22]. However, understanding what
constitutes PSEs specifically in maternity care is lacking, requiring further exploration
[13]8.

Across the evidence-base, respect is considered nuanced and multifaceted, requiring
in-depth exploration within specific settings and communities [23]. Resultantly, in 2020
further research with mothers and families “describing their vision for respectful care
and experiences, as well as offering suggestions for increasing respectful care in
facilities” was called for [24, p.2]. In summary, existing literature highlights several gaps
where a mother’s/birthing person’s perspective is needed to aid understanding of: 1)
what constitutes RMC in a UK context throughout pregnancy and childbirth; 2) how
individual characteristics may influence the meaning of RMC by including diverse
samples; and 3) factors enhancing or preventing implementation of RMC. Whilst global,
but broad, RMC definitions exist, understanding application to UK settings is warranted
given differing healthcare structures between UK vs global settings [11]. This study aims
to address these gaps by sharing the views of mothers’/birthing people regarding RMC
[247°.

8 Please see extended introduction (1.6) for further background on psychologically safe environments.

% Please see extended introduction (1.8) for further exploration of the study rationale.
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Aims

1. Gain a greater understanding of the meaning and experiences of RMC during
pregnancy and childbirth from the perspectives of mothers’/birthing people

following a UK hospital birth using an in-depth qualitative approach.

Secondary Aims
2. Explore the influence, if any, of key demographics on mothers’/birthing persons’
experiences of RMC during pregnancy and childbirth.
3. Explore mothers’/birthing persons’ views on factors influencing PSEs in maternity
care during pregnancy and birth.
4. Understand barriers and facilitators in implementing and promoting RMC

throughout pregnancy and birth from a mothers’/birthing persons’ perspective.

Method

Design??

This study adopted a retrospective qualitative approach, utilising semi-structured
interviews. Ethical approval was granted by the University of Nottingham Ethics
Committee (ref-3006)**.

Recruitment and Participants

Mothers/birthing people who had given birth in a UK hospital since 2018 (year of the
WHO ICM publication [14]) at 37+ weeks were invited to register interest in undertaking
a one-to-one interview. Completion of an online screening questionnaire, measuring
study eligibility'? and collating informed consent was required. Individuals rated their

birthing experience on a 5-point Likert scale (i.e., very positive - very negative),

10 Please see extended methods (2.1) for further exploration of study design.
11 Please see extended methods (2.2) for further details regarding ethical considerations.

12 please see extended methods (2.3.2) for further details on eligibility criteria.
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alongside demographics (e.qg., ethnicity and deprivation). Postcodes were used to
calculate an index of multiple deprivation (IMD), ranked 1 (most deprived) to 10 (least
deprived) [25]. A purposive sampling approach was adopted to select a range of
interview participants based on birthing experience; ethnicity; and IMD, addressing
existing literature gaps and study aims*2,

The Trent Doctorate in Clinical Psychology (DClinPsy) Service User Carer Advisory
Panel (SUCAP) were consulted regarding study materials!4. Study adverts were shared
on social media platforms (e.g., Instagram, X and Facebook) and with organisations
supporting mothers/birthing people, particularly from minority backgrounds. Individuals
seeking psychological support for birth-related trauma, and/or had experienced loss of

an infant, were excluded?®.

Data Collectiont®

Fifteen semi-structured interviews were conducted in English by LEB between May-
September 2023. Individuals were contacted on a rolling basis, with recruitment and
interviews occurring simultaneously. Birthing people were offered face-to-face, video or
telephone interviews. All opted for video via Microsoft Teams and were audio recorded.
LEB had no existing relationship with participants.

The interview schedule was designed based on existing RMC definitions [14] and
literature gaps (see Table 1)*’. A pilot interview was conducted with a SUCAP member
who had experienced childbirth, with feedback adopted accordingly. On average,
interviews lasted 61 minutes (range 58-113 minutes), with final interview numbers
determined by data adequacy, indicated by limited development of new codes during

data analysis [26]*8.

13 Please see extended methods (2.4) for further details on recruitment and sampling.

14 Please see extended methods (2.7) for further details on patient and public involvement.

15 Please see extended methods (2.3.2) for further details on eligibility criteria.

16 Please see extended methods (2.5) for further information regarding data collection.

17 Please see extended methods (2.5.2) for further information regarding semi-structured interview schedules.

18 Please see extended methods (2.3.1) for further exploration of sample size.
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Table 1

Semi-structured Interview Topics and Prompts

Topic/Question

Prompts

Exploration of most recent experience
of a UK hospital birth.

