

[bookmark: _GoBack]Barriers and facilitators for vaginal breech births in Australia: Clinician’s experiences

ABSTRACT
Background: Since the Term Breech Trial in 2000, few Australian clinicians have been able to maintain their skills to facilitate vaginal breech births. The overwhelming majority of women with a breech presentation have been given one birth option, that is, caesarean section. The aim of this study was to explore clinician’s experiences of caring for women when facilitating a vaginal breech birth.
Methods: A descriptive exploratory design was undertaken. Nine clinicians (obstetricians and midwives) from two tertiary hospitals in Australia who regularly facilitate vaginal breech birth were interviewed. The interviews were analysed thematically.
Results: Participants were five obstetricians and four midwives. There were two overarching themes that arose from the data: Facilitation of, and Barriers to vaginal breech birth. A number of sub-themes are described in the paper.
Conclusions: In order to facilitate vaginal breech birth and ensure it is given as an option to women, it is necessary to educate, upskill and support colleagues to increase their confidence and abilities, carefully counsel and select suitable women, and approach the option in a calm, collaborative way.
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Summary of Relevance
	Problem
	There is little known about clinician’s experiences of caring for women who have vaginal breech births at term

	What is already known
	Few women are given the option of a vaginal breech birth, and few clinicians are skilled in facilitating this option 

	What this paper adds
	There are a number of facilitators and barriers that occur when enabling a vaginal breech birth for women. There is a need to creatively upskill clinicians, impart how to carefully counsel and select women, and promote a collaborative, team approach




BACKGROUND
It is estimated that breech presentations occur in 3-5% of pregnant women at the end of their pregnancy.1 Data from one Australian state (New South Wales) indicates 0.4% of babies in the breech position were born vaginally, with the remainder being born by caesarean section, mostly electively before the onset of labour.2 The small number of breech babies born vaginally is reflected in other jurisdictions in Australia as well as in many high income regions around the world.2-4
There has been a notable decrease in the number of vaginal breech births (VBB) following the release in 2000 of results from the Term Breech Trial (TBT)5 which concluded that caesarean section was the safest mode of birth for babies in the breech presentation. The almost immediate response in maternity units in many parts of the world was an increase in caesarean section for breech birth and, subsequently, a decline in the number of clinicians with the skills and confidence to attend vaginal breech birth.4,6 Researchers have since cited significant flaws in the design and recommendations of this study.4, 6-8 More recently, research has concluded that VBB is a safe option for women who meet specific criteria and who are cared for by clinicians equipped to provide appropriate care and expertise.9-15 However, the number of clinicians who are skilled in VBB facilitation has decreased to very low levels.4, 6, 7 This means that pregnant women with babies in the breech presentation have few options regarding mode of birth.
Vaginal breech births are more common in low resource countries due to lower uptake of antenatal care, lack of access to health professionals and facilities to conduct a caesarean section. Hence, clinicians in these countries have maintained their skills in this area. However, clinicians have been able to maintain their skills at facilitating VBB in some high resource countries too. For example in Norway, an expert group in 2003 published results of the country’s perinatal morbidity and mortality in term breech infants showing that this was a safe option, and because of this, access to VBB has been maintained in this country.16 This shows that national guidelines17 can have power over clinical practice. In Australia, there is no governmental clinical guideline or report that outlines the options of care for women with a term breech pregnancy that includes VBB.
In the most populous Australian state, NSW, there are a small number of facilities that give the option of planned VBB to women with a breech presentation at term. These facilities are led by clinicians who have maintained experience in VBB and, despite trends reflected elsewhere, continue to support women who seek a VBB. This cohort of clinicians understand the challenges of continuing to provide a breech service against the dominant paradigm of caesarean section for breech. The aim of this study was to describe the experiences of clinicians providing this service at these facilities and explore the barriers and facilitators to the provision of a vaginal breech birth service. 
