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ABSTRACT

To compare the mode of delivery and Safety measures between planned home versus planned hospital delivery and to
determine if differences in intervention rates and out come.At current, obstetric care in Saudi Arabia has a highly
medicalized maternity care. Unfortunately, intervention rates are unacceptably high with a still rising rates for cesarean
sections) and a completely normal physiologic birth a rarity. Data was collected by a questionnaire about Intervention
and safety We enrolled only women expecting their first birth so that their previous birth experiences would not affect
their preferences and outcomes. Recruitment in midwifery practices was carried out from March 2017 to feburary 2018
and in hospitals from March 2017 to December 2017.Besides adjustment for maternal and care factors, we included for
additional casemix adjustment: presence of congenital anomaly , small for gestational age, preterm birth, or low Apgar
score. The techniques used were nested multiple stepwise, and stratified analysis for separate risk groups. The women
who previously have been delivered (inadvertently) at PHCs found it more comfortable and pleasant experience and
wished (66.7%) to have next delivery in midwifery led centers. the women who gave birth to their babies in obstetrician
led maternity hospitals were satisfied and opted (90%) the same for their next delivery. Women are felling safe and
comfortable to have a hospital delivery and having good neonatal care how ever few less than ten percent women like to
have home deliver or mid wife setting.
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INTRODUCTION

The time of child’s birth is one of the most memorable time in a woman'’s life. Throughout the world
giving birth in women who have uncomplicated pregnancy is considered as a normal physiological event.
The women who are multi parous and in whom pregnancy is low risk do not experience any
complications during childbirths and outcome is usually same in any safe setting.[1] women since ages
are giving birth to their babies with or without assistance. this process of birth was cared by the
experienced old women who learned their skill by observing many women of folk and mammals. These
skill improved later on and the concept of separate profession(midwifery) emerged in which women had
empowerment. With the advent of midwifery which started in 17t and 18t century men were introduced
in this profession. Only in 20t century the midwifery changed to obstetrics and was taught in medical
schools. With the help of surgical procedures and medical training institutes this responsibility has been
transferred into the hand of physicians (male or females) who follow more interventional approaches to
avoid adverse outcomes.[2]

In low risk multiparous women Outcomes of labor are the same regardless of the setting of birth and
doesn’t have untoward effects like intra partum or early neonatal deaths, meconium aspiration
syndrome, birth injuries and neonatal encephalopathy.[3]For multiparous mothers, birth in a
non-obstetric unit setting ( at home or midwifery led maternity care centers ) it's found to have
significantly less intervention rates like reduced intrapartum caesarean section, instrumental delivery or
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episiotomy[4] Selection of women for appropriate setting. when carefully selected even women with
previous cesarean section has more chances to deliver vaginally fornon hospital centers as compared to
hospital setting[5]Autonomous midwifery practice is non-existent and homebirth is illegal .[6] In Saudi
Arabia there is already a well developed health care system with 22820 primary health centers(PHC)
which provide maternal and child care on outpatient basis and referral services to approximately 274
public referral secondary care hospital. These secondary care maternity hospitals provide obstetrician
led obstetric care to all the women giving births. That is why these centers are already overcrowded and
women have to wait for periods to get obstetric care services especially those who live in remote areas.
Trends of giving birth at home and midwifery led settings are dying now.[7] According to WHO Midwives
who received standard training and work in proper health care system can provide87% of essential
care required by women in antenatal period intrapartum and post natal period and can provide
immediate newborns care and breast feeding, midwifery led birthing culture need to be
promoted.[8]women choice of a birthing suit depends on a lot of factors like previous experience,
women's beliefs about safety, views of her family, friends and health care professionals[9]Understanding
and responding to women'’s beliefs and attitudes during the childbearing period is an important focus of
international maternity health policy. The terms ‘woman centred care’ and ‘informed choice’ reflect that
in addition to the physiological aspects of pregnancy and birth, there are psychological, psychosexual, and
psychosocial aspects unique to the individual life experiences of pregnant women. These must be
considered in order to optimize a woman’s birth outcomes and experience [10]. The psychosocial
wellbeing of women is now viewed as equally important as her physical wellbeing [11]. Studies of place of
birth have consistently shown lower rates of intervention in labor and birth for women with low-risk
pregnancies who planned their birth at home [12-14]. Similarly, research confirms that when compared
to other models of maternity care, midwife-led care reduces the rates of intervention in labor showed in
their study that women using midwife care consistently reported attitudes supporting less frequent use
of technology compared to women receiving care from obstetricians. It also is probable that midwives
will be less likely to intervene due to their philosophical and physiological orientation toward childbirth
[11]. On the other hand, some studies comparing home and hospital birth with the same midwives
providing care in both settings found lower intervention rates in the home birth group, suggesting that
the birth setting also has a significant effect on outcomes [2,5]. However, most women express a
preference for a specific birth setting (model of care and place of birth) during pregnancy, long before
labor begins [12]. Little is known about the influence of these early preferences on the course of
pregnancy, labor, and childbirth.

RATIONALE

This study is designed to focusing in particular on birth outcomes in healthy women with
straightforward pregnancies who are at ‘low risk’ of complications. Study will help future planners to
redistribute obstetric care services in order to continue to improve women and children health.

we support midwifery model therefore if autonomous midwifery profession is introduced in this country
like in most of European countries where midwives lead all the obstetric care services. that is through
which women experience more natural childbirth, whether at home or in the hospital, where the doctors
need only to play their part when it is medical indicated.