Birth expectations.

Did you feel respected by maternity
services/HCPs during
pregnancy/childbirth?

Did you feel safe during
pregnancy/childbirth when attending
maternity services/hospitals and with
HCPs?

Factors increasing RMC/psychological
safety during pregnancy and
childbirth.

(if not covered in above)

Decision-making during
pregnancy/childbirth.

Presence of birthing
partners/companion during
pregnancy/birth?

Harmful or abusive care during
pregnancy/childbirth.

Time since birth; type of birth; UK region.

How did experience compare to expectations (if
relevant, compare to previous birth/pregnancy).

Explore interpretation and meaning of respect;
what made you feel/not feel respected?

Interpretation and meaning of psychological safety;
what made you feel/not feel psychologically safe?

What can services/HCPs do to facilitate this.

Autonomy; informed consent; understanding of
information; benefits/risks explained?

General reflections on experience;
response/treatment towards partners from
HCPs/services.

If applicable - What about this felt harmful/abusive;
anything that would have helped promote
safety/respect?
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Data Analysis*®

Data were transcribed verbatim and analysed using inductive-deductive reflexive
thematic analysis (TA)[26]. Aligning with study aims, TA allowed similarities and
differences across accounts, and with existing RMC definitions, to be identified?°.
Inductive analysis was carried out first to minimise the influence of existing RMC
definitions, following the six stages of TA (Table 2) [27]%. A critical realist
epistemological position was adopted, recognising individual experiences alongside the
wider context in which they occurred [28]?2. Following this, a deductive approach was
taken, utilising a codebook including thirteen components of RMC described in the
WHO ICM [14] and a recent scoping review operationalising RMC at an HCP-level
[23]?2 (Figure 1). The Standards for Reporting Qualitative Research were consulted

throughout?*.

19 Please see extended methods (2.6) for further information regarding data analysis.

20 Please see extended methods (2.6.1) for exploration of selecting TA.

21 Please see extended methods (2.6.2) for further details on inductive TA the present study.
22 Please see extended methods (2.1.2) for further exploration of epistemological position.
23 Please see extended methods (2.6.3) for further information regarding deductive TA.

24 Please see extended methods (2.6.4) for further exploration of establishing methodological quality.
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Table 2

Overview of TA Approach applied, utilising Braun and Clarke’s (2006) Six Stages of

TAZ [31]
Stage Description
Data Following conduction of interviews, LEB transcribed audio-recordings. Any

familiarisation

Initial data
coding

identifiable data was removed to maintain anonymity (e.g., hospital names).
On completion, recordings were listened to alongside transcripts to check
accuracy. Transcripts were then read on several occasions and stored
using NVivo 14 software.

Critically engaging with the data is recommended to enhance familiarity
[26]. This was achieved by aiming to recognise meaning within data
accounts, with LEB utilising prompts such as “what did this interaction
represent and mean for this individual, and how have they made sense of
this experience?”.

Throughout this stage, LEB noted initial observations and impressions in a
reflective diary, which developed closeness to the data. Reflexivity was
also considered by querying any biases or alternative ways in which the
data could be interpreted, drawing on research supervision?®.

Sentence-by-sentence coding, at the semantic and latent level, was
completed for each transcript by LEB using NVivo 14. Codes aimed to
provide meaningful labels to sections of data, ensuring enough data was
coded to prevent loss of context, retaining the participants voice as much
as possible. Further, the annotations NVivo function was used to note any
further impressions that had not been noted in stage one, including
patterns, as well as nuances and differences between participant
experiences. For each segment highlighted, consideration of existing codes
occurred, with LEB concluding whether a new code was required.

To promote analyst triangulation, coding was reviewed on a random
selection of transcripts (n=2) by DDB, and research meetings with all

% Please see extended methods (2.6.2) for further details on inductive TA.

% Please see extended critical reflections (5.3) for further details on reflections following interviews.
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Generation of
initial themes

Theme
development

Refining,
defining, and
naming
themes

Writing up

authors were held to discuss any interpretative differences. This led to
some codes being combined and new codes developing, forming a richer
collection of codes.