METHODS
This study used a qualitative descriptive methodology to describe clinician experiences with women planning vaginal breech births. A descriptive exploratory design provides direct information about an event or a service, and places less emphasis on interpretation or abstraction than other types of qualitative methods.18 This design is also useful when investigating experiences and events that have previously not been examined, and as such focusses on the ‘who’, ‘what’, why’ and ‘where’ issues. Qualitative descriptive methodology aims to present a comprehensive summary of events as experienced by the participants. Ethical approval was received from the Human Research Ethics Committee – Northern Sector, South Eastern Sydney Local Health District, NSW Health (reference: HREC 12/072, HREC/12/POWH/163).
Setting
The study was undertaken through two major teaching hospitals in NSW. These settings were chosen as the clinicians at both these sites have considerable experience in vaginal breech birth and both facilities regularly offer vaginal breech to women. A vaginal breech birth, in this context, involves women being active and mobile, having continuous fetal monitoring especially in second stage, sometimes having an epidural anaesthetic, and being in an upright position for labour and birth. Clinicians facilitate VBBs without intervention, unless progress is delayed or the fetal condition warrants hands-on management.
Participants
Participants were clinicians who have counselled women planning a VBB and had cared for women with planned or unplanned vaginal breech presentation in labour in the past 5 years. Five years was deemed to be a period of time that would allow clinicians, who worked within a ‘breech clinic’ where women were referred for this mode of birth, to develop experience in caring for women having a vaginal breech birth. Five years was also a pragmatic timeframe as it indicated some level of recent experience. Purposive sampling was used as the study was designed to elicit views from individuals who had provided the service being studied.
A recruitment flyer was distributed to the antenatal and birth areas of the two hospitals. The flyer invited eligible participants (doctors and midwives) to participate in a face to face interview. Interested clinicians were asked to contact the principal investigator who arranged for the information sheets and consent forms to be provided. 
Data collection
Data were collected using in-depth semi-structured interviews, and these were recorded using a digital voice recorder. A number of questions were used, and further probing questions were asked as needed throughout the interviews. The trigger questions were focused around the clinician’s care of women and how they felt about their work, for example, ‘tell me about your working environment in relation to caring for women having a vaginal breech birth’.
Data analysis
Data were de-identified and transcribed by a professional transcription service and then analysed using an interpretative framework.18 Notes were initially taken on the participants responses to the questions before detailed coding took place. Transcriptions were read a number of times, and comments coded initially into concepts, then sub-themes, and lastly major themes. The themes were discussed with the research team and modified after discussion and a re-visiting of the raw data. The preliminary themes were provided to a group of clinicians (midwives and obstetricians) at an international conference as part of a presentation to see if they felt plausible. Questions and discussion at the conference and subsequently with the research team refined the major themes and sub-themes. 
FINDINGS
The participants included nine clinicians: five obstetricians and four midwives who were involved in caring for women who had a VBB. Individual clinicians had between three and more than 20 years of experience in caring for women with a breech presentation late in pregnancy and almost all (n=8) had been providing this service at their current facility for more than three years.
There were two major themes which described the ‘barriers’ and ‘facilitators’ to VBB. 
Barriers and facilitators to vaginal breech birth
Themes of collaboration, appropriate risk-based counselling and issues in leadership, training and exposure to VBB were identified. Participants articulated the many barriers and facilitators to VBB that they had encountered within their workplace to provide a VBB service (see Figure 1). 
<put Figure 1 here>
Barriers 
Many barriers were in relation to the fact that not all clinicians in their workplace were as enthusiastic about VBB as they were and this had created challenges in providing the service. Hence the barriers to facilitating a VBB centred on entrenched attitudes, lack of skills, and fear and anxiety of other clinicians. Combinations of these barriers were then thought to lead to suboptimal care which caused iatrogenic problems for women attempting a VBB. The negative outcomes and need for some women to ultimately have a caesarean section after attempting a VBB compounded other clinician’s lack of support for VBB, and further entrenched their attitudes.