MATERIAL AND METHODS

We conducted a multicenter, prospective cohort study among low-risk nulliparous women who started
their pregnancy in midwife-led care or in obstetrician-led care.

Data was collected using self report questionnaires as part of a larger study, investigating women’s’
experiences of pregnancy and birth. In the study reported here data is from 18 -20 weeks gestation and
two months after birth. Participating midwifery practices and hospitals received 25 information packs
including project information and an informed consent form and were asked to distribute these to
pregnant women who met the inclusion criteria during the first consultation at 8-12 weeks pregnancy.
Information on the project contained the background and purpose of the study, the procedures involved
in the study, the possible risks and benefits of taking part in the study and the rights of the participants.
Eligible women who received information from their caregiver were asked whether the researchers could
contact them by telephone to give further information about the study. Women who agreed were called
by the researchers, received more information if required, and were formally asked to participate. A
signed informed consent form was required for all participants. Women with a first on-going pregnancy
and without an obstetric or medical indication according to the List of Obstetric Indications were
included. We enrolled only women expecting their first birth so that their previous birth experiences
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would not affect their preferences and outcomes. Recruitment in midwifery practices was carried out
from March 2017 to feburary 2018 and in hospitals from March 2017 to December 2017.

RESULTS

In this study we contacted 200 women living in hail region. women of 36-40 years age group made the
highest percentage of 25 % of responses.

Table;1
Mode of previous Delivery suit preferences
deliveries Midwifery led | Midwifery led | Obstetrician  led
Home birth maternity centre Hospital birth
Normal vaginal | 06 12 132
deliveries
Operative deliveries 0 02 06
Cesarean section/s 1 08 35
Pearson chi square | 24.38(0.143) 6.84(0.145)
value
Figure ;1 Showing Reasons of preferring for birth place
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Figure;3 Reasons of preferring midwife led Home birth.
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Place of previous births * Preferences for birth place Cross tabulation

Preferences for birth place
Obstetrician
Midwifery led [Midwifery led
home led birth Hospital
Place of previous births birth at PHC birth Total
Home Count 0 0 1 1
O it .
o within Place of previous) 5 oy 0.0% | 100.0% |100.0%
births
PHC Count 0 12 6 18
O i )
Yo within Place of previous) ¢ o, 66.7% | 333% |[100.0%
births
Hospital Count 7 9 148 164
O it .
% within Pl‘.alce of previous 43% 5.50% 90.2% 100.0%
births
Total 7 21 155 183
0 <o .
/o within Place of previoul = 5 g4, 115% | 847% [100.0%
births
Parity * Preferences for birth place Cross tabulation
Count
Preferences for birth place
Midwifery led|Midwifery led| Obstetrician led
home birth | birth at PHC | Hospital birth Total
Parity paral 1 5 13 19
para2-4 5 13 83 101
para5-8 1 3 55 59
more than para 8 0 0 5 5
Total 7 21 156 184
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DISCUSSION

Giving birth to the baby is the time in every mother’s life which is the most shared story. they forget the
pain of birth however they still remember each and every aspect of behaviors or support provided during
the process.

Although the obstetrician led hospital care was the most selected entity by women of any reproductive
age. Of the women who selected mid wifery led PHC centers, Young women of 21-35 years (the age of
maximum fertility) were the responses that showed maximum interest. The women who are aware of the
safe settings, who have more access to literature and information (social media, internet) about the child
birth, its management and complications. Late reproductive age women had more inclination towards
hospital births.

The women who previously have been delivered (inadvertently) at PHCs found it more comfortable and
pleasant experience and wished (66.7%) to have next delivery in midwifery led centers. the women who
gave birth to their babies in obstetrician led maternity hospitals were satisfied and opted (90%) the same
for their next delivery. However 10 % f those considered midwifery led setting or home birth can be more
satisfying and comfortable as their experience of maternity hospital was not gratifying.

As regard the previous mode of delivery, 18out of 150(13.6%) respondents who gave births by normal
vaginal deliveries don’t want hospital deliveries any more. Rather they considered midwifery led small
centers or home births are more appropriate for normal births. Those who had an operative delivery or
caesarean section before were 11/52 (21.15%)

the women who opted for midwifery led home births did it for the reason of comfort ( %) , presense of
family companion, less feeling of pain and less likely of operative interventions.

Common reasons for selecting the midwifery led maternity services were near to home ), less
interventions, presence of familiar staff at the time of delivery and easy transfer to hospitals in case of
need.

majority of the women selected obstetrician led maternity hospitals due to the presence of obstetrician,
and neonatologist at the time of delivery.

In a community where obstetric services are 100% medicalized where home births are a rare occurance,
having a proportion of women still wishing to deliver with more natural way with familiar environment
/staff is unusual and demands the health policy makers to

they should have an option of choice to deliver comfortable environment with family or companion
support and acquitted staff. satisfaction is the right of every laboring women.

it has been seen that the women who were given the choice of birthing suit and they deliver at home or
midwifery led maternity centers have more smooth and swift course of labor when compared with the
women who opted for hospital deliveries.[13]
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RECOMMENDATIONS

There is therefore a need to expand these facilities with appropriate midwifery staffing to improve
women’s choices. Provision of delivery services by these centers will reduce the load or secondary/
tertiary care MCH hospitals which are very crowded.

Family centered support, care and education for the mother, her newborn and the family unit.
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