Once all transcripts were coded, LEB organised codes based on the largest
number of references (i.e., most common) on NVivo. Each code and the
corresponding data items were reviewed, and codes with similar meanings
and patterns were collated. At this point, candidate themes were
constructed in Microsoft Word, with a thematic map to facilitate this
process. When codes did not fit, a “miscellaneous” node was generated in
NVivo to ensure these were not lost and could be considered in later
stages when determining final themes.

A team meeting with all researchers was held to consider candidate theme
ideas. Potential overlap between themes was discussed. Following this,
LEB returned to the data and re-read the transcripts to assure that themes
accurately reflected participant reflections. A second thematic map was
developed at this stage to aid theme organisation.

Using the thematic map developed in the previous stage, LEB continued to
refine themes until sufficient demarcation between themes and sub-themes
was established. When narrowing down themes, LEB aimed to ensure the
meaning of participants' experiences were reflected, alongside
identification of patterns across the dataset.

Themes were then assigned names, intending to provide concise and clear
representations of what each theme incorporated. This often included
participant quotes, with the researcher aiming to remain as close to the
data and participant voices as possible.

Finally, findings were written up theme by theme. Participant pseudonyms
were generated to maintain anonymity. Quotes representing each theme
were selected to evidence the researchers’ interpretations. Further, this
ensures readers have the opportunity to consider whether the data item
and the researcher interpretations align. Quotes were elicited based on
guidelines [29], with an equal balance between interpretation and data
extracts recommended. In line with the study aims and capacity of this
paper, data that was unrelated to respect or psychological safety during
pregnancy and/or birth has not been incorporated.

BRP 2324 26114738 20411109 Thesis Portfolio Page 20 of 220



Figure 1

Respectful Maternity Care Deductive Framework Applied

RMC Deductive Framework?

Companion of choice.

Continuity of care; ensuring continuous access to family and community support.
Continuous support during labour and childbirth.

Dignity and Respect.

Effective communication.

Enhancing quality of physical environment and resources.

Freedom from Harm and Mistreatment/Ill Treatment.

Informed choice/consent; Information; Respect for choices and preferences.
Non-Discrimination, Equality, and Equitable care.

Privacy and Confidentiality.

Right to Liberty; Autonomy; Self-Determination; and Freedom from coercion.
Timely healthcare and to the highest attainable level of health.

2 Derived from WHO (2018) ICM Model and Scoping review of HCP RCM (Jolviet et al., 2021).

Reflexivity

Reflexivity promotes rigour in qualitative research by acknowledging the researchers’
position?’. LEB maintained a reflective diary throughout, promoting transparency and
recognition of analytical biases, alongside opportunity to consider the interview context,
aligning with the CR epistemological position [30]%2. LEB is currently undertaking, and
DDB, DD and JB have completed, a doctorate in clinical psychology, all holding interest
in the interaction between physical and psychological well-being. DDB, RSF, JB and KE
had personal birthing experiences, DD had experience as a birthing partner, whilst LEB

had no direct or indirect birthing experience. JB works in perinatal services and as a

27 Please see extended methods (2.1.3 and 2.6.4) for exploration regarding establishing methodological quality and
reflexivity.

28 Please see extended methods (2.1.2) for further exploration of the researcher’s epistemological position.
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doula. KE is a trained midwife and clinical researcher. All authors had qualitative and
guantitative expertise, identified as White-British, with experiences of working in the
NHS.

Results?®

Participants mean age at most recent birth was 31.5 years (range 25 - 39). Most
identified as primiparous (66.7%, n=10) white British (73.3%, n=11) birthing people who
gave birth in England (86.7%, n=13); were married or in domestic partnerships (93.3%,
n=14); and had vaginal (un/assisted) delivery (73.3%, n=11). Birthing experience
ranged from very positive to very negative. Table 3 presents further demographic and

contextual information.

2 Please see extended paper (section 3) for further exploration and details of results.
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Table 3

Participant Demographics and Characteristics

andividuals were asked to rate their birthing experience on a 5-point Likert scale (i.e., very positive - very

negative).