Having un-collaborative and unskilled clinicians 
The barriers to the facilitation of VBB focussed on the need to work with and alongside other clinicians who were unwilling, unskilled or simply un-collaborative in relation to caring for women having a VBB. The following, from an obstetrician, demonstrates the impact senior clinicians have on junior clinicians in relation to skills and experience:
The Obstetric Director was very risk averse. So, lots of people became deskilled at all sorts of things, and only skilled at doing a caesarean in those circumstances so it depends on who is mentoring.
One participant spoke of the pressure that the obstetric team supporting VBB were under to ensure that women and babies had good outcomes otherwise the service could be at risk. Some participants perceived that there was a lack of institutional support for the option of VBB but that it was tolerated. Similarly, other barriers such as a lack of collaborative support were discussed. An obstetrician participant stated:
The recurrent theme has been an aspect of trepidation, you know, and the feeling is, “Well this better go right otherwise”, you know, “a few people are going to be roaring down my neck”, you know, so there’s always been that pressure. 
You see the only problem we have here is little colleague support … we’re not a seamless obstetric team… 
These quotes highlight the significant barriers to providing VBB care when the clinicians were unsupportive or unskilled or both. 
A lack of leadership and training
Participants discussed how the option to have a VBB should be not unusual within institutions, however, support and a lack of consultants with the necessary clinical skills and leadership in this area were apparent. This was summed up by one participant who said ‘but if you are a Level 6 tertiary unit, that essentially does everything, I don’t think you can say, “but we don’t do breeches”. Similarly, the unwillingness to consider VBB as an option was expressed by this participant:
We have a group of consultants who don't want to engage in vaginal breech, it's much easier for them just to do what they've got away with in the last 10 years and Caesar women. So if the consultant of the day is not going to support the woman's choice what hope have we got in training the doctors, the registrars. That is the biggest barrier. 
This quote illustrates the barriers to an effective breech service is there is a lack of leadership, especially form consultant obstetricians. 
Fear of litigation 
In relation to the stress and anxiety that VBB can engender, two obstetricians discussed why they thought this was the case. One of them said:
A sort of unspoken mantra was that, “I’m scared as an obstetrician; you’re scared as a woman. Let’s just do a caesarean”.. and, you know, the fear was, on the obstetricians’ side, heavily driven by the increasing… you know, what people forget is that each year, the premiums for medical defence organisations just crept up and up.
Fear of litigation was evidently a barrier to providing care to women who wanted a VBB. This was despite acknowledging that the women were usually very well informed and determined. 
Creating the problems ourselves
Most participants thought that some complications with VBBs could be iatrogenic, and brought about by fear and lack of experience. They also expressed that despite research that shows the safety of VBB given the right circumstances, it was still necessary to explain the Term Breech Trial to women in-depth as most women had found this on the internet. Some of the comments were:
I'm aware of a lot of the fear that goes around it and the fact that a lot of it is unfounded and the fact that we create a lot of the problems with our fears. 
Now, the problem in that room was the level of agitation. You know, it had stopped the woman from contracting ... It was quite striking. She just could not … or would not have a contraction. She wouldn’t push and the other thing was that, you know, the carers were so agitated they didn’t, exert any suprapubic pressure. 
That Term Breech Trial is the big barrier … fear and lack of experience and lack of exposure to seeing vaginal breeches, because in all the right circumstances they are amazing.
This barrier and the one about fear of litigation highlighted the way in which fear contributed to anxiety which in turn potentially impacts on the physiology of the birth and hence was an important barrier to overcome. 
Facilitators 
Facilitating factors that kept VBB an option for women included upskilling clinicians, sharing clinician’s skills, careful counselling of women and having a collaborative team approach.
The importance of upskilling clinicians 
Participants discussed many ways to facilitate VBB, and how they could ensure their colleagues could be upskilled. Participants felt passionately about keeping VBB an option for women, and described in detail their methods of counselling women who presented late in pregnancy with a baby in the breech position. They all discussed the necessity for clinicians to learn the skills to facilitate a VBB. One participant discussed it in terms of a clinician’s responsibility to share their skills:
I believe very strongly they have a responsibility to increase everybody's awareness of breech and their trust in breech, so I'm passionate that we don't keep it a closed shop. 