Pseudonym Birth Rating® Age® Ethnicity IMD* Parity Birth Mode UK
hospital
location

Maya Somewhat 39 Asian or 10 1 Assisted England

positive Asian British vaginal birth

Alex Somewhat 38 Mixed or 10 2 Assisted England

negative multiple vaginal birth
ethnic
groups

Jamie Very negative 32 White 7 1 Emergency c- England

section

Jordan Somewhat 29 Mixed or 2 1 Unassisted England

positive multiple vaginal birth
ethnic
groups
Aubrey Very negative 32 White — 1 2 Assisted England
Other vaginal birth

Sam Very positive 31 White 6 1 Planned c- England

section

Robin Very positive 27 White 3 1 Emergency c- England

section

Charlie Somewhat 30 White 2 1 Assisted Northern

negative vaginal birth Ireland

Jo Neutral 29 White 3 1 Assisted Scotland

vaginal birth

Frankie Neutral 33 White 6 2 Unassisted England

vaginal birth

Dani Somewhat 25 White 4 1 Unassisted England

positive vaginal birth

Casey Neutral 29 White 8 1 Assisted England

vaginal birth

Taylor Somewhat 31 White 9 1 Planned c- England

negative section

Blake Very positive 32 White 10 2 Unassisted England

vaginal birth

Lou Somewhat 35 White 7 1 Unassisted England

positive vaginal birth

®Indicates age at most recent childbirth.

¢IMD = Index of Multiple Deprivation was calculated using participant postcodes, with 1 = most deprived
and 10 = least deprived. Separate IMD calculators for each UK region are available and were applied as
appropriate.
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Inductive Analysis

Four themes, with two corresponding subthemes, were constructed inductively

(Figure 2). Across accounts, an overarching theme of “one size doesn't fit all” was

apparent, with respect and safety relating to HCPs acknowledging individual needs. The

impact of communication on establishing RMC was evident and is explored

throughout.

Figure 2

Inductively Constructed Themes and Subthemes from Interviews with Birthing People

Theme 1

"You can't feel respected
if you don't feel safe”:
Familiarity is Key

The importance of
companionship -

— "l don't know what I'd
have done without
them"

"It had stains on the
— wall and ceiling...it just
wasn't what | wanted"

.
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Theme 1: “You can’t feel respected if you don’t feel safe”: Familiarity is key3°

Theme 1, presented across two subthemes, explores reflections from birthing people
regarding the relationship between feeling psychologically safe, and how this impacted

respectful care.

The importance of companionship - “I don’t know what I’d have done
without them ”. Companionship during pregnancy and childbirth was “crucial” in
promoting safety due to feeling “a whole other level of vulnerability”. Dani, who gave
birth before COVID, noted she would have felt “unsafe” without her partner due to “not
knowing anyone”. Similarly, when partners were not present or HCPs were slow to
respond, birthing people felt “isolated”, “scared”, and “alone”, and subsequently unsafe

and disrespected as they believed “no one cared”:

I've just been through this massive, traumatic experience, hadn't slept all night,
and then they tell me, your partner has to leave now....how could | feel respected
when they clearly didn’t care that he was what | needed most in that moment?
(Alex).

Maya and Sam, both NHS doctors, attributed different meanings to being left alone by
staff. They did not appear to feel unsafe due to understanding staffing pressures, with a
sense of reassurance that HCPs would be there when “they really needed someone for

something important”, which they related to medical needs (e.g., pain relief).

A “lack of flexibility” during COVID-19 to accommodate partners represented limited
regard for birthing peoples’ needs, which many experienced as “disrespectful”. Whilst
recognising COVID-19 as “challenging” for HCPs, simple adjustments would have
significantly reduced their distress. This was crucial for Aubrey during her first

pregnancy in a foreign country:

%0 Please see extended results (3.1.1) for expansion on theme one findings.
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| had to go alone for my 20-week scan, which was quite scary. It was a new
country and my first pregnancy...l did ask could | FaceTime my partner, but they

didn't want me to.

With few exceptions, positive relationships with midwives promoted safety. Jamie felt
“scared” when her midwife was not on shift, “bursting into tears” when she arrived the
next morning: “I was so happy to see someone that | knew”. When familiar midwives
were unavailable, individuals lacked trust in other HCPs “because I'd never met them”.

Initiatives such as “meet the midwife” established familiarity and safety prior to labour:

It's where you go and meet all the midwives....so whenever you go into Labour,
you have met that person before...it showed they cared about me feeling

comfortable, I'd say that’s respectful. (Blake).

Interestingly, Maya, who identified as Asian, reflected that whilst having medical
knowledge promoted safety, it was important that her husband was a “predominantly
white male” for ensuring her wishes were executed, indicating mistrust without him

present:

...even though he knows nothing medical, he’s good at saying (Maya) would
want this, and like advocating for me, especially when | was a bit out of it. So |

knew I'd always be safe, even if they didn’t respect my wishes.

Companionship during pregnancy and birth promoted safety through familiarity and trust
in partners and/or HCPs. When HCPs were attentive and present, this demonstrated

respectful care.
Subtheme: “It had stains on the wall and the ceiling....it just wasn’t what |

wanted”. Several birthing people described the physical environment as an

“‘externalisation” of respect from HCPs/hospitals, “mirroring” the care received:
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The hospital where | gave birth have clearly made so much effort, they've got a
really lovely labour ward and the birthing rooms are calm....they were just so
supportive...the calmness of the environment came through in the staff too, like
showed they really cared and respected the birth process. (Frankie).

On the other hand, “unpleasant” physical environments left birthing people feeling
“‘unsafe” and "uncared” for, representing a lack of priority for their “life-changing
experience”. Charlie shared their disappointment when moving from a birthing suite to

labour ward, indicating a sense of loss:

The new room was really small, it had stains on the wall and ceiling, like when |
was looking up, | was just like this is not what | wanted. It was dark, but like a
grim dark, rather than a cosy dark. The contrast was just unbelievable, one
minute | had a gorgeous room and attentive midwives, the next | was in a gloomy

room with staff who clearly didn’t respect me.

Several individuals were told there was “no space” when arriving at hospital following
their waters breaking, resulting in them standing in corridors during labour, or being
placed in “a tiny little room with no windows”, causing distress and a desire to leave: |
just felt so uncared for and wanted to be at home where | knew I'd be safe” (Aubrey).
Interestingly, several related lack of safety resulting from the physical environment as

negatively impacting birth progression:

| was like, I'm not progressing because you’ve got me in the middle of a room
with all the lights on, you've got 20 people walking in and out...I'm notin a
situation where I'm relaxed enough for my body to let go and say, come on, let's
do this. (Alex).

Birthing people felt safe when the physical environment was calm, well-resourced, and

attuned to individual needs, externally representing respect for the birthing experience.
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Theme 2: Respectful control: “That’s exactly what | wanted, but she didn’t ask

first’=!

Participants explored factors enhancing their sense of control, which promoted
respect. Involvement in decision-making was demonstrated by HCPs asking, “how
would you like this to go?”, preventing births feeling “medicalised” as “I was still making

the decisions”. Maintaining control was crucial when births differed from expectations:

And although things did go differently to what | envisaged and wanted, it was still
within my remit of my choice....I felt like | was always choosing what | and baby
needed at that time. (Robin).

In contrast, when hospitals felt “authoritative”, individuals lacked control, having to “ask
permission” regarding their preferences. When “dismissed” birthing people felt

“‘unheard”, impacting birth progression due to loosing bodily control:

In labour you don’t want to have to be arguing, crying, shouting at a consultant to
please, just listen to you. | mean that's horrendous. And it was like I'd lost my
body at that point, we just weren'’t in sync and everything just stopped

progressing. (Taylor).

When HCPs did not ask permission regarding procedures, or offer a space for the
birthing persons voice in decision-making, some related this to hospital contexts
“normalising assault”, heightened by “power imbalances within clinical settings that are

even more medicalised”:

It's just become normalised...| think the fact that when you do that job so much
you have to disconnect and you can’t always have pleasantries, but this is my
body. You wouldn’t come up to me in the street and grab my arm without asking

because that would be assault. (Robin).

31 Please see extended results (3.1.2) for expansion on theme two findings.
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Several individuals associated a lack of “individualised and respectful care” to personal
characteristics. Due to fearing how care would be impacted based on socioeconomic

background, Aubrey indicated reluctance to challenge HCPs:

It often felt like | needed to comply in some way in order to get a little bit of what |
wanted rather than just, | don't know, | think when you’re working-class you just

expect that people won't listen to you or value your opinion.

Interestingly, some individuals spoke about decisions being made that aligned with their
wishes, but because “they (HCP) didn’t ask first”, the birthing person lacked control and
consequently did not feel respected. When options were limited due to medical needs,
respect meant offering all available options, and prioritising time and space to hear the

mothers/birthing person’s voice.