Together with learning clinical skills it was thought that increasing confidence in talking with women and colleagues was very important. This was discussed by five of the participants, not only in terms of clinicians witnessing VBBs and gaining skills, but also working towards a full understanding of the VBB option in order to fully help women in their practise. She said:
There is very, very strong evidence now that saying it's a safe option in many, many situations; it's a safer option in many situations so our midwives have to convince themselves before they can convince anyone else. 
Clearly, having the skills to enable women to have a VBB is critical in facilitating safe births. These skills needed to be developed, sustained and then shared as the next sub-theme shows. 
Sharing of skills
Some participants had ideas on how to increase the clinical skills of practitioners. These focussed on increasing the number of VBBs that clinicians were exposed to. This included attending vaginal twin births when the second twin is breech, refresher courses for consultants and standard training protocols for clinicians. Other suggestions included:
Practising on models and talking through breech deliveries, things like obstetric emergency courses. So a lot of theoretical training and practising on models … having a breech day for practitioners. So getting that out there as well and making sure people attend and gain new skills and confidence. 
One of the things that [doctor] does is that when he has a woman who has a vaginal breech is he coaches the Registrars and RMOs [Registered Medical Officers] to be part of that birth process so that they can actually hands on learn and get experience.
There are other consultants that are here who used to do it but felt that they needed a bit of a refresher so they've refreshed and identified they needed a bit of support when they did the first two or three and they're happy to come on board now and be part of the roster.
Giving independent midwives visiting rights to hospitals. I think that would then increase the vaginal breech birth rate tremendously because they could just bring the women in.
Learning together through simulation and reality, taking every opportunity to share skills and knowledge and supporting one another were all important facilitators. 
Careful counselling and selection of women
The counselling of women was discussed at length by all participants. They spoke of incorporating assessment of the women’s risk factors, the benefits and practicalities of offering ultrasounds to check the type of breech position and an external cephalic version, positioning for birth, and addressing the fears of the women and her support partner/s. They also raised issue of the need for debriefing after the birth, not just for the women, but between themselves.
The need for a calm approach to caring for women with a breech presentation, not only during the birth itself, but in the vital counselling that occurs prior to birth was emphasised many times. This was in order to instil women’s confidence and trust, and provide unbiased information, dispel myths and unravel research on the topic. All participants were passionate about keeping VBB as a birth option for women, but were also happy that once the woman was adequately informed, that her ultimate choice of mode of birth was important. Explaining the importance of keeping calm, one midwife said:
They’ve gone from a low risk approach to being regarded as having significant risk and the fact that we have to talk to them about continuous monitoring.. its different in itself, and we’re always running that balance between giving all the evidence but also trying to keep it as calm and as fear free as we can whilst still exploring all those nuances of risk. 
The need to tailor the information sharing approach to individual women’s needs was seen as paramount in the provision of care. One midwife said: 
You start to get more of a feeling about the women themselves and that changes what my counselling approach would be. If someone is very clinical and likes to know that, you can give them the numbers to refer to.
Having systems and approaches to provide women with individualised information in a calm and unhurried environment was clearly important to facilitate VBB. 
Having a collaborative team approach
The interdisciplinary collaborative approach to caring for women with a vaginal breech was a strong theme in the interviews. Many participants, obstetricians and midwives, spoke of the need for unified team approach. For example, one obstetrician stated:
I think it needs to be a team approach. It needs to be that everybody's on board with it, that there are certain criteria that would mean that it's suitable to at least offer or discuss, and the midwives feel supported looking after these women in labour; that it's a valid option, that it's not something that's maverick or something or out of the ordinary.
Similarly, a midwife explained:
I think collaboration is key and I love working with my obstetric colleagues. I love the fact that we don’t always agree … so we can have that banter outside the doors and then come with a balanced offering for the women to make their choices around what they’d like.