Theme 3: Overlooked and Unmet Needs: “They just didn’t see me as an

individual’™2

Feeling respected was associated with acceptance, desiring HCPs to acknowledge
individual difference and circumstances, thereby meeting personal needs. When
enacted, birthing people felt “comfortable” and “validated”, which they relayed as

examples of respectful care:

It's just meeting me where I'm at, demonstrating you understand....she (midwife)
was saying based on all the hundreds of births and babies I've delivered blah
blah....but he looked at the situation and treated me as an individual, so | trusted
him. (Lou).

Showing awareness of poorer outcomes for minorities was related to respect,
demonstrating an openness, desire to change, and valuing individual circumstances.

When this was not addressed by HCPs, and/or individuals had to raise these concerns

32 Please see extended results (3.1.3) for expansion on theme three findings.
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themselves, most ethnic minority birthing people felt this was “disrespectful”.
Resultantly, the need for “greater diversity” within the workforce and tailored resources
were suggested, offering opportunity to acknowledge and validating differing needs,
promoting RMC:

If you have stuff tailored to people’s different communities, | think that would
make a massive difference. And like stats and stuff...l think that would have a
massive impact on making people feel respected, like acknowledging that we see
you, we understand your experience....maybe the leaflets they give they could

tailor to different people’s needs. (Jordan).

However, several participants expressed caution, noting whilst differences exist due to
personal characteristics, care should not be delivered as a “tick box exercise” purely on

that basis:

It wasn't nuanced. | was told because you've got some Caribbean in your
background, you have to have this gestational diabetes test, whereas | was
like....I want you to look at me as an individual. Look at the other factors, and
let's talk about it in that respected way, instead of going, you are this, therefore
this. (Alex).

Mental well-being was mostly overlooked during pregnancy, which was disrespectful as
“all areas of my health weren’t considered” (Jo). Consequently, individuals felt “scared”
and “reluctant” to share difficult thoughts and feelings they experienced during
pregnancy because HCPs would be “dismissive” as they “didn’t see me as an
individual” (Lou). To address this, exploration of mental well-being during pregnancy
would help “open-up” conversations, requiring a preventative approach to promote
respect and “prevent unnecessary trauma”: “...it's a shame you have to experience
such horrific trauma to be treated with enough respect that the topic of mental health is
actually approached”. Robin shared this viewpoint after a positive experience with

perinatal services during pregnancy but felt this proactive approach which
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acknowledged her “individual psychological needs” should be offered to all birthing

people.

Theme 4: “Respect has to be earned, it’s a two-way process "33

Some individuals viewed respect as transactional, noting to be treated with respect,
you must show HCPs respect. This included recognising and acknowledging difficult
situations both birthing people and HCPs may face during labour, with openness to

diversion from birth plans and managing expectations:

| was just chilled, like not everything will go to plan, but that isn’t their fault. So
just acknowledging it was hard for them too | think helped...I think they showed
me more respect after that, like recognised it was difficult for me too as it wasn’t

what | hoped for. (Casey).

Some individuals felt they respected HCPs by being “passive” and “calm”, but this was
not reciprocated. Consequently, birthing people considered alternative approaches for
future, including “being more assertive”. Several suggested why HCPs may not
reciprocate respect, noting “demands of the role” with HCPs showing signs of “burnout”
and “yawning on multiple occasions”. However, Aubrey noted that continuing to work in
this “state” puts patients’ psychological well-being at risk: “I think it's important,
especially midwives, if they are burnt out in their job, they shouldn't be there because

it's something that can ruin a life...it can give you birth traumas, it's really bad.”

Reciprocal respect also applied to HCPs and birthing partners. Here, respect was linked
to partners “being heard”, adapting information and explanations for their needs. When

mothers/birthing people had medical backgrounds, this appeared particularly important:

33 Please see extended results (3.1.4) for expansion on theme four findings.
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It was making sure both of us understood, because they could have very easily
just spoke to me, especially with my profession, but they did talk to (partner) and

checked he understood what was going to happen. (Sam).

A couple of birthing people described partners being “cared for” by HCPs, such as
offering coffee and blankets, representing respect for their “partnership”. However,
when partners were left in “limbo” and “didn’t have a clue what was happening”, birthing
people felt this indirectly showed a lack of respect for them both due to birthing partners
not being seen considered “equally important” in the birthing process. Therefore,
acknowledging birthing persons, partners, and HCPs experiences appeared crucial for
establishing RMC.

Deductive Analysis

When applying the deductive framework, all codes were used across participant
accounts, with most mapping onto inductive themes. Separating RMC deductive
domains was often difficult, with overlap evident across the data. For example,
distinguishing ‘Autonomy’ from ‘Informed choice’ and ‘Respecting choices and
preferences’. The most common deductive codes were ‘Effective Communication’ and

‘Companion of Choice’, mapping inductive themes one and two3*.

Discussion?3®

This study aimed to explore the meaning of RMC from the perspective of
mothers/birthing people who had experienced a UK hospital birth since publication of
the WHO ICM [14]. Secondary aims of identifying factors enhancing or preventing
implementation of RMC, understanding how demographics influenced meanings of
RMC, and how maternity services can create PSE, were addressed. In doing so, a

response to multiple calls for RMC research is provided, with inclusion of birthing people

34 Please see extended results (3.2) for further exploration of deductive findings.

35 35 please see extended paper (section 4) for extended discussion.
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from multiple ethnic and socioeconomic backgrounds building on existing literature [18].
Findings highlighted respect as a nuanced and complex phenomenon, influenced by
personal characteristics and experiences. Aligning with existing RMC literature [12,14,
33], importance of companionship, autonomy and choice were highlighted. Familiarity
with maternity HCPs promoted psychological safety, and the physical hospital
environment was perceived as an external representation of respect for the birthing
experience, mirroring care received.

Findings suggest birthing people feel safe and respected when involved in decision-
making, aligning with RMC recommendations within the WHO ICM [14] due to greater
birth satisfaction when individuals feel in control [31]. Maternity services have aimed to
address this is by developing birth plans, documenting preferences regarding: mode of
delivery; medical intervention; place of birth (e.g., home vs hospital); partner/family
presence; labour position; and skin-to-skin contact [32]. However, absence of
psychological factors has been critiqued [33], with the WHO noting these should be
prioritised alongside physical health [14]. This study extends understanding of how this
relates to RMC, with minimal regard for mental health during pregnancy and birth
experienced as disrespectful due to lacking care for all domains of the birthing person’s
well-being. Consequently, this prevented disclosure of psychological difficulties due to
fear of dismissal.

Respect has been defined as “recognition of the unconditional value of patients as
persons” [34, p.692]. This aligns with birthing people’s views that RMC meant being
accepted as an individual by HCPs. Ethnic minority patients report reluctance to voice
personal beliefs and preferences, fearing criticism from HCPs [35]. Further, individuals
from lower socioeconomic backgrounds express dissatisfaction with HCP
communication [36]. Research with HCPs highlights the significance of implicit biases
on patient-HCP interactions, demonstrating more positive attitudes towards white
patients compared to ethnic minorities [37]. The current study offers a unique
perspective on how these factors were experienced by birthing people in hospital
settings, with concerns and individual needs often overlooked, particularly for ethnic

minorities. Further, some individuals felt a need to comply with HCPs, fearing their

BRP 2324 26114738 20411109 Thesis Portfolio Page 33 of 220



opinion would not be valued based on their socioeconomic background, offering further
insight regarding higher rates of mistreatment amongst these groups.

Another element of RMC is continuity of care, with improved perinatal outcomes
documented when the same midwife is present throughout pregnancy and labour [38,
39]%6. Whilst this was important to birthing people, our findings offer a nuanced
perspective regarding how this related to respect and psychological safety. Familiarity
through companionship promoted trust and meaningful relationships with HCPs, which
also influences midwives’ fulfilment in their job roles [40]. This may be understood by
previous research exploring birth and maternal attachment, suggesting presence of an
attachment figure during birth provides a secure base, increasing birth satisfaction
[41]3.