The barriers and facilitators to provision of breech birth services, described above, dominated the data in this study. All participants felt very strongly that women should be provided with the option of a VBB. 
DISCUSSION
This study explored clinician’s experiences of facilitating VBB. Both midwives and obstetricians felt very strongly that VBB should be an option for women after careful risk assessment, and that a woman’s choice following full information-sharing and counselling was prioritised. There have been no other studies that specifically research this area, and only a few that investigate other aspects such as the number of VBBs obstetricians have attended,19 and their willingness to provide the option for VBB.20
This study explored nine clinicians’ experiences of caring for women with a breech presentation in two tertiary hospitals in NSW. There are very few breech services in Australia at the moment and so the total number of doctors and midwives with this current experience is small. In NSW, at the time of the study, there were only three facilities that provided vaginal breech services and we interviewed participants from two of these. Our findings explain the views and experiences of a small group of experienced doctors and midwives and may provide guidance for other facilities considering setting up breech services. 
After its publication in 2000, the TBT rapidly changed obstetric practice. Since then, despite several international studies that have shown the safety of VBB in certain women,9,10,12,13,15 most facilities will still advise women to have a caesarean section when presenting with a breech baby at term. Clinicians in this study spoke at length about how to ‘undo the damage’ of the TBT recommendations through giving back the option of VBB to women, providing evidence-based choices, shared decision-making, training (and refreshing) clinicians, and reducing the fear aspect of the practise. However, defensive medicine appears to drive practise more than evidence.21,22 This may be compounded by many clinicians lack of skills in facilitating a VBB, and the ease with which a caesarean section can be performed. It could be that the ease of performing a caesarean section is part of what is driving the lack of VBB option for women. In the US, vaginal birth after caesarean (VBAC) rates plummeted from 25% during 1995 to 1997, to 8% in 2006 predominantly due to fears of associated complications.23 A related fear of adverse events during a VBB may also be a driving force behind many clinicians’ practises. Recent evidence from Lyons et al.11 and Berhan and Haileamlak14 has also heightened these fears with evidence showing higher perinatal morbidity rates for babies born by vaginal breech or after a caesarean section during labour. Both these papers stress the importance of individualised decision-making regarding mode of birth in a term breech presentation. 
As a result of these fears, a ‘woman-centred’ care philosophy is often replaced with a ‘clinician-centred’ attitude and the options for all women leans towards elective caesarean section.24 Despite these fears, there are still women who will choose to attempt a vaginal breech birth25 and therefore this option needs to be carefully considered and discussed. The challenge for clinicians is to provide information on the benefits and risks of vaginal breech birth using an unbiased, non-judgemental approach, which may be difficult given many maternity clinicians today are heavily influenced by current practices and medico-legal contexts.7, 26 Maternity care systems with adequate infrastructure, such as the Norwegian study conducted by GlasØ et al.,16 and a woman-centred approach to VBB are better prepared to counsel women appropriately so women are satisfied and well informed. Countries, such as the United States and Australia, where VBB occurs at a much lower rate, do not seem to have established mechanisms for relaying the risks and benefits of VBB in an accessible way and there are calls for these countries to renew their commitment in this regard.27 
Our findings are echoed in previous research that recommends women require additional support for decision making for VBB given the decisional conflict they may experience due to the unexpected nature of breech presentation late in pregnancy.1 Tailoring information to the woman’s own personal risk and customising it to their level of knowledge is key to supporting the woman in making informed decisions.26,28
Limitations
Given the small sample of nine clinicians in this study, it is not possible to translate the findings to all other health contexts, especially states and territories that do not offer VBB.
CONCLUSION
There are a number of barriers and facilitators to clinicians’ ability to provide the option of VBB to women in Australia. A woman-centred focus on care and the establishment of professional support networks to encourage the transfer of clinical skills may improve women's access to expert care for VBB. This needs to be supported with a standardised policy framework from central health authorities supporting access and upskilling to promote VBB as a legitimate option for women. 
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