Bidirectional communication, in which patients and HCPs demonstrate active
listening and clear communication, enhances shared understanding and quality of care
[42]. Birthing people in the current study viewed respect as a two-way process. This
echoes findings amongst midwives who described reciprocal relationships, in which
birthing people showed understanding of their needs, as promoting mutual respect
between themselves and patients [43]. When achieved, midwives were more likely to
meet their own well-being needs whilst fulfilling their job role [40]. However, our findings
uniquely highlighted that respectful relationships between birthing partners and HCPs
was equally important for establishing RMC?38,

Recognition of physical environments on patient well-being has grown over the 21st
century [44] influencing ‘healing environments’. This describes settings in which staff
and patient interactions result in good health outcomes due to desirable physical
surroundings. For example, natural lighting, as well as calming colours and sounds in
hospital environments. Financial benefits are also documented due to shorter hospital
stays, thus reducing patient stress [44]. The impact of physical environments and
patient safety in maternity care has recently been noted, recommending greater visibility

of nursing stations for patients [45]. This study advances understanding of why this is

% Please see extended discussion (4.1) for further exploration of person-centred care.
37 Please see extended discussion (4.3) for further exploration of theoretical understanding of respect.

38 Please see extended discussion (4.2) for further exploration of factors relating to psychological safety.
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critical for RMC, with birthing people expressing a desire for attentiveness and
companionship from HCPs. Further, the physical environment was perceived as an
externalisation of respect for the birthing process. Interestingly, greater quality of care
and commitment to work have been reported by nurses working in refurbished settings,
compared to colleagues who remained in an old facility [46]. Therefore, alongside
patient safety, enhancing physical environments may also promote job satisfaction and
retention of staff, offering potential to address wider systemic issues (e.g., poor staffing)

identified as barriers to RMC in this study.

Implications for Practice and Future Directions®

Early detection of prenatal mental health difficulties improves maternal and child
outcomes by increasing access to timely support [47]. Given birthing people identified
lack of acknowledgement for their mental well-being during pregnancy and birth as
disrespectful, and increased risk of developing poor mental health up to two years post-
birth [5]*°, exploration of factors relating to maternal well-being within birth plans may be
beneficial*l. Evidence suggests adhering to a greater number of birth plan requests
significantly increases sense of control [48]; a key factor in establishing RMC in this
study. As mode of birth and availability of resources (e.qg., birthing pools) can be
unpredictable in UK hospitals [49], identifying preferences relating to well-being (e.qg.,
strategies and techniques to be used) may offer factors that are more adaptable and
achievable during labour and birth. Similarly, to promote RMC and safety for ethnic
minorities and those from lower socioeconomic backgrounds, participants proposed
tailored resources and diversifying the midwifery workforce*?.

Staff presence and trusting relationships with caregivers/partners were crucial to

RMC and psychological safety®?. Whilst fulfilling, continuity of care challenges midwives

39 Please see extended discussion (4.6 and 4.8) for further exploration of implications for practice and future
directions.

40 Please see extended discussion (4.5) for further exploration of the role of clinical psychology in maternity care.
41 Please see extended discussion (4.2) for further exploration of psychological safety.

42 Please see extended discussion (4.4) for further exploration of RMC in a UK context.

BRP 2324 26114738 20411109 Thesis Portfolio Page 35 of 220



work-life balance. Potential strategies to overcome this were discovered in this study,
including opportunities during pregnancy to meet other midwives and HCPs working in
the maternity service in which they planned to give birth. Further, given the importance
of birthing partners, understanding how safety and respect may be impacted for
individuals with limited familial/social support is needed*3. Finally, identifying strategies
for incorporating therapeutic healing environments into maternity care is warranted.
Given the association of RMC and safety with meeting individual needs through
acknowledgement of psychological well-being, as well as cultural and social factors,

adopting a biopsychosocial health model [50] in maternity care may be beneficial*2.

Limitations**

The presented study had several limitations. Given differing care pathways,
individuals who gave birth at: <37 weeks (i.e., premature); <18 years; and/or at home
were excluded, and therefore findings cannot be generalised to these groups.
Interviews focused on pregnancy and birthing experiences since 2018, during which
COVID-19 had significant impacts on NHS care, and findings may be less
representative of standard practice. However, reflections during this period offer
valuable lessons for future practice. Accessibility for minority groups may have been

limited by the requirement to speak English.

Conclusions

RMC is nuanced, multifaceted and individual. Findings highlight multiple areas that
are key in promoting RMC and psychological safety throughout pregnancy and
childbirth, aligning with a biopsychosocial health model. Recognition of psychological

well-being, physical environments, and social and cultural differences are crucial®®.

43 Please see extended discussion (4.3) for further exploration of theoretical understanding of respect.
44 Please see extended discussion (4.7) for further exploration of study limitations.

45 Please see extended discussion (4.5 and 4.6) for further exploration of implications for practice and clinical
psychology.
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